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ABSTRACT 

Substance abuse is the number one health problem in the homeless population. 

This descriptive secondary data analysis of Amity Settlement Services for Education and 

Transition Project (ASSET) program baseline data used the Roy Adaptation Model 

(RAM) as a conceptual framework to answer twenty-three research questions. 

Correlations between research variables and two group comparisons were done with self

report data from 313 homeless adult male substance abusers enrolled in the ASSET 

program and a non-equivalent comparison group of 118 homeless adult male substance 

abusers not seeking treatment in the ASSET program. 

The two independent samples demonstrated similar demographic characteristics 

and substance use patterns. Correlations between study variables revealed relationships 

between reported alcohol dependence, perception of alcohol problem, and perceived 

bother concerning alcohol problem. Treatment-seekers viewed their alcohol problem as 

more serious, were more bothered by their alcohol problem, had higher self-predicted 

success in treatment, and had stronger treatment motivation and readiness than non

seekers. Non-seekers reported spending significantly more money on alcohol in the prior 

thirty days and having had experienced significantly more lifetime episodes of delirium 

and tremors related to cessation of alcohol use than treatment-seekers. Application of the 

findings to the RAM facilitate assessment and promotion of substance abuse treatment 

alacrity by advanced practice nurses working with the homeless substance abusing 

population. 



Statement of the Problem 

CHAPTER I 

INTRODUCTION 
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Homelessness is a substantial health problem in the United States (Jones, Levine, 

& Rosenberg, 1991; Plumb, 1997) and the majority of homeless individuals are single 

men (Kondratas, 1991). Homelessness originates from extreme poverty and a lack of 

social and psychological resources (Kingree, Stephens, Braithwaite, & Griffin, 1999; 

Strehlow & Amos-Jones, 1999). Homelessness is associated with higher levels of 

morbidity and mortality (Barrow, Herman, Cordova, & Struening, 1999) and poor health 

can be a cause or effect of homelessness (Cohen, 1990; Daly, 1990; Wiener & Strauss, 

1997). 

Substance abuse is the number one health problem in the homeless population 

(Liberty et al., 1998; McCarty, Argeriou, Huebner, & Lubran, 1991). Independent of 

other factors, alcohol abuse is a strong predictor of mortality in the homeless population 

(Hwang, Lebow, Bierer, O'Connell, Orav, & Brennan, 1998). Assessing and promoting 

treatment alacrity is an important role for the advanced practice nurse (APN) working 

with the homeless substance abusing population. Substance abuse treatment alacrity is 

defined as a prompt positive response to the suggestion of substance abuse treatment. 

Perceived bother, or the feeling of distress, about alcohol dependence may contribute to 

substance abuse treatment alacrity. 
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No research about homeless substance abusers' perceived bother about their 

alcohol dependence is available. There is also no available research differentiating 

homeless substance abusers that are seeking treatment from those not seeking treatment. 

Numerous reports in the literature discuss the treatment of homeless persons and 

substance abusers in primary care, a role now often filled by APNs. However, little 

research has been published about advanced practice nurses and the treatment of 

homeless substance abusers. 

Statement of the Purpose 

This secondary data analysis seeks to answer the following research questions. 

1. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their alcohol 

dependence? 

2. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' reported alcohol dependence and their perceived bother 

concerning their alcohol problem? 

3. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' reported alcohol addiction behavior and perceived bother 

concerning their alcohol problem? 

4. In homeless adult male substance abusers who are seeking treatment, is there 

a relationship between perceived bother concerning their alcohol problem at 

baseline and self-predicted success in treatment? 
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5. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their motivation 

to seek treatment? 

6. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their readiness 

for treatment? 

7. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and the stated reason 

for most recent episode of homelessness? 

8. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their alcohol 

dependence? 

9. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' reported alcohol dependence and their perceived bother 

concerning their alcohol problem? 

10. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' reported alcohol addiction behavior and perceived bother 

concerning their alcohol problem? 

11. In homeless adult male substance abusers who are not seeking treatment, is 

there a relationship between perceived bother concerning their alcohol 

problem at baseline and self-predicted success in treatment? 
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12. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their motivation 

to seek treatment? 

13. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their readiness 

for treatment? 

14. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and the stated reason 

for most recent episode of homelessness? 

15. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in perceptions of their 

alcohol problem? 

16. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in their alcohol 

dependence? 

1 7. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in reported alcohol 

dependence? 

18. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in their perceived 

bother concerning their alcohol problem? 



19. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in reported alcohol 

addiction behavior? 
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20. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in relationship to self

predicted success in treatment? 

21. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in their motivation to 

seek treatment? 

22. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in their readiness for 

treatment? 

23. Do homeless adult male substance abusers who are seeking treatment differ 

significantly from those who are not seeking treatment in the stated reason for 

most recent episode of homelessness? 

Conceptual Framework: Sister Calista Roy's Adaptation Model 

The Roy Adaptation Model (RAM) is used as a conceptual framework for 

answering the research questions in this study. The RAM is used to relate the problem of 

substance abuse in the homeless to the role of the advanced practice nurse. The strong 

foundation in a nursing conceptual model enables this research study to contribute to the 

nursing science knowledge base. 
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The RAM includes both scientific and philosophical assumptions about person, 

environment, health, and nursing. The scientific assumptions are based upon systems 

theory and adaptation-level theory (Tiedeman, 1996). Roy explicitly states four scientific 

assumptions based on systems theory and four based on adaptation-level theory ( see 

Appendix A). The philosophical base of the RAM is rooted in the heritage of nursing, the 

perspective of the discipline and clinical science of nursing, and explicit philosophical 

assumptions about the adapting person in society. The explicit philosophical assumptions 

of the RAM are based on the principles of humanism and veritivity (Roy, 1988). 

V eritivity is a term coined by Roy based on the Latin word veritas, meaning truth. The 

philosophical premise of veritivity is that there is an absolute truth known as a creator or 

God. Roy (1988) defines veritivity as "a principle of human nature that affirms a common 

purposefulness of human existence" (p. 30). Roy identifies four philosophical 

assumptions based on humanism and four based on veritivity (see Appendix B). 

The metaparadigm concepts of person, environment, health, and nursing are 

distinctly defined in the RAM. Person is identified as the recipient of nursing care. Person 

is defined as "an adaptive system with regulator and cognator acting to maintain 

adaptation in the four adaptation modes; physiologic function, self-concept, role function, 

and interdependence" (Roy, 1984, p. 12). The regulator utilizes the person's automatic 

response to the environment while the cognator employs both conscious and unconscious 

cognitive and emotive processes (Roy, 1987). The four modes of adaptation provide a 



holistic framework for interpreting the behaviors of homeless adult male substance 

abusers. 

In this study, the homeless adult male substance abuser is identified as person. 
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Through the regulator, the homeless adult male substance abuser automatically responds 

to the current environment of homelessness and substance abuse. The homeless adult 

male substance abuser's cognator incorporates past and present factors contributing to 

homelessness and substance abuse and resultant insight and emotion. When comparing 

nursing conceptual models, the concept of regulator and cognator subsystems as coping 

mechanisms is unique to the RAM. 

Environment is defined as "all conditions, circumstances, and influences 

surrounding and affecting the development and behavior of persons or groups" (Roy, 

1984, p. 39). Homelessness and substance abuse are unique definitive components of 

environment for this study sample. Three classes of stimuli are described in the 

metaparadigm definition of environment: focal, contextual, and residual. Focal stimuli are 

the stimuli immediately confronting the person. Contextual stimuli are all other stimuli 

present in the situation where the focal stimuli are encountered. Residual stimuli are 

stimuli whose effects are unclear which may include stimuli based on general knowledge 

or intuitive impressions (Tiedeman, 1996). Homelessness and substance abuse affect all 

three classes of stimuli, and consistent with the RAM, all three classes of stimuli may be 

in the realm of internal or external stimuli. 
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Health is defined as "a state and a process of being and becoming an integrated 

and whole person" (Roy, 1984, p. 39). Health is defined without reference to illness and 

emphasizes states of well being (Andrews & Roy, 1991, cited in Tiedeman, 1996). This 

broad definition of health is suitable for homeless adult male substance abusers where 

health encompasses liberation from substance abuse. 

Roy identifies nursing as a scientific discipline with a practice orientation 

(Tiedeman, 1996). The metaparadigm of nursing is defined within the context of the goal 

of nursing and the nursing process. The goal of nursing is "to promote adaptation by the 

use of the nursing process, in each of the adaptive modes, thus contributing to health, 

quality of life, and dying with dignity" (Roy, 1987). The RAM describes a perpetual and 

simultaneous six-step nursing process that includes: assessment of behaviors, assessment 

of influencing factor, nursing diagnosis, goal setting, intervention, and evaluation (Roy, 

1984). The RAM conceptualization of nursing provides a comprehensive foundation for 

the advanced practice nurses working with homeless substance abusers .. 

The relational propositions of the RAM model link the four metaparadigm 

concepts through the concept of adaptation. Adaptation is the pivotal and integrative 

concept within the RAM. The person is in constant interaction with the internal and 

external stimuli from the environment and attempts to maintain a state of adaptation. For 

the homeless substance abuser, adaptation is a arduous endeavor. In this study, adaptation 

is conceptualized as seeking substance abuse treatment, or treatment alacrity. Adaptive 

responses free energy from ineffective coping and allow the person to effectively respond 
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to other stimuli. This freeing of energy fosters integrity relative to the goals of the person. 

When the person attains integrity in the areas of survival, growth, reproduction, and 

mastery, then health ensues. Consequently, adaptation is intimately connected to the 

concept of health. Nursing enhances adaptation through the nursing process and nursing 

activities by managing stimuli in the environment. The proper management of stimuli 

assists the person in attaining an adaptive response which leads to health (Tiedeman, 

1996). 

The RAM thoroughly describes the four concepts ofnursing's metaparadigm. The 

inclusion of complex concepts in the descriptions of each metaparadigm increases the 

breadth of the model, which consequently enhances its value as a framework for research, 

practice, administration, and education. Included in the RAM is a diagram of the primary 

relationships between the metaparadigm concepts (see Appendix C). However, Roy does 

not inclusively connect the four metaparadigm concepts through a diagram, a single 

statement, or set of statements. Nevertheless, by creating a set of intricate relationships 

based on the descriptions of the metaparadigm concepts, person and health, person and 

environment, person and nursing, health and environment, health and nursing, and 

nursing and environment can all be completely and inextricably linked by the relational 

propositions of the RAM. 

In this study, the primary relationships between the RAM' s metaparadigm 

concepts are applied to advanced practice nurses working with homeless adult male 

substance abusers (see Appendix D). The research variables examined in this study are: 
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perception of alcohol problem, alcohol dependence, reported alcohol dependence, 

perceived bother concerning alcohol use, reported alcohol addiction behavior, self

predicted success in treatment, motivation to seek treatment, readiness for treatment, and 

stated reason for most recent episode of homelessness. These research variables utilize all 

four adaptation modes and are characterized by the metaparadigm concept of person. 

The RAM has been used as a guide to design and conduct numerous research 

studies (Calvillo & Flaskerud, 1993; Campbell-Heider, 1993; Fawcett & Tulman, 1990; 

Frederickson, Jackson, Strauman, & Strauman, 1991; Hamner, 1996; Limandri, 1986; 

Niska, 1999; Pullen, Modrcin-Talbott, West, Fenske, & Muenchen, 1999; Ryan, 1996; 

Samarel et al., 1998). Recent reports in the literature show the RAM was used to guide 

nursing activities with expectant parents (Fawcett, 1990), rehabilitation patients (Piazza 

& Foote, 1990), a child with leukemia (Wright, Piazza, Holcombe, & Foote, 1994), 

·patients with quadriplegia (Gless, 1995), and persons with Alzheimer's disease 

(Thornbury & King, 1992). The RAM provides sufficient direction for the nurse to make 

pertinent observations, identify nursing problems, set goals, and execute nursing activities 

in a variety of clinical settings without extensive training or education pertaining to the 

clinical application of the model. 

The RAM emerged from a belief that nursing presents a unique contribution to 

patient care (Meleis, 1997b). The RAM strongly supports providing direction to nursing 

practice through the use of the nursing process. The RAM describes a six step nursing 

process with the first two steps consisting of a two-level assessment. The first level 
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assessment assesses the behavior of the person in each of the four adaptive modes. The 

second level assessment involves the identification of focal, contextual, and residual 

stimuli. The third step in the nursing process is the formulation of nursing diagnoses. 

Nursing diagnoses are clinical judgments based on the nurse's interpretation of 

assessment data (Lutjens, 1991). In the fourth step, goals are mutually agreed upon by the 

patient and nurse and are stated in terms of outcomes (Lutjens, 1991). Interventions 

consist of the nurse managing stimuli in the fifth step of the nursing process (Tiedeman, 

1996). During the final step of evaluation, the nurse is concerned with the outcomes and 

the end result of the nursing process (Meleis, 1997a). 

Nursing activities that are congruent with current societal view emphasize the 

holistic view of person, portray nursing as a caring profession, recognize health as multi

focal, and stress outcomes. The nursing activities based on the nursing process presented 

in the RAM are congruent with current societal views about nursing. The emphasis on 

well being in the RAM is congruent with societal views about health. Lack of culturally 

sensitive applications has previously been a critique of the RAM, however, in her most 

recent writings, Roy addresses the influence of culture on the residual stimuli. As Roy 

continues to modify the RAM, the influence of diverse cultures on the model's 

philosophical assumptions will become more apparent (Roy, 1997). Therefore, the 

perpetually changing RAM will lead to nursing activities that meet the expectations of 

culturally and geographically diverse patients and health care team members. 



21 

The RAM provides researchers, clinicians, and administrators with sufficient 

guidelines and direction to use the model in their work. This is manifested by the 

abundant literature available that uses the RAM as a conceptual model. However, the 

RAM has not been used to guide research about homeless substance abusers or advanced 

practice nursing. The RAM contributes to nursing research in both the basic and clinical 

science of nursing. The basic science of nursing entails understanding the basic life 

processes that promote health. The clinical science of nursing encompasses discovering 

how persons cope with health and altered health and how nurses can enhance adaptive 

coping (Barone & Roy, 1996). 

The RAM contributes to nursing practice through the thorough explanation of the 

nursing process. In a qualitative study, the RAM proved itself beneficial in focusing, 

organizing, and directing nurses' thoughts and actions in respect to patient care (Weiss, 

Hastings, Holly, & Craig, 1994). Use of the RAM led to a perception of improved quality 

of nursing process and preferred patient outcomes. 

The RAM can be used to develop interventions applicable to a wide range of 

nursing practices because of its broad scope. The concepts and relationships in the RAM 

are generalizable across practice settings. The comprehensiveness and universal 

applicability of the RAM make it a valuable conceptual framework for advanced practice 

nurses working with homeless substance abusers. Use of the RAM would be cost 

effective because little education and training is needed to implement the use of the RAM 

in a clinical setting. In addition to cost-effectiveness, the RAM may improve patient 
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satisfaction (Frederickson & Williams, 1997) which is important in the current healthcare 

environment. The RAM is currently relevant to nursing science and practice and Roy is 

striving to maintain the RAM's relevance into the future. The application of the RAM can 

make important differences in a person's health status by providing a guide for optimum 

nursmg care. 

The RAM can be used as a conceptual framework in which homeless adult male 

substance abusers are seen as individuals displaying discernible behaviors in the self

concept, role function, physiologic, and interdependence adaptation modes. The 

substance abuser can be conceptualized as employing the regulator and cognator 

subsystems as primary coping mechanisms to respond to environmental stimuli. The 

manner in which the substance abuser responds to environmental stimuli is observed in 

terms of their coping behaviors and mechanisms. 

Summary 

This secondary data analysis proposes twenty-three research questions pertaining 

to homeless substance abusers. The RAM is used to conceptualize both the homeless 

substance abusing client and the treatment of the homeless substance abusing population. 

Homelessness is a substantial health problem that originates from poverty and lack of 

resources. Homelessness is associated with higher levels of morbidity, higher levels of 

mortality, and poor health. 

Substance abuse is the number one health problem in the homeless population. 

Independent of other factors, alcohol dependence is a strong predictor of mortality in the 
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homeless population. In the literature on the homeless substance abusing population, 

there is little available information on bother about alcohol dependence, those seeking 

treatment versus those not seeking treatment, and the role of the advanced practice nurse. 
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CHAPTER II 

REVIEW OF THE LITERATURE 

Introduction 

The literature review focuses on homelessness, substance abuse, and readiness for 

substance abuse treatment. The review of homelessness includes definitions, 

characteristics, and morbidity/mortality associated with the homeless population. The 

review of substance abuse examines abuse in the general population, abuse in the 

homeless population, and health effects of substance abuse. The review of readiness for 

substance abuse treatment encompasses bother or distress about substance abuse, seeking 

treatment versus not seeking treatment, and the assessment role of advanced practice 

nurses. 

Homelessness 

Definition of Homelessness 

Homelessness, a phenomenon with multiple causes and complex consequences, is 

a substantial health problem in the United States (Jones, Levine, & Rosenberg, 1991; 

Plumb, 1997). An estimated 12.0 to 13.5 million adults living in the United States have 

been homeless at some time in their lives (Link, Phelan, Bresnahan, Stueve, Moore, & 

Susser, 1995; Link, Susser, Stueve, Phelan, Moore, & Struening, 1994). Smith, Meyers, 

and Delaney (1998) report the current Urban Institute's estimate of homeless individuals 

in the United States ranges from 567,000 to 600,000, while homeless advocates report 

prevalence as high as 3.0 million (Link, Susser, Stueve, Phelan, Moore, & Struening, 
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1994). The large discrepancies in the prevalence data can be attributed to both variance in 

the definition of homelessness and variance in research methodology (Jones, Levine, & 

Rosenberg, 1991). Current national estimates of homelessness are based on a strict 

definition of homelessness while homeless advocates argue for the use of an expanded 

definition (Kondratas, 1991 ). 

Discrepancies in the definition of homelessness limit all aspects of research about 

homeless persons (Argeriou, McCarty, & Mulvey, 1995; Kondratas, 1991). In addition to 

skewing prevalence data, the absence of a universal definition of homelessness prevents 

the generalization of information collected from a sample of homeless persons to the 

entire homeless population (Van Geest & Johnson, 1997). Therefore, it is important to 

consider the definition of homelessness applied in a specific research study when 

disseminating the findings. 

Homelessness has been broadly defined as "without access to permanent physical 

shelter as a consequence of economic and social marginalization" (Johnson, 1997, p. 

294). Under a broad definition, homelessness includes those housed in emergency or 

transitional shelters, single room occupancy hotels, and with family and friends (Barclay, 

Richardson, & Fred.man, 1995) versus the inclusion of only "literally homeless" persons 

or those individuals without shelter. In this study, homelessness is specifically defined by 

the Stewart B. McKinney Homeless Assistance Act which was passed into law in 1987 to 

provide emergency and long-term assistance to the homeless in the United States 

(Foscarinis, 1991; Kondratas, 1991). 
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The Stewart B. McKinney Homeless Assistance Act defines "homeless 

individual" or "homeless person" in US Code Title 42, Chapter 119, ~11302 as (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. The McKinney Act definition of 

homelessness is inclusive and only specifically excludes any individual who is 

imprisoned or otherwise detained by Act of Congress or state law. 

Characteristics of the Homeless 

The multiple pathways to homelessness have led the homeless population to 

become more heterogeneous in the last two decades (Jones, Levine, & Rosenberg, 1991). 

Included in the characterization of the homeless are increasing numbers of intact families, 

intact families with a working household head, women, children, seniors, and disabled 

individuals (Wlodarczyk & Prentice, 1988). Healthcare literature supports homeless 

females are significantly different than homeless males (Brunette & Drake, 1998; Koegel, 

Sullivan, Burnam, Morton, & Wenzel, 1999; Morse & Calsyn, 1986; Robertson, 1986; 

Robertson & Cousineau, 1986; Roll, Toro, & Ortola, 1999; Winkleby, Rockhill, Jatulis, 

& Fortmann, 1992). Healthcare literature also supports women are different than men in 
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relation to substance abuse and the clinical course of alcohol-related problems (Anthony, 

Warner, & Kessler, 1994; Grant, 1997; Kessler et al., 1994; Schuckit, Daeppen, Tipp, 

Hesselbrock, & Bucholz, 1998). Specifically, homeless women are less likely than 

homeless men to have lifetime, recent, and chronic substance dependence problems 

(Koegel, Sullivan, Burnam, Morton, & Wenzel, 1999). 

