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CHAPTER.! 

Introduction 

Photographs o£ homeless people published every day in . 

newspapers and magazines reflect homeless people as poor, 

sickly, isolated and disconnected from mainstream society. 

These people are pictured living in doorways, trash cans, 

parks and crowded beds in shelters. This image of 

homelessness is, unforturiately, an accurate one and is not 

cbnfined to large urban areas. Even in small urban areas, 

homeless men and women.are seen walkin~ along:downtown 

streets, sleeping ori benches o~.stand~ng in lines at soup 

kitch~ns and day labor departm~nts. Homeless peopte seek to 
. . 

meet basic needs of food, clothing arid shelter, and qften 

neglect their health needs. Thus, the health, social and 

environmental problems of this group ·challenge the skills of 

health professionals.· 

Nurses, in Augusta and other cities, are concerned about 

the health p~o~lems and health status of homeless people. 

Deputy Surgeon General, Dr. Faye Abdellah (1~86),.identified 

four goals. for nurses working with the homeless. These are 

(1) identifying issues· regarding treatment, (2) studying 

access to health care, (3) us~n~ nursing research to identify_ 

short and long-term need.s; and ( 4) · creating recommendations 

·for practice, research, policy and education. Maurin (.1986) 



stressed the importance of nursing research in exploring the 

health status of the homeless by arguing that environment, 

lifestyle, social netwo~ks, and demographics are areas of 

concern in assessing the needs 1of homeless people. 

Historical Background of the Proble.m 
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Although the problem is just beginning to be addressed 

by news magazines and scientific journals, homelessness in 

the United States is not a new issue. The country was 

founded by the Pilgrims, a group of homeless people. Western 

territories were settled by homeless men and women 

challenging new frontiers and western railroads, highways, 

and factories were built by men and women who drifted with 

seasons and opportunities (Frazier, 1985). 

During the first half of the twentieth century, the 

number of homeless people declined as more jobs became 

available. In 1923 the first study on hornelessness in the. 

United States, undertaken in Chicago, estimated that 30,000 

to 75,000 people in the city were without a horne (Frazier, 

1985). Ironically, this is the same percentage of the total 

population as estimates of hornelessness indicate today 

(Frazier, 1985). Until the middle 1950's ·the stereotype of 

the homeless person as middle-aged, male, and disconnected 

from society predominated. Today, homeless people are 

seeking to have their basic needs met: food, housing, jobs, 

money, socialization, and health care. The romance of 

hornelessness is gone, replaced by the reality of a troubled 

lifestyle. 



The deinstitutionaliz-ation programs of the 1~50' s and 

1960's increased the numbers of homeless people by releasing· 

chronically mentally ill people from mental institutions and 

emphasizing short-term psychiatric hospitalization. 

According to the goals of the program, these people are to 

receive mental health care through a network of community 

mental health centers. The mental health centers that were 

built have not met all of the needs of mentally ill people in 

the community.. Some of these people are lost to the health 

care system and comprise a large segment of the homeless 

population, the homeless mentally ill. 
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The size of the homeless population in the United States 

is difficult to measure due to the mobile, disconnected 

lifestyle of these people (Siegel, 1978). In 1984, federal 

government (Department of Housing an~ Urban Development) 

reports indicated that 250,000 to 350,000 people are homeless 

while 69,000 people .~reliving ·in shelters on an average. night 

(Hope & Young,·1986). Other reports (National Coalition for 

Homeless, 1986; Health and.Human Services, 1983) place the 

number of homeles~ people between two and three million 

(Frazier, 1985). 

New·York City statistics show that approximately 16,000 

people are housed in the city's shelters, churches, and 

emergency centers on a typical night (Hope & Young, 1986) 

an~, in 1980, resea~chers estimated there were 36,000 

homeless people in New York City.· In.th~ Augusta, Geor~ia,. 



area, 300 to 500 people are estimated to be homeless 

(Department of Human Resources, 1986). 

Augusta, Georgia, ·the setting for this study, is the hub 

of a medium-sized urban area of approximately 400,000 people 

(Georgia Statistical Abstract, 1.986-87), located on the 
. . . . . 

Georgia-South Carolina~border. Augusta is the economic and 

cultural cente.r for the Central Savannah River Area, a 
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predominantly rural, agrarian region along the Savannah River. ~ 

Augusta is the county seat for Richmond County (its urban 

area extends into Columbia and Mc'buffie Counties in Georgia 

and Aiken:, County in South Carolina) . · Richmond County had an 

unemployment rate (1985) of 6.5% (Georgia Statistical 

Abstract, 1986-87), and its racial mix is· 57% white.and 43% 

black (Georgia Descriptions in Data, 1983). rhe average age 

is 32.7 years (Georgia Statistical Abstract, 1986~87) ~nd the 

average level of education is 12.2 years (Georgia County 

Guide, 1983). There are slightly more females (51%) than 

males (49%) (Georgia Descriptions in Data, 1983). The 

homeless people in Augusta were compared_to the general 

population on these demographic characteristics, along with 

examining other aspects of the local homelessness problem. 

