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ABSTRACT 

 
 One of the fastest growing segments of the homeless population in the United 

States is families, with women and their children heading up to 90% of these families.   

African-Americans represent a disproportionate number within the homeless population.  

Homelessness is a devastating experience for women and their children who often seek 

an emergency homeless shelter as their only option for temporary housing.  This 

grounded theory study explored how homeless African-American mothers and their 

children defined their health and managed and obtained their health for themselves and 

their children within the context of an emergency homeless shelter.  The grounded theory 

of Layered Stressors emerged after fifteen homeless African-American mothers were 

interviewed.   Health was perceived by the participants as “having your own.”    In the 

first stage, a perceived “loss of self-control” or loss of autonomy was given over to the 

shelter.  In the second stage, homeless mothers experienced layered stressors which 

consisted of “following the shelter’s rules,” “living with strangers,” “mothering in 

public,” “changed behaviors of their children,” “smoking more,” “feeling trapped, 

helpless and powerless,” “shared infectious illnesses.”  Chronic stress affects an 

individual’s physical, psychological and social make-up and may contribute to allostatic 

load, the cumulative biologic burden exacted on the body and brain.  McEwen (2002) 

described allostatis, and allostatic load as stressors.  Allostatic load may contribute to 

chronic medical illnesses. 
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CHAPTER ONE:  INTRODUCTION 

One of the fastest growing segments of the homeless population in the United 

States is families, with women heading 90% of these families and accounting for 23% of 

the general homeless population (U.S. Conference of Mayors, 2007).  These proportions 

are likely to be higher in rural areas.  Homelessness is a devastating experience for 

families.  It disrupts virtually every aspect of family life, often damaging the physical and 

emotional health of family members, interfering with children’s education and 

development, and frequently resulting in the separation of family members (online—

www.nationalhomeless.org, NCH Fact Sheet #3, June 2008).  Little is known about how 

homeless women with children perceive their daily life experiences and how the 

relationship of these perceptions affect the management of health care for themselves and 

their children.  Therefore, the purpose of this grounded theory study is to explore the 

basic social processes involved in homeless women who manage health care for 

themselves and their children within the context of an emergency homeless shelter. 

Homelessness is a complex concept, first, because there are many definitions of 

homelessness.  The Steward B. McKinney Act (1994) considers a homeless person as one 

who “lacks a fixed, regular, and adequate night-time residence and who has a primary 

night-time residence that is:  (A) a supervised public or private operated shelter designed 

to provide temporary living accommodations. (B) an institution 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 a regular sleeping accommodation for human 

beings.” (Online-National Coalition for the Homeless, Fact Sheet #3, June, 2008).  The 
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education subtitle of the McKinney-Vento Act goes on to include the term “homeless 

child and youth” (A) which means individuals who are sharing the housing of other 

persons due to loss of housing, economic hardship or who are living in motels, hotels, 

trailer parks or camping grounds due to a lack of alternative adequate accommodations or 

who are living in emergency or transitional shelters; are abandoned in hospitals or are 

awaiting foster care placement.  Homelessness includes children and youth who have a 

primary nighttime residence that is a private or public place not designed for or ordinarily 

used as a regular sleeping accommodation for human beings, and children and youth who 

are living in cars, parks, public spaces, abandoned buildings, substandard housing, bus or 

train stations, and migratory children who qualify as homeless for the purposes of this 

subtitle because the children are living in circumstances described above (Online-

www.National Coalition  for the Homeless, Fact Sheet #3, June, 2008).  Another 

definition of homelessness is from the Department of Housing and Urban Development 

(HUD).  HUD interprets the McKinney-Vento definition to include only those persons 

who are on the streets or in shelters and persons who face imminent eviction (within one 

week) from a private dwelling or institution and who have no subsequent residence or 

resources to obtain housing (Online-www.nationalhomeless.org, Fact Sheet #3, June, 

2008).  Those individuals and families living in doubled-up situations are not considered 

homeless.  Simpler definitions used by nurse and social science researchers include a loss 

of permanent residence, a manifestation of extreme poverty, disaffiliation from friends 

and family, detachment, and a lack of adequate resources, shelter, and community ties 

(Hodnicki, Horner & Boyle, 1992, p. 257).  For the purpose of this study, homelessness is 
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simply defined as “living without a permanent dwelling or a dwelling that a woman with 

her children would call her own.” 

Definitions of homelessness are not sufficient to capture the complexity of the 

concept because they ignore the personal and interpersonal perspectives of the concept.  

From a symbolic interactionist perspective, the perspective chosen for this study, 

homelessness is understood within the context of social interaction.  Through 

social interaction, people learn the meanings and symbols essential to the expression of 

thought.  According to Blumer (1969), the meanings that things and situations have for 

human beings is seen as central in and of itself, and to ignore the meaning of the things 

toward which people act is seen as negating the behavior under study.  As people 

interpret their situations, they modify the meanings and symbols used in action.  

Interaction within the self and with others allows people to understand a situation and 

make choices.  The social context for interaction is society and society develops as a 

result of the interwoven patterns of interaction and action (Crooks, 2001).  Thus, 

symbolic interactionism sees meanings as social products, created through a process of 

social interaction, and through the defining activities of people as they interact (Blumer, 

p. 5).   A homeless woman constructs meaning from her homeless experience and she 

determines the course of her actions and interactions through a process of social 

interaction.   From the symbolic interactionist framework, the meaning of the homeless 

experience is left then for individual interpretation.   

Other factors also add to the complexity of the concept of homelessness.  For 

example, there is debate over other dimensions that define the homeless such as time 
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(duration of homelessness) and place (living arrangements).  The dimension of place adds 

complexity because, while some individuals may not be homeless under conventional 

definitions, they have no place of their own to call home and hence, are in “doubled-up” 

circumstances, living with extended family or friends (Argeriou, McCarty & Mulvey, 

1995).  The dimension of time adds complexity because research shows the behaviors of 

individuals and their views of their situations is influenced by how long they have been 

homeless.   

Some research suggests that the perception of being homeless changes over time.  

For example, some social scientists have suggested a three-stage model to describe and to 

study the downward drift present in the lives of homeless people (Belcher, Scholler-

Jaquish & Drummond, 1991).  As a conceptual model, the research on these stages 

included only single men and single women.  The first stage includes the marginal 

homeless or individuals who live in poverty, but their connection to a home is tenuous 

and often episodic.  The second stage or the recent homeless are individuals who have 

become homeless within the last nine months.  They identify with the mainstream of their 

community rather than with other homeless individuals, and they retain a sense of hope 

that they will regain a lost home, job and social standing and avoid living on the streets.  

The chronic homeless have been homeless for longer periods of time, usually more than a 

year and sometimes for many years.  They accept their life experiences on the streets as 

“their normal lives” and they easily and clearly identify themselves as homeless.  The 

chronic homeless are extremely suspicious of members of mainstream or conventional 
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society.  Many of the homeless may drift back and forth between stages two and three as 

they struggle to keep the streets from becoming their permanent home. 

How homeless mothers with children fit with conventional definitions including 

the dimensions of time and place is not entirely clear.  Homeless mothers with their 

children often find shelter in temporary shelters for the homeless.  For example, these 

shelters can include an emergency shelter which houses homeless women with children 

under 18 from four to six weeks to a transitional shelter which provides a temporary 

home for women and their children for one to two years.  Some of these transitional 

shelters also operate rehabilitation programs for substance abusers.  A literature review 

confirmed no prior documentation on whether homeless mothers with their children 

perceive themselves to be marginally homeless or if they experience any of the stages 

previously addressed.  It is the researcher’s perspective that homeless women with their 

dependent children represent the marginally homeless.     

        The remainder of Chapter One focuses on the demographics of homelessness, 

methodologies used to measure and identify who are the homeless, the importance of 

studying women and homelessness, the implications of racism on health, health 

consequences of homelessness, the significance of this study for nursing, and a discussion 

of the theoretical underpinnings of the study. 

Background 

The homeless population continues to grow despite social programs, federal and 

state assistance to cities, and health and social research designed to decrease the numbers 

of homeless.  Identifying the exact number of individuals in the U. S. who are homeless 
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is difficult for several reasons.  First, the methodology used to measure the number of 

homeless people varies depending on whether one counts all the people who are literally 

homeless on a given day or during a given week (point-in-time counts) or whether one 

examines the number of people who are homeless over a given period of time (period 

prevalence counts).  Point-in-time studies do not accurately identify intermittently 

homeless people, and they tend to overestimate the proportion of people considered 

“chronically homeless.”  Point-in-time counts are generally criticized as misrepresenting 

the magnitude and nature of homelessness.  Second, although period prevalence counts 

are considered to be more accurate, many homeless individuals and families are not  

counted simply because they are not in places researchers can easily find.  These places 

include vehicles, camp grounds and those individuals and families living in doubled-up 

situations.  It would appear that there are at least 2.5 people in doubled-up living 

arrangements for every person who is in a shelter.  Some researchers estimate that more 

than 67% of people who are doubled-up become homeless within 12 months (Online—

www.nationalhomeless.org, fact sheet #2, September, 2002).  Third, whichever method 

for measuring homelessness is used, the high turnover in the homeless population 

suggests that many more people experience homelessness than previously thought and 

that an accurate figure for estimating homelessness can only be approximated.  Most of 

the people who become homeless do not remain homeless (Online—

www.nationalhomeless.org, fact sheet #2, June, 2008). 

Despite these measurement problems, current estimates of homelessness in the 

United States suggest that 760,000 people are homeless on any given night or 1 percent 
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of the U.S. population experiencing homelessness each year.  There are approximately 

3.5 million people, 1.35 million of them children experience homelessness in a given year 

(National Law Center on Homelessness and Poverty, 2007). 

The number of homeless families with children has increased significantly over 

the past decade.  In its 2007 survey of 23 American cities, the U. S. Conference of 

Mayors found that families with children comprised 23% of the homeless population 

(Online- www.nationalhomeless.org; Fact Sheet #3, June, 2008).  Nationally, children 

under the age of 18 accounted for 39% of the homeless population with 42% of these 

children being under the age of five (National Law Center on Homelessness and Poverty, 

2004).  These proportions are likely to be higher in rural areas where studies indicate that 

families, single mothers and children make up the largest group of people who are 

homeless. 

  Locally, research on homelessness in a Midwestern city, the city where the study 

was conducted, was completed twenty-three years ago (1986) in a comprehensive study 

by this Midwestern social research agency.  At that time, social researchers saw their 

work as a one-time undertaking with a goal of improving social services and then 

counteracting homelessness.  However, by 1993 not only had the overall number of 

people who were homeless increase, but the conditions which resulted in homelessness 

had expanded.  Increases in the homeless population were attributed to social policy 

changes at the national and state level, such as the closing of state-funded institutions for 

people with mental illness.  Studies document that people with mental illness and who 

were previously institutionalized became homeless because of an inability to live in a 
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nonstructured environment where they were not provided with food, clothing, shelter, and 

access to medication (Belcher & Toomey, 1988, p. 151).   It was also noted that from the 

first study in 1986 until the second report in 1993, illicit drugs and drug abuse played a 

growing role as a condition that worked against recovery from homelessness (Online—

The Greater Cincinnati Coalition for the Homeless, Applied Information Resources, 

2001). 

Since 1993, the number of people who are homeless in this Midwestern city has 

increased by over 200%.  Study estimates from 2000 report that the homeless population 

has more than doubled in size with greater proportions of women and children than in the 

previous two studies from 1993 and 1986.  In 2000, the annual estimate of people who 

were homeless in this Midwestern city approximated 25,488.  This represents a 5,000 

person increase from the 1993 study, which itself was double the 1986 study estimate 

(Online—The Greater Cincinnati Coalition for the Homeless, Applied Information 

Resources, 2001).   Some of these current trends reveal a larger percentage of homeless 

women who are African American (71%), far more than the percentage of African-

Americans residing in this Midwestern area.  Family shelters report that the homeless 

population is overwhelmingly African-American (68%) versus 43% for the city as a 

whole.  An African-American woman with children is far more likely to be homeless 

than her Caucasian-American counterpart.  Overall more families, especially single-

parent families (mothers with their children) are either living on the streets or are seeking 

temporary shelter (Online—The Greater Cincinnati Coalition for the Homeless, Applied 

Information Resources, 2001).  Homeless African-American women with their children 
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who are temporarily residing at an emergency shelter constitute the target population for 

this study. 

Women and Homelessness 

Although many previous studies describe the characteristics of the homeless, the 

socioeconomic causes of homelessness, the prevalence of physical and mental disorders 

and the rates of service utilization, the causes, consequences, and experiences for 

homeless women accompanied by their children are uniquely different from other 

homeless populations, such as homeless men. Few studies document the subjective or 

intrapersonal perspective of a homeless woman’s life and the relationship of these 

perceptions in managing health care for herself and her children.  

Homeless women with children are not as likely to be homeless as a result of drug 

or alcohol abuse as are homeless women who are alone and single homeless men 

(Averitt, 2003, p. 83).  However, determining the incidence of substance abuse with 

homeless mothers is difficult because researchers often rely on self-report.  By admitting 

to alcohol or drug abuse and/or seeking drug rehabilitation, a woman with  children risks 

losing her children to foster care or losing her custody rights.  Research by Burt and 

Cohen (1989) and Bassuk and colleagues (1986) estimate the incidence of substance 

abuse in homeless women with children to be approximately 10%.  Whereas homeless 

men attribute their continued homelessness to a substance abuse problem  (Morrell-Bellai 

& Boydell, 2000), homeless women with children attribute their homelessness to 

domestic violence both in their family of origin and in their current relationships, early 

childhood trauma/neglect, and a chronic lack of social support by their families of origin 
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(Anderson & Rayens, 2004).  Often, it is the presence of a child that homeless mothers 

report as an important and sometimes only source of social support (Bassuk & 

Rosenberg, 1988; Milburn & D’Ercole, 1991).  Homeless women also appear to have 

experienced more disruptions in their familial social network and loss of social supports 

in their lives than have most homeless men (Milburn & D’Ercole, 1991, p. 1165).  

Research by McChesney (1986) suggest that these disruptions are the significant events 

that can influence a woman’s downward spiral into homelessness. 

Homeless children also have their own unique problems and challenges.  A study 

by Ziesemer, Marcoux  and Marwell (1994)  revealed that although homelessness itself is 

not a predictor of cognitive, behavioral and other learning disabilities among children, 

being homeless indicated a potential risk to a child’s ability to succeed and achieve in 

school and community environment with the risk being substantial for the majority of 

poor and homeless children.  The findings in a study by Menke (1998) addressed the 

mental health of school-age children who were living in an emergency homeless shelter 

or transitional housing. These findings revealed that 57% of homeless children had 

depressive symptoms and an additional 26% needed evaluation for other mental health 

problems, such as externalizing and hyperactive behaviors. 

Homelessness affects and changes the role of mothering and the child care 

responsibilities that are assumed under this role.  For many mothers, the experience of 

being homeless actually started before moving to a shelter. Homelessness started when 

women had to double up with relatives and friends (Meadows-Oliver, 2003).  Many 

women develop guarding behaviors to protect their children from harm while residing in 
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a shelter.  Previous studies by Hodnicki (1993) and Horner & Boyle (1992) revealed that 

guarding behaviors were constant and were considered a shared activity among mothers 

in a shelter.  By being watchful over each other’s children, homeless mothers were able 

to maintain a sense of family security.  Homeless mothers also report feelings of loss, not 

just in losing their homes, but a loss of privacy, freedom, respect and a loss of parental 

authority (Meadows-Oliver, 2003).  In a study by Boxill and Beaty (1990), sheltered  

homeless mothers and their children were not able to interact in private.  Many mothers 

were forced to express feelings of love and anger, caring and frustration in communal 

settings, a phenomenon identified as “public mothering.”  In addition, mothers must 

follow restrictive rules of shelter life including rules about parenting, chores, eating, 

sleeping and waking times, visitors, and entertainment.  In some settings, shelter rules 

required children to always be in the physical presence of their mothers, thus exposing 

children to a wide array of their mother’s emotions.  Thus, mothers expressed concern 

because they were not able to protect their children from viewing them in intense 

emotional states, such as crying, feeling nervous, sad, irritable, and depressed (Thrasher 

& Mowbray, 1995).  As a result, mothers often experienced a loss of freedom as well as a 

loss of control over many aspects their lives and the lives of their children (Meadows-

Oliver, 2003). 

              In the same study, Thrasher and Mowbray (1995) discovered that mothers felt 

their parental authority was undermined by shelter staff and that homeless shelters 

distorted the role of mother by not allowing mothers to be the primary nurturer, teacher 

and disciplinarian of their children.  However, while losing their homes and becoming 
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homeless was expressed as an extremely stressful time of their lives, homeless mothers 

employed a variety of survival strategies to help deal with their losses.  Banyard (1995) 

explored these survival strategies and found that feelings of isolation and marginalization 

were reduced when mothers connected with other women living under the same set of 

circumstances.  In another study exploring the strengths of sheltered homeless mothers, 

Montgomery (1994) discovered that children were not considered a burden for homeless 

mothers, but served as a source of interpersonal strength which sustained them and gave 

them a reason to persevere, again supporting previous studies of positive social supports. 

  These studies highlight the multitude of psychosocial issues that homeless 

mothers encounter.  How homeless mothers manage healthcare for themselves and their 

children within the context of individual feelings of isolation, loss of freedom, respect 

and loss of parental authority has not been completely explored.  One grounded theory 

study by Hatton (1997) described health problems among homeless women with children 

and how they managed various ailments while living in a transitional shelter.  Data 

analysis revealed four conditions as most salient:  shame, fear, lack of information, and 

lack of eligibility.  The major category of “overcoming it alone” described how a 

homeless woman cared for her health problems.  From previous studies, the 

consequences related to concepts such as, a lack of social support, social isolation, loss of 

freedom and personal feelings of anxiety and depression which many homeless women 

experience may have implications in how health care is managed, yet, this information 

has not been sufficiently explored.    
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  It is important for the nurse researcher to begin to understand the subjective and 

intrapersonal perspectives of homeless African- American women with children, their 

ways of coming to know their health issues, the strategies used to deal with it, and the 

processes that help them through a situation.    

Racism and Health 

How homeless African-American women manage healthcare for themselves and 

their children within the context of an emergency homeless shelter cannot be fully 

explored without discussing the implications of racial disparities and racism on health.  

Sadly, evidence of racial disparities and racism in healthcare is abundant.  Racial 

disparities exist at the preventative, diagnostic, therapeutic levels as well as in the 

allocation of services and healthcare resources (Harrison & Falco, 2005).   The 

suggestion that race independently influences the delivery of healthcare from a diagnostic 

and therapeutic level as well as in the allocation of services is alarming and disturbing 

(Harrison & Falco, 2005).  However, the consequences of racial disparities in the delivery 

of healthcare are not as overt as prior research studies would suggest, and therefore it is 

easy to overlook or ignore evidence of racial disparities.  This section will focus on the 

effects of racial disparities and racism on the healthcare of African-Americans.       

Racism involves more than just the language of race.  The Oxford English 

Dictionary defines race as  group of people sharing the same culture, language; an ethnic 

group; a group of people or things with a common feature; from biology, a distinct 

population within a species (online—http://dictionary.oed.com. retrieved July 21, 2005).  