In the past decade, sequestered healthcare research pertaining to only homeless 

women has flourished (Bassuk, Weinreb, Buckner, Browne, Salomon, & Bassuk, 1996; 

Greifenhagen & Fichter, 1997; Nyamathi, Keenan, & Bayley, 1998; Smith, North, & 

Spitznagel, 1993; Weinreb, Goldberg, Lessard, Perloff, & Bassuk, 1999). However, men 

still comprise the majority of the homeless, therefore, this study only includes males in 

the study's sample. 

Although reported rates for mental health problems among the homeless vary 

widely (Fischer, 1989), it is generally recognized that the majority of homeless persons 

do not suffer from severe mental illness (Cohen, 1999). Some researchers propose the 

numbers of urban homeless mentally ill substance abusers is rising but it is believed the 

valid percent of substance abusers among the homeless is declining as the demographics 

of the homeless population become more heterogeneous (Susser, Struening, & Conover, 

1989; Drake, Osher, & Wallach, 1989). Individuals dually diagnosed with severe mental 

illness and substance abuse disorders comprise as little as 10% of the homeless 

population (Drake, Osher, & Wallach, 1991). 



28 

It has been shown many individuals with serious mental illness have substance 

abuse problems (Canto, Gralnick, Bender, & Simon, 1989; Mowbray et al., 1999; Regier 

et al., 1990; Toner, Gillies, Prendergast, Cote, & Browne, 1992), but it is not a reciprocal 

relationship. Those with substance abuse problems do not necessarily manifest 

psychiatric comorbidity. A study of 379 predominantly male (95.4%) urban homeless 

estimated 28% of the sample was chronically mentally ill (Koegel, Burnam, & Farr, 

1988). Among a sample of 1137 homeless males, 21 % reported chronic mental illness 

while 25% acknowledged a mental health problem of any type (Koegel, Sullivan, 

Burnam, Morton, & Wenzel, 1999). In a recent study of 17 4 predominantly male (92%) 

urban homeless individuals by Lundy (1999), those reporting substance abuse were more 

likely to report a comorbid medical problem (54%) than a comorbid mental health 

problem (27%). Another recent study of homeless urban males by Fichter and Quadflieg 

(1999) showed psychotic disorders were more frequent in non-alcohol dependent 

homeless men (27.1 %) compared to alcohol dependent homeless men (4.5%). Overall, 

reviews of the literature show studies of the homeless using rigorous diagnostic tools to 

identify lifetime prevalence of serious mental disorder ranges from 15% to 30% (Fischer, 

Shapiro, Breakey, Anthony, & Kramer, 1986; Koegel, Sullivan, Burnam, Morton, & 

Wenzel, 1999; Robertson, 1992; Toro & Wall, 1991). 

While the majority of homeless persons do not suffer from serious mental illness, 

one third or more of homeless persons have serious substance abuse problems 

(Kondratas, 1991 ). Substance abuse is the number one health problem among homeless 



persons (Liberty et al., 1998; McCarty, Argeriou, Huebner, & Lubran, 1991). 

Consequently, this study focuses on the homeless adult male substance abuser without 

psychiatric comorbidity. 
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Homeless persons are typically lower income, have lower social support and less 

education, are younger aged, male in gender, and have higher rates of substance abuse 

than their matched non-homeless counterparts. The vast majority of homeless persons are 

single (90%) and the majority of the single individuals are single men (88%). The 

majority of homeless individuals are non-white, never married, and without high school 

education (K.ondratas, 1991). Rahav et al. (1995) reported the mean educational level of 

homeless persons was 10.9 years. In a study of 16 United States homeless health care 

projects, 35.3% ofhomeless men did not graduate from high school (Wright & Weber, 

1987). 

Homelessness originates from a combination of extreme poverty and a lack of the 

social, economic, or psychological resources necessary to maintain secure housing 

(K.ingree, Stephens, Braithwaite, & Griffin, 1999; Strehlow & Amos-Jones, 1999). Low 

social support and social isolation are both causes and effects of homelessness (Kingree, 

Stephens, Braithwaite, & Griffin, 1999; Wlodarczyk & Prentice, 1988). Socially isolated 

persons and persons with low social support have few others whom they may turn to 

during dismal times (Kingree, Stephens, Braithwaite, & Griffin, 1999). 
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Morbidity and Mortality of Homelessness 

Poor health can be the cause or effect of homelessness (Cohen, 1999; Daly, 1990; 

Wiener & Strauss, 1997). Contributors to poor health among the homeless include lack of 

health care, exposure to the elements, stress, poor hygiene, and lack of shelter (Brickner 

et al., 1986; Brickner, Scharer, & Conanan, 1985; Gelberg, 1997; Jahiel, 1992). Acute 

and chronic health care problems of the homeless are significantly higher than in the 

general population (Barclay, Richardson, & Fredman, 1995; Clarke, Williams, Percy, & 

Kim, 1995; Jahiel, 1992; Surber et al., 1988; Wright, 1990). Gelberg, Linn, and Mayer

Oakes (1990) report the health and functional problems of the homeless older than 50 

years are comparable to the general population age 65 and older. In a study of 18,864 

homeless adults in New York City, homeless persons had substantially increased costs 

per hospital stay when compared to low-income housed adults (Salit, Kuhn, Hartz, Vu, & 

Mosso, 1998). In a chart review of urban homeless adults reporting substance abuse to a 

health clinic, 54% reported a coexisting medical condition (Lundy, 1999). 

The homeless population is vulnerable to health-related problems (Strehlow & 

Amos-Jones, 1999). Areas in which the homeless live :frequently lack health care services 

(Gelberg, Stein, & Neumann, 1995). Homeless adults report high rates of physical 

disorders, acute illness, and chronic conditions (Breakey et al., 1989; Kleinman, Freeman, 

Perlman, & Gelberg, 1996; Roper & Boyers, 1987; Usatine, Gelberg, Smith, & Lesser, 

1994; Wright & Weber, 1987). Homeless persons are at higher risk of injury and 

victimization (Padgett & Struening, 1992; Struening & Padgett, 1990) and often die of 
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preventable causes (Hwang, Orav, O'Connell, Lebow, & Brennan, 1997). Homeless 

persons commonly have inadequate access to health care (Bodenheimer, 1992; Ginzberg, 

1988) due to financial constraints (Brickner, Scharer, & Conanan, 1985). 

Malnutrition caused or exacerbated by substance abuse is a serious problem in the 

homeless population. The nutritional intake of homeless persons is generally not 

nutritionally sound (Koegel, Burnam, & Farr, 1990; Luder, Ceysens-Okada, Koren-Roth, 

& Martinez-Webber, 1990; Wiecha, Dwyer, & Dunn-Strohecker, 1991; Wolgemuth, 

Meyers-Williams, Johnson, & Henseler, 1992) which may be due to income barriers to 

obtaining quality food (Wiecha, Dwyer, & Dunn-Strohecker, 1991). In a sample of 344 

homeless adult males assessed by Gelberg, Stein, and Neumann (1995), a greater 

proportion were malnourished than would have been expected in the general population. 

In the same study, undemutrition was significantly associated with substance abuse 

(Gelberg, Stein, & Neumann, 1995). Other studies and reports also link substance abuse 

and malnutrition in the homeless population (Gelberg & Linn, 1989; Koegel, Burnam, & 

Farr, 1990; Luder, Ceysens-Okada, Koren-Roth & Martinez-Weber, 1990; Wiecha & 

Dwyer, 1991; W olgemuth, Meyers-Williams, Johnson, & Henseler, 1992). 

Increased time of homelessness may cause or increase health problems and is 

associated with poorer perceived health status (White, Tulsky, Dawson, Zolopa, & Moss, 

1997). Homeless are more likely than non-homeless to self-report their health as fair or 

poor (Gelberg, Linn, Usatine, & Smith, 1990). In a sample of 2,780 homeless people in 

San Francisco, the amount of time spent homeless is significantly associated with poorer 
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perceived health status (White, Tulsky, Dawson, Zolopa, & Moss, 1997). Homeless 

persons consider their health to be poorer and report higher morbidity and mortality than 

people in the general population (Breakey et al., 1989; Gelberg, Linn, Usatine, & Smith, 

1990; Linn & Gelberg, 1989; Robertson & Cousineau, 1986; Roth & Bean, 1986; 

Stephens, Dennis, Toomer, & Holloway, 1991; White, Tulsky, Dawson, Zolopa, & Moss, 

1997; Winkleby, 1990). 

Homelessness is associated with higher levels of mortality than the general 

population (Barrow, Herman, Cordova, & Struening, 1999). In a Philadelphia study, the 

age-adjusted mortality rate of homeless adults was 3.5 times greater than in the general 

population. Mortality in the homeless was higher among men and substance abusers 

(Hibbs et al., 1994). In a Boston study, homeless men from 18 to 44 were 3.0 to 5.9 times 

more likely to die than men in the general population. Death occurred at an average age 

of 47 years, significantly younger than in the general population (Hwang, Orav, 

O'Connell, Lebow, & Brennan, 1997). The average homeless person dies 20 years earlier 

than a non-homeless person (Wright & Weber, 1994). 

Barrow, Herman, Cordova, and Struening (1999) report substance abuse increases 

the risk of mortality among homeless people. Alcohol abuse has been identified as a 

strong predictor of mortality in the homeless population (Hwang, Lebow, Bierer, 

O'Connell, Orav, & Brennan, 1998). 
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Substance Abuse 

Substance Abuse in the Homeless 

Substance abuse is the number one health problem in the United States (Institute 

for Health Policy, 1993). Alcohol abuse is an individual problem that affects the entire 

nation (O'Connor & Schottenfeld, 1998). An estimated 18 million people suffer from 

alcohol dependence and 76 million people are affected by alcohol abuse at some time in 

their lives (Bernstein, Bernstein, & Levenson, 1997; McGinnis & Foege, 1993). Alcohol

related policies are aimed at reducing the alcohol abuse and associated health 

complications (Gordis, 1997). The total annual economic cost of alcohol abuse is 

estimated at over $98.6 billion (Lewis, 1997). Health care costs associated with substance 

abuse and related health problems in the United States are higher than in comparable 

industrialized countries (Gironimi et al., 1996; Weil, 1994). 

Substance abuse problems in the homeless are well-documented (Drake, Osher, & 

Wallach, 1991; Fischer & Breakey, 1991; Green, Ennett, & Ringwalt, 1996; Jones, 

Levine, & Rosenberg, 1991; Koegel, Burnam, & Farr, 1988; Linn, Gelberg, & Leake, 

1990). Between 40% and 57% of homeless adults have alcohol use disorders and another 

10% to 20% have drug use disorders (Fischer & Breakey, 1991). As previously stated, 

substance abuse is the number one health problem among homeless persons (Liberty et 

al. , 1998; McCarty, Argeriou, Huebner, & Lubran, 1991). 

The rate of substance abuse is disproportionately higher in the homeless as 

compared to the non-homeless (Breakey et al., 1989; Koegel, Burnam, & Farr, 1988; 
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North, Pollio, Smith, & Spitznagel, 1998; Ober, Carlson, & Anderson, 1997; Smith, 

North, Spitznagel, 1992, 1993; Welte & Barnes, 1992). A nationally representative 

sample of 42,862 adult Americans was used to estimate the prevalence of alcohol 

dependence. The national estimates of adult alcohol dependence in the general population 

is 13.3% to 13.7% for lifetime prevalence (Grant, 1997; Lewis, 1997) and 4.4% to 7.4% 

for one-year prevalence (Grant, 1997; Grant, Harford, Dawson, Chou, Dufour, & 

Pickering, 1994). A separate national estimate based on 20, 921 adult Americans 

estimated lifetime prevalence of alcohol dependence abuse at 13.5% (Regier et al., 1990). 

In both the general and homeless populations, men are more likely than women to be 

alcohol dependent (Caetano & Tam, 1995; Grant, 1997; Grant, Hartford, Dawson, Chou, 

Dufour, & Pickering, 1994; Kessler et al., 1994; Regier et al., 1990). 

The direction of the causal relationship between alcoholism and homelessness is 

unclear. Many studies of homeless adult substance abusers do not distinguish addictive 

disorders that precede homelessness from those that develop as a consequence of 

homelessness (Winkleby, Rockhill, Jatulis, and Fortmann, 1992). Koegel and Burnam 

(1988) report the majority of alcohol abuse disorders begin before the first episode of 

homelessness. In contrast, in a study of homeless people with no history of alcohol abuse 

disorders, Winkleby and White (1992) found alcoholism developed in 9% of participants 

over the first year and in 35% over 5 years. Among a sample of homeless men, Winkleby, 

Rockhill, Jatulis, and Fortmann (1992) found prevalence of excessive alcohol intake 

increased after the first episode of homelessness. 
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Increased alcohol abuse in homeless persons is correlated with being male, 

divorced or separated, in poor health, unemployed, without social support, and being on 

income maintenance programs (Koegel & Burnam, 1988; Fischer & Breakey, 1991; 

Koegel, Burnam, & Farr, 1990; Roth & Bean, 1987; Welte & Barnes, 1991). Alcohol use 

disorder in homeless men has a significantly earlier onset than in non-homeless men 

(North, Pollio, Smith, & Spitznagel, 1998). Surprisingly, significant predictors of 

substance abuse in the general population are not significant predictors of substance 

abuse in the homeless (Lambert & Caces, 1995). 

Chronicity of homelessness is associated with an increased number of alcohol 

abuse disorder symptoms (North, Pollio, Smith, & Spitznagel, 1998). In a study of 497 

homeless alcohol abusers, many alcohol abusers were binge drinkers out of necessity due 

to lack of resources to obtain alcohol daily (Lapham et al., 1996). Binge drinking, as 

opposed to daily drinking, may decrease the probability and severity of physical alcohol 

addiction symptoms (Lapham et al., 1996). Perceived bother is therefore an important 

component treatment motivation. 

Prevalence of Substance Abuse in the Homeless 

Alcoholism is consistently rated as the most widespread health problem of the 

homeless (Smith, Meyers, & Delaney, 1998). The prevalence of substance abuse among 

homeless adults is high (Breakey et al., 1989; Ferenchick, 1991; Susser, Struening, & 

Conover, 1989). It is estimated 20% of all homeless persons are urban male alcohol 

abusers (Brickner et al., 1986). Among homeless persons, males and those with substance 
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abuse disorders are more likely to be homeless for greater than a year (Koegel, Burnam, 

& Farr, 1988; Link, Susser, Stueve, Phelan, Moore, & Struening, 1994). 

In a study of general medical patients, 28.5% of homeless patients had a primary 

discharge diagnosis of substance abuse as compared to only 9.2% of public-hospital 

patients and 22.2% of private-hospital patients (Salit, Kuhn, Hartz, Vu, & Mosso, 1998). 

Because self-report tends to underestimate the true prevalence of substance abuse (San, 

Torrens, Tato, Castillo, de la Torre, & Arranz, 1998), alcohol use disorders among 

homeless men are estimated to be as high as 45.1 % to 68.1 % (Breakey et al., 1989; 

Smith, Meyers, & Delaney, 1998; White, Tulsky, Dawson, Zolopa, & Moss, 1997). 

The literally homeless are more likely than "sheltered" homeless to report higher 

levels of substance use and to have substance abuse treatment needs (Van Geest & 

Johnson, 1997). One study found 73.7% of literally homeless reported heavy alcohol use 

while 54.5% of "sheltered" homeless reported heavy use. The study found the literally 

homeless were more likely to report current alcohol consumption than "sheltered" 

homeless (Van Geest & Johnson, 1997). 

In a sample ofBaltimore homeless adults, 68.1% of men were diagnosed with 

alcohol abuse (Breakey et al., 1989). In a study of San Francisco homeless adults, 45.1 % 

of men were diagnosed with alcohol abuse (White, Tulsky, Dawson, Zolopa, & Moss, 

1997). In a study of 1,137 homeless adult males in Los Angeles, 64% had a lifetime 

prevalence of alcohol dependence and 42% had experienced alcohol dependence in the 

last six months (Koegel, Sullivan, Burnam, Morton, & Wenzel, 1999). 
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Health Effects of Substance Abuse 

Alcohol abuse can affect every aspect of a person's life (Burge & Schneider, 

1999). Alcohol infiltrates all body organs and affects many of their vital functions 

(Lieber, 1992). Chronic intake of high doses of alcohol adversely effects almost every 

system of the body including the endocrine, cardiac, hemopoietic, gastrointestinal, 

integumentary, circulatory, and immune systems (Cohen & Halvey, 1999; Higgins & Du 

Vivier, 1999; Sanchez, 1999; Therapondos, Delahooke, & Hayes, 1999; Tuzun, Tuzun, & 

Wolf, 1999; Wolf, Tuzun, & Tuzun, 1999). Alcohol use exacerbates symptoms of 

existing disease such as diabetes mellitus (Dufour & Caces, 1993; O'Connor, 1996). The 

preventive and therapeutic uses of some prescription medications are compromised by 

alcohol intake (Lieber & Abittan, 1999). 

In industrial countries, alcohol abuse is a leading cause of vitamin deficiency 

(Fuchs, 1999). In the homeless alcoholic population, nutritional deficiencies are common 

(Salaspuro, 1993). Alcohol abuse can displace nutrients and lead to malnutrition (Lieber, 

1991a, 1991b). Alcohol calories replace calories from other sources in a dose-dependent 

manner in the diet of heavy and moderate alcohol users (Gloria et al., 1997; Lieber, 

1991a, 1991b; Lieber, 1993). Alcohol abuse profoundly affects nutritional status causing 

primary or secondary malnutrition (Lieber, 1992). Primary malnutrition may be caused 

by alcohol displacing other nutrients in the diet due to economic or dietary reasons 

(Lieber & Abittan, 1999; Therapondos, Delahooke, & Hayes, 1999). Secondary 
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malnutrition may be caused by alcohol-induced gastrointestinal complications (Lieber & 

Abittan, 1999). 

Chronic alcohol abusers are often immunodeficient (Merimsky & Inbar, 1999). 

Alcohol abuse is associated with the development of several human cancers 

(Trichopoulos et al., 1999). Alcohol abuse has unfavorable effects on the prognosis and 

course of skin, mouth, and oropharynx cancer. The clinical course of cancer in alcohol 

abusers is more aggressive than in non-alcohol users (Merimsky & Inbar, 1999). 

In the United States, more deaths, illnesses, and disabilities are associated with 

substance abuse than with any other preventable cause (Institute on Health Policy, 1993; 

Maly, 1993). It is estimated that 25% of alcohol users experience detrimental effects from 

the use of alcohol (Regier et al., 1990). With intake of three drinks per day, mortality 

increases and with intake of 7 or more drinks per day, mortality increases substantially 

(Lewis, 1997; Poikolainen, 1995). Alcohol use is a risk factor for accidents and is a 

leading cause of death among men of all ages (Osborn, 1998). Acute alcohol impairment 

increases the risk of several types of physical trauma (Evans, 1990; Rivara et al., 1993; 

Rivara, Mueller, Somes, Mendoza, Rushforth, & Kellerman, 1997; Smith & Kraus, 1988) 

and chronic abuse increases trauma-related complications (Jurkovich et al., 1993). 

Without substance abuse treatment, an alcoholic lives an average of 12 to 15 years less 

than their life expectancy (Poikolainen, 1995). Health problems may become even more 

prevalent among the homeless as early-onset chronic substance abusers age (Aarons et 

al., 1999). 
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Alcohol use is involved in many social and psychological difficulties (O'Connor, 

1996; Regier et al., 1990). Substance use is positively correlated with high-risk sexual 

behavior in both the general population and the homeless population (Bailey, Camlin, & 

Ennett, 1998; Edlin et al., 1992; Flanigan & Hitch, 1986; Paul, Stall, & Davis, 1993; 

Robertson & Plant, 1988; Shillington, Cottier, Compton, & Spitznagel, 1995; Trocki & 

Leigh, 1991; Weinstock, Lindan, Bolan, Kegeles, & Hearst, 1993). Factors other than the 

quantity of alcohol a person consumes may lead to alcohol-related problems (Marczynski, 

Welte, Marshall, & Ferby, 1999). The development and manifestation of alcoholism is 

affected by genetic, psychosocial, cultural, and environmental factors (Hautmann, 

Campanile, & Lotti, 1999; Nestler & Self, 1997; Ross & Chappel, 1998). Several 

candidate genes have been identified for alcoholism (Ross & Chappel, 1998). 

