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ABSTRACT 

This qualitative descriptive study described how seven older homeless women with 

depression characterized their homelessness, depression, and aging. The women, with a mean 

age of 54 years, were concerned with day-to-day survival, and contemplating aging while 

remaining homeless was frightening. The women described feeling depressed and most had 

received treatment for depression; however they did not describe their depression as hindering 

their ability to find housing. The themes were aging, homelessness, depression, and chronic 

health conditions. Homelessness contained the subthemes of addictions, loss of relationships, and 

lack of income. Depression contained the subthemes of history, experience, and treatment of 

depression. Although chronic health conditions and chronic pain were concerns for all 

participants, only one woman had access to ongoing health care. The majority of the women had 

no income. Nearly all the women had attended school beyond high school but this did not 

translate into better paying employment because most of them had worked at jobs with no 

benefits. Implications for policy development included expanding the safety net to provide 

housing options for homeless women in the 50–60 year range. Recommendations for 

practitioners included the suggestion that older homeless women be viewed as geriatric clients 

with care provided at that level. Future research should explore the connection between 

addictions and homelessness for older homeless women, the impact of chronic pain or chronic 

illness on their daily functioning, and the potential benefits of treating older homeless women 

according to standards of care developed for the geriatric general population. 
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CHAPTER 1: INTRODUCTION 

Current estimates are that about 3.5 million homeless people live in the United States 

(National Coalition for the Homeless, 2006; National Healthcare for the Homeless Council, n.d.). 

One frequently encountered problem among the homeless is mental illness, specifically, 

depression (Kuno, Rothbard, Avery, & Culhane, 2000; Mosher-Ashley, Henrikson, & French, 

2000; Randolph, Blasinsky, Leginski, Parker, & Goldman, 1997). The rates of depression in the 

homeless population are higher than the rates in the general population (Barrow, Herman, 

Córdova, & Struening, 1999; Hudson, 2005; Muñoz, Vázquez, Koegel, Sanz, & Burnam, 1998; 

North, Thompson, Pollio, Ricci, & Smith, 1997). The National Institute of Mental Health 

(NIMH) reported that about 9.5% of the general population is treated for depression in the 

United States (NIMH, 2009). For the homeless population, the rates of depression are reported to 

be between 14% and 21% of the population while the rates of depression among homeless 

women are much higher (Muñoz et al., 1998). 

The aging homeless population is growing. The estimates of the percentage of the aging 

within the homeless population vary from 3% to 28% (Bruckner, 2001; Cohen, 1999; Crane, 

1998; DeMallie, North, & Smith, 1997; Gibeau, 2001; Shinn et al., 2007). This wide variance 

represents differences in definitions of aging in the homeless as well as differences in research 

methods among researchers studying the homeless population (Cohen, 2001). The aging 

homeless population is expected to grow in proportion to the aging baby boomers. It is 

anticipated that, by 2030, the population of individuals aged 50 and older will double. It is 

expected that this will be reflected in the homeless population as well (Cohen, 2004). Currently, 

it is estimated that between 60,000 and 400,000 homeless people are considered older adults. 
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With the increased numbers of baby boomers, the older homeless population is expected to grow 

to 120,000–800,000 by 2030, and an estimated one-third to one-half this number will be women 

(Butler & Weatherley, 1993; Cohen, 2004; Kutza & Keigher, 1991). Despite these growing 

numbers, there are few studies that focus on older homeless women (Butler & Weatherley, 1993; 

Kite, 2003; Washington, 2005). As a result, these women have received little attention in the 

research literature. 

There are several factors contributing to this knowledge gap. In the past, research about 

the homeless population focused on men because they formed the largest subpopulation within 

the homeless population. Current research has been focusing on homeless children, another 

rapidly growing population. Because this group is growing so quickly, research about homeless 

children and their mothers have examined causes of homelessness, mothers and drug abuse, and 

mothers and mental illness (Anderson, Stuttaford, & Vostanis, 2006; Bassuk, Buckner, Perloff, 

& Bassuk, 1998). Currently there is no research describing older homeless women with 

depression, and this lack of information impacts the care that these women receive as treatment, 

because health care is based on information from other homeless populations. The literature that 

is available is often dated. This study contributes to the body of knowledge needed to address 

this problem by providing a description of older homeless women with depression. 

Purpose of the Study 

The purpose of this study was to describe how older homeless women characterize their 

depression, aging, and homelessness to develop a beginning base of knowledge about older 

homeless women with depression. The outcome of this qualitative descriptive study will aid in 
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the future care of this population and provide a foundation for future research with this 

population. 

Method and Research Question 

This is a qualitative descriptive study in which participants were asked to talk about 

growing older, homelessness, and depression. The question guiding this study is, how do older 

homeless women with depression describe their depression, homelessness, and growing older? 

Background 

This section provides background about the difficulties in definitions of homelessness as 

well as some of the problems in determining the size of the population. This is followed by 

background information about depression and aging. 

Homelessness 

Researchers writing about the homeless use different definitions of homelessness (Cohen, 

1999; Cohen, Sokolovsky, & Crane, 2001; Crane & Warnes, 2001a; Dail, 1993). This serves 

only to confuse the issue. However, the definition that is used by most researchers comes from 

the Stewart B. McKinney Act. The Act took effect in 1987 as a program to provide housing 

assistance to the homeless population. It has been updated several times in subsequent years but 

the original definition remains the same. In the definition section of the Act: 

―the term ―homeless‖ or ―homeless individual or homeless person‖ … includes : (1) an 

individual who lacks a fixed, regular, and adequate nighttime residence; and (2) an 

individual who has a primary nighttime residence that is: (A) a supervised publicly or 

privately operated shelter designed to provide temporary living accommodations 

(including welfare hotels, congregate shelters, and transitional housing for the mentally 

ill); (B) 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 (United States Code Collection, 

2009).‖ 
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In addition to a lack of a standard definition among some researchers, it has been difficult 

to obtain accurate numbers of homeless populations. In most cities of the United States, the 

homeless are counted twice a year, on a particular date, usually in November and March. Only 

those homeless in shelters are counted. Only those who are signed into a shelter can receive 

services. There are problems with this method of counting because not all homeless people stay 

at the shelters (Phelan & Link, 1999). The count does tabulate those who have been turned away. 

However, there are reasons why people might not appear at a shelter. In the clinical setting, 

clients have shared some of their hesitations about using the shelter system. For women, physical 

safety is a primary concern (Hatton, Kleffel, Bennett, & Gaffrey, 2001). Some shelters do not 

have enough beds to keep family units together. Rather than split up into different shelters, some 

families will stay together on the street. Some people are uncomfortable in groups and tend to 

stay alone and outside shelters. Others live in their cars. Still others ―double up‖ with 

friends/family members. Some people are not allowed in shelters because of behavior issues, 

health status (shelters generally require proof of a current TB test) or active addictions (National 

Coalition for the Homeless, 2006). This method of counting only those homeless people in 

shelters has resulted in inaccurate counts. The count misses all those who sleep on the street and 

did not enter the shelter to seek housing. 

The lack of clarity in defining homelessness and in numbering the homeless has made it 

difficult to estimate the size of the subpopulations of homeless as well. Consequently, while 

agency workers can agree that the population is growing, no one can accurately say how many 

older homeless women exist within the current homeless population (M. Taylor, November 15, 

2005, personal communication). 
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There is a growing body of research about the general homeless population. Many issues 

related to homeless populations have been explored, including their physical and mental health. 

Research has examined the mentally ill homeless, drug and alcohol abuse among the homeless, 

as well as managing chronic health conditions (Chinman, Rosenheck, & Lam, 2000; Folsom et 

al., 2002; Galaif, Nyamathi, & Stein, 1999; Hatton, 1997; Levy & O‘Connell, 2004; Long et al., 

1998; Phelan & Link, 1999; Susser, Moore, & Link, 1993). However, the lives of older homeless 

women with depression have not been studied. 

This lack of knowledge has implications for health care programs and protocols. 

Programs and protocols that are built around the needs of a specific population are more 

effective in that they address problems with evidence-based solutions (Campostrini, Holtzman, 

McQueen, & Boaretto, 2006; Park, 2006). The absence of such evidence based programs is 

significant as nurses encounter increasing numbers of older homeless women with depression in 

clinics and in hospital emergency rooms (C. Weber, personal communication Oct. 2, 2007). One 

of the critical mental health problems for older homeless women is depression, with its negative 

consequences of depression on quality of life. Aspects such as quality of sleep, cardiovascular 

disease, diabetes, as well as the ability to access health care are worsened by both homelessness 

and depression (Davis & Shuler, 2000; Folsom et al., 2002). Rates of depression among 

homeless women range from 24.7% to a life-time prevalence rate of 45% of the population 

(Bassuk, Buckner, Perloff, & Bassuk, 1998; North & Smith, 1993; North et al., 1997). Currently, 

nurses have no theory-guided, evidence-based knowledge to use in the treatment of this 

population. 
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Depression 

Depression has been studied within the homeless population, but the literature reveals no 

studies about older homeless women with depression (Bassuk et al., 1998; Davies-Netzley, 

Hurlburt, & Hough, 1996; de Vicente, Munoz, Perez-Santos, & Santos-Olmo, 2004; Folsom et 

al., 2002; Kite, 2003; North et al., 1997). The numbers of older homeless women are growing, 

yet this population has not received research attention. Studies suggest that this population may 

be different from other populations: women may have more social needs, women with a mental 

illness may have differing treatment needs, and aging homeless may have different needs from 

younger age groups (Hecht & Coyle, 2001 916; Kite, 2003). In the general population, studies 

indicate that the rates of depression among the elderly vary from 10% to 46% and that the risk of 

depression increases with age (Buffum & Buffum, 2005; Chapleski, Kaczynski, Gerbi, & 

Lichtenberg, 2004; Gallo & Lebowitz, 1999). 

Aging 

Little research exists describing the aging homeless population (Cohen, 1999; Cohen, 

Ramirez, Teresi, Gallagher, & Sokolovsky, 1997). Currently, 20% of the homeless population is 

people 50 years of age and older (Cohen et al., 2001). Homeless people are categorized as ―older 

adult‖ at the age of 50. This reflects the vulnerability of living on the streets coupled with 

difficulty caring for chronic health conditions and decreased health care access (Bruckner, 2001; 

Crane, 1998; Kutza & Keigher, 1991). This means that older homeless women become older at a 

younger age due to the negative environments in which they live. Nursing interventions aimed at 

a depressed 50-year-old woman in the general population may not be effective for the 50-year-

old homeless woman with depression. This paucity of information is what this study addressed. 
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Significance of the Study 

Currently, estimates are that about 3.5 million homeless persons live in the United States 

(National Coalition for the Homeless, 2006). Of this number, 1,260,000 are estimated to be 

women aged 45 and older (McGerigle & Lauriat, 1983). Within this population of older 

homeless women, diagnoses of depression could range from 252,000–328,000 women 

(Depression and Bipolar Support Alliance, 2006). There is currently no research about homeless 

older women with depression in the literature. Anecdotal information is all that exists. The extant 

literature focuses on various subsets of the homeless population but not older homeless women 

with depression (Anderson & Imle, 2001; Bassuk et al., 1996; Bottomley & Bissonnette, 2001; 

Caton et al., 1995; Conrad et al., 1998; Conroy & Heer, 2003; Craft-Rosenberg, Powell, & Culp, 

2000; Dickey, 2000). As a result, there are few research findings to inform nursing care for this 

population. 

Many homeless people have no health insurance and often use hospital emergency rooms 

or free clinics to meet their health needs (Bottomley, 2001; Hahn, Kushel, Bangsberg, Riley, & 

Moss, 2006). This is a situation that increases health care costs as preventable health care 

conditions are seen in an emergency-room setting. Although the population of older homeless 

women with depression is evident in all areas of nursing care, nurses have no research literature 

to use with this population when they are seen in the health care setting. This means that 

researchers and practitioners are unable to tailor their activities to this specific population. 

Research that addresses this population could provide information for clinicians. 
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Theoretical Perspective and Worldview 

Philosophic thinking has moved from postpositivism through constructivism to social 

constructivism while other philosophers maintain that this is all the postpositivist period (Crotty, 

1998; Lincoln & Guba, 1985). Social constructivism‘s roots are found in the writings of the 

philosopher, Emil Kant: we cannot know things in themselves and we have to impose our own 

predetermined categories on reality, as these are our interpretations (Lincoln & Guba, 1985). 

Constructionism is the belief that the meaning of knowledge is not discovered but that it 

is constructed in social interactions that individuals have with others. It is based on relationships 

and defined by culture. It is developed in the context of the moment. In contrast to how those 

espousing positivism believe, those who espouse constructionism believe that there is no single 

truth waiting to be discovered. Constructionism views the world in terms of multiple realities 

involving the interpretation one makes of one‘s environment (Crotty, 1998; Lincoln & Guba, 

1985). Meaning is not representational; it is constructed. Reality does exist but has no meaning 

until people interpret it through their own lens. Differences among cultures come to mind when 

meanings of concepts like ‗rock‘ (stone/movement) or ‗watch‘ (keep an eye out/a timepiece), 

which are derived from interactions among humans in community, are considered. Another 

example of this can be seen in the creation myths found among all societies in the world. They 

are not created but constructed from people‘s interactions with their world and their efforts to 

understand it. Overall, people construct meanings from the world around them. It is this 

subjective viewpoint that can add much depth and strength to research questions. 

Themes found in qualitative research include ideas about the consequences of the world 

and a person‘s place in it. We are here. We each interact differently with our unique vision of the 
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world. Our experiences are reflections from having lived through an event or situation (Boyd, 

2001). Perception and perspective are closely related and are anchored in the experience. In 

contrast, quantitative research offers the objective reality: a single, tangible construct that 

separates the researcher from that being researched and where inquiry is value free (Lincoln & 

Guba, 1985). 

The constructionist paradigm informs naturalistic inquiry. Meaning is created through the 

interaction of people within their social world and relationships. The meanings of behaviors and 

experiences are shaped by the culture in which they occurred (Reed, 2003b). Truth will be 

different from one setting or situation to another; realities will be multiple (Lincoln & Guba, 

1985). This view lends itself to research strategies that provide for an interpretation of 

phenomena as part of the social process (Crotty, 1998). On the other hand, the positivist 

paradigm revolves around measuring truth using objective measures with rigidly designed 

experiments that move the researcher as far away from study participants as possible (Reed, 

2003a). Researchers working from a positivist philosophy see their research aim as predicting 

events while constructionists see their research aim as reconstructing and explaining events from 

the viewpoint of the study participant (Denzin & Lincoln, 2000). 

As a constructionist, I believe that the researcher is not able to separate entirely from the 

participants during a research project. I think there is always some subtle interaction that is 

happening. Thus, I believe that it is important to acknowledge the researcher‘s presence in the 

data. I believe that research is best developed by allowing the population of concern to speak 

rather than beginning with preconceived ideas of how the data should prove or disprove theories. 
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Qualitative research is described as naturalistic inquiry. Naturalistic inquiry studies 

events and situations in a naturally occurring environment rather than in the laboratory setting. 

Qualitative research, drawn from the data itself (built from the ground up, grounded in the data) 

and conducted in the natural setting of everyday human behavior could provide deeper, inductive 

responses to research questions than quantitative research, which represents the deductive, top-

down approach. Qualitative research describes a research process that recognizes and celebrates 

the connectedness of us all. It represents the growth of the scientific mind in efforts to grapple 

with the complexities of the human mind (Jaye, 2002; Lincoln & Guba, 1985; Willems, 1967). 

My worldview is a constructionist one. It has developed over time and as the result of my 

life experience. My professional experience has contributed to my worldview as I have spent 30 

years working with the chronically mentally ill. It was during these experiences that I began to 

believe that there was no one true reality; each person has a reality that is true for that person. 

Some people might have similar realities and similar beliefs, but there is never a complete 

correspondence. This view describes constructionism. My worldview has influenced my 

perspectives about the nature of research. 

While working with clients with mental illnesses, I found it mattered little what a 

textbook might say about nursing interventions for a particular mental illness. If the patients did 

not believe they were mentally ill, none of the interventions would work. My clients viewed their 

mental illnesses through the lens of their own understanding. Their perception of their illness, 

often depression, informed their quality of life. They constructed their own meanings of their 

experience of depression. They often disagreed with ―textbook‖ definitions of depression just as 

they disagreed with prescribed modes of treatments and medications. It is just as true that many 
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older homeless women will have their own explanations of their depression. They, too, will 

construct their own view of what it means to be older, homeless, and depressed. Their stories 

will comprise their truth. 

Summary 

This chapter describes the research study and provided the background, significance, and 

theoretical perspective. Information about older homeless women with depression does not 

appear in the research literature. Their nursing needs are not being addressed. The findings from 

this study begin to fill those gaps. This study provides background information about older 

homeless women with depression and lays the groundwork for future studies. In Chapter 2, a 

review and synthesis of the relevant literature is presented. 
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CHAPTER 2: REVIEW OF THE LITERATURE 

Introduction 

This chapter is divided into four major sections. The first section provides a history of 

research about homelessness that discusses trends in the research from the 1970s to current 

research. It begins with discussion about ‗skid row‘ and how the phrase developed, and 

highlights the fact that the majority of early research was about homeless men. 

The second section examines literature about depression. A definition of depression is 

provided along with a review of literature about theories of depression, depression in women, 

and depression in homeless women. 

The third section discusses Cohen‘s model of aging and homelessness (Cohen, 1999). 