Adding to the complexity of the concept of race is the ideology of race.  “Ideologies, 



 22 

defined as the body of ideas characteristic of a particular individual, group, or culture are 

critical to maintaining power relations in the United States and for contributing to the 

concept of racism (Tashiro, 2005, p. 205).”  “The ideology of race includes the following 

critical components: 1) the groups that are called races are mutually exclusive, and have 

intrinsic characteristics and worth; 2) race in popular discourse is generally assumed to be 

a property of people who are not white, with corresponding racial invisibility for whites; 

3) a symbolic boundary around whiteness constitutes the color line; and 4) race is real, 

and has a biological/genetic basis (Tashiro, 2005, p. 204 & 205).” 

 “Racism is a complex, multidimensional concept defined as the beliefs, attitudes, 

institutional arrangements, and acts that tend to denigrate individual or groups because of 

phenotypic characteristics or ethnic group affiliation (Peters, 2004, p. 613).”  Still, a 

second definition defines racism as those beliefs, attitudes and acts that are inherent in a 

dominant culture and routinely are created and reinforced through every day practices for 

the purpose of justifying unequal treatment of members of a group identified as inferior 

(Kendall & Hatton, 2002). 

According to Peters (2004), the experience of racism occurs on three spheres:  1) 

individual or personal racism; 2) institutional racism embedded in the policies of a given 

institution; and 3) cultural racism arising from the cultural practices of one group directed 

against another (Peters, 2004).  Besides being experienced individually and directly, 

racism may also be experienced trans-generationally, and collectively (Peters, 2004).  

Individual perceptions of racism are cumulative, with new encounters interpreted based 

on previous experience.  However, the vast majority of racist practices are found within 
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our institutions and in the macrosocietal structures of our society, not in individuals 

(Kendall & Hatton, 2002).  Institutional racism is a collective failure in providing 

national healthcare and a systemic problem often remaining faceless, distant, and 

anonymous. 

On an institutional or macrosocietal level, racism is not so covert.  Race 

determines health status and social allocation of resources and opportunities.  Inequality 

in socioeconomic status (SES), educational and work opportunities, and residential 

segregation are strong social indicators of the viability of racism within organized 

institutional structures (Kendall & Hatton, 2002).  Indirectly, racism is a determinant of 

adult socioeconomic status (Williams, 2002).  “Racial residential segregation, a key 

institutional mechanism of racism, may play a critical role in shaping adverse health 

consequences (Williams, 2002, p. 594).”  In a study by Cooper and colleagues (2001), 

residential segregation was significantly related to premature mortality and income 

inequality for African-Americans whereas, the effect of residential segregation was not 

significant for Caucasian-Americans.   

 A growing body of research suggests that subjective experiences of racism are 

important factors in the lives of African-American women and that these factors may 

adversely affect physical and mental health (Williams, 2002).  McEwen (2002) 

introduced the concepts of allostasis and allostatic load as a possible explanation of the 

effects of racism on health.  Allostatic load has been conceptualized as the “cumulative 

biological burden exacted on the body through attempts to adapt to life’s demands” 

(Kendall & Hatton, 2002).  Allostatic load may be a contributing variable in disparate 
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health outcomes between Euro-Americans and African-Americans.  For African-

Americans living in racist American society, this type of chronic and accumulating stress 

can damage organ systems over time (Kendall & Hatton, 2002). 

Peters (2004) examined the relationship of racism and blood pressure among 

African-American adults.  Although data analysis revealed a high prevalence of 

perceived racism, the racism/BP relationship was moderated by age with significant age 

related differences noted.  Older adults (40 years or older) experienced more distress 

from racism, more anger suppression, and higher blood pressure but overall lower levels 

of stress emotions.  The highest levels of blood pressure were noted in older adults who 

also reported the lowest level of perceived racism which highlights the possibility of  

“internalized oppression.”  This means that for some older African-Americans, unfair or 

discriminatory treatment is perceived as “deserved” and not discriminatory.  Although 

the concept of allostatic load was not applied to the Peter’s study, African-American 

women are 1.8 times more likely to develop hypertension than are Caucasian women 

(Williams, 2002).  According to Williams (2002), biological factors (including genetic 

ones) may play a small role in accounting for population differences in health.  Biology 

adapts over time to the conditions of the environment.  Thus, “for racial groups living 

under different environmental conditions, interaction between biology and socially 

determined exposures can lead to adaptations that may contribute to population 

differences in health (Williams, 2002, p. 590).”  Although the concept of allostasis and 

allostatic load are not variables introduced in this study, racial experiences and 

perceptions of health will be addressed in homeless African-American mothers.  Since 
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over 70% of homeless women in a moderate size Midwestern city are African-

Americans, the concept of racism among homeless mothers and their children is 

eminently viable. 

The solutions to race-based differences in health and healthcare delivery are 

equally complex and many areas have yet to be studied.  Harrison and Falco (2005) stress 

cultivating advocacy as an important step in correcting racial disparities.  Research by 

Brown et al (2004) reveal that for African-Americans, the meaning and value of health is 

equated with spending time with family and maintaining quality of life more than in 

physical-related responses like mobility and being in good shape which Caucasian-

Americans are more likely to respond.  Simply choosing dialogue as a solution to racial 

disparities is not enough.  Harrison and Falco (2005) stress other resources for cultivating 

advocacy such as imaginative literature and literary analysis.  Both resources provide a 

lens for which to study society as well as to explore the subjective experiences of 

individuals and their social worlds. 

The current approach to advocacy is based on the traditional problem-based 

model of nursing which is inherently paternalistic and self-serving.  This may result in 

harm to clients and the community because it is precisely the patient or client who may 

not be addressed in identifying what will or will not promote their health and well-being.   

In working with a new perspective, Harrison & Falco (2005) advocate models of nursing 

that are based on respect for the client’s life choices and include an understanding of the 

importance of folk idiom, kinship bonds, ancestry and cultural wisdom, rather than the 

individualistic and empirical frameworks created for European American clients.  These 
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new ideas have the potential to correct racial disparities that currently exists in the 

delivery of healthcare to African-Americans and other minority groups. 

Health Consequences of Homelessness 

Living without a home increases an individual’s health risks.  With the exception 

of obesity, stroke and cancer, people experiencing homelessness are far more likely to 

suffer from every category of acute and chronic health problems.  Conditions which 

require regular, uninterrupted treatment, such as tuberculosis, HIV/AIDS, diabetes, 

hypertension, addictive disorders, and mental health disorders, are extremely difficult to 

treat or control among those without adequate housing.  

The health consequences of homelessness are particularly profound for women. 

Homeless women report more gynecologic-related problems than do women in 

traditional housing (Norton & Ridenour, 1995).  Similarly, unintended pregnancy among 

homeless and abused women from rape or victimization is more common than among 

other women and is considered a high risk condition (Robrecht & Anderson, 1998).  The 

pregnancy rate in homeless women is twice as high as in the general population, and is 

highest among those 16 to 19 years of age. Another factor attributed to higher pregnancy 

rates is limited access to contraception while homeless (Jackson & McSwane, 1992).  

Pregnant homeless women face the constant challenge of securing adequate caloric intake 

and access to personal hygiene facilities (Robrecht & Anderson, 1998).  Many pregnant 

homeless women eat fewer than two meals a day (Bassuk et al., 1996; Killion, 1995).  

Compared with low-income housed women, pregnant homeless women have fewer 

sources of income that might contribute to cleanliness and nutrition (Bassuk et al., 1996).  
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Infants born to women living in shelters have been shown to have substantially lower 

mean birthweights and higher mortality rates than infants born to low-income women in 

permanent housing (Burg, Mary Ann, 1994).  The overall determinants of a healthy full-

term pregnancy include adequate nutrition, control of hypertension, treatment of 

gynecologic disease, and prenatal monitoring of fetal development. 

The risk of death for single homeless women (without dependent children) under 

age 45 is ten times greater than the general population with HIV/AIDS and drug overdose 

given as the most common cause of death in these women (Cheung & Hwang, 2004).  In 

addition, the survival advantage normally associated with being female is attenuated 

among younger homeless women.  In a conventional housed population, young women 

have a much lower risk of dying and a longer life expectancy than young men.  In the 

homeless population, the mortality rate among younger women is similar to that among 

their male counterparts suggesting that the adverse health effects of the social 

environment and health behaviors of young homeless women contributes to higher 

morbidity and mortality (Cheung & Hwang, 2004). 

Homeless women are at higher risk for mental health problems.  There is a higher  

rate of assault by male partners and homeless women have often experienced childhood 

physical and sexual abuse (Anderson, 1996; Montgomery , 1994).).  These chronic 

physical and emotional abuses adversely create a long-term effect on emotions, self-

perceptions, social functioning, and self-worth (Hatton, 1997).  

The level of depressive symptoms in homeless mothers is equally disturbing.  

Conrad (1998) revealed an 87% rate of high depressive symptoms in a small sample of 
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thirty homeless mothers of preschool children.  These findings are nearly one and a half 

times the reported rate of depression for mothers of young children from low-income 

backgrounds who are not homeless.  The incidence of depression from this smaller study 

was consistent with data from two larger population studies of homelessness in the 

United States (Bassuk, 1990 & Link et al., 1994).  Taken together these studies suggest 

that homeless mothers with young children experience dramatically high levels of 

depressive symptoms and affective disturbance.    In addition, a study by Nyamathi, Stein 

and Bayley (2000) indicated that a lack of social support and low self-esteem contributed 

to avoidant coping styles and less health care utilization.  The results of these studies 

suggest that perhaps interventions and educational programs which provide the 

opportunity to practice good health practices, treat depression, and integrate self-esteem 

could promote a healthier life style among homeless women and subsequently reduce 

their risk of death. 

Homeless children have an increased rate of long-term physical disorders such as, 

asthma, anemia and malnutrition (Norton & Ridenour, 1995).  In a cross-sectional study 

in New York City, McLean, Bowen, et.al. (2004), confirmed that the prevalence of 

asthma among a random sample of homeless children was likely to be 39.8% or more 

than six times the national rate for children.  Overall, asthma in homeless children is for 

the most part severe and substantially undertreated.  Speculation on factors contributing 

to the high rates of  asthma in homeless children  include a lack of access to a medical 

home and to continuity of care, a lack of appropriate treatment and heavy emergency 

department use all of which contributes to the severity of asthma.  High levels of 
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exposure to allergens and irritants found in poor housing before homelessness occurs as 

well as the possible overcrowding while living in “doubled up” conditions before 

becoming homeless all may be associated with increased exposure to respiratory tract 

infections which could contribute to asthma severity (Mclean, Bowen & et al., 2004).  

The prevalence of asthma among homeless children addresses the substantial burden of 

illness due to asthma faced by these children and their mothers and it provides a small 

view of the health situation of children whose mothers live on the edge and are at levels 

of severe poverty that require urgent attention and action.  

Studies on nutrition reveal that when compared with other children, homeless 

children are overall shorter and show characteristics of chronic malnutrition.  In one 

study by Kelly (2001), nursing observations revealed that preschool children arriving at a 

homeless shelter in the Southwest did not appear to be severely malnourished (e.g., no 

major weight loss or stunted growth), but rather, the children exhibited lethargy in 

relation to age-appropriate activities in their environment.  They also observed that these 

children had greater difficulty overcoming low-grade infections, even though they 

received appropriate medical treatment for these infections.  These studies highlight the 

implications of a poor diet in homeless children and suggest that this population is at high 

risk for poor health and cognitive changes related to chronic malnutrition (Kelly, 2000). 

Women who find themselves homeless face risks unique to their identity as 

women and mothers.  Many of these women have been victims of domestic violence and 

other forms of violence, such as abuse by their family of origin (Montgomery, 1994, 

p.35; Anderson, 1996).   For some homeless women, becoming homeless was a positive 
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decision to free themselves from noxious and volatile relationships.  This perspective is 

supported by Montgomery (1994) and Smith and colleagues (1993) who found that less 

than half of homeless mothers had evidence of current psychiatric illness.  Thus, it is 

important to differentiate services for mothers who have stable, chronic mental health 

problems and those who are experiencing an acute depressive episode related to the 

homeless experience. 

     Significance of the Study for Nursing 

Although many previous studies describe the characteristics of the homeless, the 

socioeconomic causes of homelessness, the prevalence of physical and mental disorders 

and the rates of service utilization, few studies document the subjective or intrapersonal 

perspective of a homeless woman’s life and the relationship of these perceptions to 

managing her health and well-being and those of her children.  Less is known about how 

homeless women perceive their daily life experiences; how they survive from one day to 

the next; and how their resilience and outlook on life combine with their beliefs and 

values to affect their behavior and decisions in a given context.  These gaps in American 

society’s understanding of the homeless woman’s intrapersonal view may influence the 

way in which current health care strategies, programs, interventions and health care 

policy are implemented.  Because of the paucity of qualitative studies on the lives of 

homeless women, a grounded theory study would explain and describe the complexity of 

contextual variables in a sheltered homeless woman’s life including her perceptions of 

managing and seeking health care, attributions of meaning, and her preferences for 

interaction in the health care field.  How homeless women manage their health and make 
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health related decisions, what homeless women count as evidence to support their health 

decisions and what health care means to them is best derived from symbolic interaction 

and grounded theory. The symbolic interactionism perspective underlying this grounded 

theory study focused this inquiry on the social perspective of being homeless as a woman 

and a mother who also has child care responsibilities. 

Although most women need health care at some point in their lives, how each 

woman manages her own health is defined by the social context in which she lives.  The 

social context, therefore shapes and formalizes the management and decisions that are 

made concerning a woman’s health.  Homeless women remain particularly vulnerable in 

managing their health and the health of their children because the social context of 

delivering health care is based on the assumption that people are “housed.”  For example, 

outpatient surgical clinics, medical clinics and dental clinics operate in a structured 

environment of appointments, designated office hours, telephones, and computers for 

communicating.  From a “housed” situation, individual privacy is assumed and 

maintained.  The unstructured lives of homeless women dictate that their social context 

for managing health care services for themselves and their children is incongruent with 

the assumptions of managing care in our current health delivery system and in 

maintaining individual privacy and confidentiality. 

This study is significant for nurses and the nursing profession.  Nurses interface 

with the health care delivery system on every level, from preventive services through 

tertiary medical care services.  The relationship of the nurse researcher and homeless 

women in this grounded theory study creates a powerful social context.  The ability of 
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women to develop and maintain social relationships is an advantage when women study 

women, and the process of exploration is not passive, but reciprocal in that both nurse 

researcher and participant are transformed.   

The grounded theory method will be used for this study.  This method is one 

means to give homeless women a voice.  Women’s knowledge develops from silence to 

conscious constructed knowledge and changes with time through an interpretive process 

of symbolic interaction.  “Symbolic interaction moves scientific inquiry from the 

mechanistic model of causation to a process model (Crooks, 2001, p. 16).”  In order to 

better understand the health management experience from a homeless woman’s 

perspective, the grounded theory method will make it possible to explicate how homeless 

women view the world through different relationships and from different contexts.  In 

addition, personal narratives would help the nurse researcher understand the extent to 

which the multitude of health and racial disparities may render homeless African-

American women largely invisible and misunderstood. 

Theoretical Perspectives 

In this section, Roger’s Science of Unitary Human Beings provides a nursing 

conceptual model which links several concepts and dimensions together with the societal 

problems of poverty and homelessness.  In addition, symbolic interaction, the perspective 

chosen for this study and the researcher’s perspective are discussed. 

Roger’s Science of Unitary Human Beings 

 Martha Rogers’ Science of Unitary Human Beings is a conceptual system, 

envisioned as new knowledge that would enhance an individual’s humanness and 
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coordinate with accelerating technological advances.  Roger’s envisions a future of 

growing diversity, of accelerating evolution, and of no repeating rhythmicities. 

Roger’s conceptual system is based on four postulates of openness, energy fields, 

pattern and pandimensionality.  The principles of resonancy, helicy and integrality 

formulate the principles of homeodynamics.  The human and environment are open 

systems with a continual mutual flow of energy.  Roger’s believes that energy fields 

constitute the fundamental unit of both the living and the nonliving.  Energy fields are not 

biological fields, physical fields, social fields, or psychological fields.  Nor are human 

and environmental fields a summation of biological, physical, social, and psychological 

fields (Fawcett, 1995).  Energy fields represent a means of perceiving people and their 

respective environments as irreducible wholes.  Energy fields are extended to groups.  

Group energy fields have the same characteristics as individual energy fields. They are 

continuously open and integral with their own environmental fields, they are 

pandimensional,and they have pattern that changes continuously.  Poverty is one example 

of group energy fields with a pattern exemplified in its characteristics and subjective 

experiences.  Poverty increases human suffering and with it are problems such as 

impoverished environments, unsafe neighborhoods and an increase use of illicit drugs 

and escalating violence.  From this perspective, individuals living in poverty and in 

impoverished neighborhoods are conceptualized as high-frequency, diverse human 

energy fields who are in constant mutual process and integral with a low-frequency 

impoverished environmental field. 
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Roger’s defined pattern as the distinguishing characteristic of an energy field 

perceived as a single wave.  Pattern is an abstraction, its nature changes continuously, 

and it gives identity to the field (Fawcett, 1995).  Although poverty is visualized as 

negative for the health and well-being of society, it continues to change from low 

frequency to high frequency wave patterns and to exhibit increasing diversity.  This 

diversity is manifested in the ever-increasing health disparities within our own 

socioeconomic classes.  Poverty is in mutual process with society as a whole, and hence, 

mutual accelerating change occurs as a unitary whole.   Moreover, human and 

environmental energy fields change continuously.  According to Rogers, change is 

regarded as natural and desirable.  “Change is creative and innovative, always in the 

direction of increasing diversity (Fawcett, 1995, p. 380).”   From a realistic perspective, 

an example of change occurs with the various federal and state programs which have 

tried to eliminate with some or no success the complex problem of poverty.  From 

previous public assistance programs, such as the Aid to Families with Dependent 

Children (AFDC) to the current Temporary Assistance to Needy Families (TANF), public 

assistance has been the government’s approach to neutralize poverty.  As a whole, 

American society has participated in creating these programs.  From Roger’s perspective, 

this mutual participation of human fields and impoverished and non-impoverished 

environmental fields operates on the postulates of patterning, openness and 

pandimensionality.  Continuous accelerating change takes place as new government 

programs are created and other, ineffective programs are terminated. 
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Energy fields have pattern.  Each individual possesses a unique pattern which is 

perceived as a single wave.  This pattern is always present and negentropic, becoming 

increasingly diverse and moving toward higher wave frequencies.  The pandimensional 

environment exists in an ever-changing relative present, an infinite now where time and 

space in nonlinear and not static.  Martha Roger’s perceives of this pandimensional 

environment (which encompasses a higher level of human awareness) as an environment 

that is beyond the space constraints of the physical body and beyond the time constraints 

of the present (Compton, 1989).  