Alcohol abusers may view their alcohol abuse as a solution to their problems. 

Alcohol may have emotional, psychological, social, and spiritual value to the substance 

abuser (Botelho, Skinner, Williams, & Wilson, 1999). Chronic alcohol abuse in the 

homeless population raises problems of poor physical and mental health, lack of stable 

relationships, lack of social support, poor motivation, and deviancy from mainstream 

social values (Fischer & Breakey, 1987; Koegel & Burnam, 1988; Struening, 1986). The 

homeless experience earlier onset and greater number of alcohol use disorder symptoms 

(Koegel & Burnam, 1988). 
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Substance Abuse Treatment Alacrity 

Substance abuse treatment alacrity is a prompt positive response to the suggestion 

of substance abuse treatment. Substance abuse treatment readiness contributes to 

substance abuse treatment alacrity. Readiness for substance abuse treatment has been 

traditionally perceived as a dichotomy of ready or not ready for treatment. Client 

ambivalence is a dynamic interaction between the client and the environment. Readiness 

for change can be influenced by manipulation of the client's environment (Miller, 1995; 

Miller & Rollnick, 1991 ). 

Bother or Distress about Substance Abuse 

There is no available literature about homeless persons' bother or distress about 

substance abuse. Bother about substance use is defined as distress concerning substance 

abuse or trouble felt by the individual about their substance abuse problem. 

Operationally, bother or distress concerning alcohol dependence may be a motivating 

factor for seeking substance abuse treatment or for substance abuse treatment alacrity. 

When taken as a group, homeless persons are present-oriented (Downing & Cobb, 1990) 

and may not consider the long-term effects of their substance abuse. Lack of 

consideration to unfavorable side effects of abuse may decrease bother or distress about 

substance abuse. Loss of environmental control affects the coping abilities of homeless 

persons and they may turn to substance abuse to cope with the difficulties of 

homelessness (Downing & Cobb, 1990). Bother associated with substance abuse may be 



more related to the prospect of not having the coping mechanism of substance abuse 

available rather than bother about the substance abuse itself. 

The client may not see a need to give up alcohol because the client does not 

perceive the alcohol dependence as a problem (Isenhart, 1997). It may be counter

therapeutic to encourage a client to change behavior that the client does not consider a 

problem. Therefore, assessment of bother is an important element in determining 

readiness for treatment. Research shows substance abuse treatment must match the 

client's individual readiness for change (Carney & Kivlahan, 1995; DiClemente & 

Hughes, 1990; Isenhart, 1994). 

Seeking Treatment versus Not Seeking Treatment 
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There are currently no studies that compare homeless substance abusers that are 

seeking treatment with homeless substance abusers who are not seeking treatment. 

Alcohol abusers who are unmotivated to change their alcohol use patterns often minimize . 

the risk of their addiction (Botelho, Skinner, Williams, & Wilson, 1999). Garret, Landau

Stanton, Stanton, Stellato-Kabat, and Stellato-Kabat (1997) report an estimated 90-95% 

of active substance abusers do not seek treatment within any given year. Up to 80% of 

alcohol abusers resist alcohol treatment advice. Most resistant patients are capable of 

reducing their alcohol use, but lack motivation (Botelho, Skinner, Williams, & Wilson, 

1999). 

The direct and indirect costs of substance abuse are astounding (French & Martin, 

1996). It is estimated the mean cost of residential substance abuse treatment is $2,773 per 
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patient per day and the mean cost of outpatient substance abuse treatment is $636 per 

patient per day (Anderson, Bowland, Cartwright, & Bassin, 1998). On average, substance 

abusers accrue higher health care charges than people with other chronic conditions 

(Garnick, Hendricks, Comstock, & Horgan, 1997). As a whole, alcohol treatment is 

effective and cost beneficial in alcoholic populations (Miller & Flaherty, 2000). Holder 

and Blose (1992) showed a 24% decline in post-treatment health care costs for a cohort of 

treated alcoholics. 

While it is difficult to engage and retain the substance abuser in treatment 

(Meyers & Smith, 1997), many previous studies have shown retention in substance abuse 

treatment is an important predictor of client outcomes. There is a positive relationship 

between length of time in treatment and more positive outcomes (Condelli & Hubbard, 

1994; Devine & Wright, 1995; French, Zarkin, Hubbard, & Rachal, 1993; Liberty et al., 

1998; Shwartz, Baker, Mulvey, & Plough, 1997; Simpson, 1979). A study of200 

substance abusers indicates completion of treatment is positively related to the 5-year 

outcome of social functioning (Ravndal & Vaglum, 1998). Some substance abusers 

relapse despite multiple treatment courses (Burge & Schneider, 1999; Garbutt, West, 

Carey, Lohr, & Crews, 1999). Appropriate patient-treatment matching on the basis of 

addiction severity may lead to improved treatment benefit (Thornton, Gottheil, 

Weinstein, & Kerachsky, 1998). 

Retention of homeless clients in substance abuse treatment programs is more 

problematic than with the general population of substance abusers (Orwin, Garrison-



43 

Mogren, Jacobs, & Sonnefeld, 1999). Clients who are indifferent are less likely to change 

(Botelho, Skinner, Williams, & Wilson, 1999). Personal decisions about lifestyle changes 

evolve slowly over time (Burge & Schneider, 1999). Substance abusers who remain in 

treatment the longest are those with a continued motivation to change (DeLeon & 

Rosenthal, 1989). Therefore, it is vital to differentiate the homeless substance abuser that 

seeks treatment from one who does not. 

Charney, Paraherakis, Negrete, and Gill (1998) speculate level of motivation, life 

context, and social support may affect treatment outcome. Significant positive predictors 

of treatment outcome include family stability and occupation strength while significant 

negative predictors include psychological problems and indicators of alcohol severity 

(Harrison & Asche, 1999). Since the homeless inherently lack the positive predictors of 

treatment outcome, motivation for treatment may be even more important in the homeless 

population than in the general population. The development of substance abuse treatment 

interventions for clients at different readiness levels lead to increased treatment 

effectiveness (Isenhart, 1997). Homelessness is correlated with poor prognosis in 

substance abuse treatment (W estermeyer, 1989). 

Role of the Advanced Practice Nurse 

As the scope of practice for advanced practice nurses (APNs) broadens to include 

increasingly independent practice, it is vital for all APN s to sharpen their assessment 

skills. APNs often practice as primary care providers in medically underserved areas 

where homelessness may be epidemic. It is important for the APN to recognize the many 
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complex social, medical, and psychological problems that interlace in the homeless 

population (Minick, Kee, Borkat, Cain, & Oparah-Iwobi, 1998). It is especially important 

for primary care providers, including nurse practitioners (NPs) and other APNs, to be 

knowledgeable about the health problems of the homeless (Barclay, Richardson, & 

Fredman, 1995). 

As health care providers sometimes view homeless persons as undesirable clients 

(Hunter, Getty, Kemsley, & Skelly, 1991; Malone, 1996), it is important for the APN to 

treat all clients equally. The homeless are classified as a marginalized population and it is 

well documented that marginalized persons are often treated differently in health care 

settings (Kus, 1990; Wenneker & Epstein, 1989). Health care professionals identify client 

inability to follow through with care, lack of a safe place for discharge, and lack of client 

motivation as factors that impede health care delivery to the homeless (Hunter et al., 

1991). As opposed to using these reasons as excuses to deny care to the homeless, it is the 

role of the APN to find ways to overcome these difficulties. One way an APN can 

optimally treat the homeless is through community-based health services that are 

receptive to the unique requirements of the homeless. These community-based health 

services cost less and provide better service to the homeless population (Sachs-Ericsson, 

Debrody, & Paniucki, 1999). 

It is sometimes difficult to identify clients experiencing alcohol dependence. The 

first sign of alcohol abuse may be social difficulties. During the early stages of alcohol 

abuse, the physical exam may reveal little about the alcohol problem (Burge & Schneider, 
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1999). In an outpatient setting, clients with active alcohol dependence are significantly 

more likely to report failure to use seat belts, history of smoking, alcohol use within 24-

hours of an office visit, and self-reported family history of alcoholism than patients 

without active alcohol dependence (Isaacson, Nielsen, Urbanic, & Challgren, 1999). 

Even more difficult than identifying clients experiencing alcohol dependence is 

the assessment dilemma of identifying clients that will benefit from substance abuse 

treatment (Isenhart, 1997). The health care provider should direct intervention efforts 

based on the client's readiness to change their alcohol dependence (Burge & Schneider, 

1999). It has been identified that family health care providers can positively affect the 

alcohol usage of alcohol abusers through early and brief interventions (Richmond, 

Heather, Wodak, Kehoe, & Webster, 1995; WHO Brief Intervention Study Group, 1996). 

Health care providers can intervene with homeless alcohol abusers through health 

promotion and substance abuse treatment referrals from the emergency room (Bernstein, 

Bernstein, & Levenson, 1997). Health care providers can intervene to decrease alcohol 

abuse and subsequent health care resource utilization (Fleming, Barry, Manuell, & 

London, 1997; O'Connor & Schottenfeld, 1998). 

In addition to APNs functioning as primary care providers, APNs functioning as 

case managers are able to successfully intervene on behalf of the homeless substance 

abuser. In a group of 289 homeless alcoholics, intensive case management intervention 

improved the living conditions through successful acquisition of entitlement payments 
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and reduction in the use of alcohol (Cox, Walker, Freng, Short, Meijer, & Gilchrist, 

1998). 

Many aspects of assessment are important when caring for the homeless substance 

abusing population. The holistic orientation of APNs ideally suits these professionals for 

dealing with the multiple and complex issues of the homeless substance abuser. In 

addition to identifying persons with substance abuse problems, the APN is able to assist 

the client in finding ways to overcome barriers to substance abuse treatment. The 

foundation of advanced practice nursing in the profession of nursing facilitates the 

utilization of a nursing model, such as the RAM, in the implementation of nursing care. 

APNs using the RAM as a conceptual framework can positively influence the substance

abusing homeless client's adaptation toward health while contributing to the 

advancement of nursing science. 

Summary 

The review of the literature encompassed the operational definition of 

homelessness used in this study, characteristics of the homeless population, and the 

morbidity and mortality of homeless persons. The review also covered substance use in 

the United States, substance use in the homeless population, and health effects of 

substance use. Gaps in the literature pertaining to the homeless population were identified 

in the areas of readiness for substance abuse treatment, bother or distress about substance 

abuse, and treatment-seeking versus not treatment-seeking clients. The actual and 



potential role of the APN in the assessment and treatment of the homeless substance 

abuse population was explored. 
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The method section includes the proposed research design, research questions, 

sample, instruments, demographic characteristics of the sample, research variables, data 

collection, and data analysis. This study was a secondary data analysis of an available 

data set. Dr. Julie Erickson obtained original human subjects approval from the 

University of Arizona, Tucson. 

Research Design 

This study was a secondary analysis of quantitative baseline data from the Amity 

Settlement Services for Education and Transition Project (ASSET). The baseline data was 

collected upon entry into the ASSET program (Erickson, Stevens, McKnight, & 

Figueredo, 1995). The research design for this study was a cross-sectional comparative 

descriptive design (Nieswiadomy, 1993). 

Research Questions 

Research questions 1 through 7 explored the relationships between self-reported 

baseline measures of perception of alcohol problem, alcohol dependence, reported 

alcohol dependence, perceived bother, alcohol addiction behavior, self-predicted success 

in treatment, motivation to seek treatment, readiness for treatment, and stated reason for 

most recent episode of homelessness with the sample of homeless adult male substance 

abusers who were seeking treatment in the ASSET program (N = 313). 



1. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their alcohol 

dependence? 

2. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' reported alcohol dependence and their perceived bother 

concerning their alcohol problem? 

49 

3. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' reported alcohol addiction behavior and perceived bother 

concerning their alcohol problem? 

4. In homeless adult male substance abusers who are seeking treatment, is there 

a relationship between perceived bother concerning their alcohol problem at 

baseline and self-predicted success in treatment? 

5. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their motivation 

to seek treatment? 

6. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their readiness 

for treatment? 

7. Is there a relationship between treatment-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and the stated reason 

for most recent episode of homelessness? 



50 

Research questions 8 through 14 explored the relationships between self-reported 

baseline measures of perception of alcohol problem, alcohol dependence, reported 

alcohol dependence, perceived bother, alcohol addiction behavior, self-predicted success 

in treatment, motivation to seek treatment, readiness for treatment, and stated reason for 

most recent episode of homelessness with the sample of homeless male adult substance 

abusers who were not seeking treatment with the ASSET program (N = 118). 

8. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their alcohol 

dependence? 

9. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' reported alcohol dependence and their perceived bother 

concerning their alcohol problem? 

10. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' reported alcohol addiction behavior and perceived bother 

concerning their alcohol problem? 

11. In homeless adult male substance abusers who are not seeking treatment, is 

there a relationship between perceived bother concerning their alcohol 

problem at baseline and self-predicted success in treatment? 

12. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their motivation 

to seek treatment? 



13. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and their readiness 

for treatment? 
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14. Is there a relationship between treatment non-seeking homeless adult male 

substance abusers' perceptions of their alcohol problem and the stated reason 

for most recent episode of homelessness? 

Research questions 15 through 23 explored differences between homeless male 

adult substance abusers who were seeking treatment in the ASSET program (N = 313) 

and those who were not (N = 118) for self-reported baseline measures of perception of 

alcohol problem, alcohol dependence, reported alcohol dependence, perceived bother, 

alcohol addiction behavior, self-predicted success in treatment, motivation to seek 

treatment, readiness for treatment, and stated reason for most recent episode of 

homelessness. 

15. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in perceptions of their 

alcohol problem? 

16. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in their alcohol 

dependence? 



1 7. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in reported alcohol 

dependence? 

52 

18. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in their perceived bother 

concerning their alcohol problem? 

19. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in reported alcohol 

addiction behavior? 

20. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in relationship to self

predicted success in treatment? 

21. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in their motivation to 

seek treatment? 

22. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in their readiness for 

treatment? 

23. Did homeless adult male substance abusers who sought treatment differ 

significantly from those who did not seek treatment in the stated reason for 

most recent episode of homelessness? 
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Sample 

The sample of homeless male adult substance abusers included substance abusers 

who are seeking treatment (N = 313) and those who are not (N = 118). The treatment

seeking sample consisted of313 homeless adult male self-identified substance abusers 

enrolled in the ASSET program. The ASSET program was a three-year research 

demonstration project funded by the National Institute on Alcohol Abuse and Alcoholism 

(NIAAA). The ASSET program was awarded a $2.5 million NIAAA grant (number 1 

UOl AA08788) for the period of October 1990 to December 1993. The ASSET program 

provided homeless adult substance abusers with three months of substance abuse 

treatment based on a modified therapeutic community model. The modified therapeutic 

community model encompassed the services of a traditional therapeutic community but 

excluded provision of a nightly residence. 

The goals of ASSET were to decrease substance use, improve general health, 

strengthen employment skills, and secure residential stability of homeless adult substance 

abusers (Erickson, Chong, Anderson, & Stevens, 1995; Stevens, Erickson, Tent, Chong, 

& Gianas, 1993). Eligibility criteria for ASSET were (1) at least 18 years of age; (2) 

homeless as defined by the McKinney Act; (3) reported alcohol and/or substance abuse 

problem; (4) no use of psychotropic medications; and, (5) agreed to random assignment 

to the residential or non-residential treatment program. A non-equivalent comparison 

group of 136 adult males, who met eligibility criteria one through four but refused 



treatment with ASSET, was also studied (Erickson, Stevens, McKnight, & Figueredo, 

1995). 
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The total sample for this secondary data analysis consisted of homeless adult male 

substance abusers. Data was originally collected on both male and female homeless adult 

substance abusers, but the number of female respondents was proportionately small. A 

focus on homeless adult male substance abusers provided greater statistical strength and 

theoretical soundness. 

Instruments 

Alcohol Dependence Scale 

The Alcohol Dependence Scale (ADS) is a 25-item self-report instrument used to 

evaluate the severity of alcohol dependence (see Appendix E). The ADS was derived 

from the larger Alcohol Use Inventory (Warnberg & Hom, 1983; Warnberg, Hom, & 

Foster, 1977). The ADS is a brief, convenient, and cost-effective instrument 

(Chantarujikapong, Smith, & Fox, 1997). The items pertain to aspects of alcohol use in 

the previous twelve months. The general areas assessed are compulsive drinking patterns, 

physiological reactions to alcohol, emotional reactions to alcohol, alcohol tolerance, and 

withdrawal effects. The ADS is a summated scale with a range of O through 50. Higher 

scores on the ADS indicate a greater manifestation of alcohol dependence syndrome 

(Argeriou, McCarty, & Mulvey, 1995; Chantarujikapong, Smith, & Fox, 1997). 

Early publications using the ADS reported strong reliability and validity across 

varied populations undergoing alcohol dependence assessment and treatment (Sanchez-
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Craig, 1980; Skinner & Allen, 1982). The initial psychometric evaluation of the ADS 

found higher scores were correlated with increased social consequences from drinking, 

greater quantities of alcohol assumption, and higher scores on the Michigan Alcoholism 

Screening Test. Concurrent validity measures showed the ADS is positively correlated 

with drinking behaviors and psychopathology and physical symptoms (Skinner & Allen, 

1982). A separate study also reported correlations between ADS scores and concurrent 

validity measures (K.ivlahan, Sher, & Donovan, 1989). A later psychometric evaluation 

by Allen et al. (1994) concluded the ADS had favorable psychometric properties across 

cultures. 

When compared to the Diagnostic Interview Schedule (DIS), the ADS had a 

specificity of 82% and a sensitivity of91 % as a screening instrument for alcohol 

dependence with an ADS score of 9 as the cutoff for classifying patients as alcoholic 

(Ross, Gavin, & Skinner, 1990). In the study by Ross, Gavin, and Skinner (1990) the 

ADS again showed a high correlation with the MAST (.79). In a second study, the ADS 

score had a significant correlation with the DSM-III checklist score for alcohol 

dependence (Willenbring & Bielinski, 1994). Willenbring and Bielinski report the ADS is 

a valid and reliable instrument for measuring alcohol dependence. However, they 

recommend an ADS score of 3 be used to determine alcohol dependence to avoid false 

negatives. 

Skinner and Allen (1982) reported substantial internal consistency with normal 

distribution of scores. The K.ivlahan, Sher, and Donovan study (1989) reported the ADS 



is an unidimensional scale with high internal consistency (Cronbach's alpha= .85). In 

this study, the sum.mated ADS was used as a measure of alcohol dependence. 

Addiction Severity Index 
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The Addiction Severity Index (ASI) is a structured clinical interview that yields 

10-point problem severity profiles in each of seven general areas affected by addiction 

(see Appendix F). The seven general areas assessed are: alcohol abuse, drug abuse, 

medical condition, psychological condition, illegal activity, family/social support, and 

employment. The ASI generates composite scores in each of the seven areas and a rating 

of alcohol problem severity (Argeriou, McCarty, & Mulvey, 1995; McLellan et al., 1992; 

McLellan et al. 1985; McLellan, Luborsky, Woody, & O'Brien, 1980). ASI variation in 

the general areas affected by addiction may contribute to or result from the substance 

abuse. Therefore, the ASI indicates presence of severity but does not determine causality. 

Higher scores on the ASI indicate greater severity (Humphreys & Rosenheck, 1998). The 

ASI defines severity as "need for additional treatment" (McLellan, Luborsky, Woody, & 

O'Brien, 1980, p. 27). The ASI collects both objective information and subjective self

assessment of severity (McLellan et al., 1992; McLellan et al., 1985; McLellan, 

Luborsky, Woody, & O'Brien, 1980). 