This section is subdivided into demographic and background risk factors, immediate antecedents 

of homelessness in the aging, systemic and programmatic factors, and factors that prolong 

homelessness in the aging. 

The last section of this chapter provides an in-depth discussion of the available studies of 

aging and homeless women. Seven articles represent what is known about older homeless 

women, including six research reports and one report of a program in Louisiana (Butler & 

Weatherley, 1995; Cohen et al., 1997; Dietz & Wright, 2005; Kisor & Kendal-Wilson, 2002; 

Kite, 2003; Sullivan, 1991; Washington, 2005). While most of these include information about 

mental illness in this population, none focused on older homeless women with depression. 

The following strategies were used to search the literature for research about older 

homeless women with depression. Databases searched for pertinent literature were CINAHL, 

Web of Science, PsycInfo, and Google Scholar. In addition, the on-line dissertation database at 
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the University of Arizona was searched as well as the Virginia Henderson International Nursing 

Library at Sigma Theta Tau International (available on-line). The following key words or key 

phrases were used: homeless aging population; homelessness, homeless, older homeless people 

with depression; urban geriatrics; homeless women; homeless women with depression; homeless 

older women with depression; aging homeless women and depression. The literature search was 

repeated again, following the same steps. No newer literature was found. 

In addition, many of the reference pages of the articles used were examined for other 

potential articles. The span of years searched varied. Literature was examined from as early as 

1970. Although many studies were found in the time period of 1990–1999, the number of studies 

between 1999 and 2008 began to dwindle. The most recent research about older homeless 

women was published in 2008 by Washington and Moxley and describes an arts program 

designed to help homeless older African American women get off the streets and explore 

possible interventions that might help keep them housed. 

There is no research about older homeless women with depression. Research about these 

women has been subsumed in other research with other populations of the homeless. The seven 

articles provide a research base that is closest to the population of older homeless women with 

depression who were the participants in this research (Butler & Weatherley, 1993; Cohen et al., 

1997; Dietz & Wright, 2005; Kisor & Kendal-Wilson, 2002; Kite, 2003; Sullivan, 1991; 

Washington, 2005). 

History of Homelessness in the Literature 

The literature about the homeless dates from passages from the Bible (Levinson, 2004). 

In more recent times, the homeless were described, initially, as living on skid row and the 
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population was composed of men. The term, skid row, has been used to describe that part of a 

town or city where people, usually men, lived on the streets as they had no place to go (Wallace, 

1968). The term originated in Seattle during the 19th century. At that time, logs were used for 

building roads down which timbered trees could slide on their way to the waterfront for 

processing into lumber (Rossi, 1989; Wikipedia, 2008). During the off-season, unemployed 

loggers, reduced to begging, would live and sleep on these streets. The term moved into common 

usage to describe the run-down areas of cities and towns where the homeless congregated. 

Skid row, as a term of description, began to fall out of common use as cities and towns 

began to gentrify those areas and tried to move those populations to other areas (Morgan, 1981). 

The more current round of research about the homeless dates to the 1970s and includes research 

about women and children as well as men (Bogard, McConnell, Gerstel, & Schwartz, 1999). The 

homeless population experienced a growth during this period due, in part, to 

deinstitutionalization. It was during this period that the NIMH funded several major studies 

about mental health and homelessness (Bogard et al., 1999). The homeless were described in the 

literature through the language of disability that implied that the homeless experience was a 

―social phenomenon caused by deficiencies of individuals‖ (Bogard et al., 1999, p. 46). Mental 

health and homelessness became firmly anchored together in the research literature as a result of 

the NIMH studies (Bogard et al., 1999). 

The idea that mental illness was tied to homelessness appeared in the research literature 

more frequently in the late 1970s as the homeless population grew. The concepts became even 

more clearly linked in the literature during the 1980s when NIMH funded 10 major research 

projects about homelessness and mental health (Bogard et al., 1999). These research projects, 



25 

 

and others like them, suggest that mental illness is a causal factor for homelessness (Bogard et 

al., 1999). 

Research tying homelessness to mental health moved into the policy arena beginning in 

the late 1970s and into the 1980s. Mental health services were Medicaid billable in the late 1980s 

and the introduction of the Stewart B. McKinney Act of 1987 provided both financial and policy 

inducements. The McKinney Act survived the massive social service cuts that occurred under 

President Reagan (Bogard et al., 1999). The Act provided funding for temporary service-

intensive shelters and ―demonstration projects‖ in addition to supportive housing (a new 

concept). The shelters and projects were directed to provide treatment for mental health issues 

and substance abuse as well as job training and schooling for homeless children (Bogard et al., 

1999). This was the avenue to exiting the shelter system and moving into supportive housing. 

The belief was that homelessness could be reduced if homeless people were given the tools to 

―fix‖ their lives. As a result of this shift in thinking and policy, little attention was paid to 

system-wide problems such as decreasing availability of housing units as a result of 

gentrification (Bogard et al., 1999). 

The focal point has continued to shift as evidenced by the extensive research by Dr. Carl 

Cohen and associates in the United States and Dr. Maureen Crane, who often worked with Dr. 

Anthony Warnes, in Great Britain. During the 1970s when researchers studying the homeless 

began looking at mental illness as a factor, Cohen and associates reported on their research with 

chronically mentally ill people who were housed in a single-room-occupancy hotel in mid-

Manhattan (Cohen, Sichel, & Berger, 1977; Sokolovsky, Cohen, & Berger, 1976). Both articles 

described a vulnerable population of chronically mentally ill people at risk for both relapse of 
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their mental illness and loss of housing. The 1977 study outlined a support program that had 

been developed in a hotel that housed many chronically mentally ill people. The support program 

was successful in maintaining the hotel residents in their placements (Cohen et al., 1977). 

In the 1980s, as researchers began looking at policy development as a way to alleviate the 

structural (or system-wide) problems that contributed to homelessness, Cohen and associates 

reported on their research with homeless men in inner city New York. Nearly all of their research 

examined or described various aspects of this population—the effects of stress and adaptation on 

health status, physical well-being, and mental health (Cohen & Sokolovsky, 1983; Cohen, 

Teresi, & Holmes, 1988; Cohen, Teresi, Roth, & Holmes, 1984; Sokolovsky & Cohen, 1980). 

The research documented the system-wide problems, but Cohen and associates included findings 

about networking and how that might also contribute to homelessness. They found that older 

men living in the Bowery of New York had smaller networks but interacted more intensely while 

the older men living in single room occupancy hotels had larger networks but these were utilized 

less often (Cohen & Sokolovsky, 1983). 

Research in the 1990s and continuing into the present has broadened to include many 

factors as possible causes of homelessness. There is increasing recognition that older homeless 

people are a growing population with different needs than other populations of homeless. Cohen 

and associates‘ research of the 1990s included all older homeless adults — not just men (Cohen, 

1999; Cohen, Onserud, & Monaco, 1992; Cohen, Onserud, & Monaco, 1993). Cohen and 

associates published their first article about older homeless women in 1997 (Cohen et al., 1997); 

this was the second article that focused on older homeless women in the United States to appear 
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in the literature. The first was Butler‘s study detailing homeless women‘s routes to homelessness 

(Butler & Weatherley, 1993). 

Dr. Maureen Crane‘s first article appeared in 1994. She has focused on older adults who 

are homeless and living in Great Britain. This ethnographic study highlighted problems with 

definitions of ―elderly‖ and ―homeless‖ as well as problems identifying mental illness in this 

population. Crane suggested that these problems make it difficult to develop effective policies 

and programs designed to assist the older homeless person with mental illness (Crane, 1994). 

Much of Crane‘s recent research describes the impact of policies and laws regarding older 

homeless adults with mental illness (Cohen et al., 2001; Crane et al., 2006; Crane & Warnes, 

2000a; Crane & Warnes, 2000b; Crane & Warnes, 2001a; Crane & Warnes, 2001b; Crane & 

Warnes, 2007; Crane, Warnes, & Fu, 2006). 

Depression 

The term depression can be defined as either a diagnosis or cluster of symptoms. 

Depression is diagnosed in the United States using the Diagnostic and Statistical Manual criteria 

that include requirements that the symptoms must be present most of the day, every day 

(American Psychiatric Association, 2000). Many of the symptoms can be subjective or verified 

by others. These symptoms must have been present for most of a two-week period. These 

symptoms include depressed mood; loss of interest or pleasure in all or nearly all activities; 

unintended weight changes or a change in appetite; sleep disturbance—insomnia or 

hypersomnia; psychomotor changes—agitation/retardation; fatigue and loss of energy; feelings 

of worthlessness/excessive or inappropriate feelings of guilt which go beyond self reproach or 

feeling guilty about being sick; changes in thinking — difficulty thinking clearly, concentrating, 
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and making decisions; thoughts of death or suicide or a suicide attempt or a specific plan for 

committing suicide. These symptoms should be causing significant distress in important areas of 

a depressed person‘s life. 

Another qualifier for depression is that these symptoms must be present and not caused 

by any medication or any drug/alcohol abuse (American Psychiatric Association, 2000). For the 

purposes of this study, depression will be defined as a self-reported description of depression. 

Study participants will be asked questions about their perception of depression and their personal 

experience with it. 

Depression is experienced across the world. The World Health Organization (WHO) 

defined depression as a common condition and presenting with depressed mood, loss of 

interest/pleasure, feelings of guilt/self worth, disturbed sleep/appetite, decreased energy, and 

poor concentration (WHO, 2009). Worldwide, depression is a phenomenon affecting 121 million 

people (WHO, 2009). WHO stated that depression was the third leading contributor to the global 

burden of disease in 2004 (2009). It is of note that fewer than 25% of those with depression 

living worldwide can access treatment. WHO estimated that by 2030, depression will reach first 

place in the ranking of global burden of disease (WHO, 2000). Depression is estimated to affect 

20.9 million people with a yearly cost in medical expenses and lost productivity in the United 

States (Hirschfeld et al., 2000; National Institute of Mental Health, 2006; Robins & Regier, 

1991). 

General Theories about Causes of Depression 

Etiologies of depression are many and cannot be clearly separated into any one cause. 

Theories of depression represent a multidimensional integrative approach to understanding 
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depression and include biological, psychological, and social/behavioral theories. In the biological 

area, neuroscience has shed some light on the development of depression. Several 

neurotransmitters have been implicated as playing a role. These are serotonin, gamma 

aminobutyric acid, norepinephrine, and dopamine. It had been generally believed that the 

changing levels of these neurotransmitters cause depressive symptoms; however, current 

research demonstrated that they act in a broad way, altering mood in certain situations without 

causing the mood directly (Barlow & Durand, 2005; Blier, 2001; Goodwin, 1996; Leonard, 

2001). 

Genetic factors may contribute to depression. Genes or small groups of genes could 

influence certain psychological disorders in addition to their contribution to approximately half 

of our personality traits and cognitive abilities (Barlow & Durand, 2005). This raises the 

possibility that gene structures can actually change as people respond to their environment. For 

some geneticists, this discussion fuels the idea of inherited vulnerabilities. A person may inherit 

vulnerabilities such as depression or alcoholism that can lie dormant until something in the 

environment stresses the system and the vulnerabilities are triggered (Barlow & Durand, 2005). 

Some of the major psychological theories employed to explain depression include 

analytic theory, cognitive-behavioral theory, and attachment theory. Analytic theory, developed 

by Freud, states that depressed moods occur because of a weak mother–child 

interaction/relationship, which leads to a weak ego and overdeveloped, critical super ego (Kneisl, 

Wilson, & Trigoboff, 2004). 

Cognitive-behavioral theories demonstrate the connection between thinking and 

behavior. Cognitive theory was initially formulated by Dr. Aaron Beck (Weinrach, 1988). The 
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mainstay of this theory is that depression develops because of faulty thinking. Negative thoughts 

influence negative moods and cause people to view themselves more critically. It is not believed 

that negative thinking causes depression; however, it can exacerbate the existing depression. 

Another type of cognitive theory, learned helplessness, holds that people are more prone to 

depression when they believe they have no control over their lives; the person gives up, becomes 

dependent, and passive (Kneisl et al., 2004). 

Attachment theory has investigated the link between maternal behavior and behavior of 

offspring. It is postulated that an infant needs to spend the first six months of life bonding with 

its primary caregiver. To disrupt this bond can be traumatic and can cause the infant to withdraw. 

This withdrawal can lay the groundwork for a lifetime of similar behavior around subsequent 

loss. This can create a feeling of helplessness in dealing with life‘s usual ups and downs. 

Scientists have also found that an inherited genetic predisposition toward a mental illness may 

not develop if the child is raised in a functional family (Barlow & Durand, 2005; Kneisl et al., 

2004). 

Women and Depression 

Researchers have linked women‘s hormones to the functioning of serotonin and 

norepinephrine as part of the explanation of the increased incidence of depression (Kasen, 

Cohen, Chen, & Castille, 2003). Research has also suggested that women, more often than men, 

report symptoms of depression (Chevron, Quinlan, & Blatt, 1978; Conway, 2000). Some 

explanations for this increased reporting of symptoms include women‘s increased comfort with 

health seeking and decreased stigma associated with reporting their feelings (Sigmon et al., 

2005). Researchers believe, too, that women become depressed more readily than men as they 
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often think about feelings and talk about feelings with others compared to men (Kneisl et al., 

2004). 

The incidence of depression among women around the world is higher than among men 

(Brown, Melchior, Waite-O‘Brien, & Huba, 2002; Harvard Mental Health Letter, 2004; Kasen et 

al., 2003; Kaslow et al., 2000; Kneisl et al., 2004; Lilly, 2002; Schreiber, 2001; Wu & Anthony, 

2000). In the United States, 6.7% of women over the age of 12 experience depression while 

subsets of this population may experience higher rates (CDC, 2008; Wu & Anthony, 2000). 

Studies have shown that some 18% to 37% of the population of homeless women of all ages, 

experience depression (Galaif et al., 1999; North et al., 1997). More recent data was not found 

during the literature search. However, depression in homeless women has been studied in the 

context of co-morbidities such as mental illnesses and drug abuse as well as other life events and 

their relationship to depression (Brunette & Drake, 1998; Cannon et al., 1999; Davies-Netzley, 

Hurlburt, & Hough, 1996; Davis & Shuler, 2000; Galaif et al., 1999; Kasen et al., 2003; 

Nyamathi, Flaskerud, & Leake, 1997; Nyamathi, Keenan, & Bayley, 1998, Plummer, Potterat, 

Muth, Muth, Darrow, 1996; Sleath et al., 2006; Wenzel, Leake, & Gelberg, 2000). Despite the 

lack of current research, these studies continue to underscore the difficulties homeless women 

have when living with depression and their complex life circumstances in comparison to women 

in the general population. 

Aging and Homelessness 

Cohen (1999) provided a meta-analysis of the literature about aging and homelessness to 

develop a model of the factors found in the literature that might be used to predict the success 

rate of housing the homeless older population. He divided the meta-analysis into broad factors, 
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then used these factors in his model of aging and homelessness: demographic and background 

risk factors for homelessness in middle and late adulthood, immediate precipitants of 

homelessness, systemic factors, programmatic features, and factors that prolong homelessness 

(Cohen, 1999). This meta-analysis remains the only one that examines the literature about aging 

and homelessness. 

This model is useful as it is the only model that has been developed for use with 

homeless older adults. It provided a potential framework for organizing the data that were 

collected in this study. Cohen (1999) found that there were more men than women in the aging 

homeless population; however, several studies reported that the percentage of women in this 

population ranged as high as 30%. These women were more likely to have experienced 

homelessness later in life, perhaps due to economic and cultural factors (Cohen, 1999). Homeless 

women had reported becoming homeless for the first time in their mid-fifties (Cohen, 1999). 

Younger women with children may qualify for government subsidies and family or friends may 

be more willing to take in a woman rather than a man who needs housing. 

Cohen (1999) found that these women were more likely to have completed high school 

which led to their jobs as lower paid professionals, clerical, and sales workers rather than 

positions as unskilled or semiskilled laborers. Cohen, when developing a provisional model, 

considered disruptive events in youth as one of the background demographic risk factors. These 

risk factors included such events as foster care, group homes, and running away. In a study of 

older homeless women, Cohen found that 19% of the women reported disruptive events (Cohen 

et al., 1997). In a similar study in the United Kingdom, Crane (1998) found that 20% of 

respondents reported similar disruptive events in their youth. 
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Homelessness is more likely to occur in the 50- to 65-year age group than for those 65 

and older (Cohen, 1999). Two reasons were suggested for this: Fewer homeless people survive 

past 65 years of age and greater financial assistance is available for those people 65 and older. 

This assistance ranges from direct income such as social security, supplemental security income, 

Medicare, and programs for the aging such as senior housing and senior meal programs (Cohen, 

1999). 

In the aging population, homelessness was more likely to occur in those with a history of 

mental illness and chemical abuse as well as in those who had been imprisoned (Cohen, 1999). It 

was reported that 25% of the older homeless women had been incarcerated (Cohen, 1999). In a 

study in New York City, older homeless women reported depression at a rate of 30% (Cohen & 

Sokolovsky as cited in Cohen, 1999). 

Chronic health conditions in the older homeless population were reported at higher rates 

than chronic health conditions in the non-homeless and the younger homeless populations 

(Cohen, 1999; Nakonezny & Ojeda, 2005). Reports of chronic health conditions ranged from 

36% of the older homeless women to 69% of the older homeless population. Further, a lack of 

social support compounded all the risk factors for homelessness in the older adult population 

(Cohen, 1999). For example, Sullivan (1991) reported that, 60% of the older homeless women in 

a study stated they had no contact with their families and that this was a problem for them. 