Martha Roger’s formulated three mutually exclusive principles of 

homeodynamics to explicitly state her ideas about human and environmental energy field 

patterns.  The principle of resonancy delineates the direction of evolutionary change in 

energy field pattern.  Resonancy is the continuous change from lower to higher frequency 

wave patterns in human and environmental fields.  The principle of helicy is the 

continuous, innovative, unpredictable, increasing diversity of human and environmental 

field patterns.  The principle of integrality emphasizes the nature of the relationships  

between the human and environmental field as a process.  On an individual level, this is 

manifested in a homeless woman’s knowing participation in change.  Homeless women 

do interface with the health care delivery system and with nurses who also knowingly 

participate in the process of change and they also work with a goal of helping their clients 

move toward better health.  The principles of homeodynamics are applied as change 

creates even further accelerating change and as homeless women knowingly participate 

in the management of health care for themselves and their children. 
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For Roger’s, health and illness are expressions of the life process in its totality.  

The course of life demands that health and illness be viewed in all of its dimensions, and 

that health and illness are not dichotomous entities.  Wellness and illness are not 

differentiated, but they are considered value terms imposed by society (Fawcett, 1995, p. 

386).  Both health and illness are part of the same continuum.  For example, illness and 

pathology exist when the human field manifests characteristics that may be deemed 

undesirable.  The increased risk on one’s health inflicted by homelessness is one 

example.  “Health is then defined as participation in the life process by choosing and 

executing behaviors that lead to the maximum fulfillment of the person’s potential 

(Fawcett, 1995, p. 386).” 

Symbolic Interactionism 

The processes women use to manage health for themselves and their children will 

be studied from the theoretical perspective of symbolic interactionism.  “Symbolic 

interactionism is a sociological perspective that views meanings as social products, as 

creations that are formed in and through the defining activities of people as they interact 

(Blumer, 1969, 5).”   Reality, society and selves are socially created through the process 

of social interaction. Symbolic interactionism  is based on the following assumptions:  (1)   

human beings act toward things on the basis of the meanings the things have for them; (2)  

the meaning of such things derives from the social interaction via communication 

between and among individuals; (3) it is through communications that symbols are 

created; and (4) these meanings are handled in, and modified through an interpretive 

process so each individual ascribes meaning to his or her particular situation (Blumer, 
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1969).   These assumptions will assist the researcher to consider how homeless women 

with children construct meanings, use symbols and determine the course of action related 

to the management of health for themselves and their children.. 

Meaning within symbolic interactionism does not come from objects, but it arises 

out of social interaction with another and this meaning involves an understanding of 

symbols (Charon, 2001).  Symbols then contribute to our reality, they form the basis for 

human social life, and symbols are central to what it means to be human (Charon, 2001).  

In other words, society depends on symbols for socialization, culture, communication, 

cooperation, and the accumulation of knowledge (Charon, 2001).  For this study, 

homeless women create symbols throughout the process of seeking, managing and 

making decisions about their health and their children’s health.  For example, symbols 

are created as homeless women are surrounded by an environment of pre-existing objects 

such as, the demographic context of a homeless shelter, its rules and structured hours of 

operation.  As homeless women move through shelter life and back to a “home” they 

would call their own, homeless women designate these different objects, giving them 

meaning, judging their importance based on action, and finally making a decision based 

on action.   A nurse researcher understands what is going on if and only if he or she 

understands what homeless women believe about their worlds and their experiences.  

 Understanding the social context for homeless women who are managing health 

for themselves and their children is important because homeless women draw on social 

values to understand, construct, and justify their feelings, actions and experiences.  

Homeless women cannot be separated from the context of their experiences which 
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according to Charon (2001) begins early in life, during infancy and early childhood.  

During this period, the child learns about the self, begins to name the world and largely 

through imitation and the role of significant others begins to act toward objects in the 

world as they act, including acting toward self as significant others do.  This stage is the 

beginning of the self as a social object.  Throughout child development, self-

communication, self-perception, self-concept, self-judgement, self-control, and moral 

choice are incorporated into the self or self-identity in a dynamic ever-changing process.  

It is during this process as the self develops from child into adult, where role models and 

significant others may adversely abandon, abuse, or manipulate the developing self and 

where problems such as child abuse and neglect and a lack of familial support networks 

occur.  Hence, there may be a rejection of aspects of the developing self, such as low self-

esteem.  Although the problem of homelessness is far more complex then this simplistic 

model describes, it may partly explain why a chronic loss of familial support, and a 

history of child abuse and neglect are influencing factors for homelessness in women. 

The Researcher’s Perspective 

 My perspective of poverty and homelessness in general and homeless African-

American mothers in particular is informed by Roger’s Science of Unitary Beings and the 

symbolic interactionism perspective.  From a simultaneous action worldview, Roger’s 

conceptual model reflects a holistic view of the person and environment both of which 

are conceptualized as irreducible and indivisible wholes.  Change is inevitable, relative 

and always in the direction of increasing diversity.  Examining poverty and homelessness 

from this perspective reinforces this diversity because poverty and homelessness do not 
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lend themselves to any simple definitions.  For example, poverty may be absolute, such 

as an inability to buy basic necessities or it may be relative, an inability to buy the 

lifestyle that prevails in American society.  Poverty and homelessness knows no specific 

gender, ethnic or racial boundaries although most of the working poor in the United 

States are women and the fastest growing segment of the homeless population are also  

women with children.  Frequently unmarried with children, poor women are burdened 

with low incomes and high needs among the children they raise.  Many are one financial 

disaster from becoming homeless.  Many are in abusive relationships.  Poor African-

Americans are seriously over-represented as they run up against special handicaps in the 

inferior public schools in which they attend, the decayed impoverished neighborhoods 

where many live, and the stereotyping and racial discrimination they still suffer 

especially as so many are desperately trying to move out of this situation.  Although the 

federal government defines poverty as an annual income of less than $18,392 for a family 

with one adult and three children, the term poverty is not a category that can be 

categorized merely by the government’s dollar limits (Shipler, 2004).  In real life, poverty 

is an unclear and hazy area along a continuum with homelessness at one extreme.   This 

whole continuum being a broad region of human suffering and hardship that middle-class 

American society often does not recognize and often remains ignorant.  Poverty and 

homelessness are all exhibited by pattern, all in continual mutual accelerating change and 

becoming increasingly diverse and complex. 

 Finally, becoming homeless is a multidimensional and complex process.  For 

some women, becoming homeless and seeking an emergency shelter was a 
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transformational process, a temporary state of disruption which resulted from an effort to 

free themselves from conditions associated with despair and to search for a better life 

(Montgomery, 1994).  For others, homelessness resulted in a downward spiral, a 

whirlpool phenomenon resulting from a sense of learned helplessness and a lack of self-

determination (Baumann, 1993).  However, becoming homeless is also a social process, it 

involves social interaction.  As homeless women interact and as they begin to address 

their health issues and manage healthcare for themselves and their children, they use 

symbols in their environment, they direct self, engage in mind/covert action, make 

decisions, change directions, share perspectives, define reality, define their situation, and 

role take.  Understanding the nature of these interactions involves a deeper understanding 

of what homeless African-American women deem as necessary in their environment to 

sustain and manage their health and well-being.  I believe that symbolic interactionism is 

a fitting perspective for understanding the complexity and multidimensional nature of the 

process of homelessness and more specifically for the management of health. 

Purpose of the Study 

The purpose of this study is:  1) to explicate the basic social psychological and 

basic social sociological processes involved in homeless women managing health care for 

themselves and their children within the context of an emergency homeless shelter, and 

2) to develop a grounded theory of these processes. 
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Research Question 

The focal questions of this research study are: 

 What are the social processes involved for homeless women who manage 

health care for themselves and their children within the context of an emergency 

homeless shelter? 

What does health care mean to homeless mothers with children? 

Summary of Chapter One 

Homelessness continues to be a major social and economic problem in the United 

States.  Evidence suggests that family homelessness has increased and this has led to 

several unique issues for homeless mothers and their children.  Prior studies have 

explored the socioeconomic causes of homelessness, and the prevalence of physical and 

mental disorders.  However, there is a paucity of information on the subjective or 

intrapersonal experiences of homeless mothers and their children particularly as it 

pertains to the management of health care for themselves and their children within the 

context of an emergency homeless shelter.  Grounded theory, based on the theoretical 

underpinnings of symbolic interactionism can help in understanding the reality of the 

homeless experience as it relates to the meanings and actions of homeless women as they 

manage and make health decisions for themselves and their children. 
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CHAPTER TWO:  REVIEW OF LITERATURE 

The review of literature explores several factors that influence homelessness in 

women from a national macro-societal level and from an individual or micro-societal 

level. The dimensions, causes and consequences of homelessness are multifaceted and 

complex on both a micro and macro societal level.  For example, macro-societal factors 

associated with homelessness are the result of societal poverty, low-wage jobs, welfare 

reform, lack of affordable housing, and lack of health insurance to name a few.  Women 

also become and remain homeless due to micro-level factors such as domestic violence, 

mental illness and substance abuse (Anderson & Rayens, 2004).  From a micro-societal 

perspective, individuals often lose their sense of identity, self-worth, and self-efficacy 

(Buckner, Bassuk, & Zima, 1993, pp. 385-399).  The implications of homelessness are 

further examined within the context of women’s health and well-being. 

Factors Contributing to Homelessness 

Two macro level factors are largely responsible for the national rise in 

homelessness over the past 20 to 25 years, namely a growing shortage of affordable 

rental housing and a simultaneous increase in poverty (Online—www.national coalition 

for the homeless, ; NCH fact sheet #1, June, 2008 # 1).  Between 1973 and 1993, 2.2 

million low-rent units have disappeared from the housing market.  These units were 

either abandoned, converted into condominiums or expensive apartments, or became 

unaffordable because of cost increases.  In addition, between 1991 and 1995, median 

rental costs paid by low-income renters rose 21%; at the same time, the number of low-

income renters increased.  A steadily widening gap between the number of low-income 
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renters and the amount of affordable housing units skyrocketed from a nonexistent gap to 

a shortage of 4.4 million affordable housing units.  By 1997, rents have increased faster 

than income increases for the 20% of American households with the lowest incomes 

(Online—U.S. Department of Housing and Urban Development, 1999).  The lack of 

affordable housing has lead to high rent burdens, overcrowding, and substandard housing.  

These phenomena have not only forced many people to become homeless, but they have 

resulted in many households being “doubled-up.”  This limited level of affordable 

housing means that most poor families and individuals seeking federal housing assistance 

are placed on long waiting lists, frequently waiting up to two years. 

One of the largest federal housing assistance programs is the entitlement to deduct 

mortgage interest from income for tax purposes.  However, for every one dollar spent on 

low income housing programs, the federal treasury loses four dollars to housing-related 

tax expenditures, 75% of which benefit households on the top fifth of income 

distribution.  Federal housing policy has not responded to the needs of low-income 

households, while disproportionately benefiting the wealthiest Americans (Online—

www.nationalhomeless.org, fact sheet #1, June, 2008).   

In a recent ANS article (2003), Carole Schroeder, RN, PhD eloquently argues that 

the increasing gap of economic inequalities between the wealthiest American households 

and the poorest is destroying not only the economic security of US families, but also the 

American health care system.  The American health care system is undergoing a 

corporate transformation where US health care has moved from a largely nonprofit 

system concerned with a social obligation to care for the sick, the disabled and the poor 
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to a system dominated by large, private, for-profit corporate providers who answer to 

investors.  Over the last 40 years, the federal government’s agenda of deregulation and 

support of big business began to make health care a huge profitable market with emphasis 

on competition and market-based reforms as a means of controlling health care costs.  

Health care today is largely privatized, and made-up of investor-owned, for-profit 

enterprises, such as insurance companies, pharmaceutical companies, hospital equipment 

companies and the medical professions.  These enterprises control all aspects of supply, 

production and demand, and this corporate control influences not only how health care is 

financed and delivered, but on health outcomes as well (Schroeder, 2003). 

Corporate control over the supply, production and demand for health care 

influences the health statues of Americans (Schroeder, 2003).  This includes access to 

health care insurance.  With health insurance premiums steadily rising, 1/6 of the US 

population lacks health insurance including 44% of poor people. In 2004, 15.7% of the 

population or 45.8 million people in the United States have no health insurance coverage.  

Eighty percent of these people lacking insurance are citizens.  Adults without insurance 

are more likely to receive too little medical care and receive it too late; they are 25% 

more likely to die, and receive poorer care when they are hospitalized, than those with 

private health insurance (Schroeder, 2003).  Poor health is closely associated with 

homelessness.  

Because profit drives the US system, much of US health care spending goes to 

company profits, CEO salaries, and advertising rather than patient care services 

(Schroeder, 2003).   Since the United States has no universal coverage or a national 
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health care system to provide for all citizens, it primarily regulates health care on the 

basis of the ability to pay versus on providing basic access for all.  Hence, based on the 

last census data from 2000, 38.7 million Americans have no health care insurance 

including one third of those persons living in poverty (Online—U.S. Bureau of the 

Census, www.nationalhomeless.org, fact sheet#1, June, 2008).  

Women’s patterns of health care coverage also shows disparities, for although 

75% of women are covered by private health insurance, half of these women held 

coverage as a dependent (Schroeder,2003).  Women with low incomes were the least 

likely to have private insurance, with 21% of these having no coverage at all 

(Schroeder,2003).  In addition, for poor families, high-out-of pocket costs are a serious 

barrier to obtaining health care; many poor families choose to delay receiving care until 

emergency care becomes necessary (Schroeder, 2003). 

  Many studies concerning the socioeconomic influences on health and well-being 

confirm these prior findings.  A study by Mead and colleagues (2001), examined the 

relationship between socioeconomic status (SES) and women’s health.  Women living in 

poverty were less likely than their higher-income counterparts to have health insurance 

and use preventive services, and were more likely to have access problems, suffer from 

chronic illnesses, and report low overall health scores.  The only SES indicator that 

significantly influences women’s problems in accessing health services is poverty.  

Women with family incomes below the poverty line are 90% more likely to experience 

an access problem than women in higher income groups. 
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Another study by Bernstein (2001) reaffirmed and re-examined the cumulative 

burden of multiple stressors, namely being poor, uninsured, less educated, employed full-

time or being a single mother.  All of these stressors were related to worse health status, 

greater levels of depression and a decrease in opportunities for obtaining health care.  

These multiple stressors were seen to have a stronger effect on mothers than on non-

mothers.  In fact, mothers with even one of the stressors are twice as likely to consider 

themselves in fair or poor health status as non-mothers (11% vs. 5%) and those with three 

or four stressors are three times as likely as non-mothers to report fair or poor health 

status (23% vs. 7%).  Although this study did not directly address homeless mothers, it 

was noted that while employment was associated with better health, single marital status 

especially as it pertains to poor working mothers had an opposite effect on health status 

with 21% of poor mothers reporting fair or poor health as compared with 7% for poor 

non-mothers. 

This brings upon the most significant macro-societal trend influencing 

homelessness which is national poverty.  Over the past 20 to 25 years, increasing poverty 

is largely responsible for the rise in homelessness in the United States.  Poor families are 

frequently unable to pay for basic housing, food, child care, health care and education 

(Online—www.nationalhomeless.org, fact sheet #1, June, 2008).  Difficult choices have 

to be made when there are limited resources to cover only some of the basic necessities; 

often it is housing that is dropped because it absorbs a high proportion of income 

(Online—www.nationalhomeless.org, fact sheet #1, June, 2008).  The federal 



 47 

government has defined a livable wage as an annual income of $32,185 for a family of 

four. 

Familism 

One possibility that accounts for family poverty and more specifically the 

feminization of poverty is the ideology of familism.  Familism is the dominating principle 

of social organization of Western society.  The nuclear family is the primary structure for 

the organization of daily living and the functions of caring.  Women provide more 

informal adult and family care, and it is women who take responsibility for meeting the 

emotional and material needs of significant others, children, the elderly and the infirmed.  

“Familism fosters relationships of domination and subordination, patterns of domestic 

labor, altruistic caregiving of children, and other patterns of continued dependency all of 

which serve women poorly (Wuest, 1993, p. 408).”  On the other hand, it is men who for 

the most part manage the public domain which governs, legislates, sets policy, and it is 

women who manage the private domain which provides the male power through 

childbearing and caring for children and the support structures that maintain and nurture 

the public domain.  The private domain does not set health and public policy and has 

minimum input in the distribution of resources (Wuest, 1993).  This ideology which is 

liberating for men results in dependency for many women because family responsibilities 

limit their opportunities.  A woman’s dependent status as a homemaker, a mother is 

conditional upon her being simultaneously depended by others.  “This dependency is 

characterized by giving, not receiving, and the cost of caring is economic dependency 

and poverty (Wuest, 1993, p. 408).”  In addition, the relationship between women’s work 
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and women’s worth underestimates and undervalues the importance of caring in the 

home.  Because the work of childcare in the home is invisible, the consequences of these 

demands are also invisible.  Some of these consequences include burnout, guilt, stress 

and an inability to cope all of which are then viewed as a personal rather than an 

institutional failure of Western society. 

When women do work, they do so generally in low-wage occupations and even 

when employed in jobs of comparable skill, education and responsibility, still make only 

80 to 90 percent of the salaries of men.  Since caring for children is considered women’s 

work, the reality that women have at least two jobs is not acknowledged.  For these 

women, child care is their “hidden” work while their paid occupation defines their public 

profile.  This “hidden” work actually constitutes a demanding twenty-four hour/seven day 

responsibility, and adds to the chronic fatigue and other emotional stressors that poor 

women in dual roles often face. 

Still other influencing factors that contribute to poverty in the United States are 

eroding employment opportunities for large segments of the workforce, and the declining 

value and availability of public assistance (Online—www.nationalhomeless.org, Fact 

sheet #1, June, 2008). 

In 2005, 13.3% of the U.S. population, or 38, 231,500 million people, lived in 

poverty (Online—U.S. Bureau of the Census, 2005, www.natioinalhomeless.org, Fact 

sheet #1, June, 2008).  Although Caucasian-Americans make-up 72 percent of our 

population, the United States contains overall more poor whites than poor Hispanics and 

blacks.  However, poverty within the urban population is estimated to be about 42% 
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African-American, 39% Caucasian, 13% Latino, 4% Native American, and 2% Asian 

(online—www.nationalhomeless.org, fact sheet #3, June, 2008).  For low-wage workers, 

the value of the minimum wage in 2004 was 26% less than in 1979.  Although incomes 

appear to be rising, this growth is largely due to more hours worked, which has been 

attributed to welfare reform and tight labor markets.  Factors contributing to wage 

declines include a steep drop in the number and bargaining power of unionized workers, 

a decline in the value of the minimum wage, globalization, a decline in manufacturing 

jobs, and increased nonstandard work, such as temporary and part-time employment 

(Online---nationalhomeless.org., fact sheet #1, June, 2008). 

As of  July 24, 2008, the Federal minimum wage stands at $6.55 per hour.  In 

2007, the government signed into law a plan that would increase the minimum wage to 

$7.25 per hour over the next several years (Online—United States Dept. of Labor, 2009).  

A minimum-wage worker would have to work 89 hours each week to afford a two-

bedroom apartment at 30% of her income, which is the federal definition of affordable 

housing (Online—www.nationalhomeless.org, fact sheet #1, June, 2008).  Approximately 

five million rental households pay more than half their incomes for rent or they choose to 

live in severely substandard housing.  Thus, the future of job growth does not appear 

promising for many Americans and work provides no escape from poverty. 