The ASI has been through extensive psychometric analysis in various substance

using populations. It demonstrated excellent concurrent reliability with an average 

concordance of .89 and high concurrent and discriminant validity (Humphreys & 

Rosenheck, 1998; Kosten, Rounsaville, & Kleber, 1983; McLellan et al., 1992; McLellan 
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et al., 1985). The ASI demonstrated high inter-rater reliability (McLellan et al., 1985) and 

good test-retest reliability (Drake, McHugo, & Biesanz, 1995; McCusker, Bigelow, 

Servigon, & Zorn, 1994; McLellan et al., 1985). 

The ASI has shown sufficient internal consistency in several studies (Amoureus, 

van den Hurk, Schippers, & Breteler, 1994; Hendriks, Kaplan, van Limbeek, & 

Geerlings, 1989; Hodgins & El-Guebaly, 1992). In a field study of 8,984 ASis by 

Leonhard, Mulvey, Gastfriend, and Shwartz (2000) all seven domains of the ASI showed 

acceptable internal consistency (Cronbach's alpha= .65 - .89). The study by Leonhard, 

Mulvey, Gastfriend, and Shwartz (2000) also demonstrated ASI scores are internally 

consistent and valid even when recommended administration protocol is not steadfastly 

followed. 

The ASI has repeatedly demonstrated utility in the homeless population 

(Argeriou, McCarty, Mulvey, & Daley, 1994; Drake, McHugo, & Biesanz, 1995; 

Schumacher et al., 1995; Zanis, McLellan, Cnaan, & Randall, 1994). The ASI has 

satisfactory concurrent and predictive criterion-related validity and construct validity 

across diverse populations (Hendriks, Kaplan, van Limbeek, & Geerlings, 1989; Hodgins 

& El-Guebaly, 1992; Lehman, Myers, Dixon, & Johnson, 1996; McDermott, Alterman, 

Brown, Zaballero, Snider, & McKay, 1996). In the present study, selected items of the 

ASI were used to ascertain demographic characteristics of the sample and as operational 

research variables. 
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Circumstances, Motivation, Readiness, and Suitability Scale 

De Leon and Jainchill's Circumstances, Motivation, Readiness, and Suitability 

Scale (CMRS) measured perceived willingness for treatment at baseline (see Appendix 

G). The CMRS is a 42-item, self-report, five-point Likert scale with responses on a 

continuum from "strongly agree" to "strongly disagree". The Circumstances subscale (8 

items) evaluates the external pressures that influence substance abusers to seek treatment. 

The Motivation subscale (17 items) measures internal positive or negative reasons for 

change. The Readiness subscale (9 items) measures perceived need for formal treatment 

as opposed to self-directed change or assistance from significant others. The Suitability 

subscale (16 items) measures perception of the appropriateness of the therapeutic 

community treatment model for the individual. The total CMRS score assesses the 

substance abuser's willingness or potential to enter and remain in therapeutic community 

treatment. The CMRS is summated for four subscale scores and for a total CMRS scale 

score (DeLeon, Melnick, & Kresse!, 1997; DeLeon, Melnick, Kresse!, & Jainchill, 1994; 

Erickson, Stevens, McKnight, & Figueredo, 1995). 

A study by DeLeon, Melnick, Kresse!, and Jainchill (1994) included a 

discriminant factor analyses that confirmed the internal consistency and face validity of 

the four CMRS subscales and the total scale. In this study, the reliability of the total scale 

was high (Cronbach's alpha= .87). Three of the four individual subscales had reliability 

coefficients falling into the acceptable range. The lower reliability of the subscales as 

compared to the total scale may reflect the smaller number of items in the subscales 



(Melnick, DeLeon, Hawke, Jainchill, & Kresse!, 1997). The low reliability of the 

Circumstances subscale (Cronbach's alpha= .44) may emulate its intrinsic 

multidimensionality (DeLeon, Melnick, Kresse!, & Jainchill, 1994). 
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Content validity for the CMRS was established by developing items with 

substance abuse client and therapeutic community recovering staff. A panel of therapeutic 

community experts validated the item clusters (DeLeon & J ainchill, 1986). Since 

inception, the CMRS has demonstrated adequate reliability (DeLeon, Melnick, Kresse!, 

& Jainchill, 1994). 

Personal History Form 

The Personal History Form (PHF) was designed for use with homeless and low

income persons (Barrow, Hellman, Lovell, Plapinger, & Struening, 1991). The PHF 

gathers information about housing, income, education, jobs, family structure, life events 

and service utilization (see Appendix H). The PHF has been used extensively in health 

care research (Bassuk, Weinreb, Dawson, Perloff, & Buckner, 1997; Bassuk, Weinreb, 

Buckner, Browne, Salomon, & Bassuk, 1996; Cox, Walker, Freng, Short, Meijer, & 

Gilchrist, 1998; Weinreb, Goldberg, Bassuk, and Perloff, 1998; Weinreb, Goldberg, 

Lessard, Perloff, & Bassuk, 1999). 

Demographic Characteristics of the Sample 

This study looked at the following demographic characteristics of the sample: (1) 

socioeconomic characteristics, (2) age, (3) race, ( 4) recent residential information, (5) 

previous substance abuse treatment, (6) lifetime episodes ofhomelessness, (7) history of 



substance use, (8) current substance use, (9) stated reasons for homelessness, and (10) 

substance identified as biggest problem. 
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The socioeconomic characteristics measured were education (ASI 28), 

professions, trades, or skills (ASI 30a, ASI 30b), and veteran status (ASI 18). Age was 

calculated from year of birth and year of data collection (ASI 6c, ASI 16c). Race was 

self-identified by the homeless individual (ASI 17). Recent residential information 

included number of nights spent in selected locations during the previous sixty days (PHF 

10a - PHF 10w). The number oftimes treated for alcohol abuse (ASI 61a) and the 

number of times treated for drug abuse (ASI 61c) measured previous substance abuse 

treatment. Lifetime episodes of homelessness were characterized by age at onset of first 

episode of homelessness (PHF 11), lifetime episodes of homelessness (PHF 12a), 

episodes of homelessness in the past five years (PHF 12b), longest episode of 

homelessness (PHF 13a), and lifetime total number of years homeless (PHF 14a). 

History of substance use was measured by years of lifetime drug abuse not 

including alcohol (ASI 55b ), years of lifetime use of more than one substance including 

alcohol (ASI 56b ), and lifetime history of substance used (ASI 43b, ASI 44b, ASI 45b, 

ASI 46b, ASI 47b, ASI 48b, ASI 49b, ASI 50d, ASI 51d, ASI 52d, ASI 53d, ASI 54d). 

Current substance use was measured by days of drug use not including alcohol in the 

prior thirty days (ASI 55a), days of use of more than one substance including alcohol in 

the prior thirty days (ASI 56a), and history of substances used in the prior thirty days 

(ASI 43a, ASI 44a. ASI 45a, ASI 46a, ASI 47a, ASI 48a, ASI 49a, ASI 50a, ASI 51a, 
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ASI 52a, ASI 53a, ASI 54a). Stated reasons for homelessness were explored for both the 

first episode (PHF 17 a - PHF 1 7 o) and the most recent episode of homelessness (PHF 20a 

- PHF 200 combined with PHF 1 7 a - PHF 17 o if current episode of homelessness was the 

first episode of homelessness). 

Research Variables 

The following report the scales and items used to measure the variables examined 

by the research questions. 

Perception of alcohol problem. C:MRS Scales item 18. 

Alcohol dependence. Summated ADS. 

Reported alcohol dependence. ASI item 63a. 

Perceived bother. ASI item 64a. 

Reported alcohol addiction behavior. ASI items 58a, 59a, 60a, 61a, and 62a 

Self-predicted success in treatment. CMRS Scales item 11 . 

Motivation to seek treatment. Motivation subscale of the CMRS Scales. 

Readiness for treatment. Readiness subscale of the CMRS Scales. 

Stated reason for most recent episode of homelessness. PHF items 20a - 200. 

Data Collection 

Data were obtained from an existing database. Original baseline data were 

collected through a baseline interview and instruments administered by trained 

interviewers. An interviewer read each item of the instruments and the participant 

answered using one of the possible responses or indicated "not applicable". All 



participants were paid $10.00 for completing the baseline interview (Erickson, Stevens, 

McKnight, & Figueredo, 1995). 

Data Analysis 

Demographic Information 

Demographic characteristics of the sample were categorized through descriptive 

statistics. The selected descriptive statistics were frequencies, valid percentages, means, 

ranges, and standard deviations (Polit & Hungler, 1995). 

Statistical Significance 
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The critical alpha value for statistical significance was adjusted by the Bonferroni 

technique, or the Bonferroni correction for inequality (Bonferroni correction), to protect 

against type I error (Huck & Cormier, 1996; Pett, 1997). Type I error is rejecting the null 

hypothesis when it is true (Polit & Hungler, 1995). Study-wide statistical significance 

was set at an original alpha value (a) ofless than or equal to .05. A Bonferroni correction . 

divides the original alpha level (a) by the number of statistical tests employed (k) to 

calculate the adjusted critical alpha value (a') (Huck & Cormier, 1996; Pett, 1997). For 

this secondary analysis, the adjusted critical alpha is less than or equal to .001 (a'= alk= 

.05/77 = .001). 

Type II error is failing to reject the null hypothesis when the alternative 

hypothesis is true (Milton, 1992). Dramatically adjusting the critical alpha level to protect 

against Type I error simultaneously increases the risk of Type II error (Huck & Cormier, 

1996). Due to the inherent difficulty in ascertaining the adjusted critical alpha for 



statistical significance determined by the Bonferroni correction (p :S .001) and the 

increased risk of Type II error, statistical significance for this study was set at widely 

accepted conservative traditional critical alpha of less than or equal to . 01. 

Research Questions 1 through 14 
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Correlations between study variables were used to address research questions 1 

through 14. Due to the presumed non-normal distribution of the sample data, 

nonparametric statistics were appropriate. Research questions 1 through 6 were answered 

using treatment-seeking homeless adult male substance abusers and questions 7 through 

14 were answered using non-seeking homeless adult male substance abusers. 

Research Questions 1 through 6 and 8 through 13 

Kendall's tau-b coefficient (-r:b) is a nonparametric alternative to the Pearson's 

product-moment correlation coefficient and is used when assumptions underlying 

Pearson's product-moment correlation coefficient are violated (Munro, 1997a). Kendall's 

tau-b is a descriptive statistic with the correlation coefficient summarizing the magnitude 

and direction of a relationship between two variables. Values of Kendall's tau-b range 

from -1. 00 ( a perfect negative relationship) to + 1. 00 ( a perfect positive relationship) 

(Polit & Hungler, 1995). Kendall's tau-b accounts for ties among observations (Pett, 

1997). In health care research, a comparison of Pearson's product-moment correlation 

and Spearman's rho to Kendall's tau-b showed Kendall's tau-b maintained control of type 

I errors, provided tight confidence intervals, and had a clear interpretation (Arndt, 



Turvey, & Andreasen, 1999). Therefore, Kendall's tau-b was used to examine research 

questions 1 through 6 and 8 through 13. 

Research Questions 7 and 14 
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Chi-square test fork independent samples (chi-square test) is one of the most 

popular non-parametric tests (Pett, 1997). The chi-square test is non-directional and 

indicates the association between variables. This study meets the chi-square test 

assumptions of categorical variables, frequency data, no repeated observations, no 

multiple response categories, and an adequate sample size. Therefore, the chi-square test 

was used to examine research questions 7 and 14. 

To determine the magnitude of a statistically significant association, Cramer's V 

is used (Pett, 1997). Cramer's Vis calculated as a measure of strength when the chi

square value is significant for a larger than 2 x 2 contingency table (Munro, 1997b ). 

Cramer's Vis a modified version of the phi coefficient that adjusts for the number of 

levels of the categorical variable while maintaining the possible range of values from O to 

1 (Pett, 1997). For research questions 7 and 14, the magnitude of association for a 

significant chi-square was calculated by Cramer's V. 

Research Questions 15 through 23 

Two group comparisons were used to address research questions 15 through 23. 

The two independent groups are homeless adult male substance abusers who sought 

treatment and homeless adult male substance abusers who did not seek treatment. Due to 



the presumed non-normal distribution of the sample data, nonparametric statistics were 

appropriate. 

Research Questions 15 through 22 
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Wilcoxon-Mann-Whitney Utest (Mann-Whitney test) is the nonparametric 

equivalent to the independent t test and is one of the most commonly used non-parametric 

tests in healthcare research. Also known as the Wilcoxon W ranked-sum test (Wilcoxon 

W statistic) and the Mann-Whitney U test (Mann-Whitney U statistic), the Mann-Whitney 

test uses sample medians as the measure of central tendency to compare central tendency 

between independent groups (Milton, 1992; Pett, 1997). The Mann-Whitney test is a very 

powerful statistical test with sensitivity to central tendency. When assumptions for the 

parametric independent t test are not met, the Mann-Whitney is the more powerful 

statistical test (Pett, 1997). Therefore, the Mann-Whitney test will be used to answer 

research questions 15 through 22. 

Research Questions 23 

Chi-squared statistic for two independent samples (chi-square) is the most 

commonly reported nonparametric statistic in health care research (Munro, 1997b ). The 

chi-square test for two independent samples is used when both independent and 

dependent variables are categorical. There is no parametric alternative to this test (Pett, 

1997). 

Phi is calculated when the chi-square value is significant to interpret both the 

strength and direction of the significant relationship (Munro, 1997b ). Phi is most useful 
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in a 2 x 2 contingency table where both the independent and dependent variables are 

dichotomous. Phi decreases the chi-square sensitivity to sample size and allows 

comparison of the strength of the relationship across studies (Munro, 1997b ). In a 2 x 2 

table, the value of phi ranges from O to 1 with O indicating no relationship and 1 

indicating a perfect relationship. Phi coefficients O through .29 indicate a weak strength 

relationship, .30 through .49 a low strength relationship, .50 through .69 a moderate 

strength relationship, . 70 through .89 a strong strength relationship, and .90 to 1.00 a very 

strong strength relationship (Pett, 1997). 

Chi-square was used to examine research question 30 because this study met the 

chi-square assumptions of greater than 20 subjects per sample, frequency data, 

dichotomous mutually exclusive independent variables, independence of observations, 

and theoretical basis of the categories (Munro, 1997b; Pett, 1997). Phi was used because 

the data formed a 2 x 2 contingency table and is preferable to Cramer's V. To answer 

research question 23, chi-square determined statistical significance while phi measured 

the magnitude of the relationship strength for a statistically significant chi-square. 

Summary 

The design used for this secondary data analysis was cross-sectional comparative 

descriptive. The study used baseline data from homeless adult male substance abusers 

prior to treatment or non-treatment for alcohol dependence. The research variables 

included perception of alcohol problem, alcohol dependence, reported alcohol 

dependence, perceived bother, reported alcohol addiction behavior, self-predicted success 
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in treatment, motivation to seek treatment, and stated reason for most recent episode of 

homelessness. Instruments used were the ADS, ASI, CMRS, and PHF. Correlations were 

used to answer fourteen research questions pertaining to the relationships among the 

selected research variables. Two group comparisons were used to answer nine research 

questions pertaining to the differences between those who sought treatment and those 

who did not seek treatment. 



Introduction 

CHAPTER IV 

RESULTS 
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This chapter contains the statistical results obtained from secondary data analysis. 

The selected demographic characteristics are presented for homeless adult male substance 

abusers who are seeking treatment (treatment-seekers) and for homeless adult male 

substance abusers who are not seeking treatment (non-seekers). Research questions 1 

through 7 were answered for the treatment-seeking sample (N = 313). Research questions 

8 through 14 were answered for the non-seeking sample (N = 118). Research questions 

15 through 23 were answered by comparing the treatment-seeking sample with the non

seeking sample. 

Demographic Characteristics 

Demographic characteristic included the following: (1) socioeconomic 

characteristics, (2) age, (3) race, (4) recent residential information, (5) previous substance 

abuse treatment, (6) lifetime episodes of homelessness, (7) history of substance use, (8) 

current substance use, (9) stated reasons for homelessness, and (10) substance identified 

as biggest problem. 

The mean (M), standard deviation (SD), and range of responses for selected 

demographic characteristics were computed for treatment-seekers (Table 1) and non

seekers (Table 2). The treatment-seeking sample was analogous to the non-seeking 

sample in the demographic characteristics of age and education. The two independent 
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samples were similar on measures of previous substance abuse treatment, lifetime history 

of substance use, and current substance use. Treatment-seekers and non-seekers were also 

similar on most measures of their experiences with homelessness including age at first 

onset and lifetime and current patterns. The only notable difference was treatment-seekers 

reported a mean shorter duration of the longest episode of homelessness (M = 1.53 years, 

SD= 3.24) compared to non-seekers (M = 4.06 years, SD= 5.23). 
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Table 1. Selected Demographic Characteristics of Treatment-Seekers (N = 313) 

M(SD) Range 
Education (Years) 11.88 (2.26) 1-18 

Age (Years) 35.65 (9.66) 18-87 

Age at First Episode of Homelessness (Years) 27.65 (10.75) 1-59 

Lifetime Episodes of Homelessness ( #) 5.52 (10.35) 1-95 

Episodes of Homelessness in Last 5 Years(#) 3.04 (4.23) 0-30 

Longest Episode of Homelessness (Years) 1.53 (3.24) 0-31 

Lifetime Total Time Homeless (Years) 2.96 (4.78) 0-31 

Previous Treatment for Alcohol Abuse(#) 5.68 (13.26) 0-95 

Previous Treatment for Drug Abuse(#) 2.29 (7.11) 0-95 

Drug Use in Prior 30 Days, Not Alcohol (Days) 8.58 (10.00) 0-30 

Use of>l Substance in Prior 30 Days (Days) 6.56 (8.83) 0-30 

Lifetime Drug Use, Not Alcohol (Years) 12.11 (8.95) 0-46 

Lifetime Use of> 1 Substance (Years) 10.53 (8.46) 0-36 
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Table 2. Selected Demographic Characteristics of Non-Seekers (N = 118) 

M(SD) Range 
Education (Years) 11.19 (2.52) 0-15 

Age (Years) 39.36 (8.98) 21-64 

Age at First Episode of Homelessness (Years) 28.56 (10.28) 8-61 

Lifetime Episodes of Homelessness ( #) 5.75 (8.44) 1-50 

Episodes of Homelessness in Last 5 Years(#) 3.38 (5.30) 1-30 

Longest Episode of Homelessness (Years) 4.06 (5.23) 0-25 

Lifetime Total Time Homeless (Years) 6.21 (6.16) 0-29 

Previous Treatment for Alcohol Abuse(#) 6.87 (13.57) 0-95 

Previous Treatment for Drug Abuse ( #) 1.15 (3.22) 0-20 

Drug Use in Prior 30 Days, Not Alcohol (Days) 10.08 (10.97) 0-30 

Use of>l Substance in Prior 30 Days (Days) 8.25 (9.77) 0-30 

Lifetime Drug Use, Not Alcohol (Years) 11.92 (9.68) 0-36 

Lifetime Use of>l Substance (Years) 11.02 (9.68) 0-42 
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Self-reported employment history and veteran status showed corresponding 

patterns in treatment-seekers and non-seekers. Of the treatment-seeking sample, 82.1 % (n 

= 257) reported a profession, trade, or skill while 30.4% (n = 95) reported veteran status 

(Table 3). Of the non-seeking sample, 81.4% (n = 96) reported a profession, trade, or skill 

while 47.0% (n = 55) reported veteran status (Table 3). Treatment-seekers reported a 

history of employment as executives, business managers, or administrative personnel 

with slightly greater frequency (11.4%) than non-seekers (4.2%). 
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Table 3. Professions, Trades, Skills, and Veteran Status 

Treatment-Seekers (N = 313) Non-Seekers (N = 118) 

Frequency (Valid%) Frequency (Valid % ) 
Higher Executives 3 (1.0) 0 (0.0) 

Business Managers 7 (2.2) 2 (1.7) 

Administrative Personnel 27 (8.6) 3 (2.5) 

Clerical and Sales Personnel 15 (4.8) 4 (3.4) 

Skilled Manual Laborers 132 (42.2) 54 (45.8) 

Semiskilled Workers 50 (16.0) 19 (16.1) 

Unskilled Personnel 26 (8.3) 14 (11.9) 