The immediate precipitants of homelessness were not considered a factor in the model of 

homelessness and aging; however, the findings on precipitants support Cohen‘s hypothesis that 

homelessness is most likely the result of an accumulation of factors with a final event that serves 

as the gateway to homelessness (Cohen, 1999). Cohen noted that older homeless women 
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reported an average of three life events that caused them to be more at risk of homelessness 

(Sullivan, 1991). Cohen and Crane (1996) reported that older homeless people had relatively 

smaller social networks with more formal ties than the nonhomeless population. This is 

indicative of relationships built with staff in the agencies from which a homeless person would 

seek help. These older homeless persons also reported weaker intimate ties: divorce or separation 

and never married. Another precipitant was a previous history of homelessness (Cohen, 1999). 

Cohen (1999) discussed the structural factors and the programmatic factors for 

homelessness for his model of homelessness and aging. These factors included such structural 

issues as declining numbers of low-income housing units as well as cutbacks in funds available 

for income support and other entitlements. Programmatic factors included a lack of low-income 

jobs, absence of housing alternatives or in-home services for disabled adults, and an absence of 

outreach programs (Cohen, 1999). These impact women as their lifetime income is often less 

than the income of men, which in turn, further reduces housing options. 

Finally, Cohen (1999) described factors that prolong homelessness. These included 

enculturation as well as some individual factors. Enculturation into the homeless lifestyle occurs 

as individuals adapt to this living situation. Some people find living on the streets to be very 

undesirable and will do most anything to stay housed. Others become accustomed to living on 

the streets and develop a tendency to become shelter dependent. This group, instead of relying on 

their own efforts, will allow staff and agencies to dictate their living arrangements (Cohen, 

1999). Cohen pointed out that early thinking about this factor led researchers to believe that 

women were more likely to reject this community approach to living because women were more 

likely to have had a history of working in a more solitary fashion. Parenting and homemaking, 
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activities often done in isolation, were often cited as two prominent examples of why women 

would reject living in a community such as a shelter. Cohen has instead noted that women create 

and strengthen social ties that they developed in the shelters. These social ties accounted for one 

third of the social networks in one study (Cohen et al., 1997). One result of the social ties is that 

women can be just as dependent on the shelter system as men. 

Other factors that can prolong homelessness are often the same ones that can lead to 

homelessness. For older women, loss of income and/or loss of housing can put them on the street 

with no resources and no previous experience. As previously noted, older homeless women 

between 50 and 65 years of age are more vulnerable as there are few financial entitlements 

available. Depression and alcohol abuse both play a part in promoting homelessness in older 

women (Cohen, 1999). 

Cohen‘s provisional model was developed to help test the likelihood of homeless older 

adults‘ chances of remaining housed. Additionally, it was Cohen‘s hope that the use of the model 

would help bring to light the issues around older homeless women and men as this population is 

growing now that the baby-boomers have entered into older adulthood (Cohen, 1999). It 

provides a potential model to use with the data in this study. 

Studies of Aging and Homeless Women 

A review of the literature located six studies about older homeless women and one 

program description that, taken together, provide the current research about this population 

(Butler & Weatherly, 1993; Cohen et al., 1997; Dietz & Wright, 2005; Kisor & Kendal-Wilson, 

2002; Kite, 2003; Sullivan, 1991; Washington, 2005). The studies used different samples, 

different research methods, different guiding theories and yielded different results. As a group, 
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the studies covered a range of ages from 45 to 92 years. One of the difficulties in locating 

research for this population is the lack of agreement among researchers about what constitutes 

―older.‖ Homeless people are categorized as ―older adult‖ at the age of 50. This reflects the 

vulnerability of living on the streets coupled with difficulty caring for chronic health conditions 

and decreased health-care access (Bruckner, 2001; Crane, 1998; Kutza & Keigher, 1991). 

Although most researchers use the age of 50 to mark entry into the population of older homeless 

people, there is no set standard among researchers. My research will be conducted with women 

who are 50 years old and older as this is the age used by the majority of researchers. The reason 

for choosing this age is provide consistency to the body of research about homeless older adults. 

Researchers have noted that people living on the street age faster than those who are 

chronologically the same age but housed (Bruckner, 2001; Crane, 1998; Kutza & Keigher, 

1991). 

The research occurred in either large or midsized cities. Women of color were 

overrepresented in all studies. In terms of research methods employed, five of the studies were 

quantitative (Cohen et al, 1997; Dietz & Wright, 2005; Kisor & Kendal-Wilson, 2002; Sullivan, 

1991; Washington, 2005). One study was qualitative (Butler & Weatherley, 1993). The 

remaining article was a description of a residential program for homeless older women with 

mental illness in which cultural needs were addressed (Kite, 2003). The five quantitative studies 

consist of three that utilized survey questions read to study participants by either trained research 

assistants or by the principal investigators themselves (Cohen et al., 1997; Sullivan, 1991; 

Washington, 2005) and two that analyzed secondary data (Dietz & Wright, 2005; Kisor & 

Kendal-Wilson, 2002). 
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In their 1997 research, Cohen and colleagues examined factors of homelessness in an 

effort to predict housing outcomes for a large population of older homeless women in New York 

City. The sample size was just over 200 women. The mean age of the women was 59; 51% were 

African American; 34% were White; 10% were Latino while 5% reported ―other‖ ethnic 

backgrounds. Of note, 27% of the women in this sample reported a prior history of psychiatric 

hospitalizations while 40% demonstrated psychotic symptoms. Another 8% reported moderate to 

heavy alcohol use. The reported rates of alcohol use contrast with the national average of 

(Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) (4th Ed), APA, 2000) 

alcohol-related diagnoses in the age group of women 45–65+ as just over 2% (National Institute 

on Alcohol Abuse, 2005). The researchers found that the chances of women remaining housed 

after two years were greater when they had a higher income, more support, a higher density of 

social support, and more contact with community and institutional facilities. Women who 

perceived support people as more available increased their chances of remaining housed. Other 

studies reported here found similar circumstances (Butler & Weatherly, 1993; Kisor & Kendal-

Wilson, 2002; Kite, 2003; Sullivan, 1991; Washington, 2005). 

Washington (2005) used a sample of 100 women from a large Midwestern metropolitan 

area in a study that described characteristics of older homeless African American women. The 

mean age in this study was nearly 53 years. This study sought to identify health issues of this 

population. Washington used the life-course model to identify and explain some of the life 

events contributing to homelessness in this population. Washington found life events such as 

discrimination, health disparities, limited education, and family structure contributed to making 

African American women more likely to become homeless. This finding contributes to 
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understanding why African American women are overrepresented in the population of homeless 

women. Of the African American women who had been homeless 12 months or longer, 48.5% 

reported emotional/mental health illnesses. This rate is nearly double the national average of 

26.2% of the population in a given year (National Institute of Mental Health, 2006). 

Sullivan (1991) used family-systems theory to identify a prehomeless state for older 

homeless women. The participants were 25 women, with a mean age of 71, who resided in a 

women‘s shelter in New York City. More than three-quarters of the women in this study were 

women of color. Also in this study, 48% reported previous psychiatric hospitalizations and 36% 

reported that their mental illness was a precipitating event in their homelessness. Sullivan 

identified a prehomeless state consisting of a string of events: eviction, mental illness, 

relationship cutoffs, death of family members or significant others, loss of income, and memory 

disturbances. Homelessness for these women was a process involving adaptation, alienation, 

family dysfunction, and reconnection (Sullivan, 1991). These findings share similarities with 

other studies reviewed here in that mental illness, reduced income, and disrupted relationships 

are among the most prominent factors accounting for homelessness among older homeless 

women (Butler & Weatherly, 1993; Cohen et al., 1997; Dietz & Wright, 2005; Kisor & Kendal-

Wilson, 2002; Kite, 2003; Washington, 2005). 

Dietz and Wright (2005) examined data that had been collected from the National Survey 

of Homeless Assistance Providers and Clients to determine age and gender differences in 

victimization experiences of a sample of homeless adults in the United States. They also 

examined possible predictors of victimization. Their theoretical framework for this analysis was 

Cohen and Felson‘s Routine Activities Perspective (1979). This general framework suggests that 
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the relative risk of becoming a victim is a function of three factors that are associated with the 

routine activities of the typical individual. These factors include the absence of available 

guardians (police, relatives, and other authority figures), the presence of offenders who are 

motivated, and the presence of suitable targets. 

The total sample was more than 4,200 currently homeless and previously homeless 

adults. Of this number, 638 individuals were counted as older adults aged 50 and older. Their 

analysis demonstrated four types of victimization: theft while present, theft while absent, 

physical assault, and sexual assault. Analysis of the older adults with these types of victimization 

showed that females were just as likely as males to report being victims of theft and physical 

assault; however, females were at greater risk of being sexually assaulted than males. In the 

sample of women 50 years old and older, of which there were 284, the reported rate of sexual 

assault remained at about the same level that it was for homeless younger women. Homeless 

women reported being raped 3.5 times more frequently than women in the general population did 

(Jasinski, Wesley, Mustaine, & Wright, 2005 as cited in Dietz & Wright, 2005). 

Dietz and Wright (2005) concluded that being female, older, and homeless associated 

with lower status can combine to create multiple risks and make this group an easy target for 

victimization. Additionally, these researchers found that having a mental illness, drug or alcohol 

problem, or a chronic illness increased the risk that an older homeless person would be 

victimized. 

Kisor and Kendal-Wilson (2002) used quantitative data to formulate qualitative factors of 

homelessness for older homeless women. Their study involved a secondary analysis of 223 case 

records from social service agencies serving the homeless in the Richmond, Virginia area. The 
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goal of the study was to reframe the stereotype of older homeless women as bag ladies. They 

used the concept of a frame, based on work by Erving Goffman, as their theoretical perspective. 

A frame (or framing) ―focuses attention on an issue, helps shape how the issue is perceived, and 

identifies who or what is culpable, thereby identifying the targets‖ (Cress & Snow, 2000, p. 

1068). The frame for older homeless women is to believe that they become homeless because 

they are substance abusers or mentally ill and because they are untreated, irresponsible, or 

incompetent. The bag-lady stereotype is one of dysfunction and pathology and discounts 

economic factors, lack of social support, and spousal abuse. 

Kisor and Kendal-Wilson (2002) also viewed the existing stereotype from a feminist 

perspective to focus on ways that a patriarchal society oppresses and marginalizes women. The 

feminist perspective lends itself to approaching these women within the larger political and 

social context. Their belief was that the stereotype of the bag lady allowed society to push this 

vulnerable population farther into the margins and to label them as being responsible for their 

situations in life. Their data analysis demonstrated that this population was not homogeneous. 

They found that most of the women had been at the poverty level or below for a long time, had 

been homeless for a short period of time, and had experienced a crisis of some kind. The only 

element with any resonance to the bag-lady stereotype was the presence of mental health 

problems (about 1/3). 

Several factors led to homelessness in this population: marginal housing (renting or 

doubling up), lack of adequate income, family arguments, mental health, eviction, abuse/neglect 

by family, homeless three months or less, and no prior contact with social service agencies 

working with the homeless. Kisor and Kendal-Wilson (2002) pointed out that homelessness is 
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more serious for women between the ages of 50 and 62. This 12-year period represents the span 

of time when a homeless woman first enters the category of ―older‖ and the age at which she 

becomes eligible for financial assistance. Men in this age group are more likely to be receiving 

veterans‘ benefits or pensions. Women, on the other hand, are more likely to have had no 

military service, no careers outside the home, and to have lost housing for reasons beyond their 

control. 

Kisor and Kendal-Wilson‘s (2002) research demonstrated the presence of the same or 

similar factors described by other studies as contributing to the homelessness of older women 

(Butler & Weatherly, 1993; Cohen et al., 1997; Dietz & Wright, 2005; Kite, 2003; Sullivan, 

1991; Washington, 2005). This study provided insights on mental health issues, disrupted 

relationships, reduced income, and lack of affordable housing. 

Kite (2003) described a residential program for homeless women 50 years and older with 

diagnoses of mental illness and/or substance abuse. The 12-bed residence was located in New 

Orleans. In this report, Kite emphasized the importance of understanding culture and how culture 

affected how these women viewed health care as well as their ability to problem solve around 

such topics as nutrition. 

The women living in the residence were representative of the southern Louisiana 

population. Mental illness and substance abuse added other dimensions to their reported health 

conditions (Kite, 2003). They were overweight, and had hypertension and elevated cholesterol 

levels. Teaching sessions were held to help the women learn about nutrition. They usually ended 

with the women trading their favorite recipes and talking about cooking like ―their mama‖ (Kite, 

2003, p. 57). Similar sessions about physical activity as well as suggestions from the nurse failed 
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to motivate these women to change their diet or increase their activity levels. Kite reiterated the 

importance of making small changes within the context of the existing culture. Kite‘s report that 

described these older homeless women with mental illness and substance abuse diagnoses 

emphasized the importance of considering the cultural context in which homelessness occurs. 

Kite suggested in her literature review that the mentally ill comprise a large part of the 

population of homeless in the United States and this population tends to remain homeless longer 

(National Coalition for the Homeless, 1999, as cited in Kite, 2003). The population of older 

homeless mentally ill make up about 20% of the total population of homeless mentally ill. This 

population is between 50 and 65 years old and is expected to grow to over 50 million by 2010 

(U.S. Health and Human Resources Administration on Aging, 2001 as cited in Kite, 2003). Kite 

discussed a gap between services for this population. This is more likely for women because men 

in this age group may qualify for veterans‘ benefits. While this report focused on cultural 

considerations, the connection between mental illness and homelessness as well as the age gap 

for eligible services corresponds to other studies discussed here (Butler & Weatherly, 1993; 

Cohen et al., 1997; Dietz & Wright, 2005; Kisor & Kendal-Wilson, 2002; Kite, 2003; Sullivan, 

1991; Washington, 2005). 

Butler and Weatherley‘s qualitative research (1993) examined the life situations of 11 

women ages 45 to 65 years (including three women of color) that led to their becoming 

homeless. The study was conducted in Seattle, Washington and participants were recruited from 

three shelters and a day drop-in center. These women were considered homeless if they lacked a 

permanent address and qualified for the study if they had no children living with them. The 

women were interviewed several times for a six-month period. Butler and Weatherley used the 
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constant-comparative method developed by Glaser and Strauss (1967) to draw themes and 

patterns from the data. 

It is important to note that none of the women believed that homelessness defined who 

they were. Each woman had a different story and a different pathway. They could agree that their 

limited incomes and lack of decent housing options were the main issues; however, they each 

had different contributing factors (Butler & Weatherly, 1993). These factors could be summed 

up as domestic violence; loss of relationships through separation, widowhood, or divorce; mental 

or physical illness and/or disability; substance abuse; and unemployment or low-wage work. 

These factors led to insufficient financial resources and lack of health insurance, which then led 

to homelessness (Butler & Weatherly, 1993). 

The themes that Butler and Weatherley (1993) found were relationships, resiliency, and 

normalcy. These women discussed the importance of several kinds of relationships in their lives: 

families of origin, families of procreation, husbands and lovers, as well as ex-husbands and ex-

lovers. Relationships were a major factor in becoming homeless for five of the women in the 

study. Three of the women were fleeing domestic violence, one woman became homeless after 

her husband died, and the third woman developed a relationship with her adult daughter but was 

unable to continue living with her as it was too far to commute to her job. This woman could not 

afford housing and lived in shelters as they were closer to her employment (Butler & 

Weatherley, 1993). The women talked of extended relationships that were important to them as 

well: friends, acquaintances, and service providers. These people were pivotal in the lives of 

these women and were spoken about at each meeting. The researchers found that relationships 

were central to the lives of these women (Butler & Weatherly, 1993). These relationships were 
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more intimate in nature and spanned relationships with lovers and husbands as well as with adult 

children. For these women, disrupted relationships impacted homelessness by causing older 

women to remain homeless or to become homeless for the first time (Butler & Weatherly, 1993). 

This finding is similar to findings in the other studies reviewed here. Older homeless women 

consistently reported that a lack of or a disruption of relationships contributed to their 

homelessness (Cohen et al., 1997; Sullivan, 1991; Washington, 2005). 

Resilience was the second theme that emerged. The women spoke about their ability to 

survive harsh life circumstances with courage and humor (Butler & Weatherley, 1995). These 

women dealt with drug and alcohol abuse, imprisonment, mental and physical disabilities, debts, 

and domestic violence; yet, they talked about surviving all those hardships and continuing to 

live. 

The researchers defined the third theme, normalcy, as the way that these women moved 

in a particular direction (Butler & Weatherley, 1993). For example, society believes that it is 

normal and healthy to leave abusive relationships. For some women, moving out of these 

relationships meant moving out to the street. One woman had moved to another state to live with 

her adult daughter when maintaining her own home became unfeasible. This change in living 

arrangements happens to many older Americans and is considered ordinary behavior for aging 

adults (Butler & Weatherly, 1993). For this woman, however, her low-paying job in a city made 

the commute from her daughter‘s home difficult, and the woman came to live on the street while 

she was still working. Maintaining independence is another trait considered normal by many. 

The women talked about being homeless as a way to maintain their independence. All these 

women experienced events that happen to people in all walks of life. They behaved in ways that 
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our society considers as normal and thus challenges society‘s picture of older homeless women 

as bag ladies. One woman, for example, was left with many bills and much debt after the end of 

a relationship. She chose to stay in a shelter as much as she could in order to have money to pay 

down her bills. Another, who had moved in with her daughter, found a job but soon discovered 

that the commute from her daughter‘s house to her new job and back was too far. She opted to 

live closer to her job. This meant living in a shelter as she could not afford housing. 