The declining value and availability of public assistance is another source of 

increasing poverty (Online—www.nationalhomeless.org, Fact Sheet #1, June, 2008).  

Until its repeal in August 1996, the largest cash assistance program for poor families with 

children was Aid to Families with Dependent Children (AFDC).  The Personal 
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Responsibility and Work Opportunity Reconciliation Act of 1996 which was the new 

federal welfare reform law repealed the AFDC and replaced this with a block grant 

program called Temporary Assistance to Needy Families (TANF).  Recipients of TANF 

must work after two years on assistance with the exception of single parents with a child 

under 6 who cannot find adequate child care.  To count toward these work requirements, 

recipients are required to participate in unsubsidized or subsidized employment, on-the-

job training, work experience, community service, or 12 months of vocational training 

(Online—www.acf.dhhs.gov.htm, 2002).   Poverty advocates cite the proposal as 

insensitive and unjust.  They argue that government leaders should promote initiatives 

that will increase TANF recipients’ chances of stable employment over the long-term 

rather than mandating longer work requirements.  Initiatives for long term, stable 

employment for homeless women include on-going education and training and 

transitional job programs. TANF programs vary from state to state. 

Microlevel or individual level factors influencing homelessness in women are 

multifactoral and equally as complex as macrosocietal factors.  Domestic violence, early 

childhood physical or sexual abuse, mental illness, physical illness and substance abuse 

all contribute on an individual level towards homelessness for women (Anderson & 

Rayens, 2004, p. 12).  Early studies by Bassuk and Rosenberg (1988) explored the factors 

influencing family homelessness.  Results revealed that homeless mothers had more 

frequently been abused as children and battered as adults and their support networks were 

fragmented while the comparison group of poor housed mothers had female relatives and 

extended family living nearby whom they saw often.  In addition, the homeless mothers 
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may have been more vulnerable to the housing shortage because they lacked support in a 

time of need.   Similar results by Wagner and Perrine (1994) confirmed that homeless 

women reported a history of more physical and sexual abuse, more substance abuse 

problems, more symptoms of mental illness, more instability of employment and housing 

and fewer skills for interacting with others than compared with a similar group of poor 

housed women.  Although violence may not be a significant factor in perpetuating 

homelessness, it is one cause for a woman’s initial entry into homelessness, and that 

violence can actually decrease after a woman leaves her abusive family of origin or her 

abusive partner (Browne & Bassuk, 1997). 

With respect to gender differences, an early descriptive study by Hagan (1987) 

revealed that women and their children had a greater incidence of eviction and domestic 

violence as factors contributing to homelessness than did men.  Single men frequently 

reported more previous psychiatric hospitalizations than homeless women with men 

taking more psychotropic medications.  Additionally, men had a higher rate of 

homelessness as a result of being runaway youths, a history of current alcohol or drug 

abuse, a release from jail, or a discharge from a medical or psychiatric institution.  

Unemployment, a major contributing factor for homelessness was more likely to be 

experienced by men than women (50.5 % versus 34.3%).  These descriptive studies 

confirm that perceptions and factors influencing homelessness are different for women 

than for men.   

A study by Belcher, Greene, McAlpine & Ball (2001) explored the multiple, 

interactive and cumulative effects of sustained substance abuse and addiction which lead 
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to loss of employment and eventual homelessness.  A history of early childhood neglect 

and abuse, loss of family support with premature separation/abandonment by family, 

social isolation and financial instability were other pathways leading to homelessness.  

This lack of social connection, and social support led Anderson and Imle (2001) to 

explore the families of origin of homeless and never-homeless women.  Anderson 

concluded that the never-homeless group of women had support from an extended family 

member who provided unconditional love, protection, a sense of connection, and age-

appropriate expectations, as contrasted with homeless women who described themselves 

as being without, disconnected, and having to be little adults in their families of origin.   

 Similar results were revealed in a recent study by Anderson and Rayens (2004). 

Using a descriptive correlational design, the sample included 94 homeless women, 88 

never-homeless women who had experienced childhood trauma and 73 never-homeless 

women who had not experienced childhood trauma.  Homeless mothers were 

significantly lower in support and reciprocity and significantly higher in conflict than the 

never-homeless group.  The never-homeless, never-abused group of mothers scored 

significantly higher on autonomy and intimacy than other homeless group of women. 

These findings build on other studies that identify a loss of familial support, a prior 

history of physical or sexual abuse from their families of origin and sustained economic 

hardship as factors influencing homelessness.   

Homelessness increases the risk of having health problems and encountering 

barriers to care.  One cross-sectional study of homeless women with their children used a 

probability sample and revealed that perceived barriers related to unmet health care needs 
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included not knowing where to go for care, long office waiting times, and being too sick 

to seek care (Lewis, Andersen & Gelberg, 2003).  Homeless women who had children 

with them had higher odds of unmet health care needs when controlling for other factors.  

Perceived facilitators in obtaining health care included receiving treatment for all health 

care problems at the same time, free transportation to health care, receiving health care 

and social services at the same place, living in a house or apartment, and having weekend 

or evening clinic hours available.  The vast majority (81%) of women who had children 

in their custody felt that getting health care at the same time as their children get care 

would be very helpful (Lewis, Andersen & Gelberg, 2003).  These studies continue to 

support the need to explore the process of how sheltered homeless women seek and 

manage their health for themselves and their children despite the obstacles and personal 

stressors they encounter daily. 

Summary of Chapter Two 

The literature reviewed several factors that influence homelessness in women 

from a macro-societal and a micro-societal perspective.  Macro-societal factors included 

societal poverty, low-wage jobs, welfare reform, lack of affordable housing, and a lack of 

health insurance.  Micro-societal factors contributing to homelessness included domestic 

violence, mental illness and substance abuse.  The feminization of poverty and the 

construct of familism were discussed as it relates to the continuation of gender induced 

poverty. 
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CHAPTER THREE:  METHODOLOGY 

Grounded theory is the method used for this study.  The grounded theory method 

will be described in three parts:  background of grounded theory, a description of the 

procedures, including data management procedures and criteria for trustworthiness.  The 

background will include a discussion of the usefulness of the grounded theory method for 

illuminating nursing phenomena, the assumptions of grounded theory and the process.  

The procedure section will include: ongoing literature review, data collection, study 

criteria, theoretical sampling, data management, and data analysis including substantive 

and theoretical coding.  The third section of this chapter will present criteria for 

addressing trustworthiness in this study. 

Background and Usefulness of Grounded Theory 

Grounded theory is a respectful methodology in which the participants’ views are 

sought, listened to, and valued.  “Grounded theory has the purpose of generating concepts 

and their relationships that explain, account for and interpret the variation in behavior in 

the substantive area under study, which behavior is most often hinged around processing 

a problem for the subjects (Glaser, 1992, p. 19).”   

Grounded theory must meet four central criteria:  fit, work, relevance and 

modifiability.  According to Glaser (1992), if a grounded theory is carefully induced from 

a substantive area, its categories and properties fit the realities under study for the 

subjects, practitioners and researchers.  For a grounded theory to work, it must explain 

the major variations in behavior in the area with respect to the processing of the main 

concerns of the subjects.  If it fits and works, the grounded theory has achieved relevance.  
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Grounded theory must be readily modifiable when new data present variations in 

emergent properties and categories.  Integration, saturation and densifying make a 

grounded theory more and more credible and easier to modify under new circumstances.  

When these four criteria are met, then the theory provides a conceptual approach to 

action and control in the substantive area of sheltered homeless women and their children 

(Glaser, 1992). 

Grounded theory must also meet the two prime criteria of good scientific inducted 

theory; this being parsimony and scope (Glaser, 1992).  Glaserian grounded theory is 

parsimonious because it accounts for as much variation in behavior in the substantive 

area with as few categories and properties as possible.  Grounded theory lets new 

categories and properties emerge through constant comparisons of incidents and 

concepts.  The nurse researcher becomes sensitized to the data and realizes categories, 

properties and their interrelations, and captures them by substantive coding and memoing 

and analyzes them with theoretical codes.  Throughout this process, the researcher then 

validates their fit and relevance by saturation, interchangeability of indices, relationship 

to the core categories and integration into the emerging theory (Glaser, 1992). 

The assumptions of symbolic interaction and the grounded theory method are a fitting 

perspective for use in the study of how homeless women manage their health for 

themselves and their children within the context of an emergency shelter.  Symbolic 

interaction assumes that individuals construct their social reality through a process of 

interaction.  Humans attach symbols to other individuals and their physical environment 

through this process of interaction and then act on the basis of these interactions.   
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Symbolic interaction acknowledges that perceptions, understandings, and actions change 

over time as homeless women encounter new experiences and new information is 

subsequently integrated.  Symbolic interaction supports exploration of experiences, 

actions, and variations across time and context (Crooks, 2001).   A basic assumption in 

grounded theory is that a social psychological or social structural process is occurring in 

the substantive area under study and this would account for all of the data.  This process 

is timeless, and it has relevance for other poor women facing similar situations.  

Grounded theory allows the nurse researcher to see women as full members of their 

social, political, and economic worlds.  “It allows the researcher to understand the lives 

and activities of women; to understand women’s experiences from their own particular 

points of view; and, finally, it allows women to conceptualize their behavior as 

meaningful and as a direct expression of their world views (Crooks, 2001, p. 17).” 

The Grounded Theory Process 

 The strategies of grounded theory include: 1) simultaneous collection and analysis 

of data, 2)a two-step data coding process, 3) comparative methods, 4) memo writing 

aimed at the construction of conceptual analyses, 5) theoretical sampling to refine the 

researcher’s emerging theoretical ideas, and 6) integration of the theoretical framework 

(Charmaz, 2000). 

 Grounded theory includes several unique characteristics including constant 

comparative analysis, core categories, and basic social processes (BSPs).   The constant 

comparative method is a major technique of grounded theory and is achieved by: a) 

comparing different people, such as their views, situations, actions, accounts, and 
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experiences; b) comparing data from the same individuals with themselves at different 

points in time; c) comparing incident with incident, d) comparing data with category and, 

e) comparing a category with other categories (Charmaz, 2000 p. 515, Glaser, 1978, 

1992).   

Operationally, Glaser and Strauss (1967) define a category as a conceptual 

element of the theory.  A property is a conceptual characteristic or element of a category.  

Glaser (1992) later defined a category as a type of concept, usually used for a higher level 

of abstraction, and a property as a conceptual characteristic of a category at a lesser level 

of abstraction than a category.  A property is a concept of a concept or it describes the 

category (Glaser, 1992). 

Analysis begins early during the grounded theory process by simultaneous coding 

as data are collected.  Coding starts the chain of theory development with open coding as 

the initial step of theoretical analyses.  The nurse researcher starts with no preconceived 

codes and remains entirely open to data analysis.  During open coding the data are broken 

down into incidents, to be closely examined and compared for similarities and differences 

(Glaser, 1992).  Glaser (1992) stresses that the novice researcher always ask him/herself 

this neutral question “What category or property of a category does this incident 

indicate?”  This line-by-line coding keeps the researcher thinking about what meanings 

are made of the data, asks questions of it, and pinpoints gaps which helps focus on 

subsequent data collections.  In other words, these codes provide insight into what people 

are doing and what is happening in the setting.  Open coding ends when it yields a core 

category.  The researcher begins a selective coding process and delimits coding to only 
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those variables that relate to the core category.  This core category becomes a guide to 

further data collection and theoretical sampling.  Codes, memo’s and integration start 

occurring in relationship to the core category.  A core category can be any kind of 

theoretical code, including a process, a condition, or a consequence (Glaser, 1978).  

It is this intermediate step between coding and the developing grounded theory 

where memo writing becomes important.  Glaser (1992) simply defines memos as “ the 

theorizing write-up of ideas as they emerge while coding for categories, their properties 

and their theoretical codes.” Overall, memo writing helps the researcher to grapple with 

ideas about the data.   It sets an analytic course, helps to refine categories and it defines 

the relationships among various categories.  Finally, “memo writing helps gain a sense of 

confidence and competence in a researcher’s ability to analyze data (Charmaz, 2000, p. 

517-518).”  Memo writing explores codes and expands upon the processes identified to 

date. 

As categories become refined and the developing theory begins to emerge, the 

nurse researcher may encounter conceptual gaps or holes in the data.  Theoretical 

sampling fills these conceptual gaps. Theoretical sampling represents a process of data 

collection for generating theory by simultaneously collecting, coding, comparing data 

with data, and developing a provisional set of relevant categories for explaining the data.  

A solid grounded theory cannot be generated through one-shot interviewing in a single 

data collection phase.  Instead, the process of theoretical sampling takes the researcher 

back into the field to gain more insight about when, how, and to what extent the emerging 

categories are pertinent and useful.  The aim of theoretical sampling is to refine ideas, 
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and not necessarily to increase the size of the original sample.  Theoretical sampling 

helps to identify conceptual boundaries and pinpoint the fit and relevance of categories.  

As the research proceeds, the process of theoretical sampling becomes recursive.  

Theoretical sampling on any category ceases when it is saturated, elaborated and 

integrated into the emerging theory (Glaser, 1992). 

Theory is generated surrounding the core category which would account for most 

of the variation in a pattern of behavior.   For example, a basic social process (BSP) is a 

fundamental, patterned process in the organization of social behavior.  A BSP occurs 

over time and goes on irrespective of the conditional variation of place (Glaser, 1978).  A 

BSP is one type of core category, but not all core categories are BSP’s.  While a core 

category is always present in a solid grounded theory research study, a BSP may not be.  

More likely, a BSP is generated during the process of fieldwork which continues over 

time and with subsequent research studies, rather than in one individual study (Glaser, 

1978). 

Throughout the grounded theory process, the researcher must possess a sense of 

theoretical sensitivity.  Theoretical sensitivity enables the researcher to know, understand, 

gain insight and creativity and to continue with the skills that are necessary in generating 

categories and hypotheses according to the emergent theory at hand.  “It is a personal 

attribute of the researcher who has the ability to give conceptual insight, understanding 

and meaning to the substantive data” (Glaser, 1992, p. 27).  What the data are about is 

never obvious:  it has to pattern out with the meanings related to the behavior of the 

participants (Glaser, 1992).  The researcher’s assumptions, experiences and prior 
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knowledge are helpful in developing alertness or sensitivity to the interview data, but this 

should not be the participant’s perspective.  Rather, as the analysis continues, the 

researcher begins to feel solid with and sensitive to what is in the data, what the core 

category is, and the emerging process that actually solves the participant’s issue or 

problem at hand.  The researcher starts with an open mind and without any preconceived 

ideas.  Data are never forced into a property or category or into full conceptual 

description.  The initial literature in the substantive area of study is minimal thereby not 

contaminating the researcher’s mind with preconceived assumptions about the data.   One 

of the techniques for enhancing theoretical sensitivity is through the use of memo writing.  

As categories become saturated, memos are rewritten in a more analytic form or in a 

theoretical outline so as to prepare the researcher for the writing stage.  Sorting these 

memos is an essential step in the grounded theory process. 

Once a core variable emerges, open coding ceases and selective coding begins.  

Selective coding is a technique for delimiting the data after substantive codes have 

emerged.  Coding is delimited to only those variables that relate to the core variable in 

such a way as to unify a parsimonious theory.  The core category accounts for most of the 

variation in a pattern of behavior.   The core category has several important functions for 

generating grounded theory including integration, densification, saturation, and 

completeness. 
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The Procedures 

The procedures for this study are highlighted in the following sections:  ongoing 

literature review, data collection, study criteria with human subject consent, theoretical 

sampling, the interview process, data management and data analysis including 

substantive and theoretical codes. 

Ongoing Literature Review 

 In beginning a grounded theory study, data are first collected in the field where 

initial open coding begins.  Open coding compares incident to incident and incident to 

codes all while analyzing and generating theory.  When the theory seems sufficiently 

grounded in a core variable, in an emerging integration of categories and properties, then 

the researcher may begin the literature review in the substantive field of sheltered 

homeless African-American women.  By not knowing the previous existing literature, the 

researcher prevents constraining or inhibiting his/her effort to generate categories, their 

properties, and theoretical codes into any preconceived concepts, assumptions or ideas 

that do not overall generate a good fit, work or relevance to the emerging theory.  For this 

study, a preliminary literature review in the fields of nursing, sociology, psychology, and 

online material pertinent to the substantive area were read.  Qualitative and quantitative 

studies were read and reviewed for their theoretical and empirical context.  However, the 

literature review did not sufficiently document or explore the personal narratives related 

to managing health care for homeless African-American mothers and their children.  The 

grounded theory approach was used to identify salient variables in homeless African-

American women.  Glaser (1992) emphasized reviewing the literature only after coding 
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begins to generate ideas and to integrate the emerging theory to show its contribution to 

the existing literature, not to seek verification of hypotheses or findings. 

Data Collection 

 Several procedures consist of the data collection process.  These procedures are:  

a description of participant observation, participant eligibility, human subject 

documentation, theoretical sampling, the interview process and a description of the study 

participants. 

Data collection was conducted in one phase only.  From approximately 2002 until 

the present, participant observation into the substantive field of sheltered homeless 

mothers and their children was ongoing with weekly visits to the shelter to provide 

voluntary childcare while homeless mothers attended seminars and classes on a number 

of topics ranging from empowerment discussions, child development to effective 

parenting.  As a participant observer, my role involved engaging homeless children in 

playful activities in a safe and contained indoor or outdoor environment while their 

mothers were either in indoors or in another room attending a variety of parenting 

classes.  Shelter staff conducted classes on parenting, empowerment, home economics, 

health and preventative maintenance with special guest speakers. 

Once trustworthiness of the shelter staff and homeless residents were ensured, the 

researcher obtained written consent from the shelter director to conduct the study.   Final 

consent to conduct the study from the Internal Review Board at the University of Arizona 

was formalized on July 7th, 2006. 
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Participant Eligibility 

The grounded theory study involves the following criteria to ensure a sampling of 

individuals who were homeless and seeking temporary shelter at the time of the study: 

1) an African-American woman and biologic mother of her children who defines  

2) herself as homeless (no home that she can call her own) and who is currently 

residing at the Emergency Homeless Shelter; 

3) a minimal age of 18 or an emancipated minor 

4) English speaking 

5) Currently with no history of acute psychotic hallucinations or delusions, not 

controlled on prescribed medication therapy  

6) No history of current and active substance abuse (alcohol or illegal drugs) 

Human Subjects 

 Information about this study was provided to all the potential participants.  The 

participants were asked to sign a Subject Consent Form (Appendix A) which explained 

the purpose, selection criteria, procedures, benefits, risks and the confidentiality and 

anonymity of the study.  The participant’s data were identified by assigning a letter to the 

interview, then each was given a pseudonym during data analysis.  All consents were 

kept in a locked drawer at the University of Arizona, College of Nursing, Research 

Department.  Approval from the Committee for the Protection of Human Subjects at the 

University of Arizona (Appendix B) and the approval from the shelter director of the 

Midwestern City where the Emergency Homeless Shelter was located, were obtained 

prior to participant recruitment. 
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Theoretical Sampling 

 The general procedure of theoretical sampling is to elicit codes from the raw data 

from the start of data collection through the constant comparative method.  These codes 

direct further data collection, from which the codes are further developed theoretically 

with properties and theoretical coded connections with other categories until each 

category is saturated.  Theoretical sampling on any category ceases when it is saturated, 

elaborated and integrated into the emerging theory (Glaser, 1992). 