Not Applicable 53 (16.9) 22 (18.6) 

Veteran 95 (30.4) 55 (47.0) 



Frequency and valid percent were used to quantify self-identified race for 

treatment-seekers and non-seekers (Table 4). Treatment-seekers self-identified 

themselves as Black more frequently (20.4%) than non-seekers (3.4%). No other 

prominent difference between the two independent samples was noted. 
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Table 4. Self-Identified Race 

Treatment-Seekers Non-Seekers 
(N = 313) (N = 118) 

Frequency (Valid % ) Frequency (Valid % ) 
White (Not of Hispanic Origin) 185 (59.1) 87 (73.7) 

Black (Not of Hispanic Origin) 64 (20.4) 4 (3.4) 

American Indian 22 (7.0) 14 (11.9) 

Alaskan Native 0 (0.0) 0 (0.0) 

Asian or Pacific Islander 2 (0.6) 0 (0.0) 

Hispanic - Mexican 30 (9.6) 8 (6.8) 

Hispanic - Puerto Rican 2 (0.6) 0 (0.0) 

Hispanic - Cuban 0 (0.0) 0 (0.0) 

Other Hispanic 1 (0.3) 0 (0.0) 

Other 7 (2.2) 5 (4.2) 
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Recent residential information was measured in mean number of nights spent in 

comprehensive categories of residence for treatment-seekers (Table 5) and non-seekers 

(Table 6). The recent residential information provided by treatment-seekers and non

seekers illustrated the diversity of homelessness. Of the 21 residence categories, only the 

long-term "substance-free facility" and "group home" categories were not occupied by 

either treatment-seekers or non-seekers in the prior 60 days. In addition to the two 

residential categories already mentioned, no treatment-seekers reported residing in 

someone else's SRO room in the prior 60 days while no non-seekers reported residing in 

their own SRO room or in a nursing home in the prior 60 days. Both the treatment

seekers and non-seekers displayed expansive ranges (up to 60 days) for many of the 

residential categories. 
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Table 5. Recent Residential Information in# of Nights for Treatment-Seekers (N = 313) 

M(SD) Range # Who Reported Zero Sum for 
(Valid%) Sample 

Indoor Public Place .028 (.40) 0-7 309 (99.0) 9 

Subway or Bus 0.10 (.59) 0-7 298 (95.5) 32 

Abandoned Building 0.47 (2.12) 0-22 285 (91.3) 148 

Private Vehicle 1.37 (6.14) 0-53 270 (86.5) 443 

Outdoor Place 13.13 (18.48) 0-60 138 (43.6) 4095 

Emergency Shelter 11.07 (14.16) 0-60 59 (18.9) 3454 

Hotel/Motel 4.18 (10.79) 0-58 210 (67.3) 1304 

Own SRO Room 0.15 (1.68) 0-21 309 (99.0) 48 

Someone's SRO Room 0.00 (.00) 0 312 (100.0) 0 

Own Apartment'House 6.55 (15.66) 0-59 257 (82.4) 2044 

Parent/Guardian's Home 2.58 (9.64) 0-60 274 (87.8) 804 

Someone's Home 12.56 (18.20) 0-60 151 (48.4) 3887 

Boarding House .032 (.57) 0-10 311 (99.7) 10 

Transitional Housing 0.21 (2.78) 0-43 310 (99.4) 67 

Substance-Free Facility 0.00 (.00) 0 312 (100.0) 0 

Group Home 0.00 (.00) 0 312 (100.0) 0 

Hospital 0.55 (3.20) 0-32 288 (92.3) 172 

Nursing Home .051 (.68) 0-11 310 (99.4) 16 

Treatment Program 4.38 (10.38) 0-59 227 (72.8) 1368 

Jail or Prison 1.06 (4.91) 0-50 263 (84.3) 332 

Halfway House .022 (.40) 0-7 311 (99.7) 7 

Other 0.67 (4.27) 0-39 298 (95.5) 209 

Does Not Remember 0.71 (5.24) 0-60 304 (97.4) 221 
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Table 6. Recent Residential Information in# of Nights for Non-Seekers (N = 118) 

M(SD) Range # Who Reported Zero Sum for 
(Valid%) Sample 

Indoor Public Place 0.00 (.00) 0 118 (100.0) 0 

Subway or Bus 0.61 (5.20) 0-56 112 (94.9) 72 

Abandoned Building 1.99 (8.50) 0-58 104 (88.1) 235 

Private Vehicle 1.33 (7.56) 0-60 111 (94.1) 157 

Outdoor Place 26.86 (23.90) 0-60 35 (29.7) 3169 

Emergency Shelter 10.09 (14.95) 0-60 48 (40.7) 1191 

Hotel/Motel 2.04 (6.79) 0-60 86 (72.9) 241 

Own SRO Room 0.00 (.00) 0 118 (100.0) 0 

Someone's SRO Room 0.47 (4.46) 0-48 116 (98.3) 55 

Own Apartment/House 3.69 (11.64) 0-60 105 (89.0) 436 

Parent/Guardian's Home 0.75 (4.91) 0-42 115 (97.5) 89 

Someone's Home 7 .53 (16.40) 0-60 80 (67.8) 889 

Boarding House .059 (.64) 0-7 117 (99.2) 7 

Transitional Housing 0.62 (4.81) 0-43 116(98.3) 73 

Substance-free Facility 0.00 (.00) 0 118 (100.0) 0 

Group Home 0.00 (.00) 0 118 (100.0) 0 

Hospital .076 (.66) 0-7 115 (97.5) 9 

Nursing Home 0.00 (.00) 0 118 (100.0) 0 

Treatment Program 1.88 (6.92) 0-54 100 (84.7) 222 

Jail or Prison 1.15 (5.49) 0-46 103 (87.3) 136 

Halfway House 0.00 (.00) 0 118 (100.0) 0 

Other 0.73 (5.71) 0-54 115 (97.5) 86 

Does Not Remember 0.12 (1.29) 0-14 117 (99.2) 14 
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Current substance use in each of twelve categories was self-reported for the 30 days prior 

to data collection. Both treatment-seekers and non-seekers reported the number of days 

that they used each category of substance (Table 7). The results were similar for the two 

independent samples with non-seekers reporting minutely higher rates of any alcohol use 

(M= 18.47 days, SD= 10.28) than treatment-seekers (M= 13.52 days, SD= 10.35). 
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Table 7. Number of Days of Substance Use in Prior 30 Days 

Treatment-Seekers Non-Seekers 
(N=313) (N = 118) 

M(SD) Range M(SD) Range 
Alcohol - Any Use 13.52 (10.35) 0-30 18.47 (10.28) 0-30 

Alcohol - Feel Effects 11.79 (10.17) 0-30 16.56 (10. 79) 0-30 

Marijuana 4.81 (8.26) 0-30 8.50 (10.61) 0-30 

Cocaine/Crack 4.44 (7.87) 0-30 2.44 (6.55) 0-30 

Heroin 1.03 (3.94) 0-30 0.90 (3.80) 0-30 

Hallucinogens 0.25 (1.60) 0-21 0.21 (1.48) 0-15 

Inhalants .075 (0.55) 0-7 .034 (0.37) 0-4 

Methadone .060 (0.80) 0-14 0.13 (0.98) 0-10 

Other Opiates/ Analgesics 0.49 (2.45) 0-20 0.81 (3.02) 0-20 

Barbiturates 0.17 (1.90) 0-30 0.16 (0.93) 0-7 

Other Sedatives/Hypnotics 0.81 (3.87) 0-30 0.30 (1.61) 0-15 

Amphetamines 0.45 (2.64) 0-27 0.23 (1.20) 0-8 
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Lifetime substance use was measured by the number of years in which the 

substance was used. Both treatment-seekers and non-seekers were represented by a broad 

range of responses to the twelve substance use categories (Table 8). Both independent 

samples reported the greatest number of years of use with alcohol. 
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Table 8. Lifetime History of Substance Use in Years 

Treatment-Seekers Non-Seekers 
(N=313) (N = 118) 

M(SD) Range M(SD) Range 
Alcohol - Any Use 18.72 (9.66) 0-62 23.47 (10.13) 0-51 

Alcohol - Feeling Effects 14.64 (9.87) 0-48 18.80 (10.63) 0-51 

Marijuana 10.64 (9.12) 0-36 10.90 (9.99) 0-36 

Cocaine/Crack 4.59 (6.12) 0-31 2.98 (5.72) 0-26 

Heroin 2.26 (6.23) 0-34 2.44 (5.69) 0-25 

Hallucinogens 1.81 (3.85) 0-24 2.21 (4.94) 0-26 

Inhalants 0.52 (4.72) 0-81 0.43 (1.87) 0-15 

Methadone .092 (0.64) 0-9 .094 (0.54) 0-4 

Other Opiates/ Analgesics 1.35 (4.31) 0-34 1.35 (4.51) 0-25 

Barbiturates 0.95 (3.98) 0-46 1.38 (4.81) 0-30 

Other Sedatives/Hypnotics 1.28 (3.66) 0-27 0.62 (1.97) 0-15 

Amphetamines 2.26 (4.37) 0-24 2.26 (5.30) 0-28 
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Treatment-seekers and non-seekers identified the reasons for their first episode of 

homelessness (Table 9) and for their most recent episode of homelessness. Respondents 

chose as many reasons as applied from fifteen possible reasons including "other". If the 

current episode of homelessness was the first episode, the stated reason for the first 

episode of homelessness was reincorporated into the data set. Frequency and valid 

percent were used to characterize the two independent samples. 

Both treatment-seekers and non-seekers most frequently identified alcohol or drug 

problems as a reason for both their first episode of homelessness and their most recent 

episode of homelessness. Of treatment-seekers, 67 .1 % identified alcohol or drug 

problems as a reason for their first episode of homelessness and 73.4% identified it as a 

reason for their most recent episode. Of non-seekers, 67 .5% identified alcohol or drug 

problems as a reason for their first episode of homelessness and 65.5% identified it as a 

reason for their most recent episode. Across the independent samples, the second most 

common reason cited for both first and current episodes of homelessness is interpersonal 

conflict when the category of "other" was excluded. 
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Table 9. Reasons for First Episode of Homelessness 

Treatment-Seekers Non-Seekers 
(N = 313) (N = 118) 

Frequency (Valid % ) Frequency (Valid % ) 
Moved to a Different City 40 (12.9) 12 (10.2) 

Lost a Job 97 (31.3) 35 (29.9) 

Lost Income 10 (3.2) 4 (3.4) 

Increased Expenses 89 (28.7) 28 (23.9) 

Eviction 32 (10.3) 13 (11.1) 

Building Rehabilitation 1 (0.3) 0 (0.0) 

Discharge from Institution 9 (2.9) 5 (4.3) 

Disaster 1 (0.3) 1 (0.9) 

Unbearable Living Conditions 7 (2.3) 2 (1.7) 

Interpersonal Conflict 133 (42.9) 59 (50.4) 

Physical or Mental Health Problems 20 (6.5) 6 (5.1) 

Trouble with the Law 23 (7.4) 12 (10.3) 

Help No Longer Available 69 (22.3) 21 (17.9) 

Alcohol or Drug Problems 208 (67.1) 79 (67.5) 

Other 116 (37.4) 21 (17.9) 
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Table 10. Reasons for Most Recent Episode of Homelessness 

Treatment-Seekers Non-Seekers 
(N = 313) (N = 118) 

Frequency (Valid % ) Frequency (Valid % ) 
Moved to a Different City 46 (14.9) 16 (13.7) 

Lost a Job 97 (31.5) 33 (28.4) 

Lost Income 11 (3.6) 7 (6.0) 

Increased Expenses 100 (32.5) 28 (24.1) 

Eviction 35 (11.4) 10 (8.6) 

Building Rehabilitation 0 (0.0) 2 (1.7) 

Discharge from Institution 9 (2.9) 6 (5.2) 

Disaster 1 (0.3) 1 (0.9) 

Unbearable Living Conditions 3 (1.0) 1 (0.9) 

Interpersonal Conflict 102(33.1) 43 (37.1) 

Physical or Mental Health Problems 17 (5.5) 6 (5.2) 

Trouble with the Law 26 (8.4) 8 (6.9) 

Help No Longer Available 56 (18.2) 14(12.1) 

Alcohol or Drug Problems 226 (73.4) 76 (65.5) 

Other 105 (34.1) 19 (16.4) 
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The most problematic substance was conceptualized as the substance self

identified as "biggest problem" by treatment-seekers (Table 11) and non-seekers (Table 

12). If the homeless adult male substance abuser was a poly-substance abuser, a self

identified second "biggest problem" substance was also identified. Alcohol was most 

frequently identified as the most problematic substance for both treatment-seekers 

(58.8%) and non-seekers (84.7%). Cocaine/crack, cannabis, and heroin were the next 

most frequently reported "biggest problem" substances across the two samples. Although 

there were striking similarities between treatment-seekers and non-seekers, one 

noteworthy difference was treatment-seekers more frequently reported (58.1 %) poly

substance use than non-seekers (38.1 %). 
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Table 11. Most Problematic Substances for Treatment-Seekers (N = 313) 

Most Problematic Second Most Problematic 
Frequency (Valid % ) Frequency (Valid % ) 

No Problem 1 (0.3) 131 (41.9) 

Alcohol 184 (58.8) 59 (18.8) 

Heroin 17 (5.4) 13 (4.2) 

Methadone 0 (0.0) 0 (0.0) 

Other Opiates/ Analgesics 1 (0.3) 1 (0.3) 

Barbiturates 0 (0.0) 0 (0.0) 

Other Sedatives/Hypnotics/Tranquilizers 1 (0.3) 2 (0.6) 

Cocaine/Crack 84 (26.8) 48 (15.3) 

Amphetamines 7 (2.2) 7 (2.2) 

Cannabis 16 (5.1) 50 (16.0) 

Hallucinogens 2 (0.6) 2 (0.6) 
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Table 12. Most Problematic Substances for Non-Seekers (N = 118) 

Most Problematic Second Most Problematic 
Frequency (Valid % ) Frequency (Valid % ) 

No Problem 0 (0.0) 73 (61.9) 

Alcohol 100 (84.7) 5 (4.2) 

Heroin 4 (3.4) 7 (5.9) 

Methadone 0 (0.0) 0 (0.0) 

Other Opiates/ Analgesics 0 (0.0) 0 (0.0) 

Barbiturates 0 (0.0) 0 (0.0) 

Other Sedatives/Hypnotics/Tranquilizers 0 (0.0) 0 (0.0) 

Cocaine/Crack 9 (7.6) 14 (11.9) 

Amphetamines 0 (0.0) 2 (1.7) 

Cannabis 4 (3.4) 16 (13.6) 

Hallucinogens 0 (0.0) 1 (0.8) 
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Research Questions 1 through 7 

To address research questions 1 through 6 with the sample of homeless adult male 

substance abusers seeking treatment (N = 313), a total often correlations was run and five 

were statistically significant (p _:s .01). Listwise deletion was used throughout. In response 

to research question 2, there was a positive relationship between reported alcohol 

dependence and perceived bother concerning alcohol problem ('tb = .230, p = .000). To 

answer research question 3, five separate correlations were run and two were statistically 

significant. There was a negative relationship between perceived bother concerning 

alcohol problem and reported alcohol addiction behavior as measured by amount of 

money spent on alcohol in the previous thirty days (1:b = -.154, p = .000). There was also 

a negative relationship between perceived bother concerning alcohol problem and 

reported alcohol addiction behavior as measured by number of times treated for alcohol 

abuse (1:b = -.129, p = .004). To answer research question 5, there was a statistically 

significant positive relationship between perception of alcohol problem and motivation to 

seek treatment (1:b = .469, p = .000). To explicate research question 6, there was a 

significant positive relationship between perception of alcohol problem and readiness for 

treatment ( 'tb = .412, p = .000). 

To answer research question number 7, fifteen chi-square tests were run and one 

was significant. Homeless adult male substance abusers' perceptions of their alcohol 

problem is dependent on the stated reason for the most recent episode of homelessness if 



the reason is "got in trouble with the law", x2 (1, N = 313) = 23.83, p = .000, but the 

association is weak (V = .278, p = .000). 

Research Questions 8 through 14 
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To address research questions 8 through 13 with the sample of homeless adult 

male substance abusers not seeking treatment (N = 118), a total of ten correlations was 

run and four were statistically significant (p ::S . 01 ). Listwise deletion was used 

throughout. In response to research question 9, there was a positive relationship between 

reported alcohol dependence and perceived bother concerning alcohol problem ( -c b = 

.217, p = .009). To answer research question 10, five separate correlations were run and 

one was significant. There was a statistically significant positive relationship between 

lifetime episodes of delirium and tremors related to alcohol cessation and lifetime number 

of times treated for alcohol abuse (-cb = .195, p = .010). To answer research question 12, 

there was a significant positive relationship between perception of alcohol problem and 

motivation to seek treatment (-cb = .594, p = .000). To answer research question 13, there 

was a significant positive relationship between perception of alcohol problem and 

readiness for treatment (-cb = .421, p = .000). To answer research question number 14, 

fifteen chi-square tests were run and none were significant (p = .236 - .980). 

Research Question 15 through 23 

Research questions 15 through 22 compared homeless adult male substance 

abusers who were seeking treatment in the ASSET program (N = 313) and those who 

were not seeking treatment in the ASSET program (N = 118) as two independent 
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samples. To address research questions 15 though 22, a total of twelve Wilcoxon-Mann

Whitney Utests were performed and seven were statistically significant (p::; .01; Table 

13). 

In response to research question 15, the Wilcoxon-Mann-Whitney U test indicated 

treatment-seekers perceived their alcohol problem as a more serious problem than non

seekers (two-tailed p = .000). Research question 18 showed treatment-seekers were more 

bothered about their alcohol problem than non-seekers (two-tailed p = .001). Research 

question 19 examined the difference between treatment-seeker and non-seekers on five 

separate measures of reported alcohol addiction behavior. Two of the five indicators 

showed non-seekers to manifest significantly more reported alcohol addiction behavior 

than treatment-seekers. Non-seekers spent more money on alcohol in the prior thirty days 

than treatment-seekers (two-tailed p = .000) and experienced more lifetime episodes of 

tremors and delirium related to alcohol cessation than treatment-seekers (two-tailed p 

=.000). 

Research questions 20 through 22 examined self-predicted success in treatment, 

motivation to seek treatment, and readiness for treatment. When comparing treatment

seekers and non-seekers, the Wilcoxon-Mann-Whitney U test indicated treatment-seekers 

had higher estimates of self-predicted success in treatment (two-tailed p = .000), 

treatment motivation (two-tailed p =.000) and treatment readiness (two-tailed p = .000). 

To answer research question 23, fifteen chi-square tests were used and one was 

statistically significant (p::; .01). The stated reason for most recent episode of 



homelessness was independent of treatment-seeking status unless the stated reason was 

"other", x2 (1, N = 118) = 14.67, p = .000, but the association was weak(~= .234, p = 

.000) and not clinically significant. 
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Table 13. Significant Differences Between Treatment-Seekers (N = 313) and 

Non-Seekers (N = 118) in Relation to Research Questions 15 through 22 

Treatment- Non- Two-tailed 
Seekers Seekers p-value 

Mean Rank Mean Rank 
Perception of Alcohol Problem 229.12 181.19 .000 

Perceived Bother 170.20 134.82 .001 

Money Spent 201.49 254.50 .000 

Alcohol DTs 206.87 238.32 .000 

Self-Predicted Success in Treatment 243.86 137.12 .000 

Motivation to Seek Treatment 242.03 142.06 .000 

Readiness for Treatment 249.69 122.69 .000 
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Summary 

In this secondary data analysis, the sample of 313 homeless adult male substance 

abusers who were seeking treatment in the ASSET program had similar demographic 

characteristics to 118 homeless adult male substance abusers who were not seeking 

treatment in the ASSET program. The similar demographic characteristics for the two 

independent samples included: (1) education, (2) age, (3) age at onset of first episode of 

homelessness, (4) lifetime episodes of homelessness, (5) episodes of homelessness in the 

last five years, ( 6) previous alcohol abuse treatment, (7) history of substance use, (8) 

current substance use, (9) stated reasons for homelessness, and (10) substance identified 

as biggest problem. 