Women who were homemakers when married were disadvantaged by years of nonpaying 

work. The women found it difficult, even impossible, to find paying employment after leaving 

abusive relationships or after spouses died. Being a homemaker meant also that no pension plan 

or health insurance was available (Butler & Weatherley, 1993). These financial aspects of 

homelessness were found in other studies as well. These studies emphasized the lack of 

affordable housing and the severity of the situation for the population of women 50–65 years of 

age (Cohen et al., 1997; Kisor & Kendal-Wilson, 2002; Washington, 2005). 

Participants‘ individual stories together weave a clear picture of entry into homelessness. 

The consistent theme overriding all other themes was that a lack of financial resources 

precipitated the loss of housing when other devastating life events occurred (Butler & 

Weatherley, 1993). These themes contradict society‘s construct of homeless women and 

homelessness in general. This population is often viewed as lazy and/or deviant. All of the 

women in this study exhibited problem-solving skills, independence, relationship-building skills, 

and self-reliance (Butler & Weatherly, 1993). These are skills and traits valued by all population 

groups. 



46 

 

Summary 

These six studies and the Kite report are the currently existing body of knowledge about 

older homeless women (Butler & Weatherley, 1993; Cohen et al., 1997; Dietz & Wright, 2005; 

Kisor and Kendal-Wilson, 2002; Kite, 2003; Sullivan, 1991; Washington, 2005). The studies 

differ in many ways but common themes can be drawn from all. The studies (as well as the 

report) found that mental illness was an important factor in homelessness. Mental illness 

accounted for loss of housing and prolonged homelessness. The study of victimization also 

pointed to mental illness as an indicator of increased risk for older homeless women (Dietz & 

Wright, 2005). 

Other research described older women as more likely to be homeless for the first time 

when compared to older men. Older women reported becoming homeless after the age of 50 

whereas the majority of men reported becoming homeless before the age of 40 (Crane, 1998). 

Women‘s reasons for becoming homeless differed from those of men as well. For men, 

substance abuse coupled with unemployment or underemployment often let to homelessness. 

Women, more frequently, became homeless after having a protracted medical condition in which 

they lost their health insurance, and/or loss of housing following the death of a spouse/partner or 

divorce/separation (Cohen & Sokolovsky, 1983, 1989; Crane, 1998; Crane et al., 2006; 

Stergiopoulos & Herrmann, 2003). 

Research about homeless women focused on homeless women with children (Bassuk et 

al., 1998; Bogard et al., 1999; Silver & Pañares, 2000). This research provided themes about 

homeless women that included the ways in which lack of social support contributed to 

homelessness as well as the challenge of working with domestic-violence victims. In addition, 
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the differences between women who had their children with them and women who did not were 

noted (Bassuk et al., 1998; Bogard et al., 1999; Silver & Pañares). This body of research points 

out that mental illness, substance abuse, and violence are problem areas for women with children 

(Silver & Pañares, 2000). One study reported the rate of depression as high as 45% for homeless 

mothers (Bassuk et al., 1998). As younger women with children are experiencing developmental 

tasks appropriate to their lives, these developmental tasks are different for older homeless 

women. It would be unwise to use detailed data about women with children to describe the lives 

of older homeless women. 

This literature review examined the current state of the research about older homeless 

women with depression in the United States (Butler & Weatherley, 1993; Cohen et al., 1997; 

Dietz & Wright, 2005; Kisor and Kendal-Wilson, 2002; Kite, 2003; Sullivan, 1991; Washington, 

2005). Three of the seven articles about older homeless women that were reviewed here were 

published in the 1990s (Butler & Weatherley, 1993; Cohen et al., 1997; Sullivan, 1991). Two of 

the articles (Kisor & Kendal-Wilson, 2002; Kite, 2003) were published in the early 2000s while 

only two (Dietz & Wright, 2005; Washington, 2005) were published most recently in 2005. The 

small number of studies found in the literature coupled with the dated results points to a lack of 

knowledge about older homeless women and especially about older homeless women with 

depression. There were very few articles describing research in other countries. 

The population of older homeless women is growing as more baby-boomers enter the 

general population and as the United States experiences an economic downturn. For vulnerable 

populations, such as older homeless women with depression, this means they struggle harder to 

make ends meet and they find that agencies they have been depending for services are in similar 
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financial straits. It is important for planning purposes and as a guide to future research about this 

population to have up-to-date research. The next chapter will discuss the methods. 
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CHAPTER 3: METHODOLOGY 

Introduction 

Chapter 3 describes the method used in this research. It is divided into the following topic 

areas: study design (including background and rationale), sampling strategy, sample size, data 

collection, content analysis, trustworthiness, and the summary. The purpose of this study was to 

describe how older homeless women characterize their depression, aging, and homelessness to 

develop a foundational base of knowledge about older homeless women with depression. As 

there is no current published knowledge of this population, this research provides an introductory 

evidence base concerning older homeless women with self-reported depression. The outcome of 

this qualitative descriptive study will aid in the future care of this population and provide a 

foundation for future research. 

Study Design 

The method of choice for this research is qualitative descriptive (QD) (Sandelowski, 

2000). This method allows the researcher to examine the themes that emerge from the data in a 

way that develops and deepens an understanding of the population being studied. This method is 

broader in scope than other methods found in the qualitative category (such as grounded theory, 

ethnography, and phenomenology). 

QD is less interpretive than other qualitative methods, but entails more interpretation than 

quantitative research (Sandelowski, 2000). This is an appropriate research method to use when 

there is little or no information in the literature as is the case with older homeless women with 

depression. Using this method builds a solid foundation for future research by allowing a full 

description of the phenomenon. 
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QD has been labeled ―low inference‖ research. This label recognizes the primary 

objective of QD, which is to provide research results that are written in everyday language and 

easily understood by anyone reading the research report (Sandelowski, 2000). The descriptions 

are general enough for all to agree yet not all encompassing or complete. 

QD shares the same common philosophical beliefs as other types of qualitative inquiry, 

such as grounded theory and phenomenology. Additionally, the data collection and data analysis 

components utilized in qualitative inquiry share similarities across methods. This overlap of 

procedures allows the researcher using QD to choose methods appropriate to the population 

being studied and the questions being asked. These components could include coding interviews 

and/or observations; reflecting on the material and writing notes; repeatedly examining the 

material for commonalities in communication (similar phrases, observations—both objective and 

subjective, and other significant findings), relationships, patterns, and themes; using the 

discovered commonalities, relationships, patterns, and themes in subsequent interviews and 

observations. Where other qualitative researchers may go on to examine the data even more 

deeply to develop theories or other in-depth interpretations, researchers who employ QD stay 

close to the data to provide low-inference analysis by deciding on generalizations that are true 

for the data and comparing these generalizations with what is known (Miles & Huberman, 1994; 

Sandelowski, 2000). 

Despite the similarities between QD and other qualitative methods, there are some clear 

differences. The goal of QD research is different: to provide an easily-understood rich 

description of the phenomena. There is no inferred analysis by the investigator (Sandelowski, 

2000; Sullivan-Bolyai, Bova, & Harper, 2005). Researchers using other qualitative methods 
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present their data with conceptual interpretations developed by looking deeper into the data. QD 

offers a comprehensive summary. The researcher using QD looks for descriptive validity, 

described by Sandelowski (2000) as ―an accurate accounting of events that most people 

(including researchers and participants) would agree is accurate‖ (p. 336). 

QD methodology is the method of choice when a researcher wants the study participants 

to speak for themselves, when the data is not overly interpreted, and when little information 

about a marginalized group is available to others. It is also an appropriate choice when the 

researcher is close to the data and does not bracket beliefs as might be done in some types of 

phenomenology (Baker, Wuest, & Stern 1992). 

These beliefs are echoed in this research as I believe that the researcher is not able to 

separate entirely from the participants during the research project. I think there is always some 

subtle interaction that is happening. For me, science is not about random trials and 

experimentation. Real life is the real story. The answers in nursing research are not only how 

many older homeless women with depression exist in the homeless population but why are they 

there, what is their perception of their lives, how do they cope with aging, homelessness, and 

depression all in the same day, do they have hope and what gives them hope. These questions 

can be answered through the use of QD. 

Sampling Strategy 

The goal of a sampling design is to create a representative sample from which to gather 

data that is transferable to the larger population. Qualitative research sampling techniques are 

closely tied to the purpose and objectives of a research study. In this study, the purpose was to 

describe the ways in which older homeless women with depression view themselves within the 
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complex framework of depression, aging, and homelessness. The goal was the development of a 

foundation on which to structure future research. Currently, there is little information available 

that describes this population. It was important to use flexible strategies that allowed for 

maximum data collection for a population that is both small and difficult to reach in this QD 

research. A combination of convenience sampling, snowball, and opportunistic sampling met this 

need for flexibility as well as providing a breadth of multiple realities (Patton, 2002). 

This population was difficult to locate and these strategies offer necessary flexibility. 

Convenience sampling involves sampling the easiest-to-reach members of a particular 

population. This sampling method has the advantage of more quickly adding participants to the 

study. This method advanced recruitment. The disadvantage with this method is that the 

researcher could miss hearing from participants who live in harder-to-reach sites (Patton, 2002). 

Convenience sampling occurred in this study as a general approach to finding participants. For 

example, I enrolled participants who were living in the downtown area. I did not visit harder-to-

reach sites such as the wooded areas of the riverfront and under bridges. 

In this research study participants were referred to me by staff from several agencies that 

serve the homeless. This method of obtaining participants through snowball sampling did not 

provide enough participants. For this reason, participants were asked to refer other potential 

participants to me. Snowball sampling occurs when the researcher asks people who know the 

population being studied to refer others to the study. It is a way of enrolling information rich 

participants (Creswell, 1998; Patton, 2002). Opportunistic sampling involves meeting potential 

participants in unlikely circumstances. It requires that the researcher be aware of the existence of 

potential participants. For example, I occasionally met potential participants in my position as 
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clinical faculty with nursing students. I used the opportunities talk a little about my research and 

to give them a business-sized card so they could contact me if they chose to do so. These 

opportunities were helpful in meeting potential participants. 

Sample Size 

Determining sample size in qualitative research has been discussed often in the literature. 

The common response to the question, ―how many participants do I need?‖ has been ―until 

theoretical saturation is reached‖ (Patton, 2002; Sandelowski, 1995). Theoretical saturation has 

been described as that point in the process when there is sufficient rich description (the 

supporting evidence) to fully explain the phenomenon. This response has been ameliorated by 

the belief that sample size was affected by, not just theoretical saturation, but also by the type of 

qualitative research study being considered (Lincoln & Guba, 1985; Morse, 1995; Patton, 2002; 

Sandelowski, 1995). Recent research about this concern of sample size has brought new clarity 

to the issue (Guest, Bunce, & Johnson, 2006). Guest et al. (2006) conducted a meta-analysis of 

available literature on the topic of sample size. The meta-analysis highlighted the few articles 

that discussed sample size (beyond the usual ―theoretical saturation‖) but none of the authors 

agreed as to the size needed in a particular type of study. For example, Morse suggested that at 

least six participants for phenomenological studies and approximately 35 participants for 

ethnographies or grounded-theory studies, or ethnoscience studies (Morse, 1994). This contrasts 

with Creswell‘s ideas of samples sizes of between 5 and 25 interviews for a phenomenological 

study and 20–30 for a grounded-theory study (Creswell, 1998). 

Using their own research, Guest et al. (2006) developed some decision points for 

deciding on sample size. Their study involved 60 in-depth interviews with women in two West 
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African countries. They carefully documented the entire process. They developed their own 

definition of ―theoretical saturation‖ as the place in their data collection and analyses when new 

information caused no changes in their codebook (Guest et al., 2006). They found that saturation 

occurred within the first 12 interviews with basic elements of the metathemes present in as few 

as the first six interviews (Guest et al., 2006). 

For this QD study involving older homeless women with depression, a sample size of 

seven women proved adequate to develop the basic themes and reach saturation. This is similar 

to the findings of Guest et al. (2006) in that the themes and sub-themes in this study were 

apparent after the first few interviews. This sample size was based on several considerations. 

This research is one of the few opportunities to describe this population and their health-care 

concerns so a broader brush stroke is needed than, for example, a grounded-theory study where 

the research would move deeper into the data to develop theory. In QD research, the researcher 

stays close to the surface of the data and allows the participants to bring the data to light. In 

addition, the population can be difficult to locate. Homeless women often choose to be as 

invisible as possible. They do this by staying out of shelters and staying in harder to reach 

encampments. Research has demonstrated that they are at an increased risk of assault when seen 

alone and homeless (Dietz & Wright, 2005). Although the number of older homeless women 

with depression is unknown, it is thought that this population is relatively small. The inclusion 

criteria will narrow the field of possible participants as well. Therefore, every effort was made to 

obtain a sample of seven older homeless women with depression and achieve saturation as 

described by Guest et al. (2006). 
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Data Collection 

Inclusion and Exclusion Criteria 

The participants for this study were drawn from the population of homeless women 

located in Portland, Oregon. The inclusion criteria were women: 

1. 50 years of age and older who were homeless or housed only within the two previous 

two weeks. 

2. Self-reported depression. 

3. Willing to engage in an interview. 

The exclusion criteria were: 

1. Men 

2. Younger than 49 years. 

 3. Demonstrated an inability to maintain a conversation. 

4. Had a history of a mental illness other than depression. 

5. Housed longer than two weeks. 

Recruitment 

The potential participants were identified in several ways. They were identified and 

referred by staff of the homeless shelters, drop-in centers, and short-term housing units. The staff 

of these shelters, drop-in centers, and short-term housing units agreed to voluntarily assist in this 

project. The staff at these sites agreed to post flyers and to provide potential participants with a 

small card (business-card sized) with the name, e-mail address, and telephone number of the 

investigator. The participants could keep these cards with them and use the information on the 

cards to contact the researcher. These cards did not identify the research being conducted. 
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Potential participants could have been identified by me during visits to these sites. Potential 

participants were invited to speak privately in space set aside for that purpose. 

Potential participants were contacted at shelters, drop-in centers, and transitional housing. 

Potential participants contacted me after seeing a flyer or a business-sized card by telephone or 

by e-mail. All the agencies where I recruited offer phone use to clients. There were computers 

available for the public to use at all County Public Library branches. Some agencies offered 

computer access as a service to their clients. If I had been contacted by e-mail or telephone, I 

invited the participant to meet me at a public place in order to screen the potential participant. If I 

had contacted them personally, I invited them to a center serving the homeless where I ‗spoke‘ 

with them privately. All potential participants received a meal coupon to a local café; 

participants received another coupon to the same café to thank them for their participation in the 

study. Once potential participants were referred by the staff, a brief screening process was used 

to determine eligibility. During this screening process, I observed potential participants for the 

signs and symptoms of psychosis, cognitive impairments, or difficulty following the 

conversation. Participants observed with these difficulties were excluded from the study. Only 

one potential participant was excluded for these reasons. 

Human Subjects Protection 

Once participants were determined to be eligible for this research study and were willing 

to hear more, the consenting process began. The potential participant was told that an informed 

consent document would be used. It was discussed with the participant after the screening 

questions. Informed consent was discussed verbally and in writing with the participant. 

Confidentiality was stressed throughout the process. A copy of the consent form was given to the 
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participant. The consenting process was designed to allow the participant time to ask questions, 

time to consider consenting, and time to withdraw if desired. The consent form included the fact 

that this was research that would examine how women who are 50 years old and older and 

homeless and depressed live their lives. The participants were asked to participate in a recorded 

interview that lasted about one hour. Each participant was asked to choose a pseudonym (first 

name) that she would like to be called in the interview. I explained that this would help protect 

her confidentiality. I asked the first participant to choose a name starting with ―A,‖ the second 

participant to choose a name beginning with ―B,‖ etc. 

Interview Procedure 

The interview took about an hour. It was recorded on a digital recorder. The interview 

took place in a private office that was donated for my use during this study. The office was 

located in a homeless center that is known to be a place of safety. The center welcomes all 

homeless and low-income residents. Additional probing questions helped the participant to 

provide depth to her responses to the questions. 

Data Management 

The unidentified interview was digitally recorded and e-mailed to the transcriptionist who 

successfully passed the certification examination required by the Institutional Review Board at 

the University of Arizona. The transcriptionist transcribed the interview and e-mailed the 

transcription back to me. The transcriptionist then destroyed the transcriptionist‘s audio copy of 

the interview. The audio copy of the recorded interview was kept on a password-protected jump 

drive that allowed me to re-listen to the audio interview while reading the transcript. Listening to 
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the audio copy of the interview while reading the transcript ensured the accuracy of the 

transcript. 

The interviews were backed up to another password-protected jump drive. The jump 

drives were placed in a locked file cabinet in my home office. No identifying data were found in 

the audio files or the transcripts. The consent forms were kept separately in a secure fireproof 

box in my home office until the end of the project when they were sent to the University of 

Arizona. All other confidential material was kept in a secure filing cabinet in my home. Audio 

files will be destroyed at the end of the research project. Transcripts will be kept indefinitely. 

To further ensure accuracy, 10% or three recorded interviews and their corresponding 

transcripts were reviewed by Dr. Terry Badger, Chair of my committee. 