In order to elucidate the processes involved in how homeless African-American 

mothers manage and obtain health and healthcare for their children, only those mothers 

who fit the study criteria were included to participate.  The mothers were approached by 

the investigator and were verbally invited to participate.  Participants were selected to 

include a range of individuals with various healthcare experiences to obtain a complete 

array of the phenomena.  Again, African-American mothers were targeted as they 

represent the largest number of residents at any given time in a homeless shelter located 

in a median sized city in the midwest. African-Americans are also the largest subgroup of 

the homeless in this Midwestern city.  Participants who consented were interviewed only 

one time as most did not continually reside at the shelter, but found housing or other 

friends or relatives to stay with after eight weeks at this emergency shelter.  

The Interview 

 All twenty one interviews were arranged at a mutually convenient time during 

either the evening hours or on an agreed upon date and time as per the participant’s 

request.  Interviews from six of the participants were excluded.   These six participants 
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perceived minimal disruption from their homelessness.   They were considered more 

autonomous, and they denied emerging stressors compounding their homelessness.   

These women and their children possessed cars or other means of independent 

transportation and stated that extended family provided immediate support should an 

emergency arise.  Four of the homeless mothers worked full-time with full health benefits 

for themselves and their families.  They perceived the shelter as a temporary residence 

while awaiting housing.  These six participants provided negative case analysis and 

enhanced the trustworthiness of the emerging grounded theory. 

Because of the need for confidentiality and anonymity of the study, all 

participants were asked to select a private location within the confines of the shelter to 

conduct the interview.  Most of the participants requested to be interviewed in their 

bedroom or in a private administrative office currently not in use.  Three of the 

participants requested the shared public living room at a time when the room was not in 

use by other residents.  Attempts were made to include only the participant and 

researcher, but due to shelter rules, several participants had their children in the same 

room when the interview was conducted.  All children were minors, and they did not 

participate in the interview process.  

 As the data collection process was initiated, the broad data-generating question 

guiding the study was “tell me about your health and how you manage and obtain 

healthcare for yourself and your children.”  Each interview lasted from thirty minutes to 

approximately one hour.  During data collection, the researcher listened attentively to the 

participant’s story and discretely recorded field notes only when necessary.  At the 
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beginning of the interview, the researcher recorded a set of demographic questions.  

These questions included the participant’s age, marital status, highest level of education, 

how many biologic children the participant resided with at the shelter, whether she lived 

alone or in a “doubled-up” situation prior to becoming homeless and the length of stay at 

the shelter.  These demographic questions were not part of the audio taped interviews.  

This was done to ensure participant anonymity.  Other field notes concerning body 

language, mood, and other notable occurrences were written immediately after the 

interview.  The interview audio tapes were transcribed verbatim by a professional 

transcriptionist.  The researcher then reviewed each audiotape for accuracy and made 

corrections and added impressions not recorded by the transcriptionist.  Each participant 

was identified by a capital letter starting with the letter “A” and then given pseudonym 

names during data analysis to protect confidentiality.  Immediately after the interview, 

the researcher reflected on the participant’s shared feelings and experiences and assessed 

the participant for any distress from the interview process.  None of the fifteen  

participants admitted to feeling emotionally distressed, and they did not need professional 

shelter staff assistance after the interviews. 

Description of Study Participants 

 The confidentiality and anonymity of the fifteen participants were maintained 

throughout the process of data collection.  Participant confidentiality was protected by 

keeping written consent forms separate from the transcripts and by identifying each 

person only by a pseudonym. 
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1. D. was a 27 year old, single African-American mother with three biologic 

children (ages 11, 7 and 4) residing at the shelter.  She completed up to the 11th 

grade of her education and was currently unemployed outside of childcare.  At the 

time of the interview, she had been at shelter for one week and was living in a 

“doubled-up situation prior to becoming homeless. 

2. F. was a 27 year old, single African-American mother with three biologic children 

(twins age 3 and a 2 year old.)  She completed up to the 9th grade of her education 

and was currently unemployed outside of childcare.  At the time of the interview, 

she had been residing at the shelter for three days and was living in a “doubled-

up” situation prior to becoming homeless. 

3. H. was a 19 year old single, pregnant African-American mother with two children 

(age 3 and 1).  She completed the 12th grade of her education and has a GED; she 

is currently unemployed outside of childcare.  At the time of the interview, she 

had been residing at the shelter for three weeks and was living in a “doubled-up” 

situation prior to becoming homeless.  Because of a “bed bug” infestation at the 

shelter at the time, the participant and her children were sleeping on couches in 

the public living room at the shelter. 

4. I. was a 21 year old, single African-American mother with two children (age 5 

and 9 months.)  She completed the 10th grade of her education and was living in a 

“doubled-up” situation prior to becoming homeless. She has been at the shelter 

for two days prior to the time of the interview. 
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5. J. was a 26 year old, single African-American mother with three children residing 

at the shelter (twins age 2 and a 1 year old.)  She completed up to the 11th grade of 

her education.  She obtained her GED in 2001.  She has been residing at the 

shelter for five days up until the time of the interview and was living in her own 

apartment prior to becoming homeless. 

6. K. was a 29 year old divorced African-American mother with two children 

residing at the shelter (age 2 and 3).  She is employed full-time in the warehouse 

industry.  She completed the 12th grade and received her H.S. diploma.  She was 

living with a friend in a “doubled-up” situation prior to becoming homeless.  She 

has been at the shelter for two days at the time of the interview. 

7. L. is a 26 year old, single African-American mother with two children (age 4 and 

6).  She completed up to the 11th grade of her education.  She is currently 

unemployed outside of childcare, and has been living in a “doubled-up” situation 

prior to becoming homeless.  She has been at the shelter for one month at the time 

of the interview. 

8. M. is 27 year old, single African-American mother with one son (age 8) residing 

at the shelter.  She completed up to the 11th grade of her education and currently is 

not pursuing a GED.  She works part-time as a cashier at a deli.  She had been 

living in a “doubled-up” situation with her mother prior to becoming homeless.  

She has been at the shelter for four weeks up until the time of the interview. 

9. N. is a 20 year old, single African-American mother who is currently 6 months 

pregnant and has two children residing with her at the shelter (ages 2 & 1).  She 
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completed up to the 11th grade of her education and obtained her GED.  Outside 

of childcare, she is umemployed, but worked part-time in the past.  She lived in a 

“doubled-up” situation with her mother prior to becoming homeless.  At the time 

of the interview, she has been at the shelter for one month.   

10.  O. is a 25 year old, single African-American mother who has a 4 week baby girl 

residing with her at the shelter.  This is her first daughter.  She completed up to 

the 10th grade of her education and currently is not pursuing a GED.  She was 

living in a “doubled-up” situation for about six months prior to becoming 

homeless.  At the time of the interview, she has been at the shelter for two weeks. 

11. P. is a 20 year old, single African-American mother with two children residing at 

the shelter ages 4 and 1.  Outside of childcare, she is currently unemployed, but 

she is looking for part-time employment.  She has worked part-time in the past.  

She has been at the shelter for two months prior to eviction.  She then resided first 

with family and then with a friend in a “doubled-up” situation prior to becoming 

homeless. 

12. R. is a 30 year old, single African-American mother with three biologic children, 

but only two of which are residing at the shelter (ages 9 and 4).  Her 16 year old 

son is staying with an aunt in a Midwest city in Ohio.  She completed up to the 

11th grade of her education and is currently not pursuing a GED.   Outside of 

childcare, she is unemployed.  She was living in a “doubled-up” situation staying 

with friends for about four months prior to becoming homeless.  She is originally 



 70 

from Southwestern state, but has been living in a Midwest city in Ohio for the last 

seven years.  At the time of the interview, she has been at the shelter for five days. 

13. S. is a 22 year old, single, African-American mother with one biologic daughter 

(age 1) residing with her at the shelter.  Outside of childcare, she is currently 

unemployed; her last part-time employment was at a fast food restaurant.  She 

completed the 12th grade and received her H.S. diploma.  She moved to a Midwest 

city in Ohio one year ago and is originally from the south where her immediate 

family still lives (mother, siblings).  She was living with her sister who moved to 

this Midwest city two years ago.  The participant plans on residing in this 

Midwest city, and in moving back with her sister eventually. 

14. T. is a 24 year old, single African-American mother who has three children 

residing with her (ages 7, 3 and 1).  She completed up to the 10th grade of her 

education and is currently not pursuing a GED.  Outside of childcare, she works 

part-time for “Subway Deli.”  In the past, she has worked in housekeeping and 

factory services.  She was staying in her own apartment prior to eviction.  At the 

time of the interview, the participant has been residing at the shelter for two days.   

15. U. is a 24 year old, single African-American mother who has three children, of 

which only one of her children is residing at the shelter.  Her three year old son is 

staying with his grandfather and her five year old daughter is staying with the 

participant’s mother who also has custody of the child.  She completed the 10th 

grade of her education and is currently not pursuing a GED.  Outside of childcare, 

she works part-time in telemarketing.  She was living with her sister prior to 
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becoming homeless.  At the time of the interview, the participant was residing at 

the shelter for three weeks.  She is currently a smoker.   

Data Management Procedures 

 This section will focus on data management procedures such as record keeping 

which helped produce an audit trail.  Field notes and theoretical memos guided the data 

collection and analysis process.  Field notes and theoretical memos will be discussed 

separately.  

Field Notes 

 Field notes aid in the recollection of events and ideas that have occurred while in 

the research field and they assist in generating properties of categories (Glaser, 1978).  

For example, during the interview process, a “bed bug” infestation occurred in the shelter 

which impacted several of the resident’s stay.  This infestation influenced the general 

mood and emotions of the shelter residents at that time.  Capturing these observations 

increased the density of the data. 

Theoretical Memos 

 According to Glaser (1978), a core stage in generating theory is the writing up of 

theoretical memos.  Memoing is a constant process that begins when first coding data  

and continues through joint data collection and data analysis, up to the end of the last 

draft.  Glaser identified four basic goals of memoing.  They are: 1) to develop ideas 

(codes),  2) to record these ideas with freedom, 3) to create a rich memo fund, and 4) to 

sort out these memos with ease. (Glaser, 1978).   
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 A memo can be a sentence, a paragraph or a few pages.  The ideas developed 

from the memo raises the data to a conceptual level, it develops the properties of each 

category and it presents a hypothesis about connections between categories and their 

properties.  Memos are typically descriptive, but they raise the description to a theoretical 

level and they draw out the theoretical properties of the coding process.  Memos help to 

saturate a code by defining boundaries and by establishing the conditions, connections 

and significance of the major theoretical themes in the data (Glaser, 1978).  The 

researcher records ideas in any kind of language and without conforming to sentence 

structure, language or punctuation.  This freedom of memoing allows the researcher to 

think of ideas without the need to express these ideas in proper form.  Eventually, these 

memos will become presentable when sorted and written into a final working draft.  In 

the end, a rich, highly sortible, memo fund is established.  A rich memo fund helps with 

the emerging substantive and conceptual framework of the study. 

Data Analysis 

 In grounded theory, data are analyzed using two types of codes.  These are 

substantive and theoretical codes.  Substantive codes are the conceptual meanings given 

by generating categories and their properties, which conceptually sum up the patterns 

found in the substantive incidents in the field.  Theoretical codes are the conceptual 

models of relationship that are discovered to relate the substantive codes to each other 

theoretically (Glaser, 1992).  Theoretical coding is enhanced by theoretical sensitivity. 
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Trustworthiness in Qualitative Research 

Lincoln and Guba (1985) established criteria for evaluating trustworthiness in 

qualitative research.  In a positivist, empirical paradigm, the traditional criteria of internal 

and external validity and reliability address the issue of rigor.  In qualitative research, the 

issue of rigor is achieved by addressing these four criteria:  credibility, transferability, 

dependability and confirmability ( Lincoln & Guba, 1985). 

Credibility 

 Credibility refers to establishing confidence in the truth of research findings.  It is 

the discovery of human experiences as they are lived and perceived by the individual 

respondents.  From the quantitative or positivist paradigm, this is equated with internal 

validity where the assumption is that a single realty exists and the findings display an 

isomorphism or a one-to-one relationship with that reality.  With qualitative research, 

there are no assumptions of a single reality, rather multiple “realities” exist which are 

created by each individual.  With credibility, the researcher has represented the multiple 

constructions and reconstructions faithfully, and these are recognizable to the 

constructors of the original multiple realities (Lincoln & Guba, 1985).    This contributes 

to believability of the research findings.  Lincoln and Guba propose several techniques 

for achieving the credibility of qualitative research.  They are: prolonged engagement, 

persistent observation, triangulation, negative case analysis, referential adequacy, 

member checks and peer debriefing.  Of these techniques, prolonged engagement, 

persistent observation, peer debriefing and negative care analysis will be implemented by 

the researcher to assure credibility of the research findings. 
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Prolonged Engagement 

“Prolonged engagement is the investment of sufficient time to achieve certain 

purposes, such as learning the culture in the substantive area under study, testing for 

misinformation introduced by distortions either of the self or of the respondents, and 

building trust (Lincoln & Guba, 1985, p. 301).”  According to Lincoln & Guba (1985), 

building trust is not a matter of certain  personal characteristics of the researcher, but 

rather trust is a developmental and time-consuming process to be engaged in daily, to 

demonstrate to the participants that their confidences will not be used against them, that 

anonymity will be honored, and that hidden agendas whether by those by of the 

researcher to whom he/she may be beholden are not being served, and that the interests of 

the participants will be honored as much as those of the researcher.  Prolonged 

engagement provides scope while persistent observation provides depth.  However, 

prolonged engagement is a must if adequate trust and rapport are to emerge (Lincoln & 

Guba, 1985).   

In order to achieve prolonged engagement and to build trust, the researcher was 

and continues to be a provider of voluntary childcare services to the homeless children at 

this mid-sized Midwestern city.  I assumed the role of participant-observer.  In the last 

three years, I participated in family night by spending time with homeless mothers and 

their children together, playing board games, coloring with preschool children, engaging 

in arts and crafts with middle-school children, conversing with homeless mothers either 

privately or in groups and interacting with the shelter staff, case managers and the 

program director.  I volunteered at annual neighborhood carnivals held by the shelter 
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each July and assisted with the annual holiday parties in December.  As a participant 

observer, my intention was to slowly build trust with the shelter staff, homeless mothers 

and their children.  One example of trust was achieved with the shelter staff in a formal 

written letter from the shelter director to conduct the study. 

Another technique for enhancing credibility of the research findings is peer 

debriefing.  Peer debriefing is a process of exposing oneself to a disinterested peer for the 

purpose of exploring aspects of an inquiry which may otherwise remain implicit in the 

researcher’s mind (Lincoln & Guba, 1985).  This process helps to keep the researcher 

honest by exposing him or her to search for questions by an experienced protagonist.  The 

novice researcher’s biases are therefore probed, meanings explored and the basis for 

interpretation clarified.  The peer debriefer must have expertise in the substantive area of 

inquiry and methodology and this peer should neither be junior or senior to the 

researcher( Lincoln & Guba, 1985).  I intend to accomplish credibility by the use of peer 

debriefing and by discussing my findings with my major faculty advisor and major 

committee members who have expertise in methodology and the substantive area. 

Transferability 

 Transferability is the extent to which the research findings from a particular 

inquiry have applicability to other contexts with other respondents.  Within a quantitative, 

positivist paradigm, this is equated with external validity or the generalizability of the 

research findings and how they meet the criterion of “fit” into another context outside the 

study.  However, the qualitative researcher cannot produce generalizations, but rather 

thick descriptions which enable another researcher to make a transfer of the behavior on 
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hand into another similar context and still preserve the particularized meanings, 

interpretations, and inferences from the completed study (Lincoln & Guba, 1985; 

Leininger, 1994).  Transferability establishes rigor by the rich or thick descriptions which 

present detail, context, and social relationships that join one person with another.  A rich 

or thick description is ensured when the participant’s words are used to support the 

interpretation.   This will be accomplished by audio tapping the interviews in their 

entirety to ensure that the essence of each participant’s story is captured. 

 Data saturation contributes to thick description.  Saturation is achieved through 

theoretical sampling, where the researcher has done an exhaustive exploration of all the 

categories and all of these categories have been saturated into the emerging theory.  The 

researcher finds no further explanation, interpretation, or description of the phenomenon 

under study by the participants (Leininger, 1994).  In fact, the participants’ ongoing 

interviews begin to reveal a redundancy in which the researcher gets the same or similar 

information on repeated inquiries. 

Dependability 

 Dependability refers to producing a coherent description of a phenomenon or 

situation that is consistent with the detailed study of that situation.  From a quantitative, 

positivist paradigm, this is equated with reliability where study findings can be replicated 

with the same or similar subjects in the same or similar context.   Lincoln & Guba (1985) 

propose that auditability rather than reliability be the criterion of rigor relating 

consistency in qualitative findings.  Auditability refers to the ability of another researcher 

to follow the audit trail and the audit process of the inquiry.  For the audit trail, raw data, 
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written field notes, unobtrusive measures and survey results are evaluated.  During the 

course of the early spring months (March, 2007 thru April, 2007), a set of crimes were 

committed within the neighborhood of the shelter.  In one such instance, the shelter was 

on a lockdown and no one was permitted to enter or leave the shelter for approximately 

one hour.  The shelter grounds were searched by police dogs and mention of an armed 

sniper was the suspected reason.  The researcher was on the premises and waited until 

local police provided clearance to leave the shelter. Another crime scene involved an 

armed hold-up at a fast food restaurant.  These events illustrate the nature of violence 

within an impoverished environment and help confirm poverty as a chronic stressor.   

Lincoln & Guba (1985) propose that a single audit can be used to determine 

dependability and confirmability simultaneously.  Confirmability addresses whether the 

findings are grounded in the data by checking for logical inferences, quality of 

interpretations and the possibility of alternatives.  If the designated auditor determines 

that the product of the inquiry are supported by the data, then confirmability has been 

established.  

Summary of Chapter Three 

 This chapter described the methodology.  Grounded theory is a process that can 

contribute to the development of nursing knowledge through theory grounded in the data. 

The usefulness of grounded theory together with the underpinnings of symbolic 

interaction as it pertains to the management of health for homeless African-American 

women was discussed.  The second section presented procedures followed in the study, 

including a description of the literature review, data collection, theoretical sampling, and 
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study criteria, the interview process and a demographic description of the fifteen study 

participants.  Data management procedures were highlighted and included field notes and 

memoing.  Lastly, the criteria used for establishing trustworthiness in qualitative research 

were presented.  These included credibility, transferability, dependability, and 

confirmability. 