Specifically, the mean number of days of reported substance use in the prior thirty 

days identified alcohol, marijuana, and cocaine/crack as the three most commonly used 

substances for both treatment-seekers and non-seekers. The lifetime mean number of 

years of specific substance use also identified alcohol, marijuana, and cocaine/crack as 

the three most commonly used substances for both the treatment-seekers and non-seekers. 

The top four most commonly reported reasons for first episode of homelessness, 

alcohol or drug problem, interpersonal conflict, loss of a job, and increased expenses fell 

into the same order for both treatment-seekers and non-seekers. An alcohol or drug 

problem was the most :frequently cited reason for the most recent episode of 

homelessness, as well as for the first episode of homelessness, across both samples. 

Interpersonal conflict was the second most frequently cited reason for the most recent 
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episode of homelessness and the initial episode of homelessness in both treatment-seekers 

and non-seekers. 

For both treatment-seekers and non-seekers, the substance most frequently 

identified as the most problematic was alcohol, followed distantly by cocaine/crack. 

Although many similarities between treatment-seekers and non-seekers were readily 

apparent, no clearly conspicuous distinctions between the two independent samples were 

noted through the exclusive use of descriptive statistics and frequencies. 

After examining selected relationships between the research variables for the two 

independent samples, five statistically significant relationships were found with the 

treatment-seekers and four statistically significant relationships were found with the non

seekers. There was a statistically significant positive relationship between reported 

alcohol dependence and perceived bother concerning alcohol problems for both 

treatment-seekers and non-seekers. For both samples, there were statistically significant 

positive relationships between perception of alcohol problem and motivation to seek 

treatment and perception of alcohol problem and readiness for treatment. For treatment

seekers, there were two statistically significant negative relationships between perceived 

bother concerning alcohol problem and reported alcohol addiction behavior as measured 

by the amount of money spent on alcohol in the previous thirty days and the total number 

of times treated for alcohol abuse. For non-seekers, there was a statistically significant 

positive relationship between lifetime number of episodes of delirium and tremors related 

to alcohol cessation and lifetime number of treatments for alcohol abuse. 
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Two group-comparisons of treatment-seekers and non-seekers revealed treatment

seekers viewed their alcohol problem as more serious and were more bothered by their 

alcohol problem than non-seekers. Treatment-seekers were also shown to have higher 

self-predicted success in treatment and stronger treatment motivation and readiness than 

non-seekers. In contrast, non-seekers were found to manifest significantly more reported 

alcohol addiction behavior than treatment-seekers. Specifically, non-seekers spent more 

money on alcohol in the prior thirty days and experienced more lifetime episodes of 

tremors and delirium related to alcohol cessation than treatment-seekers. 
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This chapter presents a discussion of study findings, study limitations, conceptual 

implications, advanced practice nursing implications, and suggestions for future research. 

The findings from the current study are compared to and contrasted with previous 

investigations. The limitations are presented in terms of threats to internal and external 

validity. The conceptual implications of using the Roy Adaptation Model (RAM) as the 

conceptual framework for this study are explored. Implications for advanced practice 

nursing with the homeless substance abusing population are described. Finally, 

recommendations for future research are proposed. 

Demographic Characteristics of the Homeless 

In this secondary data analysis, the sample of 313 homeless adult male substance 

abusers that sought substance abuse treatment in the ASSET program and the sample of 

118 homeless adult male substance abusers that did not seek substance abuse treatment in 

the ASSET program demonstrated similar demographic characteristics. In addition to 

being congruent to each other, the two independent samples reflected demographic 

characteristics congruent with current healthcare literature about the homeless male 

population (Fichter & Quadflieg, 1999; Ober, Carlson, & Anderson, 1997). For example, 

the mean age was only slightly lower for the treatment-seeking sample (M = 35.65 years, 

SD= 9.66) and only slightly higher for the non-seeking sample (M = 39.36 years, SD= 
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8.98) than a reported national median age of 37 years for the general homeless population 

(Ober, Carlson, & Anderson, 1997). 

Both treatment-seekers and non-seekers reported an average of greater than five 

lifetime episodes of homelessness. The frequent episodes of homelessness in this study is 

consistent with the idea that homelessness is usually intermittent rather than chronic 

(Phelan & Link, 1999). Although an episode of homelessness may be short in duration, it 

is a traumatic time. During even brief periods of homelessness, many individuals 

experience a high rate of victimization in the form of serious physical or sexual assault, 

robbery, burglary, or mugging (Link, Phelan, Bresnahan, Stueve, Moore, & Susser, 

1995). 

Strehlow and Amos-James (1999) theorized veteran status is a risk factor for 

homelessness as approximately 40% of homeless men are veterans compared to 34 % of 

men in the general population. In the current study, fewer treatment-seekers reported 

veteran status (30.4%) than did non-seekers (47.0%). From the demographic data, it can 

be theorized veteran status is a risk factor for lack of treatment alacrity as treatment

seekers reported veteran status with less frequency than non-seekers. 

Substance Abuse in the Homeless 

Substance abuse and homelessness interrelate and complicate one another 

(McCarty, Argeriou, Huebner, & Lubran, 1991). Substance abuse can be viewed as one 

of several factors leading to homelessness or it can be viewed as a possible consequence 

of homelessness. As the homeless individual attempts to cope with dismal and sometimes 
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violent living conditions, a substance abuse disorder may develop as a coping 

mechanism. However, substance abuse is a dysfunctional coping mechanism for the 

homeless individual. Problems related to substance abuse place the homeless individual 

at additional risk by further isolating the individual and reducing protection ordinarily 

afforded by social support (Sosin & Bruni, 1997). In this study, the most commonly 

reported reason for homelessness was an alcohol or drug problem. This finding supports 

previous research indicating substance abuse is a risk factor for homelessness (Cohen, 

1999). 

Review of the contemporary homeless literature indicates homeless persons that 

abuse substances are more likely to be older, Caucasians, males, and veterans than 

homeless persons who do not abuse substances (Fichter & Quadflieg, 1999). In this 

study, non-seekers were more likely to be older, Caucasians, and veterans than treatment

seekers. Heavy alcohol use may be inversely associated with age and education (Dawson, 

Grant, Chou, & Pickering, 1995). In this study, non-seekers were older and reported less 

formal education than treatment-seekers. 

The prevalence of alcohol as the current and lifetime substance of choice is 

consistent with studies one with similar samples and in the general population (Drake, 

Osher, & Wallach, 1991; Fischer & Breakey, 1991; Grant, 1997; Greene, Ennett, & 

Ringwalt, 1996; Jones, Levine, & Rosenberg, 1991; Koegel, Burnam & Farr, 1988; 

Lewis, 1997; Linn, Gelberg, & Leake, 1990; Regier et al., 1990). The view of alcohol as 

the most problematic substance is also consistent with substance abuse literature 
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(Bernstein, Bernstein, & Levenson, 1997; Fischer & Breakey, 1991; McGinnis & Foege, 

1993; O'Connor & Schottenfeld, 1998). 

Factors Related to Treatment Alacrity 

Substance abuse treatment alacrity was defined as a prompt positive response to 

the suggestion of substance abuse treatment. When considering treatment alacrity in the 

context of this study, it is important to specify that those classified as non-seekers were 

simply not seeking treatment in the ASSET program which was based on a therapeutic 

community model and required random assignment to residential or non-residential 

treatment. The non-seekers may have been seeking treatment in other substance abuse 

treatment programs at the time of data collection. 

The statistically significant positive relationships between perception of alcohol 

problem and motivation to seek treatment as well as perception of alcohol problem and 

readiness for treatment may indicate that perception of alcohol problem plays a key role 

in treatment alacrity. The statistically significant positive relationship between reported 

alcohol dependence and perceived bother concerning alcohol problems indicates that 

perceived bother may also be a factor in treatment alacrity. As treatment alacrity was not 

directly measured, it is only possible to describe characteristics unique to treatment

seekers or non-seekers and hypothesize relationships that can be tested by future research. 

Treatment alacrity may be influenced by the study participant's desire for the 

basic need of shelter. Housing was the principal reason the treatment-seeking sample 

sought therapeutic community treatment in prior analysis of the ASSET program data 
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(Erickson, Stevens, McKnight, & Figueredo, 1995). In a previous study using the ASSET 

program data, treatment willingness was conceptualized as motivation, readiness, and 

perceived suitability for therapeutic community substance abuse treatment. Using 

structural equations modeling, nights of stable housing in the prior 60 days influenced 

willingness for substance abuse treatment (Erickson, Stevens, McKnight, & Figueredo, 

1995). 

Treatment-seekers viewed their alcohol problem as more serious and were more 

bothered by their alcohol problem than non-seekers. This lends support to previous 

researchers' claims that a patient who does not view a substance use behavior as a 

problem may be reluctant to change the behavior (Isenhart, 1997). Treatment-seekers had 

higher self-predicted success in treatment and stronger treatment motivation and 

readiness than non-seekers. This is congruent with previous data analysis for this data set. 

Prior analysis of the ASSET program data by Erickson and Stevens (1994) showed the 

sample of treatment-seekers had higher scores on the MRS than non-seekers (as cited in 

Erickson, Stevens, McKnight, & Figueredo, 1995). 

Non-seekers reported significantly more alcohol addiction behavior than 

treatment-seekers. Specifically, non-seekers spent more money on alcohol in the prior 

thirty days and experienced more lifetime episodes of tremors and delirium related to 

alcohol cessation than treatment-seekers. Reports of alcohol use alone are not informative 

in determining the relationship between alcohol use and dependence (Grant, 1997). 
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Research has shown patients vary in their readiness for change, therefore APNs 

should strive to better understand who will benefit from treatment and when treatment 

will be most effective by assessing treatment alacrity (Camey & K.ivlahan, 1995: 

DiClemente & Hughes, 1990; Isenhart, 1994; Isenhart, 1997). Substance abuse treatment 

must correlate with the person's readiness for change (Isenhart, 1997). 

The homeless substance abusers' sometimes chronic and severe substance 

dependence combined with problems accessing resources contributes to the difficulty of 

sustaining abstinence (Miescher & Galanter, 1996). Inadequate motivation for treatment 

contributes to the substance abuser's inability to change hannful substance use behaviors 

(Compton, Monahan, & Simmons-Cody, 1999). Therefore, it is important to assess 

treatment alacrity as it may be the defining contributor to treatment success. 

Conceptual Implications: The Roy Adaptation Model (RAM) 

Use of the RAM to relate the advanced practice nursing role to substance abuse 

treatment alacrity in the homeless population both provided a nursing conceptual 

framework to guide the study and contributed to broadening the utility of the RAM. In 

this study, the homeless adult male substance abuser was identified as the metaparadigm 

concept of person. Through the regulator and cognator, the homeless adult male 

substance abuser is in a constant state of interaction with the environment. Under the 

RAM, the homeless adult male substance abuser's environment includes internal and 

external focal, contextual, and residual stimuli related to homelessness and substance 



abuse. The research variables examined in this study are inherent parts of the RAM 

metaparadigm concept of person and utilize all four adaptation modes. 
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Operationalizing the concept of adaptation as treatment alacrity and participation 

allows for the use of the RAM with the homeless substance abusing population. The role 

of the advanced practice nurse (APN) under the guidance of the RAM is multifaceted 

with the goal of promoting adaptation in each of the person's four adaptive modes. The 

RAM incorporates a perpetual and simultaneous two-step nursing assessment that is 

applicable to work with the homeless substance-abusing population. The two-step process 

includes the assessment of client behaviors and the assessment of influencing factors. The 

location of the APN among the metaparadigm concepts allows for the APN to act as both 

an assessor of treatment alacrity and a facilitator of adaptation. Treatment alacrity, or 

adaptation, is the result of a dynamic interaction between the person and the environment. 

Accordingly, treatment alacrity may be influenced by altering the environment (Isenhart, 

1997). 

Implications for Advanced Practice Nursing 

Nurses are likely to encounter homeless persons in almost every segment of 

current nursing practice. Assessing an individual's personal and societal resources is vital 

for the nurse to implement an effective plan of care (Strehlow & Amos-Jones, 1999). 

Culture should be taken into consideration when working with substance users or abusers 

(Gloria & Peregoy, 1996). It is especially important to consider the culture of the 

homeless population. When faced with the stresses and hardships of homelessness and 
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substance abuse, the homeless substance abuser may begin to disassociate from previous 

cultural or familial ties and rebuild those ties within the homeless community. The 

homeless population is becoming more heterogeneous, but the demographic results of 

this study show the homeless male substance abuser population is fairly homogeneous on 

a variety of factors. 

As the homeless population proliferates, most healthcare providers will provide 

direct patient care to this vulnerable population (Ober, Carlson, & Anderson, 1997). 

Advanced practice nurses, such as nurse practitioners and community health specialists, 

are in a strong position to diagnose and treat problems in the homeless population 

through holistic understanding of the person's response to homelessness and substance 

abuse (Strehlow & Amos-Jones, 1999). The holistic approach, non-judgmental manner, 

and human caring intrinsic to the nursing profession make advanced practice nurses ideal 

for working with the homeless substance abusing population. Using the guidance on the 

RAM, the APN as assessor of treatment alacrity is manifest in the assessment role of the 

APN while the APN as facilitator of adaptation is manifest in the case management role 

of the APN. 

Assessment Role of the APN 

The assessment of a homeless substance-abusing patient is both a challenge and a 

substantial responsibility. The ability of a healthcare provider to deliver appropriate and 

cost-effective care depends on an accurate and comprehensive assessment of individual 

patient needs (Meyers, McLellan, Jaeger, & Pettinati, 1995). The homeless generally 
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have less access to healthcare and when the APN is afforded the opportunity to see a 

homeless substance abusing patient there are often factors complicating the APN' s ability 

to assess substance abuse and treatment alacrity. It is essential to assess treatment alacrity 

as it may be counter-therapeutic to encourage a patient to change a substance use 

behavior that the patient does not consider a problem (Isenhart, 1997). 

Important information to elicit during the assessment of the homeless male 

substance abuser include sleeping conditions, sources of food, substance use patterns, 

substance use history, medical and psychiatric concerns, and sources of social support 

(Usatine, Gelberg, Smith & Lesser, 1994). There is preliminary evidence that social 

support affects substance abuse treatment outcome, therefore it is important to adequately 

assess social support (Charney, Paraherakis, Negrete, & Gill, 1998). Without social 

support, the homeless may have nowhere to tum. Homeless individuals living in an 

emergency shelter or on the street are at higher risk of medical problems, mental health 

problems, and substance abuse compared to homeless individuals living with the social 

support of family or friends (Lundy, 1999). 

APN s in primary care must address substance use in a competent manner to 

maximize the healthcare of the patient (Compton, Monahan, & Simmons-Cody, 1999). 

APNs are in a unique position to assess and detect substance abuse dependence and 

treatment alacrity when providing routine healthcare (McPherson & Hersch, 1999). 

Desire to change substance abuse behaviors, conceptualized here as treatment alacrity, 

may affect substance abuse treatment outcome (Charney, Paraherakis, Negrete, & Gill, 
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1998). Therefore, as funding for homeless assistance programs continues to decline, it is 

increasingly important to identify homeless substance abusing individuals who genuinely 

desire to change substance abuse behaviors. 

Case Management Role of the APN 

A new Federal law (Public Law 104-121) went into effect in January 1997 that 

removed all recipients from the Social Security Income and the Social Security Disability 

Insurance Programs who have disabilities due entirely to alcohol and drug addiction 

(Schmidt, Weisner, & Wiley, 1998). Homeless persons already have fewer opportunities 

to succeed with health maintenance and disease prevention than the general population 

(Ober, Carlson, & Anderson, 1997). Without that financial assistance, it may be nearly 

impossible for some homeless to survive, especially if there is a substance use disorder 

complicating the already tumultuous environment. 

The homeless substance abuser has healthcare and service needs requiring a 

multifaceted comprehensive response (Joseph, 1992; McCarty, Argeriou, Huebner, & 

Lubran, 1991 ). Across substance abuse treatment modalities, case-managed clients did 

better on treatment outcome measures than those receiving assistance from a case 

manager (Shwartz, Baker, Mulvey, & Plough, 1997). Case management may be an area 

where the APN can thrive. 

Limitations: Threats to Internal & External Validity 

Limitations considered for this study include the use of self-reported substance 

use, monetary incentive, non-equivalent comparison groups, and secondary data analysis. 
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In relation to self-reported substance use, the homeless substance abuser may experience 

cognitive difficulties in answering questions that require calculations (Midanik & Hines, 

1991). It is important to remember validity varies with the caution taken in design and 

implementation of a measurement tool (Swadi, 1990). The self-report questionnaire is the 

most common form used in the field of substance abuse (Bilt, Hall, Shaffer, & Higgins

Biddle, 1997). However, substance consumption questions used in self-report surveys are 

sometimes not understood by the respondent in the manner that the researcher intended 

(Midanik & Hines, 1991). 

Many homeless substance users have substance use patterns that vary across 

seasons and throughout time. One factor that contributes to the non-normal pattern of 

substance use among the homeless is the limitation by financial resources that may lead 

to binge drinking out of necessity. While individuals who have a consistent substance use 

pattern may be able to accurately characterize substance abuse patterns in a minimal 

amount of time, those with varied patterns may have difficulty recalling or calculating the 

answers (Midanik & Hines, 1991). Therefore, the homeless substance abuser may have 

more difficulty characterizing substance use patterns than a person with more stability in 

both substance abuse and life patterns. 

The reliability of self-report data from patients with a history of substance abuse 

is frequently considered questionable (Maddox & Desmond, 1975; Breitbart, Rosenfeld, 

Passik, Kaim, Funesti-Esch, & Stein, 1997). Some researchers have proposed the 

reliability of reported substance abuse decreases as the frequency of actual substance 
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abuse increases (Martin & Vance, 1994) while others report the reliability and stability of 

substance use self-reports are high (O'Malley, Bachman, & Johnson, 1983). 

When assessing the quality of self-reported alcohol use, the Drug Abuse 

Treatment Outcome Study (DATOS) analyses showed high levels of internal consistency 

among the 2,842 clients (Turner & Hubbard, 1995). High levels of logical consistency 

and internal consistency were also reported over time with substantively inconsistent 

responses about substance abuse being only 0. 7% asked after a two month period (Adair, 

Craddock, Miller, & Turner, 1996). 

Self-report of substance abuse may be inaccurate due to the sensitive nature of the 

topic. Respondents may be unwilling or unable to provide requested information or be 

influenced by social desirability or desire for food or shelter (Hser, Maglione, & Boyle, 

1999). It is well known that the validity of self-reported substance use varies widely by 

survey environment, type of substance, and characteristics of the sample population. In 

one study it was shown subjects who acknowledged substance abuse were more likely to 

disclose recent use (Hser, Maglione, & Boyle, 1999; Maisto, McKay, & Connors, 1990; 

McNagny & Parker, 1992). Since all subjects in this study were self-identified substance 

users, the_ self-report used in this study should be considered somewhat robust to lack of 

disclosure. 

Ethical arguments are sometimes made against offering monetary incentives that 

could be considered coercive. The small monetary incentive offered to participants of the 

original study was clearly remuneration rather than coercion. However, furnishing money 



may provide a means to purchase drugs or alcohol with the study reimbursement and 

requires careful consideration on the part of the researcher (McKenzie, Tulsky, Long, 

Chesney, & Moss, 1999). 
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The use of non-equivalent comparison groups for the samples oftreatment

seekers and non-seekers in the original study must be considered as a study limitation for 

the current study. Additionally, the use of secondary data analysis for the current study is 

a significant study limitation. As the data collection of the original ·study was not 

designed for the research questions used in the secondary analysis, the strength of the 

secondary analysis is limited. The original data was collected as part of a quasi

experimental design that required patient consent to random treatment assignment. The 

nature of the quasi-experimental design's random treatment assignment may have 

resulted in sample bias (Budde, Rounsaville, & Bryant, 1992) as choice of treatment 

setting is a fundamental treatment decision that potential study participants may not want 

to forfeit to chance (Harrison & Asche, 1999). 