Content Analysis 

Content analysis is the term given to one of the processes of data analysis the researcher 

takes to make sense of the data collected through interviews and observations made by the 

researcher concerning both the participant and the environment. The term encompasses different 

approaches to a QD study and depends on the goals of the researcher. Three distinct procedures 

have been described that allow the researcher to manage one‘s data. These include conventional, 

directed, and summative approaches to content analysis (Downe-Wamboldt, 1992; Hsieh & 

Shannon, 2005). 

Directed content analysis can be used when predetermined codes, existing theories, or 

prior research exists (Hsieh & Shannon, 2005). In this method, the researcher uses preexisting 

data to define the categories for the current study (Downe-Wamboldt, 1992). The goal in this 

method is to extend or validate an existing concept or theory. For example, the researcher could 
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choose to develop the codes for the new study from the interviews and observations of the 

previous study. This imposes a structure, or direction, on the new data. 

Summative content analysis (also known as manifest content analysis) describes the 

method used when the researcher looks at the words/phrases used in the data. The analysis brings 

to light certain words or content as a way of understanding the data (Downe-Wamboldt, 1992; 

Hsieh & Shannon, 2005). While this method relies on counting the words/phrases (making it 

look more quantitative), it also employs latent content analysis to examine the semantics in depth 

(Hsieh & Shannon, 2005). Latent content analysis allows the researcher to look at the underlying 

meanings of the words or content in order to make inferences (Downe-Wamboldt, 1992; Hsieh & 

Shannon, 2005). This occurs while the researcher continues to stay close to the data. It is the 

desired method when the researcher wishes to point out the connections between context and 

content, environment and interview. This method works well when the researcher wishes to 

analyze specific content from a manuscript or a textbook (Downe-Wamboldt, 1992; Hsieh & 

Shannon, 2005). 

For this type of content analysis, the use of statistics along with conventional content 

analysis will assist in the validation and identification of themes, categories, and subcategories. 

The use of frequencies, for example, can highlight the themes, categories, and subcategories in a 

way that adds to the analysis rather than subtracts from it. The main thrust of QD research 

remains the same: explicating the participants‘ stories through the common themes, categories, 

and subcategories whereas the statistics can substantiate those findings (Downe-Wamboldt, 

1992; Hsieh & Shannon, 2005). These statistics can be helpful in pointing out the connections 

between participants and their context along with their environment. 
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The third method of analysis is conventional content analysis (Hsieh & Shannon, 2005). 

It is the method of choice for this study. This is an appropriate method when little is known 

about the phenomenon, in this case, older homeless women with depression. The researcher 

approaches the data with no preconceived categories. Open-ended questions are used to gather 

data and the codes emerge from the participants‘ responses. 

The following steps describe the how conventional content analysis was used in this 

study (Hsieh & Shannon, 2005): 

1. Each interview was read in its entirety in order to get a sense of the whole. 

2. The data were then read word for word to begin developing major themes. These 

were highlighted along with exact words that captured the essence of the data. 

3. The researcher made notes of observations about the participant and the environment 

as well as ideas and connections that occurred along the way. These notes also 

included a rudimentary analysis of the material. 

4. By now, labels for codes began to emerge. Reflecting on the material, the researcher 

used labels that came directly from the text, and they become the initial coding 

scheme. Emergent categories were used to group (organize) into clusters. 

5. The researcher then examined carefully the clusters of data from the material. These 

clusters were representative of the data and allowed a reader to quickly be able to 

identify the source material. According to Hsieh and Shannon (2005), the ideal 

number of clusters should be no more than 10–15 codes. 

One of the challenges in this type of content analysis is that the end product may look 

more like grounded theory than QD. It is important to remember that one wants to stay close to 
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the surface of the data yet reveal the richness offered by the participants as they speak about 

what matters most to them. The challenge to researchers is to describe without applying any of 

their own interpretation. The components of the study design play an important part in this 

outcome. 

Trustworthiness 

Trustworthiness is a concern in both qualitative and quantitative research (Lincoln & 

Guba, 1985; Morse, Barret, Mayan, Olson, & Spiers, 2002). Trustworthiness encompasses the 

methods that the researcher might employ that would tell the reader that the results of the 

research project are worthy of attention. In quantitative research, these methods are called 

internal validity, external validity, reliability, and objectivity. In qualitative research, 

trustworthiness is demonstrated in the areas of credibility, transferability, dependability, and 

confirmability (Lincoln & Guba, 1985). 

Credibility, described by Lincoln and Guba as ―truth value,‖ describes the internal 

strength of the study (Lincoln & Guba, 1985, p. 290). This can be determined through rigorous 

methods in doing fieldwork and the credibility of the researcher (Patton, 2002). Credibility will 

be seen when steps are taken to ensure the accuracy of the data collected. Lincoln and Guba 

(1985) recommend activities that will enhance credibility. These activities are prolonged 

engagement, persistent observation, and triangulation, peer debriefing, negative case analysis, 

and referential adequacy (Lincoln & Guba, 1985). In this study, prolonged engagement and 

persistent observation were used, as these strategies best allow the rich data from study 

participants to emerge in this QD. 



62 

 

Prolonged engagement entailed spending enough time with the participants and in the 

setting to have accomplished certain purposes such as learning the culture, checking the 

possibility that some information might have been inaccurate as a result of distortions introduced 

by the researcher or the study participant, and to build trust. I met the criteria for prolonged 

engagement as a result of working with the homeless population over the last none years. I began 

by facilitating a women‘s drop-in group every week. I then worked at a women‘s drop-in center 

as a volunteer. During the last five years, I was present in the drop-in center every Thursday and 

Friday as I worked with students. Being visible developed trust with this group, which, in turn, 

established my personal credibility. In addition to being present in the homeless community, I 

have worked with the chronically mentally ill and homeless in my role as staff nurse in various 

institutional settings. This has provided me with familiarity with experiences. That helped me 

evaluate the meaning and truth value of data I obtained from the participants. 

I kept a field journal during the research project in which I recorded my responses to 

situations and women I met. I was aware that I approached this population with the thought that 

this was a vulnerable population that encountered barriers to meeting their own needs. I also 

possessed a certain level of professional skepticism that had been honed during my experiences 

in working with the chronically mentally ill/addicted patients over the years. I was aware that I 

might have encountered inaccurate information from participants. Some of this occurs as a result 

of participant perceptions of events in their lives. Some participants might have responded to the 

interview questions with information they may have believed I wanted to hear. I knew from 

previous experience that most homeless men and women want to talk about their lives as there 

are few people who truly know them. Few people, even among the most impaired, deliberately 
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provide misinformation. Some may tell an investigator that they do not want to share information 

in a particular area because they are afraid they will be identified by a former spouse/partner or 

law-enforcement personnel. Thus, it was important to maintain a balance between healthy 

skepticism and outright cynicism. 

In discussing prolonged engagement, Lincoln and Guba (1985) raised the possibility of 

―going native.‖ This may happen when a (usually naïve) researcher overidentifies with the 

population being investigated. It is possible for this to happen during this period of prolonged 

engagement. As I have worked with many patients over the years, I have developed and 

maintained professional boundaries. I have recognized those moments when I notice similarities 

between my life/my experiences and those of the other person. I have learned to put those aside 

so I can continue with the work I am doing. I may choose to reflect on this at some later time but 

without losing objective distance. I was in contact with Dr. Terry Badger, the Chair of my 

dissertation committee to discuss both the process and the findings of this research project. 

Persistent observation is the second part of establishing credibility that Lincoln and Guba 

(1985) discussed. Persistent observation adds ―salience‖ to a research experience that could be 

viewed as superficial. Persistent observation allows the researcher to see issues of the research 

project within the context of the population being studied. I had experienced persistent 

observation as a result of my prior contacts with this population. During the course of this 

research, I spent time in those settings where homeless women congregate — food lines, 

shelters, and drop-in centers. This combination of previous observations and current ones add 

strength to the area of persistent observation. I openly talked to the women I met about my 

research. I quickly identified myself as a nurse. Occasionally, a woman would not participate in 
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conversation that I initiated or would decline to be interviewed. However, most of the women I 

approached in these settings were very interested in my research. They frequently expressed their 

belief that ―people ought to know‖ about their situations. 

Transferability is the second aspect in establishing trustworthiness as described by 

Lincoln and Guba (1985). While this is thought to correspond with external validity in 

quantitative date, it is important to note that threats to external validity are diminished in 

qualitative research because this research takes place in a naturalistic setting involving the 

perceptions and understandings of participants (Lincoln & Guba, 1985; Sandelowski, 1986). 

Transferability describes the moment when a reader can see applicability of the research results 

to one‘s own life or to a familiar population. The researcher can ensure this recognition of 

similarities through the use of thick description. Readers of the research, including my 

committee chair and other committee members, should be able to see places of familiarity in the 

work. In this study, transferability was developed through in-depth interviews and thick 

descriptions. Portions of interviews were used to provide the depth needed to ensure 

transferability. This was enhanced through discussions with my committee. 

Dependability and confirmability can be addressed together as they can both be 

determined through an audit trail established by the researcher. Dependability addresses the 

‗process‘ of the research while confirmability addresses the ‗product‘ of the research. 

Lincoln and Guba (1985) provided an explication of the audit trail. These steps describe 

the process an independent auditor would take to validate the trustworthiness of the study after 

the study was completed. The steps include possession of raw data; documentation of data 

reduction and synthesis products; process notes; and materials relating to intentions and 
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dispositions. Lincoln and Guba suggested that these steps can be modified to fit specific 

situations. The research can take certain steps to prepare for an audit once the data are collected. 

The audit trail was shared with Dr. Terry Badger, my committee Chair, as a way of ensuring 

dependability and credibility in the audit trail. 

For the purposes of this QD study, a reflexive journal (also referred to as a field journal) 

was maintained. This journal contained the topic areas suggested by Lincoln and Guba (1985) as 

a way to develop dependability and confirmability: the daily schedule and logistics of the study, 

a personal diary, and a methodological log. 

The daily-schedule section included interview appointments and a description of where 

the interview took place. The personal diary section allowed me to discuss such things as my 

personal responses to the interviews, thoughts I might have about the research process and ideas 

that occur as a result of contact with a study participant. The methodological section allowed for 

an ongoing discussion about the structure of this research and the kinds of decisions I might 

make about the methods and why. 

The use of the field journal along with the presence of documents such as the methods 

chapter of the dissertation, the questions for the interviews, and the consent forms worked as a 

body to persuade readers of the validity of the research. Through strategies that address the 

concepts within trustworthiness (credibility, transferability, dependability, and confirmability), 

qualitative researchers are able to establish a sense of trustworthiness in their findings. These 

strategies address both the ‗process‘ and the ‗product‘ of the research to persuade the reader of 

the value of the study and the study results. 
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Summary 

This chapter has described the study design, sampling strategy, sample size, data 

collection, content analysis, and methods to maintain trustworthiness of the data. 

The next chapter will discuss the findings of the data collected for this study. 
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CHAPTER 4: FINDINGS 

Introduction 

This chapter begins with an overview of the participants, describes the individual women 

in the study, and then describes the results related to homelessness, depression, and aging. 

Table 1 displays the background information for the women in this study. This study was 

comprised of seven women who ranged in age from 52 to 57 years (M=54.4 years). Six of the 

women were White and one was Black. Their level of education ranged from a GED to several 

years in college. These participants had an average education level of 13.4 years. Six of these 

women were currently homeless whereas one was being evicted at the time of her interview. 

Four of the women had been homeless before whereas three were homeless for the first time. 

Several were staying in shelters, one was in transitional housing, and two were living in their 

cars. 

None of these women were currently employed. One was receiving Supplemental 

Security Income. Another received some money from her mother. The remaining five women 

had no income. One woman reported she had most recently worked in a professional capacity 

whereas another woman reported working in a professional capacity in the past. The remaining 

women reported having worked in low-level positions such as restaurant work and factory work.  

The women were interviewed in a variety of settings: drop-in hospitality centers, 

transitional housing, and a chapel. They all experienced depression as well as a variety of 

medical conditions. These women all described themselves as depressed, although the quality 

and length of their depression varied one from the other. As a group, they had difficulty looking 

ahead and describing how they viewed the impact of aging and depression on their 
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homelessness. The few who did so expressed fear and negativity about their situation. All of the 

women were primarily focused on the everyday management of their homelessness. The over-

arching theme in this study was coping with the realities of life. 

TABLE 1: Background Information for the Study Participants 

Category % 

Ethnicity  

White 86% 

Black 14% 

  

Previous Employment  

Unskilled 57% 

Skilled 14% 

Professional 28.6% 

  

Co-Morbidities  

Major/Chronic illness 57% 

Pain Syndromes 71% 

History of frequent falls 14% 

Sensory Deficits 14% 

Other 14% 

These add up to more than 7 participants/100%  

  

Addictions-Past & Current  

Drugs & Alcohol 57% 

Gambling 14% 

None 28.6% 

  

Currently Residing  

Street/car 42% 

Temp. housing 28.6% 

Shelter 28.6% 

  

Episodes of Homelessness  

First 42% 

Second 14% 

Several-Many 44% 
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The Women 

These seven women chose a pseudonym by which they were referenced during their 

interview. Their real names were not used during the research. 

Allie 

Allie was a White woman in her mid-50‘s who had experienced several episodes of 

homelessness. She was being evicted from her housing at the time of the interview. Allie 

believed she would receive housing from a social-service agency and was currently on the 

waiting list. 

She attended college for several years and was employed in the past but not at the time of 

the interview. She was not looking for work at the time and was receiving a small income from 

her mother. Allie worked in food service for many years. She also worked in institutional 

settings with clients who had drug and alcohol problems (these are jobs that are typically low 

paying and have few, if any, benefits). 

Allie admitted she was addicted to cocaine and had a long history of drug addiction. She 

stated her addiction began when she was a young married woman and was physically abused by 

her husband. The family doctor prescribed pain medications, which she viewed as his way of 

handling her situation. She became addicted to Percodan. When interviewed, she said she had 

not used cocaine for a month and was currently taking methadone. She described a pattern of 

drug addiction that included frequent relapses. 

Allie reported she became depressed about the same time she became addicted to pain 

medications. She was under the care of a nurse practitioner for medications and had a counselor 

for therapy sessions. She reported that she felt she did not see her providers frequently enough. 
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In addition to depression, Allie reported several broken bones (from falls) as well as migraines 

and chronic obstructive pulmonary disease. 

Allie stated she married two different men and was in a long term committed relationship 

with a third man. All these men were physically abusive. For the past 14 years, she was involved 

with a married man who was often unavailable when she needed him. 

Allie complained that her family did not care what happens to her (except for her mother, 

who provides her with a small income). She stated that her father favored her younger brother 

and provided him with opportunities. Allie, on the other hand, married a man not approved of by 

her father. This caused her father to become angry with her. She described her current roommate 

as someone who could move in with her boyfriend and be taken care of. However, Allie felt 

there was no one to take care of her. She believed she was spending her life waiting for things to 

happen as she ―fell through the cracks.‖ She found the idea scary of aging and being homeless 

while she was depressed. Allie had difficulty elaborating on just what it was that made it so scary 

for her. 

Barbara Jean 

Barbara Jean was a Black woman in her early 50‘s with several episodes of homelessness 

connected with her drug addiction. She lived in transitional housing and had not used drugs in 

several months. She had worked since she was 16. She attended a business school for a year and 

a half and was an office worker. She was unemployed; her last job was as a live-in caretaker. 

When her client died, she became homeless and began using drugs again. She talked with pride 

about her ability to work and how it contributed to her feelings of independence. She stated she 
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was actively looking for work but was concerned that she would not be able to find a job because 

of the weak economy. 

Barbara Jean felt she had been depressed for about 10 years since her mother died. She 

described their relationship as very close and her mother‘s death was painful. In addition to her 

depression, she had several injuries that caused her chronic pain. These injuries had occurred 

over time and had not healed well as she had not attended to them. She pointed out that, once a 

person becomes clean and sober, many health problems and concerns arise because the person 

has not been taking care of their physical or mental health. 

Barbara Jean credited her church with helping her stop her drug use and become housed. 

She had been in a transitional-housing program before but relapsed. She talked about her new-

found faith in God and felt her faith was keeping her from using drugs. Her hopes for her ability 

to stay away from drugs were based on her faith and the support system in the church. Although 

she talked about a man she was dating, her support came from the encouragement of members of 

her church. Barbara Jean changed the subject each time the issue of aging was presented during 

the interview. She remained very optimistic about her future, believing that her faith in God and 

the church members would help her maintain her new life. 

Cookie 

Cookie, was a White woman in her early 50s, was experiencing her first episode of 

homelessness. She lost housing when her live-in male partner of eight years died suddenly from 

a heart attack. His family managed all the details about his death. She was unable to participate 

in the arrangements and remained distressed that she did not even know what became of his 

remains. She began crying as she described packing up her belongings and giving away her cat. 
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She had not been working and was unable to remain in the apartment she had shared with her 

partner. Cookie graduated from high school and worked for many years, primarily as a waitress, 

but had other unskilled jobs as well. She was not employed and was staying at a women‘s 

shelter. She stated she had worked most of her adult life and articulated the connection (for her) 

between work and her self-esteem. 

Cookie had a long history of alcohol addiction. She readily admitted her addiction but 

was quick to point out that she was able to overcome her addiction to cocaine many years ago. 

She was not willing to stop drinking. She spent much of the interview talking about her alcohol 

addiction. She was looking for a treatment program that would lead to housing while allowing 

her to ―fudge‖ about her alcohol intake. 