FIGURE 1:  Grounded Theory:  Layered Stressors  
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CHAPTER FOUR:  RESULTS 

The results of data analysis from participant observation and face interviews with 

homeless African-American mothers who have children residing with them in an 

emergency homeless shelter are presented.  The fifteen participants were asked to discuss 

their healthcare experiences from the perspective of managing and obtaining healthcare 

during and prior to their current homeless situation.  The participants also discussed their 

current experiences living within the shelter.   A core category of Layered Stressors 

emerged as the initial stage in the process of how homeless African-American mothers 

adapted to their new sheltered environment, and managed and obtained health and 

healthcare for themselves and their dependent children.  A model of the process is 

illustrated in Figure1.  Following this model, a brief explanation is presented, each 

variable and stage within the model are then defined and illustrated by examples in the 

data.  Many of the variables dealing with layered stress occurred during the family’s stay 

at the shelter.  Events dealing with the health care system frequently occurred prior to the 

families becoming homeless.  Many of these events with the health care system suggested 

subtle social injustices such as racism and oppression within the African-American 

population.  The duration of the Layered Stressors was variable.   Some mothers 

experienced a certain stressor with greater intensity and lasting for a longer time than did 

other homeless families.  Other homeless families experienced minimal disruption to 

their daily lives; this was not explored in detail, but could be attributed to extended 

family members living within the communities around the shelter. Stress and stress 

theory are discussed in more detail in Chapter Five. 
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  The research questions that guided this study and that resulted in the core 

category of Layered Stressors are: 

1. What are the social processes involved for homeless women who manage 

health care for themselves and their children within the context of an 

emergency homeless shelter? 

2. What does health mean to homeless mothers and children? 

Overview of the Grounded Theory:  Layered Stressors 

    Early in the process, homeless African-American mothers sought a homeless shelter as 

the only solution to end their emergent homelessness.  Most of the mothers lived in a 

“doubled-up” situation prior to becoming homeless.   They frequently stayed with 

extended family members or friends.  Their first encounter with the homeless shelter 

system was with a case worker who was assigned to work on a particular day or evening 

when a mother arrived with her children.   According to the shelter’s policy, all families 

are interviewed by the shelter’s professional staff to assess their emergent 

housing/homeless situation.  Once the determination is made that a particular family is 

homeless and in need of emergency shelter, they are admitted in a social service network 

that helps find affordable housing and links the family with additional support services so  

this acute homeless episode would not become cyclical.  It is the interface of acute family 

homelessness and a new public housing environment designed to foster skills and 

strategies needed to maintain independent living where the core category of Layered 

Stressors emerged. 
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Many of the mothers identified several layers of stress encountered upon their 

first interaction with the shelter system.  A sense of personal (self) control or a loss of 

individual autonomy over their lives was in essence “given away to the shelter system.”  

The perceived sense of loss of autonomy was overwhelming for several of the homeless 

mothers.  Layered stressors were evident as the mothers experienced a new set of shelter 

rules.  These shelter rules were markedly different from their prior housed environments.  

Several participants had strong opinions about the shelter’s rules and how these rules 

often interfered with their personal sense of control over their environment.  For the 

participants involved in the study, personal control was defined as the difference between 

living in their “own homes with their own set of rules and behaviors” and then having to 

reside at a homeless shelter where strict and rigid rules and a perceived sense of a narrow 

range of acceptable behaviors dominated the family’s activities of daily living.  Examples 

of a personal sense of control and possessing autonomy by living under one’s own rules 

(when the participants were housed in their own homes) were expressed by four of the 

participants: 

“…you want to go back to your own rules and do what you want to do.  It 
makes you get up and go out of here and look for an apartment or a job, so 
you won’t be back in this situation.  That’s stressful.” P(pg 5, lines 10 to 11). 
 
“I can get up and clean up when I want to.  I can eat when I want to.  Me 
and my kids can watch movies, they can’t watch TV with other kids.  There 
is no time for me.” T(pg. 5, lines 13 to 16). 
 
“We be in separate rooms.  He be in one room playing a game, watching TV, 
reading a book.  I be in another room.  I ain’t necessarily saying I don’t have  
to be bothered with him, but we ain’t in the same room.  If I want to be in  
that room and cry by myself, I can because I don’t have nobody in there with 
me like in here.” M(pg 7, lines 18 to 21). 
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“It means having my own place to call mine.  See here, if you spill a little 
bit, you have to worry about cleaning it up right away.  It will be mine.  I 
can make a mess, you know, my daughter makes a mess, I clean it up.  So 
it just being able to provide for yourself and something to call your own.” S(pg2, 
lines 18 to 21). 
 

 Once a homeless mother with her child/ren consented and agreed to reside in a 

homeless shelter, other stressors emerged.   Several mothers described the overwhelming 

difficulty that rules presented for themselves and their families.  The rules and pre-

assigned chores of the shelter were markedly different from the rules and activities the 

mothers and their children lived with at home.  According to the shelter’s policies, by not 

adhering to shelter rules, a homeless mother would receive a written write-up.  

Consequences of several written write-ups would eventually result in eviction from the 

shelter.  It was the frustration and the conscious knowledge of not being able to follow 

their own routine, rules and behaviors in their own home which resulted in a layer of 

stress.  “Following the shelter rules” were expressed by four participants: 

 “…I can’t leave him at the ______even if I knew somebody that would 
 watch him because they say you can’t have nobody watch your child.  But in   
 the real world, that’s what go on.” M(pg 4, lines 7 to 9) 
  
 “I like to take my bath and you know ‘chill out’ when my kids are sleeping.  You 
 can’t do that here.  Washing days on this day.  I might spill something on my  
 uniform today and I can’t get it washed by tomorrow.  I can’t do that here.  I gotta 
 wait ‘til a whole week to wash my clothes.” T(pg5, lines 15 to 18). 
 
 “…whatever it takes to get them not to sit on the furniture and I don’t really 
 care much for whipping my children, but in order for me not to get a write-up 
 and not get in trouble, that’s what I have to do, you know what I’m saying. 
 It’s just stressful, the rules, it’s not like I don’t like to follow rules, but I think  
 the rules are a little outrageous.” L(pg6, lines 8 to 12). 
 
 “The rules on paper, they don’t exist.  They make up their own rules.  Like 
 the other night when I got the two ready for bed, she kept talking about the 
 pajamas.  It says nowhere in the rules that you can’t wear pajamas down  
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 here and those weren’t pajamas, those were stirrups.  So I feel like some of 
 the stuff like that, you should tell them as soon as they come in.”  R(pg6,  
 lines 14 to 17). 
 

“Every morning you have to have your kids ready at a certain time and that’s hard 
because everybody be running around like a chicken with their heads cut off.  
There is so much going on.  Oh, my God, I can’t get through this…” I am not an 
early morning person. I am so tired. I have to get up, get your kids ready, brush 
their teeth, get dressed and then get back here…” P(pg 5, lines 17 to 19). 

 
 As the activities of daily living at the shelter became more familiar and a routine 

was established, other layered stressors emerged.  Many of the homeless mothers had to 

cope with living with other unfamiliar homeless mothers and their children.  Working as 

a group in completing chores, sharing a common bathroom, cooking and eating together 

in a common dining area, relaxing and watching TV in a common living area became the 

expected realities for this group of mothers with their children.  Although several strong 

friendships and supportive relationships developed, “living with strangers” emerged as a 

significant stressor.  Several mothers vocalized the difficulty of living with other 

unfamiliar families: 

 “It can be difficult sometime, because you would think that by all of us 
 being here in the same situation that it wouldn’t be a problem.  But you 
 got some people, you know, they don’t care.  So they want to make your 
 life miserable just because theirs is miserable.  Some of them feel like  
 you care about your kids so you are gonna care about theirs, too.”  R(pg 10, 
 lines 3 to 6). 
 
 “Well, when I first got here, some of the other guests like me that are 
 staying here, the mothers, they got smart mouths or they tell you what 
 to do like they are staff.  Some of the staff members can be very un- 
 professional.”  T(pg 4, lines 14 to 16). 
 
 “A house full of females is not gonna get it.  Basically, you can’t live 
 in a house full of females because each one of them has their days and  
 they have their attitudes and then you have your attitude and then you 
 get into it and then, it’s just a big mess.”  U(pg. 5, lines 13 to 15). 
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 By adhering to the shelter’s policies, following rules, completing required chores, 

and living with other strangers, homeless mothers felt the burden of layered stressors 

while living at the shelter.  These stressors continued to strain other dimensions and 

aspects of mothering.  One of the most visible dimensions of mothering was how a 

homeless mother nurtured and disciplined her children.  The public nature of disciplining 

children in a homeless shelter put additional tensions on the mothering role and her 

relationship with her child. The majority of the mothers were frustrated in their efforts to 

discipline their children.  The shelter’s policy on discipline was perceived by some 

mothers as “not being able to discipline their children” within the confines of the shelter.  

Many of the mothers felt that the shelter did not “believe in the discipline of children” 

and consequently they felt a loss of parental authority.    Several participants expressed 

their thoughts on this issue: 

 “Well, there is a lot of things that they do because they see the other 
 kids doing it and their mom doesn’t do anything.  I don’t allow that 
 type of thing too much and we are not allowed to spank our children 
 here so I find other ways to discipline them.” J(pg2, lines 3 to 5). 
 
 “…so I don’t have to holler like I do here and I feel like they should 
 at least let us put some type of discipline, but we can’t do it.  We 
 have to talk to them and I feel like that is part of the reason she acts 
 like this.”  R(pg5, lines 17 to 19). 
 
 “Here if they really do something, you can discipline them by taking  
 them to your room, but other than that, I guess they don’t believe in 
 discipline for real because they get upset if we try to beat them, that 
 makes matters worse…” P(pg 6-7, lines 22 to line 2 on pg 7). 
 
 “You know, I don’t like to give in front of other people.  You know, 
 there are a lot of people or whatever around and some people get the 
 wrong impression or take it the wrong way, the way you do your  
 kids or whatever.”  I(pg 4, lines 11 to 13). 
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 Not only was the “lack of discipline within the shelter” perceived by the mothers 

as creating another layer of stress, but the behaviors their children exhibited also emerged 

as a significant stressor.  Their children struggled not only the loss of their home, but a 

change in their schools, and teachers and a temporary disruption or loss of their former 

friendships at home.   Although the mothers did not elaborate on the nature of their 

children’s personal tensions and stressors, they were frustrated in their role as the 

disciplinarian.  Their children reacted by demonstrating many unfamiliar behaviors or 

“acting out” while residing in a homeless shelter.  Several participants vocalized their 

frustrations in response to their children’s behaviors: 

 “She doesn’t listen.  She throws temper tantrums.  She falls out all  
 over the floor.  She walks away saying she hates me, and she didn’t 
 use to do that.”  R(pg 6, lines 1 to 3). 
 
 “…very clingy.  They don’t want me to leave their side.  Like they 
 OK when I drop them off at school, but when I get here, it’s like 
 they all huddled on me like this.”  T(pg 6, lines 1 to 2). 
 
 “…being here, his behavior has changed, he feels he can get away  
 with it, he misbehaves (mother is yelling at child to STOP)…like  
 that right there, he thinks he can get away with things.  At home, 
 he would know not to touch the microwave, but because he’s here, 
 he’s going to try it. “  H(pg 5, lines 13 to 15). 
 
 “I know why he got those D’s.  It’s because we homeless and we 
 stay here so he’s not comfortable and he’s acting out on me.”  M 
 (pg. 14, lines 3to 4). 
 
 Woven throughout the daily lives of the homeless families and the mothers in 

particular was a persistent subjective perception of “feeling trapped, helpless and 

powerless.”  Many homeless families lived in a “doubled-up” situation prior to becoming 

homeless.  For some mothers, feeling trapped, helpless and powerless started at this 



 86 

point.  Frayed interpersonal relationships while living in a “doubled-up” situation, or a 

family’s crumbling financial situation created a personal void, and an endless worry with 

mothers who cared deeply for their children.  With the loss of their ability to live in a 

“doubled-up” environment, many mothers realized that the homeless shelter provided the 

only temporary solution in stabilizing their chaotic lives.  The perception of a lack of 

choice created feelings of entrapment, anger, helplessness and powerlessness.  Several 

mothers voiced these overwhelming thoughts and emotions: 

 “…this is my first time being homeless and it’s a new experience and 
 I don’t like it.  It makes me sad, upset, angry.  It’s nothing good.  No 
 good feelings are coming from it.”  D(pg 3, lines 14 to 16). 
 
 “…this is worse than jail I can say.  It is worse than jail.  I feel like nothing  
 is helping me.  You can’t even come in here and relax.”  M(pg 5, lines 1 to 3). 
 

“I have no where to live. Not stable. Worrying.  My kids, I’m not gonna live to 
see their kids.  They getting older and go to school and they got to see their 

 kids.  You know, if I’m ever going to find somebody to love me.  I’m 
 stressed about it.”  R(pg 1, lines 10 to 12). 
 

“I don’t get no sleep and I ain’t got no time to myself.  It’s me and my child in 
this room, like, it is no where I can go in here to relieve no stress like.  There ain’t  
nothing I can do.”M(pg7, lines 14 to 16). 
 

 The perception of feeling trapped, helpless and powerless was intensified by the 

relative lack of social support from extended family members.  Two homeless mothers 

and their children had extended family living outside of the state while thirteen homeless 

families were native to this Midwestern city, and they had extended family members 

living nearby.  The absolute number of extended family members who provided social 

support for the homeless mothers did not determine the relative intimacy of social 

support for the homeless mothers at the time of the interview.  A perception of some 
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social support from extended family eased the stress of being homeless.  The perceived 

lack of social support and strained relationships with extended family added still another 

layer of stress for these homeless families.  Four of the participants expressed their 

thoughts on support from extended family: 

“It’s worse when you are staying with family or friends because they feel like 
they got the upper hand on you and they gonna make you feel worse than you 
already feel…I get constructive criticism here, but with my family and friends I 
don’t get constructive criticism; I get negative from them.” R(pg 3, lines 5 to 11). 
 
“Depending on what it is.  Like if I have a kid, they be there somewhat.  It seems 
the more kids you have, they (family) slowly fade off.” T(pg 9, lines 15 to 16). 
 
“No, not for real.  They (family) ain’t helping me now.  If they was helping me, I 
wouldn’t be here.  The only thing good about the (shelter name) is different from 
staying with a family member or staying with a friend is the little savings thing.” 
M(pg 7, lines 1 to 2). 
 
“I don’t have anyone who could help me.”  H(pg 6, line 16). 

  

 Many of the mothers complained of the toll of homelessness on their health and 

well-being.  They complained of feeling tired, fatigued and not eating well.  Although not 

all of the participants were cigarette smokers, for several of the participants, smoking was 

considered an outlet to deal with several of their layered stressors.  Smoking was also 

perceived by some of the participants as a stressor itself.  Three participants discussed 

their smoking habits: 

 “Stress, I went through the pregnancy and I just bought them and started  
again yesterday, and the pack is gone…it’s just gone.  It goes quick.” P(pg.12, 
lines 7 to 8). 
 
“…I tried numerous.  I’m trying now, but like I get stressed and I want a cigarette 
to calm down.  I am not like some people who eat.  I just want a cigarette.”  R(pg. 
2, lines 13 to 14). 
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“I think because I am kind of stressed ‘cause I’m here on top of other things going 
on and then, there is nothing else to do.  My only free time is going on the deck,  
can’t go no farther than the deck, so I’m here, I might as well smoke cigarettes.”   
T(pg. 6, lines 19 to 21).  
   

  As communal living continued and homeless mothers struggled to find adequate 

housing for themselves and their children, many of the families became susceptible to 

viral illnesses.  Viral illnesses were contagious through oral contact with others, and 

therefore, most of the children who were living at the shelter were constantly observed as 

being “sick.”  These illnesses were a consequence of living in a group setting.  Seasonal 

variations were apparent with the winter months bringing in more colds and fevers than 

the spring/summer months although there was never a time without a viral illness 

bringing symptoms.  It was common to hear coughing, sneezing or signs and symptoms 

of congestion within the shelter.  Many of the homeless families complained of drafts, 

poor ventilation and varied temperature changes in the bedrooms and living rooms within 

the shelter.  Most of the acquired illnesses were annoying at most, and few resulted in 

hospitalizations.  Children were more contagious and exhibited more symptoms than their 

mothers.   For the involved participants, these illnesses exacerbated stress.  Several 

mothers expressed their concerns related to themselves and their children about spreading 

infectious illnesses: 

 “Worse.  I feel so tired on top of I’m sick.  They keep the air conditioning on 
 and all four of us are sick.  I got a head cold or I think I got pneumonia.  I done 
 had this cold since the first day I walked in here.  I took a shower and I been 
 sick since that day.  I have been sick since last Monday; I got a runny nose, 
 cough.  I don’t know if it’s pink eye, but when I got up it’s like glued.  I feel 
 tired and drained ‘cause you got so much to do.  You got to eat, group, get your 

kids to settle, and after that you get your shower and I be tired.  I just sleep.”  
T(pg. 7, lines 16 to 22). 
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“…because of it being a group setting and some people’s hygiene isn’t as good 
as it should be or what I think it should be and it’s kind of chilly in here 
sometimes, that’s why there’s lots of runny noses right now.” J(pg 6., lines 1 to 
3).  
 
“They have got sicker.  They get more colds and I noticed that my son has 
caught a stomach virus that someone else’s kids have and it has traveled 
through the shelter because other kids have it also.  My son has a cold that 
I can’t get rid of and he has asthma and he is not getting rid of his cold  
because when he gets sick, it is harder for him to get well.  It’s just that even 
though they have us clean up and stuff, the kids get sick and pass it through 
the shelter and my kids have stayed sicker longer, too.” L(pg., 5, lines 9 thru 15) 
 
  For the homeless families who did interact with the health care system 

whether in an emergency room, a hospital admission or an outpatient clinic, the mothers 

perceived themselves not to be treated fairly, equally or justly compared to other families 

living in their communities.  These experiences transcended their housing situation so 

both a homeless mother living in the shelter at the time of the interview and a previously 

housed poor mother (who became homeless) experienced the same phenomenon. Most 

often, these experiences were directly related to an acute physical illness or trauma and 

the participant was evaluated in an emergency room or an outpatient clinic.  These 

experiences with the health care system reflected the poverty, the racism and the 

socioeconomic variables that were intertwined with their present homelessness.  It was 

difficult to separate their homeless situation from the poverty and the racism they 

experienced prior to this current episode of homelessness.  These perceptions of 

inequality were subtle, not always perceived as present and varied in intensity with each 

interaction with the health care system.  This process was experienced emotionally and 

personally by the participants, and occurred outside of the shelter environment.  The 
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personal humiliation and the perception of “feeling like a second class citizen” was 

reflected in the following statements: 

 “Some of them be acting racist…they say it gone, but it still do exist especially at  
 the hospital we used to go to because we stayed at______.” F(pg 2, lines 21 to 22) 
 

“Embarrassed.  Because everybody don’t need to be treated like that.  Just 
because you…you know what I’m saying…you aren’t educated doesn’t mean 
nothing, just because I don’t have no college degree and that don’t mean I don’t 
know nothing.  I know a lot.”F(pg. 3, lines 20 to 23). 
 