Implications for Future Research 

Future research should include longitudinal data, repeat studies, further 

characterization of treatment-seekers versus non-seekers, and use of varied research 

methods. In order to answer the question of whether homelessness precedes substance 

abuse or substance abuse precedes homelessness, longitudinal data are required (Fichter 

& Quadflieg, 1999). Longitudinal data would also help demonstrate a link between 

treatment alacrity and treatment outcomes. The demonstration of a link between 



pretreatment readiness for change and treatment outcome would facilitate the 

development of interventions (Isenhart, 1997). 
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Further research into the topic of substance abuse treatment alacrity should be 

conducted with homeless adult male substance abusers to distinguish whether the traits of 

treatment-seeking homeless substance abusers found in this study apply only to the 

sample or can be generalized. Although many similarities between treatment-seekers and 

non-seekers were readily apparent, no clearly conspicuous distinctions between the two 

independent samples were noted through the exclusive use of descriptive statistics and 

frequencies. The use of more advanced statistical processes may be warranted to 

adequately characterize homeless adult male substance abusers who are seeking 

treatment. 

Use of ethnographic research methods may benefit the study of homeless 

substance abusers. Ethnographic research is a useful complementary methodology to 

traditional substance abuse treatment research approaches (Stahler & Cohen, 2000). A 

naturalistic study design versus an experimental study design may also contribute to the 

homeless substance abuse literature in relation to treatment alacrity. Naturalistic studies 

usually have larger and more varied population samples (Harrison & Asche, 1999). 

Summary 

In this secondary data analysis, treatment-seekers and non-seekers were similar in 

demographic characteristics. The two independent samples demonstrated demographic 

characteristics congruent with the homeless literature and substance use characteristics 
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congruent with substance abuse literature. While the two independent samples were not 

tested for significant differences in demographic or substance use characteristics, the non

seekers demonstrated characteristics associated in the literature with homeless substances 

abusers more frequently than treatment-seekers. 

The correlation between variables for both treatment-seekers and non-seekers 

revealed perception of alcohol problem and reported alcohol dependence may be factors 

in substance abuse treatment alacrity. The two-group comparisons showed treatment

seekers viewed their alcohol problem as more serious, were more bothered by their 

alcohol problem, had higher self-predicted success in treatment, and had stronger 

treatment motivation and readiness than non-seekers. Non-seekers reported spending 

significantly more money on alcohol in the prior thirty days and having had experienced 

significantly more lifetime episodes of delirium and tremors related to cessation of 

alcohol use than treatment-seekers. 

The use of the RAM provided a conceptual framework for the study and grounded 

the study in contemporary nursing theory. The RAM provided a mechanism for 

conceptualizing the assessment and case management roles of the APN with the homeless 

substance abuser. The limitations of the study included self-report, monetary incentive, 

non-equivalent comparison groups, and secondary analysis. Implications for future 

research include longitudinal studies, advanced statistical studies, and use of varied 

research methods. 
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APPENDIX A 

SCIENTIFIC ASSUMPTIONS OF THE ROY ADAPTATION MODEL 
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Appendix A 

Scientific Assumptions of the Roy Adaptation Model 

Systems Theory 
1. A system is a set or related unit that functions as a whole or unity by virtue of the 

interdependence of its parts. 
2. System/s are characterized by inputs, control and feedback processes, and outputs. 
3. Information is input in the form of standard feedback. 
4. Living systems have standards and feedback to direct their holistic functioning and 

are more complex than mechanical systems. 

Adaptation-Level Theory 
1. Human behavior represents adaptation to environment and organismic forces, that is, 

internal and external stimuli. 
2. Adaptation level is the pooled effect of focal, contextual, and residual stimuli. 

Adaptive behavior is a function of the adaptation level and the incoming stimulus. 
3. Adaptation is a process of responding effectively to changes in the environment. 

Adaptation frees energy from ineffective coping and permits responses to other 
stimuli. 

4. Responses are active processes reflecting the state of the organism and the properties 
of the stimuli. 

(Roy, 1986, cited in Tiedeman, 1996, p. 164) 
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APPENDIXB 

PHILOSOPHICAL ASSUMPTIONS OF THE ROY ADAPTATION MODEL 
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Appendix B 

Philosophical Assumptions of the Roy Adaptation Model 

Humanism 
1. The individual shares in creative power, 
2. Behaves purposefully, not in a sequence of cause and effect, 
3. Possesses intrinsic holism, and 
4. Strives to maintain integrity and to realize the need for relationships. 

Veritivity 
1. The individual is viewed in the context of the purposefulness of the human existence, 
2. Unity and purpose of humankind, 
3. Activity and creativity for the common good, and 
4. Value and meaning of life. 

(Roy, 1988, p. 32) 
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Appendix C 

Figure 1. Relationships between the Metaparadigm Concepts in the Roy 

Adaptation Model 

Person 
(Regulator & 

Cognator) 

Nursing Process 
based on the Roy 
Adaptation Model 

Environment 
(Focal, 

Contextual, & 
Residual Stimuli) 

(Adapted from Roy, 1984, p. 40) 

Goal of 
Adaptation 
(4 Adaptive 

Modes) 

1-----1 .. 91 Health ,... 
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APPLICATION OF THE ROY ADAPTATION MODEL TO 

HOMELESS ADULT MALE SUBSTANCE ABUSERS 
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Appendix D 

Figure 2. Application of the Roy Adaptation Model to Homeless Adult Male 

Substance Abusers 

Person: Adult 

Nursing Process: 
Role of the 

Advanced Practice 
Nurse 

Male Homeless ~, ... 
t----..L------.i 

Substance ,.. 
Abuser 

Environment: 
Homelessness & 
Substance Abuse 

(Adapted from Roy, 1984, p. 40) 

Adaptation: 
Treatment 
Alacrity & 

Participation 

1-----1~.. Health 
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ALCOHOL DEPE~l)EXCE SCALE 
(ADS) 

J. L. Horn. H. A. Skinner. K. Wanberg. anci F. ~L Foster 
:?.S adatnea bv the Nation.al Institute on Alcohol Abuse and Alcoholis:n 

. and R.O.W. Scien~. Inc. 
1/23/91 

These questions refer to clieau' use of alcohol in the put 12 months. 
If it is very clear aiter asking 4-5 Questions that client has not used ill alcohol in the past 11 

months. you need ;iot ask the remaining items. Code •6 with a ·s-, and code •7 througn •32 
with ·rs. 

Ia bold print are the ponians of this questionnaire that the ·1nternewer reads to the client. 
In italics are portions of the qu.esrzonnaire chm nua only be considered by the inzunewtr. 
In regular print are the coding options. 

Leave no blanks. There an 2 ways to code missing dma.: 
use 8 i I the auesuon was not asked: 
:.1 .. se 9 (! the ~suon was asked bur not answered. 

·cuent's ~ame 

I. Project ID: 
AL - Albuquerque 
BI - Birmingham 
CH - Chicago 
DE - Denver 
DC - Washington. D.C. 
EV - E V2nston 
LA - Los Angeles 

Cliem f .. D. Number 
(if less rhan JO spaces iong. 
righ.r /:.1.su.fy) 

NK. - Newark 
NH - New Haven 
NO - New Orleans 
PH - Philadeiphla 
SE - Seattie 
SL - St. Louis 
TU - Tucon 

- . Last 4 digits of social security number 

4. Dare of Interview a) ____ b) 
Mo ---i5a-----

a. Time o; lmerview Start 
(use 24-hour tim~ J. 

5. lnrervrewer I.D. Number 

6 .. lnurvrew Completion Code 

a) · b) ___ _ 

~~ min. 

l - Client terminated interview prematurelv 
: - Client refused interview · 
.3 - Client unable to respond 
J - Interview completed 
5 - Interview not conaucted due to inappropriateness -

clienr h:?.S had no aicohol in past 12 months 

__ T __ U_ 

c) 
--Yr--

Co;,ynrn,_ 19&4'. J.r.. Hom. H.A. Skinner. K. Wa.nbu~. anci F _\.!. fo"ar &.:'lei the Akohoiis:-:1 anc:i D:-.Jr Acidietion 
Raun:n r ounaa.uon. T::::cmo. All rirhu rnerved. . 

' , 
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\\"ell. "e ' '"e talked about se"erzi difCerent areas. :--:ow I am goin1 to ask you some 
more questions about your use of alcohol. 

The follqwin~ questions concern your use of alcohoj during the put I 2 months. 

/11ur~·,ewer: Since rite 12-momit rimeframe is difficulr 10 kup in mind 
:hrou2n r!:e followmg q~suons. remind the client periodically 1ha.1 1he 
frame of rejerence is ziie pas1 year. 

7. How much did you drink the last time yo11 drank? 
r 

1. Enough to get high or less 
2. Enough to get drunk 
3. Enough to pass out 

8. Did you often ban han1onrs in the mornins? 

J. No 
:. Yes 

9. Did you have the "shakes" when sobering up (hands tremble. 
shake inside)? · 

I. No 
2. Sometimes 

10. Did· you get physically sick (e.g~ \"Omit, stomach cramps) 
as a result of drinking? 

1. No 
2. Sometimes 
3. Almost every time I drank 

: I. Did you have the "DTs" (delirium tremens) - that is. seen. 
felt or heard things not really there: felt very anxious. restless. 
and O\·erexcited? 

1. No 
2. Once 
3. Several times 

1:. When you drank. did you stumble about. stagger, and weave? 

No 
Sometimes 
Often 
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Client ID ----------

l11tuv1ewer: Remind the ciicm periodically of the 12-momh time/rame. 

13 . As a result of drinkine, did you feel overly hot and sweaty 
(feverish)? 

I. No 
2. Once 
3. Several times . 

I 

I 4. As a result of drinkin1, did you see thlaas that were not 
really there? 

I. No 
2. Once 
·3. Several times 

· I 5. Did you ever panic because you feared you may not have a drink when 
you needed It? 

I. No 
2. Yes 

16. Did you have blackouts ("loss of meniory" without passin&: out) 
as a result of drinking? 

l. No, never 
2. Sometimes 
3. Often 
4. Almost every time I drank 

l 7. Did you carry a bottle with you or keep one close at hand? 

I. No 
2. Some of the time 

· 3. Most of the time 

18. After a period of abstinence (no drinkin&), did you end up 
drinking heavily again? 

J. No 
2. Sometimes 
3. Almost every time 
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Client ID -----------

lnurvrewer: Remind tr.e client periodically of the 12-month timeframe. 

19. In the past 12 months, did you pass out as a result of 
drinJdae? 

1. No 
2. Once 
3. More 'than once 

20. Did you hue a connlsion (fit) followia1 a period of 
drinkine? 

I. No 
2. Once 
3. Several times 

21. Did you usualJy drink throughout the day? 

1. No 
2. Yes 

22. Aiter ciriax.io,: in:uiiy, wau yuur i:.iu:-.~ui tuuy ui 
uncJear? 

I. No 
2. Yes. but only for a few hours 
3. Yes. for one or two days 
4. Yes. for many days 

23. As· a result of drinking, did you {eel your heart beating 
rapidly? 

I. No 
2. Once 
3. Several times 

24. Did you almost constantly think about drinking and alcohol? 

I. No 
2. Yes 

25. As a result of drinking, did you hear "things" that were 
not really there? 

J. No 
2. Once 
3. Several times 

124 



:5. Did you hue weird anci fri&hteninJ sensations when driakini? 

1. No 
.:. Once or twice 
3. Often 

- 1 • As a renlt o! clri11khl1, did you "feel thhap.:r crawiinc on 
yoa that were not really there (e.1. bu11, spiders)? 

I. No 
2. Once 
3. Several times 

:!. With respect to blackouu (loss of memory): 

I. Never had a blackout 
.. Had blackouts that Jasted less than an hour 
3. Had blackouts that lasted for several hours 
4. Had blackouts that Jasted for a day or more 

:9. Did you try to cut down on your drinkiDJ and failed? 

1. No · 
2. One~ 
3. Several times 

30. Did.you usuaJJy eulp drinks (drink quickly)? 

1. No 
2. Yes 

: l. After t3king one or two drinks. could you usually srop? 

I . No 
- Yes 

Time of lnttrvrtw End 
(ust U->tour·tim~} 

a) b) --iiou;- __ m_i_n-. -

32. lnttmewu: Do you think the above informair~n wa.s signi/icaruly distorted b_,.._. 
a. C:iem s mrsrepresematzon? 

1 - Na-
2 - Yes-

b. C:ienr s inability to understc:nd? 
I - No 
2 - Ye!-. 

lntervrewer: Go back and .fill in item ir6. 
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: J Whu is your primary language? 
: - E::sz:!sh S - ;-..:ot asked 
_. - ~~a-:1:sn 9 - . .:...skeci t~t not answered 
: - Othe: 

: 5. Lc=nruage of AS/ 
I - Engiish 
: - Spanish 

l 6. \\'h2 r is your date of birth? 
98 98 98 - Not asked 
99 99 99 - Asked but not answered 

17. \\'hat is your race? 

0 I - ',Vhite (~ot of Hispanic Origin) 
02 - Black (not of Hispanic Origin) 
03 - American Indian 
04 - Alaskan Native 
i.iS - .~sian or P3cific 1£!ander 
06 - Hispanic - Mexican 
07 - Hispanic - Puerto Rican 
08 ·- Hispanic - Cuban 
09 - Other Hispanic 
IO - Ocher---------

98 - >'ot asked 
99 - -\sked bur not answered 

i 8. Are you a nterao? 

0 - no 
I - yes 

a) 
Mon~ 
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b) c) 
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Emplovment/Support Status 

Well. I',·e t2Jked with you about medical problems. Now I am eoine to ask you some questions about 
:iny empioymeot or fiaan~ial problems that you may hue had. 

28. How much school did yoa complete? 

if< 12 yrs .. ask: 
"Did yoa ner recein a GED"? Yes 

(GED = C years) 
(exci:.ide correspondence courses J 

29 . :i. Hne ~ou had 2ny training or technical 
education? 

0 - No 
'·-- ~ ••• --· -- .... -1 •• ,.,., . --· --· .......... --···,-·-·--

: - Yes. and completed it 

b. I I ·.: ·es · :o above ask: 
How many months? 

· 00 - r.one 
?8 - ~ar asked 
99 - :..:Ked but not answered 

8 - not asked 

No 

---Yrs-.--

--.-\1o-s-. --
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30. :i . Do you hue a prof essioa. 
trade or skill? 

:.e .. :;;.-: err.~iO_\·a=fr. ::-:;r..s,-er::::ie !~~:ii 
~c~urreti tf:rougn .s;ec:cii:ea uc:nrng or educc::on, 

·) - no 
- yes 

~ If ·.~·es· . c.sic: 
What is it? 

8 - not asked 
9 - asked but not answered 

Specify ( code according 10 scale below J 

0 l - higher executives. major professionals. owners of large businesses 
(people with postgraduate degrees) 

:i:- business managers. owners of medium businesses. lesser professionals 
(sales people. police. office workers. managers. nurses. opticians. 
pnarmacisu. social workers. teachers) 

·J3- administrative personnel. owners of small businesses. minor professionais 
(art gallery _personnel. bakery workers. car dealers. engravers. 
norists~ decorators. plumbers. actors. reporters. travel agents. 
medical assistants. beauty operators. nurses aides) · 

04- cleric:il and sales personnel. technicians. owners of little businesses 
(bank tellers. bookkeepers. clerks. drafumen. timekeepers) 

05- skilled m:i::uai J:ibore:-s (bakers. barbers. chefs. electricians. tailors. 
firemen. linemen. machinists. mechanics. paperhangers. painters, 
repairmen. welders. masons. carpenters) 

· 06- machine operators. semiskilled (hospital aides. bartenders. spot welders, 
busdrivers. cutters. cooks. drill press operators, garage workers. 
guards. watchmen. checkers, waiters/waitresses. fast-food worke:-s) 

07- unskilled personnel (anendants, janitors. unskilled construction workers. 
unspe~ified laborers. porters. housekeepers, 

97- does not apply - answer to =30a was no (i.e., :!ient does not have 
a proiess1on. t:-:icie. er skill) 

?8- r.ot asked · 
99- asxed but not answered 

31. How long was your longest 
full-time job? 

a) ___ _ b) ___ _ 
yrs 

00 00 - could have. but never have had. a full time job 
9i 97 - does not aopiy r e.g., :een disabled all one 's ~dulr !if e. 

or nor yer been out of school. or spent adult life in jaii. e::. ) 
98 98 - not asked 
99 99 - asked bur nor answered 

mos 
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! 
I Lifeti.e Prior Prescr. Non-

SUBSTANCE USE 30 no/yes I Prescr. Use 
Days 0 = no 

I 
Use Yrs. 

L = yes Days What yrs. 
: 

43 Alco.aol . - any use ----
at all - 19_ --

44 Alcohol - to the 
I 

I ----
point of feeling I 
the effects ' I I 19 - -- - i I 

Marijuana - pot, I . r -- --45 
cannabis, reefer, 
hashish ! 19 __ 

- - i ' 
I ! 

I . cocaine/Crack --4- '-· ------ 19_ -- -
46 

I I 

' I ' . Heroin I I ----47 
; ; I 19_ - - I I ' I -

Hallucinog!ims I I 
I -

LSD (acid), ! : r : 

: ----
Mescaline (MESC), 

I I I 

I I I PCP (angel dust) I 19_ - - ! I -

48 

Inhalants - glue, I i I . 
r nitrous oxide I 

(whippets), I I I -- --
amyl i 

nitrate (poppers) ' : I I I 19_ - - I l I J ' 
-

49 

50 Me:thads:m~ -- --
- - -- -- 19_ -

51. Qthe:c::: Qgiate~t 
Ans1lge:aics - morphine, -- --

demerol,darvon, I 

codein, percodan - - l -- -- 19_ -
52. aubi:tyra:tes - . downers, -- --

reds, yellows, 
phenobarbital - - -- -- 19_ -

53. Q:tller S~da:tive§1 
H:a2no:tics rranw.iili~ers -

I quaaludes valium, -- --
librium, thorazine, 
haldol, stelazine, 
navane, mellaril, - - -- -- 19 - -
prolixin 

54. Amghet~mines - uppers, 
speed, bennies , meth, -- --
crank, crystal - - -- -- 19_ -
~ -- --

- - -- -- 19_ -
1-Eat/cri ri< 2-:rr:rt/sniff 3-9Jdce 4-lnjErt rm-i ntravaws l y 5-lnje::t i rrt:rcMmJs ly 
7--0l:!s rot ~ 1~ 1 ient has l'EVe"' usa:i &ltrt: asked 9-Asked tlJt . rot cY1SW3"ed 



F::,r lltms •.5.5 & :t. a.sic.: 

a, In the JO days before 1re(ere1'C:f pojntJ , OD how maay d.ays did YOU UU fsubstanc:tl 7 

9! - DOt aske.d 
99 - asked but Dot answered 

b) O•er your lihtlmc, how maay yun hue you used rsqbU•nnJ 

9S - not asked 
99 - asxcd but not answered 

!S. Any dru1: al all, 
nor countin1: 
alcohol as .a druz 

56. ~fore than 
one suouauce 
per day, 
Including alcohol 

(a) 
Prior 30 

..12m.· 

Da~ 

a) ____ _ 

a) ___ _ 

(b) 
Lifetime 
~ 

Yrs. 

b) ___ _ 

b) ___ _ 

57 . Which subsrance or subslances is your binest problem? 
/nurv,ewer : I I clitnr 1.mabit to dtttrmmt this. 
or if you hal·t evidence the.: rs conrrcry to lht clitn1·s 
ra.zin~ . record vour own a.ssessmtnl htrt. 

00 ~o probiern · 
~ I Alcohol--

1-:~rom 
· , \iethadone 
o.i Other op1ates,ana1ges1cs 
05 Barbiturates 
06 Other sedatives, hypnotics : tranquilizers
Qi Cocaine1cra::k 
08 A mphctam1ncs 
09 Cannabis 
IO HallucinogcD.l 
J 1 InhaJanu 
99 Asked but not answered. or cannot be determined 

re,alarly? 

a) 

b) 

If client has no substance abuse problem. record ·oo· in the boxes in both parts ·a· and •b• above . 
If client has only ot:e substance abuse problem. record the number associated with that 

substance in the boxes in part ·a· above , aod put a ·oo· in the boxes io part "b". 
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If client has 2 or more substance abuse problems. record the most probler.iatic substance in part ·a· and 
record the second most problematic substance in pan ·b·. 

fmurmv,r: W}i17 ,i " ~rmrn~d subs:cnce( s) of abuu? 
I •client rating · 

cl 

:-interviewer rating 



S!.a. How loa& was }Our la.st 
penod of toluat.ary 
abstinuice from this major 
substlDCC lOr Sll.DSlartaSJ? 