Cookie said she has been depressed for many years. She reported receiving treatment for 

depression many years ago and was interested in seeing a counselor once again. One of her 

current concerns was about finding work. Cookie was unsure if it was her alcohol abuse or her 

depression that caused her to feel more irritable and feel more forgetful. She believed that she 

had trouble remembering and that her attention span ―is gone.‖ In addition, she found that her 

irritability impacted her day-to-day living and wondered if this would be an issue if she were to 

find a job waiting tables. Cookie was the only woman in this study to have no other medical 

problems beyond some pain in her legs, a condition she only vaguely described. 

When asked her feelings about aging, homelessness, and depression, Cookie said it 

frightened her to think about managing her life this way as she became older. She believed she 

could not survive living on the streets as an older woman. She began to cry as she described her 

fears about aging. 
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Cookie had several supportive family members in the area. She was especially close to 

her mother and her sister. She also had contact with her son and became a grandmother for the 

first time the week before the interview took place. She remarked on her strong family history of 

substance abuse and depression. 

Dana 

Dana was a White woman who is in her mid-50s and who had completed some college 

classes. She had often been the caretaker in her family. She was the oldest of eight children and 

frequently stayed home from school to take care of her siblings. She took care of both her father 

and then her mother when they were terminally ill. She had worked since she was 16, primarily 

in the restaurant business, although she had worked in factories as well. 

She began using amphetamines as an adolescent and became addicted to IV cocaine but 

was able to quit about 15 years ago. When she talked about her drug use, she emphasized that 

she never shared needles and always used clean needles. She was not sure what helped her to 

stop and indicated she never reached the point of selling her possessions or stealing. She paid for 

her illicit drugs from earned wages. She was very aware of how easily she could return to drug 

use and said that even hearing people talk about it made her want to start using again. 

Dana divorced twice; both former husbands committed suicide. At the time of the 

interview Dana felt she had some support from a male friend with whom she spent her days. She 

also maintained contact with her daughters and visited with her grandchildren frequently. 

Dana saw herself as different from other homeless women. She felt they had been 

―sucked into‖ homelessness. Her life, as she described it, was about the challenges she overcame 

with little help from others. She did not want to live on the street and did not want to receive 



74 

 

handouts. She believed she could again change her circumstances. She recalled her previous 

episode of homelessness that occurred when her children were young. She lost her housing after 

losing money on the sale of a house. She lived in her car with her children until her employer 

offered her an apartment. She managed to find a way to pay for the rent on her own apartment 

and remained housed until this current episode. 

This was her second episode of homelessness. This current episode of homelessness 

began when she lost her housing after her mother‘s death, several months prior to the interview. 

She had been living with her mother and caring for her through an extended illness. Her mother 

lived in senior housing and Dana was unable to remain there after her death. For a short period of 

time, she lived with her adult daughter. When her daughter lost first her job, then her housing, 

Dana began living on the streets. At the time of the interview she was staying at a women‘s 

shelter and spent her days with her male friend. She had been working with a case worker to find 

housing. Her day revolved around standing in line for meals, clothing, hygiene items, and 

laundry coupons that allowed her to wash her clothes free of charge. Her friend, who generally 

slept outside, arrived to wait in line first and saved her a place. Dana was proud of her ability to 

maintain a level of independence. 

Dana reported that she had been depressed for many years without realizing it. She was 

currently taking Wellbutrin and believed that it was helping her mood. Her current health 

conditions included insulin-dependent Type-2 diabetes, hypertension, elevated cholesterol, 

arthritis, and tendonitis. She had pain in her feet and was unable to stand for long periods of 

time. She had no health insurance but was seen intermittently in a free clinic. She, however, had 

had no insulin or equipment for checking her blood-glucose level. 
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Dana was determined to find housing and to get off the streets. She felt that the issue of 

aging in relation to homelessness and depression added a heavy weight to her situation. It was 

more difficult to find employment because she had few skills and was getting older. Her physical 

problems limited her job choices. 

Eve 

Eve was White, in her mid-50s and a Vietnam veteran as well as a former licensed 

practical nurse. She completed nearly three years of college. She reported many episodes of 

homelessness. At the time of her interview, she had been homeless for 12 days following release 

from prison. 

Eve was proud of her work history and had been employed for most of her life. She was 

in the Army for eight years and served in Vietnam. While she was a licensed practical nurse, she 

managed a 200-bed nursing home as well as managing a group of adult foster homes. She had 

been working as a live-in caretaker since losing her nursing license. She was currently 

unemployed. 

Eve believed she was addicted to gambling. Her gambling was episodic and occurred 

after something ―sets me off.‖ She admitted that she stole from her clients to fund her gambling. 

This behavior resulted in convictions and jail time as well as the loss of her nursing license. 

Eve recalled that her father was often intoxicated when she was a child. She stated he 

never missed work from his alcoholism. However, she described him as a ―mean drunk‖ who 

often took out his gun, placed it to her head (or the head of one of her siblings) and pulled the 

trigger. She said her mother seemed ―fragile‖ so Eve learned to take care of herself early on. 
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Eve reported that she had been depressed for many years but that she had felt more 

depressed since her daughter died in a car accident in 1995. She was not taking antidepressants. 

She stated she has tried several but had not had relief from her symptoms of depression. Eve had 

Crohn‘s disease but was not currently receiving any medications or treatments for it. Eve 

believed that her aging made it more difficult to get going again after release from prison. She 

felt she did not have the energy she needed to deal with her current episode of homelessness. 

Fran 

Fran was White and in her mid-50s. She was homeless for the first time. She was a ―few 

credits short‖ of her master‘s degree in education. She left her full-time teaching position several 

years ago. She then worked as a substitute teacher and part-time at a local grocery store but 

found that she did not make enough money to pay her rent and subsequently lost her housing. 

She lived on her savings as she believed she would be able to find another teaching position 

before her savings ran out. Jobs became scarce as the United States experienced a recession and 

she was unable to find another full-time position. Fran stayed with friends but found that she was 

uncomfortable living in someone else‘s space. She was living in her car and had been homeless 

for eight months at the time of the interview. 

She was seen in a clinic prior to the interview as she believed she had a bladder infection. 

While there, she became very tearful when describing her recent history and was also diagnosed 

with depression. She stated she had been depressed before. Fran reported that her only other 

medical problem was a thyroid condition. Fran did not disclose any addiction history. 

In the course of her interview, Fran alluded to difficulties she had when trying to work 

with the shelter staff in another city. She said she just did not understand ―the games‖ that were 
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played. She said this had happened at her job and was one of the reasons she left her full-time 

teaching position. She believed the school principal created a situation involving a difficult 

student that caused Fran to fail at correcting the situation. She also talked about hearing teachers 

whisper about her outside the classroom door. She said she had similar experiences at her part-

time grocery-store job as well. These events caused her to become angry, which impacted her job 

performance. 

Fran continued to look for work but expressed concern that her job opportunities were 

limited as she got older. She felt that her future had few ―bright spots‖ for her as a result of 

aging, feeling depressed, and her current homelessness. She also felt that she needed to find a 

way to manage her anger to successfully find a job. 

Georgia 

Georgia was White and 57 years old. She was experiencing homelessness for the first 

time. She became homeless five months prior to her interview when her male partner of 18 years 

died. His children from a previous marriage changed the locks on the doors of the home she 

shared with him. They did not allow her access to the home. She was living in her car at the time 

of the interview. She was unable to use the shelters as she has two registered service animals — 

a cat and a cocker spaniel. These pets alert her when she has breathing difficulties. 

Georgia received training in industrial drafting in 2002 but was unable to find work 

before becoming disabled in a car accident. She was treated for lung cancer in the past, currently 

has severe asthma, and is very hard of hearing. Additionally, she had chronic pain in her spine 

and a herniated disk in her neck. She was currently receiving Supplemental Security Income. 

During the interview, Georgia talked about her losses (her mother died in a house fire two years 
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prior) and how she was currently unable to get her life back on track. She discussed her grief — 

both about the man who died and the life she is unable to live. Her grief overwhelmed her and 

made it harder for her to think about her own future. She reported being depressed when her 

mother died but stated she became more depressed when her partner received his diagnosis of 

terminal lung cancer a month before he died. When asked about getting older and feeling 

depressed while being homeless, Georgia could only report that as long as she had her service 

animals, she would be fine. 

Results 

The results of the interviews will be discussed according to their themes. Four themes 

were found: 1) Pathways to homelessness was the first theme and within this theme were 

subcategories of addictions, loss of relationships, and lack of income; 2) Depression was the 

second theme, which contained these subcategories: history of depression, experiences of 

depression, and treatment for depression; 3) Aging was the third theme, which had no 

subcategories; 4) Chronic health conditions was the fourth theme, which included a subcategory 

of chronic pain. The over-arching theme in this study was coping with the realities of life. 

Pathways to Homelessness 

The first theme was pathways to homelessness. The women in this study met the 

definition of homelessness as defined by the Stewart B. McKinney Act of 1994 (United States 

Code Collection, 1999). All of these women were living in a variety of settings that included 

shelters, transitional housing, the street, and their cars. Allie was housed at the time of her 

interview but was packing her belongings and planning what she would take with her to the 

streets as she had received an eviction notice. Eve, at the time of her interview, had just been 
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released from prison and was sleeping on the streets because there were no shelter beds. Barbara 

Jean was living in transitional housing at the time of her interview; Cookie and Dana were 

sleeping in a shelter; Fran and Georgia were living in their cars. 

These women reported a varying number of episodes of homelessness. Eve described 

being homeless ―many times‖ while Allie and Barbara Jean reported having been homeless 

―several times.‖ Cookie, Fran, and Georgia all stated that this was their first episode of 

homelessness while Dana said that this was her second episode; the first had occurred many 

years previously. 

The pathways to homelessness for these women were as varied as their episodes of 

homelessness. During the interviews, a woman might pinpoint a single causal factor for her 

homelessness but it would become clear over the course of the interview that multiple factors 

intertwined. These subcategories centered on addictions, loss of relationships, and lack of 

income. 

Addictions 

For the purposes of this study, substance abuse was defined as using alcohol or illicit 

drugs enough to cause negative consequences while other addictions were defined as 

participating in behaviors (such as gambling) excessively that cause disruptions in a woman‘s 

life. Five of the seven women had addictions: two were addicted to cocaine (one had been drug-

free for 15 years), one had been addicted to unspecified drugs, and one reported an addiction to 

alcohol, while one participant reported a gambling addiction. 

Four of these women reported that addictions either led to homelessness or complicated 

their ability to keep their housing. Allie, who described herself as not using cocaine for the last 
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month, said that she relapsed frequently. During the interview, she fell asleep several times. At 

one point, she mumbled something about having just ―gotten my medicine.‖ In her most recent 

housing, ―The landlord didn‘t renew the lease so I was just sent a letter telling me that I needed 

to be out of where I live‖ but she was at a loss to explain why she had been asked to leave. 

However, she added that it was difficult to pay her rent while using cocaine: 

―My major sin is that that I end up relapsing and fuck off $75. … I have no way to 

replace the money except to use the money that was for my rent and whatever, so, um, 

there you go.‖ 

Barbara Jean stated that her drug use fueled her homelessness: 

―The first time, ah, drugs had a lot to do with it. … My mother passed and my kids are 

grown and I had a job, lost the job … stay[ed] with this elderly man; once he passed, that 

just kind of made me homeless, you know. This last go round I left Jean‘s Place a couple 

years ago and I had an apartment, had a job, I lost my job, lost my housing so that put me 

back on the street. So that put me back into the drug thing again.‖ 

Eve, who had a gambling addiction that resulted in theft and prison terms, stated: 

―I‘ve lost so much. I just got out of prison 12 days ago and I‘m homeless again. I no 

longer have my LPN license. I‘ve been homeless before—many times. When I was 

gambling, I would live in my car. An old middle-aged woman can live very well in her 

car, I discovered … I can‘t get a shelter bed as there aren‘t any.‖ 

Cookie, an active alcoholic, was unemployed and, at the time of the interview, she was 

contemplating entering alcohol treatment as this would provide her with an opportunity for 

housing. Cookie was in a court-mandated community-service program after old charges of 

driving under the influence of alcohol had been found on her record. She talked about the 

difficulty in participating in these services without abstaining from alcohol: 

―Right now I am in [court-mandated] treatment … and, um, I fudge occasionally— like 

maybe once a week. … Yeah, it‘s cut way back, way, way back from about 3, about 3 

months ago or so my, um, boyfriend passed away (we were together for 8 years) and in 

that 8 years I drank. Not every day, but, close to. And, ah, then when he passed away I 
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had to move in with family and I wasn‘t supposed to be drinking and I cut back 

immensely but I still fudged there, too. … I‘m still lying at the program.‖ 

In addition to the addiction issues among these women, loss of relationships contributed to their 

homeless. 

Loss of Relationships 

Loss of relationships resulted in loss of housing for three of these women. For example, 

Cookie‘s relationship with her live-in partner of eight years ended abruptly when he died from a 

heart attack while at work. This event precipitated her current episode of homelessness: 

―My partner passed away, you know, he made sure the rent was paid, and we had a 

phone—he died suddenly. … He had a heart attack—he was only 53. … Everything we 

had … we was together 8 years, I had to pack in a hurry and I had to get rid of the cats, 

and … it happened so suddenly … [the landlord] gave me a week to … get my shit 

together and pack and get out. … I mean, we weren‘t married.‖ 

Dana had been living with her mother and caring for her after her mother was diagnosed 

with cancer. She lost her housing after her mother died: 

―When my father died, my mother didn‘t want to be alone and my children are grown and 

gone, so, I moved in with my mom and worked less and less because she was needing 

more and more attention, then pretty soon I wasn‘t working at all. You know, she was 

going through her cancer thing and, ah, we did her hospice at home and she lasted a lot 

longer than they thought she would, so. I hadn‘t thought ahead [her mother had been 

living in a retirement community] … So, there I was with no income and no place to live. 

… I moved with my daughter for a while here in Portland, and, ah, then she became 

basically unemployed and had no income of any kind, had to move into somebody‘s 

basement with her son, so, I moved into the Salvation Army shelter … ‘cause I knew 

nobody else in Portland.‖ 

Georgia was forced out of her home when her common-law husband of 18 years died of 

lung cancer: ―My significant other died April 11th and, ah, because the house wasn‘t paid for all 

the way and my name wasn‘t on it his sons got everything and they locked me out on July 13th.‖ 
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She was ―sleeping in my car‖ as she believed she would have trouble getting her service animals 

into a shelter (she had a cat and a small dog). 

These losses of relationships were often compounded by a loss or lack of income, 

because many of these women depended on others for their incomes. 

Lack of Income 

All of the women in this sample were currently unemployed. However, they all reported 

previous employment. Five of the seven women worked in unskilled jobs. One of those five, 

Eve, had previously been a licensed practical nurse but lost her license after receiving gambling 

convictions and jail time. After she lost her license, she worked as ―a care provider in adult foster 

homes and have managed those homes. I liked taking care of people.‖ 

Allie reported having worked ―mostly food service, banquets, fine dining, catering, and 

bartending.‖ She also worked in institutional settings with mentally retarded, developmentally 

delayed clients who had drug and alcohol problems. She was not looking for work at the time of 

the interview. 

Barbara Jean said that, ―when I was younger I did a lot of secretarial work, I was a 

nurse‘s aide from the time I was 16 ‗til 1994, um, I‘ve done, um, oh just all kinds of things.‖ 

Most recently, she worked as a live-in caregiver and lost her housing when her elderly client 

died: ―I lost my job, lost my housing so that put me back on the street.‖ 

Cookie stated that she had worked, ―mostly waitress, restaurant work. And I was a 

courier for about five years and I really liked the job.‖ She lost that job after being convicted of 

driving under the influence. She said she also worked for her mother who had bought a tavern. 

She was worried about her ability to hold a job again, ―my concentration and my memory is just 
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shot. … If I got a waitress job would I be able to remember stuff again? My attention span is 

gone.‖ 

Dana described an extensive work history until injuries forced her to look for work where 

less standing was required. She had been unsuccessful in finding work that was less physically 

demanding: 

―Um, I‘ve done about 35–40 years. The last few years I haven‘t worked. … Um, mainly 

restaurant … managed restaurants, lounges. My first job was a drive-in theater [laughter]. 

… I‘ve done other, other kinds of work. I‘ve done labor, ah, metal framed windows and 

doors, cutting bar and cutting glass and that type thing … housekeeping, cleaning carpets, 

you know—I‘m the Dana of all Trades [laughter]!‖ 

Dana had to stop working as she experienced some physical problems that impaired her ability to 

perform her job: 

―I didn‘t work for a few years, actually it started about 13, 14 years ago, I had some real 

bad physical problems and I couldn‘t stand, you know, in one place to keep my job, I just 

spent too much time on my feet on concrete and that‘s too heavy. … I didn‘t work for a 

few, well I worked sporadically, you know—here and there, and then I worked for cash, 

you know, cash jobs.‖ 

Fran had been employed previously as a school teacher in a local public school system. 