“When I go to the doctor, I’ll be upset because I never get them to tell me what 
exactly is wrong with me.  And I’ll be feeling like they not doing what’s the 
word…the examination of me, like they try to rush and just tell me anything so I 
can get out of the hospital or whatever, or get out of the clinic or whatever and 
that I don’t like.” D(pg2, lines 21 to 25) 
 
“I think ‘cause it’s packed and I think they don’t take the time…they don’t do 
their job.  They just rush you and they try to get you in and out.  They don’t take 
x-rays to find out what’s wrong….” H(pg 3, lines 9 to 11) 
 
“Being judged by their appearance.  Like, oh, those boys they pants down to here 
and they black so they don’t deserve much treatment.  One doctor even said to 
one of my boyfriends that, um, while he was crying like, “It hurts, It hurts,” and 
the doctor said, “Shut up, you shouldn’t have been out there on the corner.” T(pg 
10, lines 4 to 7). 
 
“Yes, I actually took  A to one of his regular checkups and sometimes at night be 
bangs his head on the pillow until he goes to sleep and my pediatrician told me 
that was a soothing mechanism which didn’t make a whole lot of sense to me.  I 
didn’t really like that, but I pretty much had to take it.” J(pg 2, lines 15 to 19). 
 

 The lack of health insurance was perceived by the participants as not getting 

adequate or equal health care at the time of need.  This lack of health insurance supported 

further the perception of “feeling like a second class citizen.”  During their stay at the 

shelter, all homeless families had transportation and access to the local hospital via the 

city’s EMS system or the shelter’s van drivers.  The shelter staff were available to 

mediate in an emergency at any time of day, and they were able to provide transportation 
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as needed.  All the homeless mothers residing at the shelter had access to the state’s 

public assistance programs; some were in the process of filing applications at the time of 

their shelter stay.   Two of the interviewed participant’s voiced their concerns regarding a 

lack of private health insurance or no health insurance: 

“…you go to the hospital on a Medicaid card, you go at 9:00 o’clock, you might  
not get seen ‘til 11:00 o’clock because we backed up.  We only have so many 
nurses or so many doctors.  What was the purpose of me having an appointment?  
It’s like money talk.  If you got good insurance, you gonna get good feedback 
from the nurses, the doctors, everybody.” M(pg 12, lines 9 to 15). 
 
“They really don’t care.  See when you got no insurance, it’s like they care, but 
they don’t.  It took them a while to give me a D & C…I was thinking that by me 
having no insurance, that was the reason they was taking so long.  If I had 
insurance, it wouldn’t have took so long, they would have done it right then and 
there.” P(pg 12 to 13, lines 19 to 1) 
 

Layered Stressors in Sheltered Homeless Mothers:  A Grounded Theory 

A grounded theory of Layered Stressors emerged after fifteen homeless African-

American mothers were interviewed regarding their experiences in an emergency 

homeless shelter. How they managed their health and the health of their children while 

residing in a shelter was the focus of the study.  However, what emerged was 

overwhelming stress, frustration and worry during their sheltered experience.  The 

emerging theory grounded in the data revealed a process where homeless African-

American mothers with their children entered the shelter system after running out of 

options for housing.  All of the participants with the exception of one family were living 

in a “doubled-up” situation prior to becoming homeless. They were either residing with 

immediate family members or friends.  Homelessness was defined as “living without a 

permanent dwelling or a dwelling that a mother with her children could call her own.”  
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A total of twenty-one participants initially consented to be interviewed.  

Narratives from six of the participants were not included and discarded by the researcher 

due to insufficient data.  Data were saturated after fifteen participants were interviewed.  

The fifteen participants met the inclusion criteria for the study.  Written consents were 

obtained prior to the interviews, according to a pre- approved protocol from the 

Institutional Review Board (IRB).  Confidentiality and anonymity was maintained 

throughout the interview process.  The participants were interviewed at only one interval 

period and they were not contacted again.  Participants were selected based on a guiding 

principle of grounded theory called theoretical sampling.  Theoretical sampling is the 

process of data collection for generating theory whereby the researcher collects, codes 

and analyzes data and decides what data to collect next and where to find it (Glaser, 

1978, p. 36).  The participants were asked to discuss their own health from the 

perspective of “What does health mean to you?” 

Health was defined by most of the participants as “having your own.”  Benefits to 

“having your own” emerged as “having your own home,” a dominant theme which 

involved the concept of control and “control over your home and environment.”  There 

were individual benefits to having your “own home.” Having your own home meant that 

participants could follow their own rules.   It meant that women were in control of their 

lives, and they had greater “self-control” over their own actions.  Mothers were able to 

control their own home environment.  Self-Control, a central concept within the 

theoretical framework of symbolic interactionism, is one dimension of the importance of 
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‘self.’  In order to explain the process of ‘giving up self-control’ over to the shelter, a 

discussion on the various aspects of the self and on self-control is first presented.  

The self rests on interaction with other people.  There are many ‘selves’ as there 

are individuals who recognize the ‘self.’  The self, therefore is an object, a social object 

(Charon, 2001).  According to Charon (2001), the self arises in childhood through 

symbolic interaction with significant others.  During adulthood, influential groups view 

the self differently and therefore, make the ‘self’ different in each situation.  Self means 

that the individual is able to be active in relation to the world so ‘self’ makes possible 

self-control.  Self-control allows an individual to cooperate and to exercise some freedom 

as well.  That is, for humans to direct or control their own actions means that humans 

have an ability to act back on and direct themselves in situations.  “The self is an object 

that one is able to direct, influence and control (Charon, 2001, p. 88).”   

The self’s other dimension is self-perception, the self sees itself in different 

situations.  That is, “our self is an object we take note of or notice (Charon, 2001, p. 80).”  

An individual is able to understand her own action within a situation.  An individual can 

act on this action; this makes possible the ability to cooperate or refuse to conform within 

the action. From this perspective, homeless women entered into a shelter system with 

rules imposing on their sense of “self-control.” They were not able to act in their former 

capacity or as head of their household.  Having little control over their former lives, 

homeless mothers experienced Layered Stressors, a grounded theory. 

Experiencing Layered Stressors emerged as theory grounded in data after 

homeless mothers and their children were admitted to an emergency homeless shelter.  
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Layered Stressors  overlapped one another in an almost seamless transition from 

“following the rules of the shelter,” “living with strangers,” feeling helpless, powerless 

and trapped,” “mothering in public,” and “dealing with the changed behaviors of 

children,” “smoking more,” a “lack of social support,” “shared viral illnesses,” and 

“feeling like a second class citizen.”  Many of these stressors occurred at the same 

moment and at the same time especially those involving observable (visible) action by 

the mother, such as disciplining a child or smoking outside on the deck.  The layered 

stressor of “feeing like a second class citizen” emerged outside of the shelter and was 

perceived by both homeless women and those who were previously housed and became 

homeless at the time of the interview. 

Following the Shelter’s Rules 

“Following the shelter’s rules” was an immediate stressor for all of the women 

residing at the shelter.  There were consequences to breaking the rules, such as written-

ups which could result in eviction from the shelter depending on the severity.  All of the 

participants in the study realized the consequences of breaking rules.  Rules at times were 

frustrating and they evoked anger from several of the participants.  For most of the 

mothers, rules represented “another hassle,” something to adhere to and comply with 

because of necessity. 

Living with Strangers 

“Living with strangers” was another dominant theme because this created the 

visual perspective of “being homeless.”  The shelter was a group home, and from this 

collective group, strengths emerged, such as strong friendships which formed during 
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some difficult times for the participants.  At other times, living with an unfamiliar family 

or “ living with strangers” evoked anger, hostility, and overwhelming stress.  Verbal 

arguments between different families were heard during several of the visits when the 

researcher was on the premises.  These arguments were diffused and resolved through 

shelter staff intervention. 

Mothering in Public and Changed Behaviors of their Child/ren 

“Mothering in Public,” and “Changed behaviors of their children” often occurred 

simultaneously. “Mothering in public” was perceived not only as caring and providing 

sustenance, but also involved parental authority and the discipline of their children.  

Children represented a source of support, but also a source of worry.  There was endless 

worry from several of the mothers who struggled with the displacement of their child’s 

former school system, or with finding adequate child care during this temporary family 

disruption.  Mothers frequently had to find other family members or friends with whom 

older teens could reside with since the shelter only took children up through age 17 for 

girls and 15 for boys; emancipated minors were in another category.  There were many 

disruptions, stressors and tensions children had to face.  These disruptions and stressors 

culminated in many unfamiliar behaviors the children exhibited while at the shelter.  

There was an escalation of temper tantrums for one homeless child, and poor school 

grades for another child.  Children were not interviewed although many emotional and 

social issues surfaced and were discussed during the interviews with the participants. 
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Feeling Trapped, Helpless and Powerless 

“Feeling trapped, and helpless” emerged after many of the participants discussed 

their homeless experience within the context of having little choice and not being able to 

manage their current situation.  There were many roles the mothers had to assume, such 

as head of her household, financial provider, and nurturer and caretaker of her children.  

Many of these roles escalated their perceived sense of feeling helpless and trapped 

especially in view of their crumbling financial situation.  All of the mothers were single 

mothers with the exception of one mother who was separated and receiving some 

financial support from her ex-husband.  

     “Feeling helpless, trapped” and a “perceived lack of social support” often 

emerged together and transitioned from one stressor to another.  As mentioned in the 

previous section, many of the homeless mothers had some extended family living in this 

mid-sized Midwestern city for whom they could ask for transportation or for child care 

services.  For several of the homeless families, social support systems developed within 

the shelter, but the seamless transition from “living with strangers” and a “lack of social 

support” created a perceived sense of “feeling trapped, helpless and powerless.” 

Smoking More 

“Smoking more” was perceived as both a stress reliever and a source of stress in 

itself; it was a visible indicator as a layered stressor.  Not all of the participants smoked, 

but smoking emerged as a significant change from the former lifestyle habits the 

participants engaged in. Through theoretical sampling, the researcher sought to interview 

mothers who smoked once data revealed smoking to be both a source of stress and a 
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stress reliever.  One participant stopped smoking before her homeless episode and started 

again once homeless.  Smoking was prohibited inside the shelter, but was allowed outside 

on a deck attached to the shelter.  This was an area were many of the mothers spent their 

free time in the early evenings, smoking. 

Sharing Infectious Illnesses 

 As communal living continued, many of the participants experienced contagious, 

infectious  illnesses often without resolution.  There were visible signs of illness 

throughout the shelter stay for many families.  This was the second visible indicator of a 

layered stressor.  Coughing, sneezing, audible wheezing, and vomiting were experienced 

by both mothers and their children although children were affected more often.  For the 

participants, “sharing infectious illnesses” became normative.  Mothers expressed their 

distress over many unavoidable situations where “sick” children had to eat together and 

play together with well children often in the same room and at the same time.  These 

stressors remained throughout the shelter stay and contributed to a seamless transition for 

other perceived stressors of “feeling helpless, trapped and powerless.”  

Feeling Like a Second Class Citizen 

 At the time of the interviews, not all of the participants needed to see a health care 

provider.  However, interview questions related to managing and obtaining health and 

healthcare included episodes prior to becoming homeless.  It was within a poor housed 

environment where African-American mothers interacted with the healthcare system.  

Several of the participants complained of not being treated fairly, justly or equally as 

compared with other women living in their community.  Some of the participants related 
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encounters where a perceived sense of racial bias or racism was involved.  Another 

participant perceived to be belittled because of a lack of education.  Not all encounters 

with the health care system were perceived as receiving unequal, or unfair care although 

living within the realm of poverty contributed to a perceived stress of “feeling like a 

second class citizen.” Race and racism are societal problems involved in creating this 

stressor and it remained an underlying reason for the subtle discrimination within 

sheltered homeless African-American mothers. A discussion on the subject of race and 

racism follows in Chapter Five.   

Summary of Chapter Four 

 Results for this qualitative, grounded theory study were presented in this chapter.  

A grounded theory of Layered Stressors emerged after fifteen homeless African-

American mothers were interviewed and responded to questions reflecting their 

experiences while residing at an emergency homeless shelter and while managing and 

obtaining health and health care for themselves and their children.  Once a homeless 

family entered the homeless shelter, they in essence gave over their personal sense of 

control over their lives to the shelter system.  It was at this point, that several and at times 

overwhelming stressors emerged.  Struggling to find housing, and trying to keep their 

families together, the homeless families experienced the stressors of following the 

shelter’s rules, living  with strangers and other homeless families, feeling helpless and 

trapped, experiencing a lack of social support from family, mothering in public and 

dealing with the exaggerated temperaments and  behaviors of their children.  There were 

several health consequences of living in a communal environment, namely that many 
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contagious, infectious illnesses were present.  These experiences were transcended by the 

perception of “feeling like a second class citizen” where many of the mothers received 

their medical care from the health care system in an emergency room or an outpatient 

clinic.  This process was experienced by both homeless mothers and poor mothers who 

were previously housed and were homeless at the time of the interview. 
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CHAPTER FIVE:  DISCUSSION AND RECOMMENDATIONS 

A grounded theory of Layered Stressors emerged as the initial process in how 

homeless African-American mothers managed and obtained health and health care for 

themselves and their children while residing at an emergency homeless shelter.  This 

chapter will integrate the current findings of this study with the existing literature to 

explore where the intersections and the dissimilarities occurred.  Implications of this 

study to further future nursing theory, nursing practice and nursing research are discussed 

together with an overview of stress and stress theory.  Finally, the limitations of the study 

and recommendations for future nursing research are discussed. 

Integration with the Literature 

The literature reviewed for Chapters One through Three provided a descriptive 

perspective on the demographics, background, macro-societal and the micro-societal 

trends influencing family homelessness.  Symbolic Interaction and Roger’s Theory of 

Unitary Human Beings provided the theoretical perspectives for the preliminary inquiry 

into the lives of how homeless African-American mothers and their children managed 

their health and healthcare were while residing in an emergency homeless shelter. 

“Giving up self-control” or loss of autonomy over to the shelter system was both a 

struggle and a transformative process for the fifteen participants in the study. When loss 

of autonomy was denied or transferred over to the shelter system as the findings of this 

study propose, then the self must slowly relearn strategies for survival in mainstream 

society.   By establishing structured, and a perception of rigid rules, and imposing a new 

routine with expected standards for appropriate behavior and living, significant others 
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contributed to the self’s new self-perception and identity.  The self begins to learn 

strategies for re-entering conventional society. 

 This multi-dimensional process illustrated in the emerging grounded theory of 

Layered Stressors is exhibited in a seamless layering of stressors often transitioning from 

one layer to another and often with a transparent flow, where for example, the stressors of 

“following shelter’s rules,” “living with strangers,” “mothering in public,” “changed 

behaviors of their children,” and “smoking more” were often interrelated, occurring at the 

same moment within the same time.  

 “Living with the Shelter’s rules” remained a dominant theme contributing to the 

grounded theory of Layered Stressors.  Many of the rules of the shelter were different 

from the rules the mothers established with their children before becoming homeless.  

The shelter had rules about parenting, chores, meal times, sleeping and waking times, 

visitors and curfews when they were able to enter or leave the shelter.  Most of the 

participants felt there were too many rules although most agreed that some rules were 

needed to maintain order.  From an empowerment perspective, Thrasher and Mowbray 

(1995) concluded that a shelter is a last resort to keep families together, but it provided 

the necessary framework for problem-solving strategies and it supported the role of the 

woman as head of her family.  Single mothers and their children remain one of the fasted 

growing segments of the homeless population and the largest subgroup of people who are 

homeless in rural areas (online: www.nationalhomeless.org, fact sheet #12, June 2008).  

For this reason, it is critical to empower homeless women to regain control of their lives.  
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 In order to regain independent living, find housing and end homelessness, 

establishing rules was a necessary first step.  The shelter’s strict rules, in essence, 

infantilized the mothers who needed rules to transform their perspectives on their self-

control, self-perception and parenting.  This was a strategy of the shelter whose goal it 

was to end the homeless episode.  Several strategies to achieve this transformation were 

provided in the form of education.  All the women in the shelter had the opportunity for 

individualized counseling services, parenting classes, GED preparation, and an eight-

week course leading to certification as a ‘nursing assistant.’  The benefit of these services 

was not immediately recognizable to the homeless women as a means to end their 

homelessness.  Many of these services were provided in the evening when homeless 

mothers also were responsible for their children’s care and well-being.  This contributed 

to the perceived stressor of “living with the shelter rules.”  

“Living with strangers” emerged as an additional layer of stress when homeless 

mothers and their children were admitted to the shelter setting.  Montgomery (1994) 

found sources of strength when homeless women sought a sheltered environment.  

Personal strengths of stubborn pride, positive orientation, and moral structure contributed 

to a sense of stoic determination.  Montgomery (1994) discovered interpersonal strengths 

when homeless mothers were able to participate in community, be positively perceived 

by others, received unity and bonding, and were committed to personal relationships, 

namely with their children.  These findings were in contrast to the findings of this study.   

Many of the mothers did connect with other homeless families and many friendships 

were formed.  However, the majority of the participants perceived a greater sense of 
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stress while “living with strangers.”  Examining the development of how a supportive 

friendship and relationship develops was not measured in this study.  This is an area for 

future research. 

 There is an extensive body of literature relating to social support, and the 

importance of having a network for an individual’s psychological, physiological and 

social health.  A study by Bassuk and Rosenberg (1988) found that homeless women had 

fewer numbers of people in their support networks.  Shinn, Knickman and Weitzman 

(1991) found contrary data where the numbers of people in support networks were 

similar for homeless and housed women living in poverty.  However, homeless women 

were less likely to feel they could ask and receive help from their support networks 

(Shinn et al., 1991).  Anderson and Rayens (2004) noted that one of the necessary 

variables in the belief that social support exists is the person’s own perception that there 

are people who value and care about her and are willing to provide her with help and 

assistance.  Results from this grounded theory study confirm that a lack of social support 

from extended family did exist although many of the participants had some contact with 

family while they were homeless.  The majority of the participants had a biologic mother 

for whom they could rely on for support.  This process is supported in the existing 

literature with a study by Smith & Norton (1994) who found that homeless women with 

young children have more contact with their families than homeless women without 

children.  Thus, children remain a positive influence in maintaining social support.  This 

study did not explore the degree of intimacy of social support during a homeless family’s 

stay at the shelter or the absolute number of people within a support network.   However, 
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the perceived lack of social support from the homeless families involved in the study 

contributed to the core category of Layered Stressors.   

The role of mothering and the loss of parental authority while residing in an 

emergency homeless shelter have been explored in several prior studies.   Boxill and 

Beaty (1990) coined the term “public mothering” when homeless mothers and their 

children were not able to interact in private and were forced to express their feelings of 

love, anger, caring and frustration in a public, shared setting.  The women had to mother 

their children in full view of other homeless families and shelter staff.  Thrasher and 

Mowbray (1995) reported that homeless shelters distorted the role of the mother by not 

allowing her to be the primary nurturer and teacher of her children.  This research finding 

was well documented in the present study and remained a dominant theme.  All of the  

participants in the study complained of a lack of privacy with respect to caring for and 

disciplining their children.  A study by Cosgrove and Flynn (2005) revealed that 86% of  

participants reported that parenting in a shelter was extremely difficult because of the 

conflicts that arise between one’s previous parenting rules and the shelter’s rules. In this 

study, the homeless mothers perceived that the shelter did not establish rules for 

disciplining children or they were not able to discipline their children in familiar ways.  