~riods of ltospitaliza.r.io:n or i1ta:rura.tion au not a:NIU~d: 
~nods of abstinenu durint wirich tlu pa.,1ffll was taJcint 

methadone. an1a.bv.se or naltrezone as an DU1"pa.,1e,u Q!t indJlded: 
if c/ieru has du.ai addiaion. mu.st ~ abstinen.t from QmJi subsances 

I year • 012 months 
: years • 014 months 
3 years • 036 months 
4 yean • 041 .months 

S years • 060 months 
6 years• 072 months 
7 years • 084 months 
I years • 096 months 

000 - never ibstinent 
998 - not as.Iced 
999 - a.sxed but not answered 

I:: . How lone aeo d id thfs . 
abstiDfDCC end? 

round ~ to nearest momh 

000 - still abstinent 

9 years • Joa mon th.s 
10 years • 120 months 

997 - d~~s !!.,t 2ppfy - r~soonse to •582 was 000 (.i .e .• was n•v•r a~...lllent! 
99& - not asked 
999 - asked but not answered 

59. in ti:e q11estions coruaintd in this item. tnzer only tht money~ 
not the sire"' vatu, of what was wed. 

Ro11r.::1 :J? to tnt nearest dollar. 

a. In the 30 da)s before !reference point! 
how much money did you spend OD alcohol! 

9998 - not asked 
9999 - asxed but not answered. or cannot be determined 

b. la the 30 days bdore lreference pointl 
hoY> much moaey did )'Ou spead oa druis? 

9998 - not asked 
9999 - a.sked but cot answered. or cannot be determined 

COMME:"c"TS: 
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~-J. a. ID your lifetime. how muy times hue you bad alcohol d.t.'s? 

DTs an not 10 ~ conjwtd with tht ·shale.es·. or alcoholic seizuns. wiucii oCCP a.bow 
6 hours afur aicoi:oi has bttn wuildrawn arui .:o not ,nciMlie titiir1um. 

DTs ocCJI' i, 10 ,a hours a/ttr a persons last tinnic.. 
Tluy con.stSI 'of tremMs ( sJuvc.ilt1) z11.. dtliriwn ( sr,tr, disoriffllallon). . 
Thty tut o/i,n a.ccompanitd by a /t.,v 11:Ad SOl'IUlilMs. bUl ""' always. iuu/Mt:inazions. 
Trw DTs art u.n,ai/y so striDW tiu:t tluy rtl{Wrt sonu Jund of tMtiia:J ave or tNJstdt 

inlt""7f.llOII. 

95 - 9S or more times 91 - not asked 
96 - too many to remember 99 - a.sked but noi 1J1Swered 

b. Ia your llhtlme. how many times ban you OYtrdosed oa dnrp? 
(i.e .• mzt,.,tn11on by somtont was nudtd to rtC0'1tr; 
s,mpiy ·sJup111g II of r does not consritu.Jt an OD) 

9S - 95 or more ti:::es 98 - not asked 
96 - too many to remember 99 - asited but not answered 

el. For ti:t q:Jtszror.s con1a1r.t:i ir. this ium. count 2!!.J:: rypt of alcohol or drug trtaimtnt. include 
dt10:uficcuon. half-way houses. inpaz:tnt . owpaz1tn1 counstlint , ana· AA or NA (if-J or more 
uss,or.s I w1thin a one month period. 

I/ trt::.tta for ~ c.i~tJiu:,,' & dr:.6; s::-:-::.:!~::~·'"!.!r 1 .. ~~!!'!! ~;,, tr,a,ment undtr botf!. ca.1tgories . 

1. Ia your lifetime, how maay times hue you bun treated for alcohol abuse? 
9.S - 95 or more times 98 - not asked 
96 - 100 many to rememeer 99 - asked bur nor answered 

b. How many of thesr were detox oaly? 
1 1.e • . drd no, inci:Jdt any follow-up lfea.Jmenr J 

9 5 - ; 5 or more !:rnes 
96 - 100 many to re:':'le:nber 
9i - ooes not app1 y - response to •6 I a was 00 (i .e .• ::ever tre3:ed fer sl:chc! lbuse ! 
98 - not asked 
99 - not allSwered 

c. la your lifetime. how mauy times hue you been treated for druc abuse? 
9.S - 95 or more rimes 98 - not asked 
96 - too many to remember 99 - asked but Dot answered 

d . How many o{ these '°'"' detox only? 
( r.t .. did no, 1ncludt ar.y follow-up rrtaimtnt) 

9.S - 95 or more times 
96 - 100 many to remember 
97 - does not appiy - response to •61c wu 00 (i.e., never treated for drug abuse) 
9g - not asked 
99 - asi<ed but not answered 
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~:. !n rht 30 da~s before 'rthrtncr point! , bow maay days were you 
tru1ea in an ourpaueat sctllDi {or a1cohol or drues? 

inciudt AA. NA. or CA muunrs. An1abu.u. mt1hadont mazn.1,,umct. tic. 

98 • not asked 
99 • LSKed but not answered 

53. ID the 30 days before 'rehrtnct point! , bow ma.ay d.tys did you: 

a. uperieacc alcohol problems. iacladln& 
cruincs (or alcohol. adnrst effects Crom alcohol, 
withdrawal symptoms from alcohol, or the desire but 
inability to stop driakia& alcohol? 

do no, mciudt znc.i::ility to jirrd alcoizol 

9! • not asked 
99 • a.sxed but· not answered 

b. exptrienct drue problems, iacludiaz 
cu,·inis !or drues, ad,.erse effects from druis, 
"·~rhdr,·~al l"!?l!:''?!:":".: rrnm dru~s. c:- the desire bur 
inability to siop· u.kiaz drves? - · 

do not mciudt irra.ti/i1y 10 find drugs 

98 • oot asked 
99 • asxed but not answered 

64 . c.:.:.:,·T P.ATl\·cs: 
t:,ini this rat1n& scale 1 ;rtstfll ci:tfll ra.tmg sea/ti: 

0 • ~ot at all '7 - does not apply: 
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! • Siigh:ly ta !i::!e) 
: • Moderately /_somewhat) 
3 - Considerably ta loo 

(fer e4a &. c. ":bes :1ot apply• i! a~;ro;:iate if res:,o:1se :o i:s63a · .. ·a.s C 
for 64b &. d. ·does Dot apply• is appropriate if response to •63b .,,,,a.s 

8 - oot asked 
4 • Extremeiy 9 - asked but not answered 

a. In the 30 days before {rtftrence point! , how troubled or bothered were you by alcohol probltms? __ 

b. In the 30 days before lreftrenct point! , how troubled or bothered were you by druz problems? 

How important to you Is trearaieot (or alcohol problems that you are aot now ieuioz? 
lrau .sptcrjic nua for su..i:Js:anct a:,u.st ueaimtfll. nor gentrai ihuapy; 

~- Ho-.. important to you is treatment !or drui problems that you are riot oow-iettlDi? 
( rau speer fie nud for su..i:J.sra.nct c.i::ust zrtcument. nol gtntrai rhtrapy; 
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APPENDIXG 

MOTN ATION, READINESS, AND SUITABILITY SCALE 



MOTIVATION 

13. I want to be a part of this program because I 
want to decrease my dependence on alcohol/drugs. 

14. I want to be a part of this program because I 
want to ~top being homeless. 

15. I want to be a part. of this program because I 
want to find a job and keep it. 

16. I want . to be a part of this program because I 
want to improve my health. 

17. ·r want to be a part of this program because I 
want to~___;~~~~~~~~~~~~~~~~~~~~ 

18. Basically, I feel that my alcohol/drug use is 
a very serious problem in my life. 

19. - Basically, I feel that my alcohol/drug use has 
caused problems in most areas of my life (family, 
children, employment, school, relationship, 
friendship) • 

20. I believe I have to stay off all alcohol/drugs 
in order to do what I want to do in life. 

21. Often I don't like myself because of my 
alcohol/drug use. 

22. Lately I feel like I really can't control my 
life, things are too much to handle. 

23. Lately, I feel if I don't change, my life will 
keep getting worse. 
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24. I am afraid that I will end up dead if I don't 
stop drinking or using drugs. 

25. I know I have to make changes in myself to get 
my life together. 

26. It is more important to me than anything else 
that I stop using alcohol/drugs. 

27. Generally, my life is OK, but I still have to 
make changes in myself. 

28. Alcohol/drugs are not the only difficulties in 
my life. I need help with other problems 

·(emotional, educational, vocational, social). 

READINESS 

29. I don't really believe that I have to be in 
treatment to stop drinking or using drugs, 
I can stop anytime I want. 

30. I came to this program because I really feel 
that I am ready to deal with myself in treatment. 

31. I'll do whatever I have to do to get my life 
straightened out. 

32. Basically, I don't see any other choice for help 
at this time except some kind of treatment. 

33. I don't really think I can stop my alcohol/drug 
use with the help of friends, family or religion, 
I really need some kind of treatment. 

34. If I can't get help here, I will try some ottier 
treatment. 
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35 .· I am really tired of using alcohol/drugs and 
want to change, but I know I can't do it on 
my own. 

36. I am willing to enter treatment as soon as 
possible. 

37. If I had my chance again, I wouldn't be drinking 
or using drugs. 

SUITABILITY 

138 

I have already explained the project to you and what I would like 
you to do now is to give me your honest reactions to the 
description. As before, I will read you some sentences and you 
decide whether you agree or disagree with each of them. 

38. I am willing to sever family ties for awhile 
if it will help me in treatment. 

39. I am willing to sever street ties for awhile 
if it will help me in treatment. 

40. Overall, this treatment seems to be the right 
approach to my problems. 

41. I know that I need a long period of living in 
a new environment in order to change my life 
for the better. 

42. I know that I need to change my attitude as 
well as my behavior in order to change my life 
for the better. 

43. I really do need to be completely alcohol/drug 
free in order to live succesfully. 



APPENDIXH 

PERSONAL HISTORY FORM 
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?. How ioai have you lived in Pine Carrty? 
:i:zs sr.o:Jui r!/iecz rorai o~·er ti:e iifetime, 

98 - :--.=at asked 
;9 - .~skec1 cut not answered 

!I. Recenr Residential Information 

l) 

years 

l 0. I would like now to set an idea about what brousht you here, how the 
2 months went before you came here. 

~on:~s 

Ia the 60 days before !reference point! 1 did you spead any nights in any of these places? 

Recd eacit place descrr;tion below and circle 1he fellers of all to witich :i:e cf ient 
responds ·Yes.· 

~ow I would like to ask you about the specific: nights you spent in these places. 

Present calendar to client. 

Let's wor.k backwards. 
Where did you sleep the night before [reference point! ? 
How long did you stay there? 
e:c .. e:c .. :.inti/ you have covered 1he 60 day period prior to when client entered your 

program. · · 

,"/ ._,';,:,;; .:.:;.;;;;v; .-~,7:,,-::=~r :~.==:!.·,: ~ .. ·.:-::·;.': d:=_'.'! .'-:~ C!" !.~! s;~"!! !.'! !'~':,,. ,.;,f 
the places with an rnitial .. yes ·· response. ask for best estimate of the 
total number of days spent at that place. 

When tire calendar has been completed and entire interview has ended. re!urn 
to this item and total the number of days spent in each type of place zn 
:he spaces provided below. 

Tire emire 60 dars should be accounted for . using the "other" and "ioes r.ot 
remember· cctegones. if necessar_v. 

Emer ·co .. /or ail plc.ces :o which the client answered · .\'o· initially . 

98 - ~ot asked 
99 - Asked but not answered 

a) All-night theater, subway station. or other indoor public place 

b) Subway or bus 

:J Abandoned building 

d) Car or other private vehicle 

e) On the street or in other outdoor place 

f) Emergency shelter 

g) Hotel/motel 
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.'": 1 Own SRO room 

: ; Someoae else's SRO room 

Own apartment or house 

~:) Pareat1guardia~is apartmeat or house 

: i Someoae else's apartrueat or house 

:ni Boarding house or board-and-care facility 

:'lJ Traasicional housing 

OJ Group home 

pJ Long-rerm alcohol- & drug-free facility (e.g., Oxford House) 

: , Hospital (including psychiatric facility) 

. . :--:ursing home 

: J Treatment or recovery program. iacludiag detox. 
half - way house or residential trea cmea t program 

t) Jail or prison 

u I Corrections half way house 

·~) Other ------

w) Do:s 1:ot rememi:er 
TOTAL 
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Resiciential Background 

How old were vou when \·ou firsc became homeless? 
By homeless. ( mean chat you had no regular place co live for a week or 
loa~er. like ~·our own house. apartment or room. or your family's home. 
Iasread you had to scay temporarily with family or friends when you had 
oowhere eise to go, or stay in a shelter or treatment facility ,uch as a 
hospital. or in an abandoned building, :di-night theater. car, outdoors, 
or another such place. 

, nme spent rn jar! or ;rison does not count cs nme being nomeiess 1 

97 - Does not apply - never been homeless 
98 - ~ot asked 
99 - Asked but not answered 

: :. J. In ~·our entire life. whac is the total number of times you have been 
homeless? 
.. :nci:.ide the ;resent episode) 

.:n e =!sode o_i homelessness ends 1 .. :nen a person r.cs a sm~ie ;face 
:o 11ve for a ivee.i( or iongcr 

95 - 95 or :nore times 
96 - Too manv to remember · 
97 - Does not ·apply - never been homeless 
98 - ;,..;or asked 

b. How many of these have been in the last 5 years? 

: 3. In your entire life. what is the longest single period 
of time you ha,·e been homeless? 

; J 

·:m!l:Cl .:i:~m of i2 finruo11 o/ r.omeiess rf necessc.r_.._. ; 

-? , 9"'." · Does not at:,ply - never been homeless 
98 98 - \:oc asked 
?9 99 - Asked but not answered 

Whac year did that period begin? 
.- get cesc escrmace J 

In ,our entire life. what is the roral 
a~ounr of time you haYe been homeless? 

: remrnd client of definition of homeiess ij necessc.rv J 

97 97 Does nor apply - never been homeless 
98 98 - \:oc asked 
99 99 - Asked but not answered 

a) b) 
--Yrs____ --.-,1.0~ 

c) ...L. o 

:i) .b) 
--1-·rs-. -- ~os-.--
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.,ow I wouid like to uk you some questions about when you first became homeless. 

. ' 
R~rr:ina c::er.r of defzr:rllon of i:omeitss zj necessary J 

Before vou first became homeless. what tvpe of residence 
· did ~:ou lite ia? 

·: 1 - Hotelimote! 
:,2 - Own SRO room 
03 - Someone else's SRO room 
·'J-4 - Own apartment or house 
05 - Parent/guardian's apartment or house 
06 - Someone else's apartment or house 
07 - Boarding house or board-and-care facility 
08 - Transitional housing 
09 - Group home 
l O - Long-term alcohol- & drug-free facility (e.g., Oxford House) 
: I - Hospital ( including psychiatric facility) 
: : - :--:ursing home 
: 3 - TreJtment or recovery program. i:icluding detox. 

haif-way house. or residential treatment program 
: ..: - hil or prison 
15 - Corrections halfway house 
16 - Other ------

97 - Does not apply - never been homeless 
9~ - >':'! '.?.~k~d 
99 - .Asked tut not answered 

!6. Before you first became homeless. were you living with any of the following 
people? 

:nci: . .de as mani· cs c=;ly ) 

"\ 
.J -

l -

a - Alone 

>O 
Yes 

- Does not apply - never been home!e~s . 
or ii lived alone. ~Jrts b-g below 
do not need to . be isked and should 
be coded 7 

8 - Not asked 
9 - Asked but not answered 

b - With spouse or sexual partner 

.; - With children 

d - With parents/guardian 

= - With other relatives 

f - Wj th friends 

g - Other ------
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'.\'ow l :im ~oin~ 10 ask you abour some reasons people have for leaving 
their residences. Which of rhe following led ~ to (eave ,·our residence 
before you first became homeless? 

!,:ci:.de :;; n:an_v as appi_~· ' · 

- ~o 
Yes 

:- - Does not 3pply - never teen homeless 
8 - :",.'ot asked 
9 - Asked but not answered 

l - .\loved to a different city 

: - Lost a job 

c - Lost in·come (e.g., gambling, welfare cut off) 

c - Incressed expenses ( e.g., rent, heaf th care, 
drugs & alcohol) 

~ - Eviction 

:· - I3uilding rehabilitation1condcmned/sold 

g - Discharge from institution 

h - Disaster (arson or other fire. flood. etc.) 

1 - L"nbearable living conditions 

J - Interpersonal conflict ( e.g., separation. divorce, 
arguments) 

k - Physical or mental health problems 

Got in trouble with the law 

::1 - Someone you were depending on for housing, 
food. or money was no longer able or willing 
to help you out 

n - Alcohol or drug problems 

o - Other _____ _ 
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: _: c1:em r.::.s r.c.d rr.-:re tr.an i ~;1sode of homeiessness r i.e .. c.nswer to •/2a. .:> I: . 
~si<. ::e.'7':s ::ia. : _-;_ & 20 teioiv. Otherwise end PHF interview here. emu 
~:,pro.~r:c:e ~.i=es r.ot c_=;::,,· codes in 18. 19. & 20. c.r:d complete items 21-73. 

: S. >OW I arn goini to ask you some questions about your most recent episode 
o_f homelessness. 

Before your most recent episode of homelessness. what 
tvpe of residence did you Jive in? 

01 - Hotel/motel 
02 - Own SRO room 
03 - Someone else's SRO room 
04 - Own apartment er house 
05 - Parent/guardian's apartment or house 
C6 - Someone else's apartment or house 
07 - Boarding house or board-and-care facility 
08 - Transitional housing 
09 - Group home 
! 0 - long-term alcohol- & drug-free facility (e.g., Oxford House) 
'. ! - Hospital (including psychiatric facility) 
; : - ~ursing. home 
!"3 - Treatment or re:overy program. including detox. 

half-way house, or residential treatment program 
l J - hil or prison 
15 - Corrections halfwav house 
!6 - Other · 

97 - Does not apply - never been homeless, 
or have onlv been homeless once 

98 - Not asked · 
99 - Asked tut not answered 

19. Before your most recent episode of homelessness. 
were you lhing '°"·ich any of the following people? 
' mci:.u.ie c.s many c:s c:ppfy J 

0 - >0 
! - Yes 

J - Alone 

, - Does not apply - never been home!ess. 
or have onlv been homeless once 

(i.e. ;; 12a = ·1 ), or if lived alone. 
parts b - g below do not need to 
be asked and should be coded 7 

8 - Not asked 
9 - Asked but not answered 

b - With spouse or sexual partcer 

c - With children 

d - With parents / guardian 

: - \\."ich ocher relsches 

f - With friends 

g - O!r.er -------
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:",:ow I 3m ~oins;! to ask ~ou 3s;!ain about the reasons people have for leavin~ 
their residences. Which of the following led you to leave your residence 
before ~our most illlli episode of homelessness? 
!nci:..de cs n::;ny ~ .::.;;,;·;. 

>'o . - Does not appiy - !'!ever ceen homeiess. 
Yes :.r h3ve o~iy been home1ess once 

•, i.e .• =12a • i) 

8 - ~Ot 1.SKed 
9 - .-.\si<ed tut not lnswered 

l - Moved to a different city 

: - Lost a job 

= - Lost income (e.g., gainbling, welfare cut off) 

d - Increased expenses (e.g., rent. health care. 
drugs & alcohol) 

~. - Eviction 

f - Building rehabilitation, condemned/sold · 

g - Discharge from institution 

1 - L:nbearable living conditions 

J - Interpersonal conflict ( e.g ., separation. divorce. 
arguments) 

k - Physical or mental health problems 

Got in trouble with the law 

;1 - Someone you were dependin~ on for housing. 
food, or money was no longer able or willing 
to help you out 

n - Alcohol or drug problems 

o - Other _____ _ 
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