She described conflicts at her job that resulted in her leaving. She stated she: 

―quit teaching several years ago, kind of stumbled around from job to job looking for 

something better, never found it, found out I missed the kids terribly, so took a job with 

Sylvan Learning Center, and decided that, yeah, that‘s really what I was missing, one of 

the things I was missing in my life. So, I went back to substitute teaching, I was working 

at Fred Meyer in the evenings and weekends and substitute teaching during the day; 

subbing doesn‘t pay enough to really live on. Um, really was tired, I was working so 

much that I was sleeping maybe 4 hours a night. So, working 2 jobs is pretty tough. So, 

kind of lived on my savings for a while and wanted to take this last few months to look 

for a permanent job and I, because of the economy being so bad, I can‘t find a teaching 

job, not getting many sub jobs, so one thing has just kinda dominoed into another and I‘m 

without resources.‖ 
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Georgia reported having received training as an industrial drafter in 2002, however she 

never found work as a drafter: 

―Well, 2002, um, everything sort of fell apart, you know, as far as economy and working. 

And, at that time I was in with, um, vocational rehab and they couldn‘t even find me a 

job. There just weren‘t any to have.‖ 

In 2004, she injured her back in a car accident and had been unable to work since then. 

The majority of these women had no income. Allie and Georgia were the only women of 

the seven to say that they had income. Allie received some money from her mother. She said: 

―My mother made the comment to me that I would never have to worry about money the 

rest of my life, um, which I‘m assuming was her way of telling me, you know, you‘ll 

have this much money when I die.‖ 

Allie‘s income from her mother was not enough to pay the cost of her rent. While it was 

unclear as to why she was losing her housing at the time of the interview, her efforts to find 

housing were hampered by her loss of income. She said, in the interview, that she was on a 

waiting list for housing. 

Georgia reported that she received a disability check and used food stamps as well. The 

amount of money from her disability check was not enough to cover the cost of rent. At the time 

of the interview, Georgia was living with her service dog and cat in her car. 

Summary 

In summary, these woman experienced homelessness and attributed addictions, loss 

relationships, and lack of incomes as their pathways to homelessness. Most of these women 

experienced at least two of these factors working together to cause and prolong this episode of 

homelessness. Addictions complicated securing and keeping housing for four of the women. 
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Two of the participants stated they had no addictions. These women were also homeless for the 

first time. 

Nearly all of the women in this study had lost major relationships in their lives. There 

was no one with whom they could live. The loss of relationships was one of the precipitating 

causes of the loss of housing for these women. 

The women in this study had little or no income. None of these women were old enough 

to receive Social Security. Most of them had been employed in low-level positions that did not 

offer retirement benefits. Next, depression and other mental disorders will be discussed. 

Depression 

For the purposes of this study, depression was defined as a study participant‘s self-

reported description of depression and its symptoms, such as depressed mood, loss of energy, 

changes in thinking, and difficulty concentrating and making decisions. All seven participants 

described themselves as depressed, although they each experienced depression differently. 

History of Depression 

Most of the women reported prior histories of depression or repeated episodes. Allie, 

Barbara Jean, Cookie, Dana, and Eve described their depression as lasting over a period of years. 

Allie talked about first being depressed while she was in an abusive marriage. This continued 

through a second marriage as well. She is currently in a long-term relationship with a married 

man. ―I‘ve been very, very, very depressed since 1993.‖ Barbara Jean related feeling depressed 

since her children (who are now adults) were little and she was a single mother. ―I‘ve never 

really been suicidal or nothing like that. … When I was young, I probably thought about it. … I 

was having stress and having them two kids.‖  
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In addition to describing her depression from 10 years ago, Cookie reported a family 

history of depression. She stated that both her mother and her sister experienced depression. ―I 

did a treatment program [10 years ago] … They pick up on [her depression].‖ Dana talked about 

being depressed since her children were young. She had been married twice and both former 

husbands committed suicide. ―Twenty-five, 30 years … until the last few years I never thought 

of myself as being depressed. To me, it was just a part of life, you know, that‘s what it was.‖ Eve 

also was unable to date her depression but indicated it had been present for a long period of time. 

―I‘ve been told I was depressed. I certainly feel depressed.‖ 

In contrast with the other women, Fran and Georgia reported shorter periods of 

depression. Fran had been depressed in the past, after a divorce. Now, she was feeling depressed 

again and had recently been diagnosed at a clinic as having depression. ―I went in for a bladder 

infection. … I was just crying continually.‖ Georgia‘s current episode of depression had also 

been shorter and she also said she had been depressed in the past. ―I‘ve been depressed since I 

found out [her live-in partner] was dying. … We actually lived together for almost 18 years but 

I‘ve known him since I was about 15.‖ 

Experiences of Depression 

Depression is a solitary experience. While there are common symptoms to describe the 

experience, people have personal experiences with depression and express their feelings about 

depression differently. This is true of these women as well. Allie reported abandoning activities 

that nurtured her and experienced feelings of blame. She said ―The first thing I do is abandon 

self-care. … I stop providing for myself the things I find comforting. I always blame myself. I 

don‘t think it‘s a conscious choice, um, I think it just happens.‖ For Barbara Jean, being 
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depressed meant she isolated herself and experienced episodes of crying. ―I don‘t want to talk to 

anybody. I get real sad and start crying so then I know I‘m just in a depressed mode.‖ Cookie 

also reported isolating behavior and described feeling angry toward the other women in the 

shelter. Cookie said she knew she was depressed when ―I isolate a lot. I have no problem being 

alone. … You‘re around all these fucking people, some of them get on my last nerve.‖ Dana‘s 

symptoms waxed and waned over the years but became more acute: 

―right after my mother died. I could stay in bed all day, and sleep, get up, man I got to 

where my hygiene habits were out of bounds. I‘d go for four or five days without 

showering. I would, I just didn‘t care.‖ 

Eve‘s symptoms of depression included statements about feeling hopeless: 

―I‘ve been homeless before—many times. I would live in my car. An old middle-aged 

woman can live very well in her car I discovered. [But now] we‘re all gonna‘ die one day 

any way. Why bother? I think I feel more hopeless from lack of sleep but I can‘t tell. It 

may be harder for me to get a job although it‘s hard to tell for sure. I guess it‘s more my 

attitude than anything else. I just don‘t seem to care about anything like I used.‖ 

Unlike the other women, Georgia reported that this episode of depression was shorter and 

tied her depression directly to the death of her partner who had died four months prior to the 

interview. She never described these as symptoms of grieving. She had trouble articulating her 

symptoms but felt that she had a ―little black cloud‖ hanging over her head. 

Fran reported previous episodes of depression. Fran said her previous episodes of 

depression were related to her hypothyroidism, but she became depressed after her divorce 

several years ago and took antidepressants at that time. This time, her symptoms included crying 

continually and having no self-esteem. During the interview, Fran disclosed problems she had 

encountered in work situations that contributed to her eventually leaving her last teaching job. 

She began by saying: 
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―I think you get tested at work, especially when you are new by playing a lot of those 

games. They‘ll steal something from you or they‘ll have somebody stand outside your 

classroom door and make comments to you or a multitude of different things go on.‖ 

Fran talked about her belief that another agenda was being played out in life, one that others 

were aware of but that she was not. She felt ―the game‖ was being played in the shelter system as 

well: 

―I guess it‘s the political game I don‘t know how to play. … This game that I thought was 

played pretty much at work is played throughout life and I don‘t know how to play the 

game at work very well.‖ 

She was aware that her beliefs had impacted her ability to work: 

―People start hinting. … Then I get angry because I don‘t know how to handle it and I 

think it‘s that anger part that‘s getting me in trouble in my life. I try to stay nice because I 

was raised that way.‖ 

It was clear that Fran‘s depression was influenced in part by her way of viewing the 

world as a game that she does not know how to play; a game with rules she did not understand. 

Her perceived failure at knowing how to play the games led in part to her decision to leave her 

teaching job. Her thinking patterns caused her to view her job search with a degree of 

suspiciousness that, in turn, caused her to feel more hopeless about job prospects. Her thinking 

also made it more difficult to form working relationships with people in agencies as she believed 

games were being played in shelters as well: ―I didn‘t understand the games and the things that 

are played at … homeless shelters.‖ 

Treatment for Depression 

These women also had varying experiences with treatment for their depression. These 

experiences ranged from Barbara Jean, who had never received treatment to Allie who was 

currently receiving both medication and one-to-one counseling. Allie reported that she saw a 
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nurse practitioner who prescribed medications for her. In addition, Allie received some therapy. 

―I do have a one-on-one counselor.‖ Of the seven women, she was the only one who spoke of 

receiving both services. Cookie said she had been treated for depression 10 years ago and had 

received medication for her depression. At the time of the interview, Cookie believed she was 

depressed again and could benefit from mental health services. She sought mental health care at 

a local mental health clinic. ―I was supposed to be diagnosed with it here, too, and I was going 

… [to mental health services] and that was something I did on my own, you know … I didn‘t 

finish that either.‖  

Dana said that she was taking Wellbutrin and felt that it was working for her. Eve had 

been on antidepressants in the past. ―I have tried their meds but they don‘t work. Prozac, Effexor, 

just don‘t work for me. I‘ve tried therapy for awhile but it didn‘t really change anything.‖ She 

was not taking any medications nor receiving therapy currently. Fran received medications 

following her visit to a clinic recently. Georgia was not currently taking medications. When 

asked about recovering from depression, she said that her previous episode of depression had 

resolved on its own. 

Summary 

All of these women clearly stated they were depressed and described their symptoms. 

The next section discusses the participants‘ responses to questions about aging. 

Aging 

The homeless women in this study were considered ―older‖ because they were older than 

50 years of age. This is consistent with other researchers who find that, at 50, many homeless 
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people experience chronic health patterns and physiological changes similar to changes found in 

older adults 60 to 75 years of age. The women in this study ranged in age from 52 to 57. 

In addition to talking about getting older, the women described their aging in relation to 

feeling depressed and being homeless. Some of these women had difficulty responding to 

questions about aging. Allie could only say ―good question, I don‘t know.‖ Barbara Jean 

changed the subject each time it was brought up while Georgia simply offered no information 

when asked. The remaining women (Cookie, Dana, Eve, and Fran) gave this topic some thought. 

Cookie‘s first response was ―oh God, dead.‖ But she elaborated on her initial response: ―I‘ll 

make it happen, between now and 10 years something‘s gonna change or I will die. I‘m scared, 

scared, just what does the future hold?‖ She described herself as a ―chickenshit‖ who was 

frightened about this future. As she said this, she began to cry. She went on to comment on how 

unsure she felt about her future. ―I know what I‘d like it to look like. ... If I don‘t get a 

relationship, that‘s fine too.‖ 

Dana felt that being homeless was harder for her to deal with as she aged: 

―I guess the homelessness weighs on [aging] heavier, I don‘t like getting old is one thing, 

I‘m not liking it at all. [She laughed as she said this.] Physically, it‘s just not getting 

easier [laughter], but, um, I think because of my age and not being as physically fit as I 

used to be, I‘m getting sucked into it a lot harder, a lot harder.‖ 

Eve was able to say that she felt older when she got out of prison this last time. She felt 

that the prison had many more younger women than older women. This contributed to her 

feeling older. She also believed she could not separate aging and depression, as they were 

happening at the same time for her: 

―Yes, I feel lots older. … Since I got out of prison this last time, I just can‘t get the 

energy together to do the things I know I need to do in order to put my life together. I 

think it‘s because I‘m older now … I feel less than viable. I‘m weaker. It‘s because I‘m 
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older. … Feeling older and being depressed and being on the streets again make me think 

that killing myself is the answer. I mean, I really know it‘s not … but … what am I going 

to do?‖ 

Fran viewed this issue from the perspective of working: ―I‘m looking at I don‘t have very 

many years left to work and so that‘s making me anxious. Um, makes me feel more like a 

failure. Um, I don‘t see a whole lot of bright spots in it.‖ 

These women were very focused on their current situations. Allie was faced with 

imminent eviction and was packing her suitcase. She was most concerned with her loss of 

housing and her mental health issues. It had been only one month since she last used cocaine. 

Barbara Jean had been in transitional housing less than two weeks after living on the streets. 

Participating in the housing program meant she had to stay clean and sober. She committed to 

looking for work as well.  

Cookie was sleeping at a shelter for women and was involved in court-mandated alcohol 

treatment while continuing to ―fudge‖ about her drinking. She had options open to her if she 

could commit to remaining sober. Her way of discussing this intersection of aging, 

homelessness, and depression was to describe a vision of her future, not her fears. She said she 

would like to be working and would like to have ―a small place to call my own.‖ This would be a 

place ―with my own kitchen and bathroom. ... I‘d like to have a dog. ... And I‘d like to drive, 

too.‖  

Dana lived at a women‘s shelter, and spent her day lining up for food as well as receiving 

help in finding housing. ―It drives me crazy ... stand in line 3 times a day.‖ She is currently 

unable to work and felt her age and health made finding a job impossible. Eve had been released 
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from prison just days before this interview. She felt she ―had nothing left ... no interest in picking 

myself up again.‖  

Fran lived in her car. She believed there were mind games being played by shelter 

personnel, which made it difficult for her to trust anyone who might help her. Fran said it made 

her feel anxious when she thought about finding a job as she was getting older. Georgia lived in 

her car as well; she was unable to find a shelter into which she could bring her dog and cat as 

neither animal would stay in a portable kennel. Georgia remained focused on the death of her 

partner and could not describe a future in which aging, depression, and homelessness intersected. 

Summary 

For all of these women, contemporary issues made it difficult to look into the future. 

Questions about aging and homelessness elicited fear and most women avoided the question. 

Those who did respond worried about aging on the streets, a concern that as Eve put it was ―Less 

than viable.‖ None of the women related their depression to their aging or to remaining 

homeless. 

Chronic Health Conditions 

All of the women in this study described chronic health conditions. Nearly all of these 

women described chronic pain issues associated with these health conditions; only 1 woman 

offered no description of chronic pain. 

Allie had had ―dislocated and broke two fingers‖ and had a history of migraine 

headaches. Barbara Jean described her ―bad back‖ along with ―tendonitis and bursitis‖ in her 

wrist and shoulder along with hypertension and asthma. Cookie was concerned about working as 

a waitress: ―I can‘t do what I used to do because of my legs,‖ while Dana found that she was 
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unable to stand for long periods of time because ―I had some real bad physical problems. I just 

spent too much time on my feet on concrete.‖ Additionally, Dana related she was ―diabetic, do 5 

shots of insulin a day (when she has it) and has hypertension as well as ―clogged arteries or 

whatever it is.‖ Eve described her symptoms of Crohn‘s disease as painful but she was managing 

without medication. Fran ―found out that my thyroid was low‖ and had a bladder infection. 

Georgia had been unable to work since a 2004 car accident resulted in ―a herniated disk in my 

neck. … My spine is a mess.‖ Georgia had also been treated for lung cancer in the past and had 

severe asthma. 

These descriptions of chronic health problems and chronic pain are of interest as they 

involved all the women. Some of the women reported their health conditions or that their pain 

impacted their ability to work in the jobs they had done in the past. Allie was the only woman 

who had health care. The remaining women had no health care or another barrier prevented them 

from accessing health care. Dana, for example, had been seen in a clinic and ―they were 

wonderful. … You can‘t always get transit help.‖ 

Summary of Results 

The qualitative descriptions in this chapter highlight differences as well as some 

commonalities shared by these seven women. Slightly more than half the women had been 

homeless before while slightly less than half were experiencing their first episode of 

homelessness. For three of these women, death of a loved one resulted in the loss of their 

housing. For all of the women, housing was elusive as a result of unemployment, drug abuse, 

and/or prison. 
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Most of the women in this study had been employed in the kinds of jobs that paid 

minimum wage and offered few benefits. Once they lost those positions, there was no financial 

net to catch them. Three of the women expressed concerns about their ability to work because of 

cognitive or physical disabilities (including chronic pain issues). All the women in this study 

described themselves as feeling depressed. These women had difficulty connecting 

homelessness, depression, and aging. While a few of them could express concern about being 

homeless as they grew older, none of them were able to separate themselves from their present 

situations to look ahead to their futures. They all saw homelessness as the larger issue. Aging, 

then, became something in the distance. 

Chapter 5 provides a discussion of the findings related to homelessness, depression and 

aging, recommendations for practice, and suggestions for future research. 
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CHAPTER 5: DISCUSSION OF FINDINGS 

Introduction 

This final chapter is a discussion of the findings described in Chapter 4. This chapter will 

also address the applications of the findings, study strengths, future research, study limitations, 

and a summary of the entire project. 

Pathways to Homelessness 

In the literature, homelessness was more likely to occur in the 50–65-year age group than 

for those people over 65 (Cohen, 1999). The reasons suggested for this finding were that fewer 

people survive past 65 while living on the street and there is more financial assistance available 

for those people over 65 (Cohen, 1999). This is especially true for women between 50 and 62. 

Although men between 50 and 62 may receive veterans‘ benefits or pensions, women in this age 

group generally have no military service and are less likely to have held jobs that would have 

provided a pension (Cohen, Ramirez, Teresi, Gallagher, & Sokolovsky, 1997; Kisor & Kendal-

Wilson, 2002). Lack of income was a significant factor in causing and prolonging homelessness 

in this study. 

Similar to Cohen‘s (1999) findings who found that homelessness among the aging was 

more likely to occur for those with histories of substance abuse, my findings are consistent. 

Among these women, those with histories of addictions had multiple instances of homelessness. 

The women in this study experienced homelessness in a variety of ways and in a variety 

of settings. All of the women were in their early to late 50s. Three women were homeless for the 

first time while the other four reported at least one other episode of homelessness. These findings 

are consistent with the literature. Cohen (1999) found that women were more likely to have 
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experienced homelessness later in life with homeless women becoming homeless for the first 

time in their mid-50s. 

Addictions 

Addictions figured prominently in the lives of most of the women in this study. In this 

study, 71% of the women reported an addiction history. Only two women reported no addictions. 