This contributed to a subjective feeling of stress and a seamless transition for another 

layer of stress of “following shelter rules.”  In order to remain at the shelter, rules had to 

be obeyed.  Beating or hitting their children was not an acceptable method of discipline, 

and so homeless mothers had to find other methods.  Several families had private rooms 

within the shelter, where they often took their children to their room to discipline and 
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care for them.  However, the majority of families shared a room with another family and 

hence, mothering in public became an eventual norm and a persistent stressor.  

Homeless children faced their own unique problems and challenges.  The 

homeless mothers involved in the study perceived their children to be agitated, frustrated, 

clingy and mischievous more than in their previous housed environment.  Several of the 

mothers observed poor school grades while other mothers perceived an increase in 

temper tantrums and “wild behavior.”  The findings of this study were supported in a 

previous study by Ziesemer, Marcoux and Marwell (1994) who concluded that 

homelessness presented a potential risk for children to succeed in school and community.  

Menke (1998) revealed that over half of homeless children residing in a shelter had 

depressive symptoms and one quarter of these children needed additional mental health 

evaluations.  Children were excluded from participating in this grounded theory study, 

but it is an area for future nursing research to include both mothers and their children.  

The mothers perceived their children to be “acting out,” and this created another layer of 

stress, “changed behaviors of children.” 

 The mother’s self-perception of “feeling trapped, hopeless and powerless” was 

another dominant theme within the present study.  This experience was supported by 

Menke and Wagner (1997) who concluded that being homeless contributed to feeling 

down, being different, and losing freedom.  Mothers spoke of having to contend daily 

with feelings of frustration, sadness, fatigue and depression.  This was a finding 

supported in the current study.  Thoughts of suicide were expressed in a study conducted 

by Choi & Synder (1999), although this finding was not supported in this study.  Perhaps 
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social support from family and having one’s own children residing with them contributed 

to a greater sense of well-being.  This is an area for future nursing research. 

 There is a plethora of existing research supporting the physical and medical 

problems and illnesses that homeless mothers and their children experience.  Children 

living in shelters are more acutely and chronically ill.  Homeless children have increased 

rates of asthma, anemia and malnutrition (Norton & Ridenour, 1995).  Asthma has been  

more likely to be severe and substantially undertreated (McLean, Bowen, Drezner, et al., 

2004).  Homeless children were exposed to crowding, and sharing public facilities within 

shelters, such as restrooms, kitchens, and recreational rooms.  This in turn exposed them 

to more respiratory infections (Burg, 1994).  In addition to respiratory infections, enteric 

infections were more prevalent (Bass, Brennan, Mehta, et al., 1990) in shelters.  These 

infections are spread through food handling and oral/fecal transmission with resulting 

symptoms of diarrhea, vomiting and dehydration.  These findings were supported in the 

current study and were a concern and a perceived stressor with the mothers residing at the 

shelter.  Direct observation by the researcher revealed persistent visible symptoms of 

upper respiratory illnesses, such as sneezing, coughing, nasal congestion and auditory 

wheezing with many of the children residing at the shelter.   Children played in the 

basement of the shelter which was considered ‘the playroom.’  Here, toys were not 

routinely sanitized and evidence of dirty, soiled stuffed toys, dolls and other play 

equipment were evident.  “Sick” children ate together with well children during 

mealtimes.   Hence, as the days passed, children and their mothers experienced “shared 

viral illnesses while living in the shelter.” 
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   Although Hatton (1997) concluded that “overcoming it alone” emerged as a core 

category in her finding in how homeless women with children managed health problems 

living in a shelter, many of the mothers had previous primary care providers and 

pediatricians for whom they could call and schedule an appointment.  Transportation was 

provided continuously and daily through the shelter’s van system.  The majority of 

mothers also received CareSource, a public assistance health insurance program available 

in this Midwestern state.  Overall, the mothers were satisfied with the benefits received 

from their health insurance. Managing and obtaining their health within the context of a 

shelter was not perceived as a constant source of stress.  However, homeless mothers 

perceived themselves to be treated “like a second class citizen” and felt belittled when 

they interfaced with the health care system.  The findings of this study were supported in 

a study by Stepanikova & Cook (2008) who found that uninsured African-Americans and 

Hispanics who were interviewed in English were more likely to report ethnic and racial 

bias in receiving health care as compared with other racial categories.  From the 

researcher’s perspective, interacting with the health care system created an additional 

layer of stress and tension.  This stress and tension follows the African-American 

population throughout their lives. 

Stress and Stress Theory 

 There have been multiple definitions of stress in the research literature mainly 

because prior investigators have often shaped the construct to fit their particular interests 

(Milburn & D’Ercole, 1991).  Selye (1936) examined stress in terms of the general 
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adaptation syndrome which supports an extreme response-based physiologic definition of 

stress.  

  Stress is a murky word, it often remains non-commital.  Stress could reflect 

excitement and challenge, and be referred to as “good stress,” or it could reflect an 

undesirable state of fatigue, worry, frustration and an inability to cope, or “bad stress.”  

McEwen (2005) has termed the latter “stressed out” which implies the chronic nature of a 

negative state.  Stress initiates a general and diffuse arousal reaction in the body.  A 

physiologic picture emerges where a woman’s social environment has a cumulative 

impact on her physical and mental health.  The effect of the social environment results 

from the fact that the brain and the body are in direct communication via the autonomic 

nervous system, the endocrine and immune systems (McEwen, 2005).  Stress is a 

physiologic response, and includes the concepts of allostasis, allostatic load or state and 

allostatic overload (McEwen, 2005).  These concepts were introduced earlier in Chapter 

One; they are again discussed. 

Allostasis is the body’s ability to adjust to environmental demands and has been 

proposed as an explanatory pathway linking stress to health outcomes (Kendall & Hatton, 

2002).  Allostatic state or load is the wear and tear on the body and brain resulting from 

chronic over-activity of physiological systems that are normally involved in adaptation to 

environmental challenges.  Chronic poverty is viewed as a stressor because of its inherent 

dangers and hassles, such as having to spend one’s income on food, clothing and having 

little or no discretionary income, having to rely on public transportation to get from one 

place to another and having to live in violent, high crime areas.  “Chronic poverty 
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contributes to detrimental side effects on an individual’s psychological well-being and 

health, and it increases a women’s vulnerability to other stressors that together may lead 

to homelessness (Milburn & D’Ercole, 1991, p. 1163).”  Allostatic overload then refers to 

the cumulative results of an allostatic state.  Allostatic overload is not optimal for 

physical well-being, but rather predisposes the individual to disease (McEwen, 2005). 

Sheltered homelessness can theoretically predispose a homeless woman to “good 

stress,” or allostasis by helping a woman react to danger, and uncertainty and by fostering 

skills that are needed for survival, thus making her more resilient (Carmichael, 2009, p. 

47).  However, poverty, housing instability, unemployment and victimization are all 

chronic stressors that most homeless women have faced (Milburn & D’Ercole, 1991).  It 

is further hypothesized that African-Americans experience chronic stress related to 

racism.  Because the majority of homeless mothers in this Midwestern city are African-

American, the cumulative effects of the aforementioned variables, may contribute to 

allostatic overload (Kendall & Hatton, 2002; McEwen, 2005; Milburn & D’Ercole, 

1991).  Allostatic overload may accelerate attherosclerosis, cardiovascular disease, stroke 

and abdominal obesity, thus bringing about chronic medical illnesses (McEwen, 2005, p. 

317). 

Theoretical Framework 

Symbolic Interactionism 

Findings of this study were congruent with the theoretical frameworks of 

symbolic interactionism and Roger’s Science of Unitary Human Beings.  The symbolic 

interactionist viewpoint is congruent with the study findings and much of the discussion 
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was integrated in the previous section.  Social interaction is symbolic. Each participant in 

the study was symbolically interacting with self as she acted toward other women and 

shelter staff.  The shelter represents the social environment in which the self will act and 

interact.  The self is a uniquely human attribute developed through a continuous process 

of social interaction. The self responds to the environment, but more importantly through 

social intercourse with others and within the self.  In this study, self-control has been 

temporarily given over to the shelter which results in a perceived sense of layered 

stressors.  As the self lives on within the social environment of the shelter, the self 

becomes an active participant in relationship to her perceived world.   A homeless mother 

begins to influence the direction of her action and this makes possible for cooperation and 

choice.  She can either follow new rules or refuse to conform.  She can begin to 

participate in the strategies designed to manage her health and the health of her children 

and to end her homelessness. 

Roger’s Science of Unitary Human Beings 

From Roger’s Theory of Unitary Human Beings, the process of how homeless 

African-American mothers and their children managed and obtained health and health 

care for themselves and their children was in essence a compilation of the four postulates 

of openness, energy fields, pattern and pandimensionality (Fawcett, 1995).  The human 

and environment are open systems with a continual mutual flow of energy.  The multiple 

seamless layers of stressors all at times occurring at one moment and changing 

continuously represent the pandimensional property of her theory.  The pandimensional 

environment exists in an ever-changing relative present, an infinite now where time and 
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space is nonlinear and not static.  These layered stressors are open and integral with their 

own environmental fields.  As the homeless women residing in a shelter learn new 

strategies for ending their homelessness, the principles of homeodynamics operate.  The 

principle of resonancy delineates the direction of change, moving toward higher wave 

frequencies and becoming more complex.  Homeless women learn new strategies for 

maintaining a home and participating in change.  Change is regarded as natural and 

desirable.  The principle of helicy is the innovative and unpredictable diversity of human 

and environmental field patterns (Fawcett, 1995).  The diversity of race, social class, 

religion, and multiple other demographics that make-up our society illustrate this 

unpredictable and innovative diversity of the human field.  Each individual has her own 

perspective on life and on living.  Again, the principles of homeodynamics are applied as 

change creates even further accelerating change and as homeless women knowingly 

participate in changing their environment, some women ending their homelessness and 

others seeking other environments.   

Implications for Nursing Theory 

Grounded theory has the potential to contribute to nursing knowledge through the 

exploration of complex nursing phenomena in a naturalistic setting.  The relationship of 

the researcher and women in a grounded theory study creates a powerful social context.  

In addition, the ability of women to develop and maintain social relationships is an 

advantage when women study women; this process can be transforming for both the 

researcher and the participant because exploration is reciprocal and not passive (Crooks, 

2001).  Grounded theory allows the researcher to view women as holistic individuals in a 
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world that is social, political and economic.  As a researcher, voice is given to the 

thoughts and actions of women from a woman-centered perspective. Grounded theory is 

recognizable and comprehensible to the participant, is parsimonious, yet broad in scope 

and is modifiable as new data are discovered (Crooks, 2001).  It is a respectful 

methodology in which the participant’s views are sought, listened to and valued.  . 

This research was contributory to nursing by indentifying a grounded theory 

which accounted for most of the variation in how homeless African-American mothers 

experience stressors within an emergency homeless shelter.  The theory was grounded in 

data.  Further research using grounded theory methodology may reveal other processes in 

how homeless women experience stress, for example, how stress affects a mother’s 

nurturing and mothering capabilities with her children. 

Implications for Nursing Research 

Layered Stressors was the grounded theory that emerged.  This study was an 

effort to define the subjective experience of a homeless woman as she navigates her life 

through a sheltered environment, and as she manages health care for herself and her 

children within the context of a shelter.  Due to the complexity of the social problem of 

homelessness, explication of this experience will require continued research.  Although 

the major variables of layered stressors were saturated, further in-depth inquiry would 

study stress within the different stages of a homeless woman’s life as she continues to 

seek housing and to elucidate the variables that are involved in finding a home. 

Intervention studies to include would evaluate stress as it relates to the ability to find 

housing and as it relates to other concepts of resilience and perseverance. 
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Areas for future nursing research regarding stress include: 

1. What processes are involved in how homeless women cope with and relieve 

stress? 

2. How does stress affect or influence other concepts, such as resilience and 

perseverance for homeless mothers and their children? 

3. How and to what extent does stress affect a homeless mother’s nurturing and 

mothering capabilities while residing in a shelter? 

4. What are the stressors for mothers and their children while living in a 

“doubled-up” situation (staying with family or friends)? 

Limitations of the Study 

There were several limitations of this study.  One of the most significant 

limitations related to cultural competence.  There has been much written in the literature 

on cultural competence, which is defined as “care that takes into account issues related to 

diversity, marginalization, and vulnerability due to culture, race, gender and sexual 

orientation (Meleis, 1996, p. 2).”  Meleis (1996) offers eight criteria for researchers to 

guide their development of knowledge for cultural competent care, namely, contextuality, 

relevance, communication styles, awareness of identity and power differentials, 

disclosure, reciprocation, empowerment and time.  Areas that affected and limited this 

study include awareness of identity and power differentials, disclosure and race.   

Nursing research dealing with the homeless requires an awareness of the power 

inequities that exist between the researcher and the participant.  Educational and 

socioeconomic differences were apparent.  Many mothers did not complete basic high 
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school requirements.  Meleis (1996) points out how the researcher must be cognizant of 

the power inequities and work to provide more horizontal relationships by developing 

shared authority and ownership of the data. The researcher made every attempt to make 

the participant comfortable during the interview, and to provide open ended questions for 

discussion. Cosgrove & Flynn ( 2005) point to the need for participants to be included 

more fully in the research process so as to give voice to the study.  However, it is not 

always possible to design a study in which participants truly “speak for themselves.”  

This methodology incorporates a participatory approach and is not grounded theory.  

Sharing the results of the major categories and the core category with the participant 

provides shared authority although this was not possible in this study.  The participants 

were interviewed at only one interval period, and they were not contacted again.  The 

length of stay for most homeless mothers in this emergency shelter is up to ten weeks.  

Many homeless mothers left prior to this time frame because they found housing.  In 

addition, the researcher was not on the premises on a daily basis; this contributed to a 

greater distance and less intimacy between the researcher and the participant.  This 

remained a limitation in the study.  

The participants were a captive population.  In this respect, the researcher 

approached the participants for eligibility and enrollment.  Only one participant declined 

the interview, all other families consented to be interviewed.  From the researcher’s 

perspective, enrolled participants may perceive that by declining the interview, their care 

and standing within the shelter would be in jeopardy.  The researcher informed all 

participants that their time, care and standing within the shelter would not be affected.  
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Given that a reassurance was emphasized, the possibility still remains that a captive 

population presented a limitation. 

It was evident that some tensions did exist during several of the interviews with 

the enrolled participants. The tensions that surfaced were perceived by the researcher as 

not wanting to disclose information.  Meleis (1996) points out that trust building must be 

demonstrated, explained and incorporated into a research study.  The researcher was at 

the shelter on a twice weekly basis to provide child care while the mothers attended a 

variety of classes on parenting, home economics, etc.  By working with their children, the 

researcher hoped to build trust.  The researcher perceived and believed other issues were 

at play here, namely race.  A discussion on race and racism follows.     

 Another limitation of the study was race and the racial characteristics between the 

participant and the researcher.  Race by its definition, is not only a demographic category, 

but a social construction as well.  People interact with one another to form society.  From 

interacting, they cooperate, role take and communicate.  They understand reality, and 

they develop a set of rules to live by.  People will at times also choose to cut off 

interaction with those outside of a particular circle of interaction.  An “other” is thus 

created, and “outsider,” a “not us” (Allen, 1996).  With race, this is historically laden, all 

embedded in a history of slavery, exploitation, and racist institutions.  Even though our 

founding forefathers created a democracy, they endorsed slavery.  They relied on 

justifying liberty, justice and equality by current day science to say that there were real 

differences between Blacks and Whites.  Thomas Jefferson wrote that Blacks and Whites 

could never live together because there were “real distinctions” that nature had made 
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between the two races (Ladson-Billings, 2000).  Allen (1996) points out that this “other” 

sets up a dyad, an us/them in which the first position is privileged and sets the terms of 

the relationship and is often hierarchically located as superior and preferential.  These 

categories operate ideologically in the sense that they become internalized into ways how 

people think about other people.  Each group will develop its own culture, and 

individuals will be governed by a different set of rules and will share different 

perspectives.  “Human differences, exaggerated and perpetuated through segregated 

interaction, are what bring about the creation of two societies in one, two societies that 

continue to be at odds to the extent that opportunities for interaction and cooperation 

between them are not available.  People in the dominant society see their own culture as 

right and true, the other society will be less than their own, it makes destructive actions 

against the lesser society appear justifiable (Charon, 2001, p. 200).”  This is glaringly 

prevalent with homelessness.  The perspectives of the disenfranchised groups most 

affected by homelessness must be heard. The researcher must knowingly, consciously be 

aware that demographic categories that people create are taken up in systems of injustice.  

Internal self-awareness both knowingly and consciously, not to apply further support for 

these systems by reproducing the same ideological discourse and dialogue is critical.  

Recommendations to change these current injustices from a nursing practice perspective 

are discussed in the following section.  Race remained a limitation in the study.  Thus, in 

order to saturate categories in this grounded theory study and to provide thick description, 

a larger theoretical sample size was needed. 
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Implications for Nursing Practice 

Nurses working with homeless mothers have enormous responsibilities in helping 

to correct previous injustices. Shelters for the homeless must operate on a strength-based 

rather than a deficit-oriented or victim-based model of intervention.  Designing future 

nursing studies and nursing practice must incorporate the voices of the homeless.  Focus 

groups with homeless women, community activists and other professional staff to discuss 

what problems need to be addressed and then discussing the study design as a group 

involves a more participatory approach for future nursing research and practice.  Shelters 

that incorporate an empowerment or feminist philosophy would identify sources of 

strength and give women the strategies they need to remain head of their household and 

in control of their lives.  Focus groups and classes on managing stress and encouraging 

women living in shelters to provide feedback about the different programs within the 

shelter are strength-based nursing interventions.  Intervention studies would include and 

involve African-Americans as the principle teacher, leader and investigator for effective 

nursing praxis.  In this way, limitations based on race would be minimized.  Providing 

multiple opportunities for homeless women to talk about the conflicts that arise from 

communal living gives voice to women.  Nurses have multiple opportunities to intervene 

in theory, research and practice in correcting social injustices arising from our social, 

political and economic systems  

Summary of Chapter Five 

 In this chapter, study findings were discussed and integrated with extant research.  

The grounded theory of, Layered Stressors was reviewed in stages.  Extant research was 
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useful in highlighting areas where stressors were previously discovered and where new 

research is needed.  The existing literature was checked for intersections and 

dissimilarities.   Stress and Stress theory were discussed in relation to how Layered 

Stresssors affect physiologic function and predispose a woman to chronic medical 

illnesses.  Future research in needed in this area.  This grounded theory study contributed 

to the development of nursing  knowledge by explicating how stressors compound each 

other and how it affects a homeless mother and her children as she navigates through her 

homeless experience.  Future research was proposed and included examining stress in a 

“doubled-up” environment, exploring stress with concepts such as resilience and 

perseverance and, involving both the mother and child into the research process. 
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DEMOGRAPHIC INFORMATION 
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Demographic Information 

1. age 

2. marital status 

3. highest level of education 

4. number of biologic children residing at shelter 

5. whether living in a doubled-up situation prior to homeless episode 

6. length of time in shelter 
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