These two women were also homeless for the first time. Similar findings (but differences as 

well) were also seen in the literature (Butler & Weatherly, 1995; Cohen, 1999; Cohen et al., 

1997; DeMallie, North, & Smith, 1997). Cohen et al. (1997) found that 8% of the women in their 

study of 200 older homeless women in New York City reported moderate to heavy alcohol use. 

This rate of alcohol use is higher than the national average of Diagnostic and Statistical Manual 

of Mental Disorders (American Psychiatric Association, 2000) alcohol-related diagnoses in the 

age group of women 45–65 and older. The national average was reported to be 2% (National 

Institute on Alcohol Abuse and Alcoholism, 2005). Cohen‘s (1999) review of literature found 

that alcohol abuse was more prevalent among older homeless people, whereas drug abuse was 

found more often in younger populations (DeMallie, North, & Smith, 1997). 

Other studies have suggested that drug abuse begins to wane in the aging population 

while alcohol abuse begins to rise (DeMallie, North, & Smith, 1997; Kershaw, Singleton, & 

Meltzer as cited in McDonald, Dergal, & Cleghorn, 2007). However, the findings in this study 

were different: five women described current or past addictions including one alcoholic. Only 

two of the seven women in this study reported no history of addictions.  

There is little in the literature with which to compare the figures of addictions. One study 

looked at the risk of HIV among older (49 years of age and older) homeless individuals and 
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found that 40% of the women reported drug use including daily use of alcohol (Hartel, 

Schoenbaum, Lo, & Klein, 2006). No research literature was found that discussed the role of 

addictions in becoming homeless or continuing to be homeless for older homeless women with 

depression. 

Loss of Relationships 

Loss of relationships resulting in loss of housing was a common theme in this study. This 

was particularly significant for those women who were unemployed or otherwise unable to 

afford housing on their own.  

Women in this study lost housing due to deaths, similar to the literature. Sullivan (1991) 

identified death of family members or significant others as one of the events that characterized a 

prehomeless state. Sullivan further described eviction, mental illness, relationship cessation, and 

loss of income as contributing to a prehomeless state. The women in this study were affected by 

eviction, depression, and loss of income, in addition to loss of relationships. These themes in 

Sullivan‘s prehomeless state were described previously. 

The women in this study attributed their homelessness to several factors including loss of 

income, addiction, and loss of relationships. These findings were supported in the literature that 

focused specifically on older homeless women. Mental illness, reduced income, addictions, and 

disrupted relationships were the primary reason for homelessness among older homeless women 

(Butler & Weatherly, 1995; Cohen et al., 1997; Dietz & Wright, 2005; Kisor & Kendal-Wilson, 

2002; Kite, 2003; Washington, 2005). 
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Lack of Income 

In this study, two of the women had some income. One received a small amount of 

money from her mother every month. The other was receiving Social Security Disability 

Insurance. One woman was a veteran; ‗but was‘ not receiving veterans‘ benefits. The remaining 

five women in this study had no income. Kisor and Kendal-Wilson (2002) pointed to a lack of 

adequate income as a factor leading to homelessness. Four of the women in this study reported 

that loss of income contributed to their homelessness. Sullivan (1991) described a prehomeless 

state consisting of, among other factors, loss of income as contributing to homelessness in older 

homeless women. 

The women in this study had all been employed in the past but unable to find 

employment currently. While they had been employed in jobs that were similar to those reported 

in other research findings, their level of education was higher. Cohen et al. (1997) found that 

homeless women in this age group were more likely to have completed high school, which led to 

working as low-paid professionals, clerical workers, or salespeople. The findings in this study 

were not consistent with those in the literature. Nearly all the women had gone beyond high 

school diplomas to further their education. However, higher education did not correlate with 

better paying jobs. Five of the women had worked in jobs that offered few benefits and low 

wages. Once they lost these jobs, there was no money to live on.  

Depression 

The literature describing depression around the world reports a higher incidence of 

depression among women than among men (Brown, Melchior, Waite-O'Brien, & Huba, 2002; 

Harvard Mental Health Letter, 2004; Kasen, Cohen, Chen, & Castille, 2003; Kaslow et al., 2000; 
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Kneisl et al., 2004; Lilly, 2002; Schreiber, 2001; Wu & Anthony, 2000). The rates of depression 

for homeless women are higher than those of nonhomeless women in the United States. Rates of 

depression among homeless women of all ages range from 18% to 37%, whereas the rate of 

depression in nonhomeless women in the United States is 1.9% (Galaif, Nyamathi, & Stein, 

1999; North, Thompson, Pollio, Ricci, & Smith, 1997; Wu & Anthony, 2000). There are 

currently no published studies describing rates of depression in the population of older homeless 

women. In this study of older homeless women, all of the women were depressed. 

Mental illness, a broader category, has been found to be a factor in causing homelessness 

and in prolonging homelessness in the population of older homeless women (Butler & 

Weatherly, 1995; Cohen, 1999; Cohen & Sokolovsky, 1989; Dietz & Wright, 2005; Kisor & 

Kendal-Wilson, 2002; Kite, 2003; Sullivan, 1991; Washington, 2005). However, none of these 

studies examined depression in older, homeless women. 

The Women’s History of Their Depression 

All the women in this study described being depressed. In the literature about homeless 

women and depression, researchers have examined the broader context of mental illness by itself 

as well the co-morbidity of addictions (Brunette & Drake, 1998; Davies-Netzley, Hurlburt, & 

Hough, 1996; Davis & Shuler, 2000; Galaif, Nyamathi, & Stein, 1999; Sleath et al., 2006; 

Wenzel, Leake, & Gelberg, 2000). Findings provide a description of depression among homeless 

women of all ages that includes addictions, relationship losses, and trauma. This description 

characterizes the older women in this study as well. The literature, however, did not describe the 

ways that study participants viewed their ability to cope with being homeless while being 
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depressed. In this study, the women discussed their depression as being present but not as 

something that held them back.  

Causes of Depression 

The literature on depression points to a multiplicity of causes including biochemical and 

genetic (Barlow & Durand, 2005; Blier, 2001; Goodwin, 1996; Leonard, 2001). None of the 

women attributed their depression to biochemistry. One woman believed she had depression, in 

part because so many other family members had it. She was the only one who talked about a 

genetic connection to depression. None of the women who were using drugs and alcohol at the 

time they reported being depressed talked about a connection between substance abuse and 

symptoms of depression, although this, too, is discussed in the literature (Ambrogne, 2007). The 

women in this study all reported feeling depressed and attributed their depression to situations 

that had occurred in their lives. These situations ranged from trauma (war, abusive husband, and 

suicide of husbands) to drug and alcohol abuse (one woman said her depressive symptoms 

abated when she stopped using drugs). While these women may have been unaware of the 

interplay between life events, genetics, biochemistry, and substance abuse, the available 

literature connects these and underscores the difficulty in ascribing depressive symptoms to a 

single cause. 

Treatment for Depression 

It is notable, too, that these women had inconsistent care for their depression. Few studies 

examined treatment for depression in homeless women. Foster, 2007, found that women in 

poverty experienced barriers to mental health care. First among these barriers was the cost of 

mental health care. This was seen in my study as well. Only one woman stated she had access to 
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both a mental health prescriber and a counselor. Three women in this study were currently taking 

antidepressants that had been obtained from providers other than mental health providers. Their 

lack of access to mental health care meant these women were receiving inconsistent care for this 

diagnosis. Foster also noted an increase in studies aimed at treating depression in vulnerable 

populations. However, there is little in the literature about older homeless women with 

depression. 

Aging 

In this study, 50 years of age was considered the entry age for the category of ―older 

woman.‖ The women in this study ranged in age from 52 to 57 with an average age of 54.4 

years. This age for study participants was chosen to match the research subjects in other studies. 

There is currently no research literature available that describes homeless older women 

and their responses to questions about aging. The concept of aging is used in the literature to 

demarcate a time in which women are found to be at higher risk for homelessness, have more 

chronic health conditions, are more susceptible to victimization, and have fewer financial 

resources (Butler & Weatherly, 1995; Cohen et al., 1997; Dietz & Wright, 2005; Kisor & 

Kendal-Wilson, 2002; Kite, 2003; Sullivan, 1991; Washington, 2005). 

The women in this study, while not focused on their own aging as they remained 

homeless and depressed, provided thoughtful responses when questioned about how they viewed 

their aging in this context. An absence of an answer was also viewed as a response. The women 

were busy attending to daily needs of shelter and food while trying to get to appointments that 

might garner them housing or work. 
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Chronic Health Conditions 

In this study, all seven women reported chronic health conditions. The rate of chronic 

health conditions in this population of older homeless women was higher than rates found in 

populations of other homeless older adults. Chronic health conditions were present in 48% of the 

older homeless men and women in two New York City studies (Cohen et al., 1997; Cohen & 

Sokolovsky, 1989) while another study (in Los Angeles beach communities) reported 69% of the 

older homeless population had chronic health conditions compared with 49% of the younger 

homeless (Gelberg, Linn, & Mayer-Oakes, 1990). Other researchers showed that 43% of the 

population of homeless people over age 50 reported two or more chronic conditions (McDonald, 

Dergal, & Cleghorn, 2007). Another study on older homeless adults separated the data according 

to gender and reported that 63% of the homeless women 50 and older had physical health 

problems (Rota-Bartelink & Lipmann, 2007). Other research findings examined health issues of 

older homeless adults. One study found that older (average age 56–60) homeless adults surveyed 

had physical problems comparable to people chronologically 75 years or older (Gelberg, Linn, & 

Mayer-Oakes, 1990). Washington (2002) noted that health disparities were a factor in 

homelessness while Butler and Weatherly (1995) found that illness, disability, and lack of health 

insurance were factors that were present for the homeless women in their study. The presence of 

these factors was apparent in this study of older homeless women as well.  

Chronic pain was a frequent complaint among the women in this study. There is currently 

no published research that discusses the impact of chronic pain on the daily functioning of older 

homeless women. 
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Study Strengths 

The use of the qualitative descriptive research method was strength of this study, 

providing a means to obtain personal accounts of older women who are homeless and depressed. 

This is the method of choice when there is little or no information in the literature and the results 

promote future research by providing a full description of the phenomena of interest. Allowing 

the participants‘ voices to be heard without interpretation by the researcher brought two 

unexpected findings to light: the extent to which addictions were present in the lives of these 

women and the number of women with chronic health conditions and chronic pain. In this study, 

71% of the women reported current or past addictions. Chronic health conditions in 100% of 

these women frequently caused chronic pain. 

The goal of this research was the development of a foundation of knowledge about older 

homeless women with depression. This has been met through the rich description provided by 

the women. Thick description meant saturation was achieved within the seven interviews. The 

over-arching theme, coping with the realities of life, became clear within a few interviews.  

Study Limitations 

There are several limitations to this study. The small sample size makes it difficult to 

transfer these results to other populations of older homeless women. Recruitment of older, 

homeless women was difficult, as there were few women who met the age restrictions and who 

came to the drop-in centers or shelters where interviews were scheduled. This will continue to be 

a challenge for studies exploring this population. However, this study was successful in reaching 

the current sample through innovative processes that I used. The age range of participants was 
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narrow (52 years to 57 years). Because there were no participants over the age of 57, the 

experiences of women who remain homeless beyond this age are not known. 

Recommendations for Practitioners 

Each of the participants in this study described chronic health conditions during their 

interviews. The recommendations for older homeless women are based on research that 

examined the healthcare-treatment needs of women in the same age group who were either 

homeless or housed. Gelberg, Linn, and Mayer-Oakes (1990) suggested that clinicians apply 

treatment options developed for geriatric clients in treating this population. This suggestion 

comes from research that demonstrates homeless people 50 years of age and older are 

categorized as ―older‖ due to the increased health risks they face while living on the streets and 

the rate of physiological changes they experience (Bruckner, 2001; Crane, 1998; Crane & 

Warnes, 2001; Kutza & Keigher, 1991; McDonald, Dergal, & Cleghorn, 2007). Doing so might 

provide care that more closely matches the physical conditions and functioning levels of older 

homeless women. 

Implications for Future Nursing Research 

One role of nurses is advocating for vulnerable populations, speaking for those who have 

no voice. Nurses rely on research to inform them of issues important to these populations. There 

is a small body of research about older homeless women (Butler & Weatherly, 1995; Cohen et 

al., 1997; Dietz & Wright, 2005; Kisor & Kendal-Wilson, 2002; Kite, 2003; Sullivan, 1991; 

Washington, 2005). This research is limited and does not reflect current growth trends of the 

population or the current limited access to health care. While this study provides a foundational 

base of information, it is clear that there are more questions to be answered.  



105 

 

Homeless people traditionally avoid seeking health care as many lack health insurance 

(Bottomley, 2001). More research is needed for nurses and other providers need to know what 

treatment options would work best in meeting the healthcare needs of older homeless women. 

The suggestion by Gelberg et al. (1990) for treating older homeless clients as geriatric clients 

may have merit but needs further investigation to test the effectiveness of this novel approach. 

The women in this study discussed not only aging and depression but addictions, chronic 

health conditions, and chronic pain as well. It is unclear from this research how depression, 

addictions, chronic health conditions, and chronic pain might interact to cause or prolong 

homelessness for older women. Although more research is needed to determine the most 

effective way to treat addictions in this population, the researcher needs to keep in mind that 

addictions may be influenced by other factors. 

Implications for Policy Development 

An awareness of the need for policy development to aid this population became apparent 

as the women talked about their loss of income and their loss of housing. No protection exists for 

these women. They fall into a gap in services and assistance that occurs for women between the 

ages of 50 and 62. Women may be unemployed but may not qualify for any financial assistance 

(beyond unemployment) while men may have veterans‘ benefits or a pension (Cohen, 1999; 

Kisor & Kendal-Wilson, 2002). This gap is most apparent in housing but exists in other 

programs designed for seniors. There are programs for housing seniors who become homeless, 

but those programs set the minimum age for participation at 60 and above. Housing is available 

for veterans with disabilities but fewer women qualify for benefits. Federal programs, such as 
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Meals on Wheels, require that a participant be at least 60 years of age and have a physical 

disability to receive services. 

In addition to an arbitrary age limit for participation in some housing programs for 

seniors, there continues to be a lack of affordable housing (Graddy & Bostic, 2010; Kloos & 

Shah, 2009). Research has demonstrated that housing the homeless person first and then 

attending to other needs can help them stay housed longer (Clark & Rich, 2003; Gilmer, 

Manning, & Ettner, 2009; Robbins, Callahan, & Monahan, 2009). 

The Health Care and Education Affordability Reconciliation Act of 2010 enables the 

United States to move slowly forward in providing protection. Limited access to health care 

could become outdated with the passage of more legislation. Today, however, access is still 

limited. Of the seven women in this study, only one had access to a provider on a regular basis. It 

will be important for policy developers to stay informed about upcoming changes in healthcare 

reform and to provide advocates for older homeless women who are in need of care. 

Nurses‘ voices and advocacy skills could be used in political action, in the form of 

lobbying, at both the state and Federal level. Older homeless women with depression are a 

vulnerable population with complex needs. Lobbying could result in funding that might provide 

sheltered workshops and/or improved medical care in the shelter system for these women. 

Nurses could effectively advocate for the use of case managers who are better informed about 

the complex care needs of these women. Effective case managers could result in improved 

housing outcomes and improved health outcomes. 
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Conclusion 

The purpose of this research was to describe how older homeless women with depression 

characterize their homelessness, depression, and aging, to develop a foundational base of 

knowledge about this population because there was no prior literature available for practitioners 

or researchers. 

Study results provided insights into the lives of older homeless women with depression. 

There were important implications for practice, research, and policy development. The research 

underscored the seriousness of the lack of affordable housing and lack of programs serving this 

population. The results also indicated that chronic health conditions along with chronic pain, 

depression, and substance abuse could also significantly prolong homelessness in this 

population. One way of approaching health care for homeless women over the age of 50 might 

be to treat these women with similar standards of care used for geriatric women, because their 

bodies are aging at a faster rate than those in the general population. This was suggested 20 years 

ago (Gelberg, Linn, & Mayer-Oakes, 1990) and has yet to be implemented in practice. Policy 

changes are needed. For example, existing programs designed for homeless seniors could be 

made available to this population by dropping the age requirement from 60 or 65 to 50 years of 

age. Healthcare access could be improved in a way that would allow these older homeless 

women to receive treatment for depression, substance abuse, chronic health conditions, and 

chronic pain.
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APPENDIX B: INTERVIEW GUIDE
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Question guide for interviews: 

1. How far did you go in school? 

2. What is your employment history? 

3. How did you come to be homeless? 

4. Do you have any current medical problems? What are they? 

5. Are you taking any medicine for these problems? What is it/are they? 

6. Are you receiving any treatment for these problems? Where? 

7. Do you feel depressed? 

8. How would you characterize your depression? 

9. How long have you been depressed? 

10. Do you think this is a mental illness? 

11. Have you ever received treatment for depression? 

12. What kind of treatment was it? (inpatient, outpatient, counseling, medication, 

electroconvulsive therapy) 

13. What are the positive parts of your life? What makes you smile? Do you have friends who 

are supportive?  

14. Please describe what it is like for you to be an older homeless woman with depression. 

15. Please tell me how you spend your day. 

16. How do your depression and your aging influence the way you spend your day? 

17. How long do you think you‘ll be able to live as you do now? 

18. What would you like to change about your situation? 

19. Is there anything else you would like to add? 
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