Pioblem Statement 

This thesis examined the problem 9f homelessness in 

Augusta, Georgia, from a nursing perspective. In planning 

suitable health care for the homeless, it is essential to 

understand what kinds of people live on the streets coupled 

with their health problems and health status. Local nurses are in-



a.position, as the largest discipline in the health care 

field, to study the homelessness problem and assist to 

develop health care programs for these people. 

Purpose 

The purpose of this thesis was to describe the health 

status of homeless people in Augusta and to identify the 

demographic and historical variables related to homelessness. 

Research Questions 

Research questions to be addressed are: 

1. What is the functional health status of homeless 

people in Augusta, Georgia? 

2. What are demographic and historical characteristics 

of homeless people in Augusta, 'Georgia? 
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3. Is there a relationship between demographic and 

historical characteristics (sex, race, age, education, when· 

last worked and·monthly income) and functional health status? 

Need for the Study/Significance 

At the present time, only one study has been completed: 

however, a second is in progress to study the homelessness 

problem· in Augusta. It.iS hoped that this study will be 

used by the local community to understand its homeless people 

and to plan.apprb~ches to meet their needs. 

Assumptions~of the Study 

There are ·several assumptions .,in this study. They are: 

· ( 1 )· homelessness is a problem in Augusta, and ( 2) the 

instrument (Sickness Impact Profile) measures health status 

and will be valid ~nd reliable for this population. 
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Limitations of the Study 

The results ~f. this study can not be generalized to a 

.variety of settings and homeless populations because only 

people in shelters were intetvid~ed~- However, the findings 

may be applied with. caution to cities of similiar size and 

characteristics (e.g., economic-conditions, geographic 

location), but further study is necessary. Since the ~tudy 

was conducted in the spring, a picture of homelessness. in 

other seasons can not be drawn. There may be a tendency for 

subjects to give social1y desir~ble iesponses. rather than 

accurate answers. Also, the results of the Sickn~ss Impact 

Profile (SIP). can not be· compared to. results from. studies that 

have used it as only part of the. instrument was. used. in 

this study of homeless people. 



CHAPTER II 

Review of literature 

A review of the literature reveals a scarcity of 

research on the problems of homeless people. Research tends 

to study homelessness from one of four orientations: 

assessing the scope of the problem, assessing health status 

and health problems, examining ~arriers to health care and 

identifying demographic and historical characteristics of the 

homeless. This review of literature analyzes the problem 

from each of the orientations. 

Scope of the Problem 

Assessments of homelessness in Los Angeles (Robertson & 

Cousineau, 1986) and the state of Ohio (Roth & Bean, 1986) 

have been undertaken through grants from the National 

Institute of Mental Health. These and other studies address 

the causes of homelessness, health problems of the group, 

access to health care, and demographic characteristics. A 

summary of the literature on each of these topics is 

presented below. 

Frequent causes of homelessness, as reported by Roth and 

Bean (1986) and Ball and Havassey (1984), include: 

1. unemployment 

2. alienation from family 

3. reduction in low income housing 

7 



8 

4. the growth ~f urban gentrification· 

5. eviction 

6. reduction in governmental financial·support 

7. alcoholism ,-. > 

8. deinstitutionalization 

9. disruptive behavior 

10. personal preference. 

In many cases,· several of these contribute to homelessness in 

an individual (e.g., alcoholism, disruptive behavior, 

alienation from family, and eviction). 

Health Status and Health Problems 

It is unclear to researchers if these problems are 

causes or results of homelessness •. For example, alcoholism 

is cited as a cause and a result of_h6mele~sness. Reich and 

Siegel (1978) describe "secondary alcoholics" .as those who 

use alcohol to treat their primary probl~ms. 

Sever~l studies are ·cited below that describe the extent 

of alcoholism among the homeless. · Cousins ( 1983_) found 72 

percent· of the homeless to be mentally ill or alcoholic. 

Laven and Brown (1985) found 82 percent of people utilizing a 

Birmingham, Alabama,_ soup kitchen drank alcohol regularly. 

Sixty-four percent of those sur~eyed-by Roth and aean (1986) 

drank ~lcohol in the month prior to the interview, while_ 

Bassuk et al. ( 1984 ). dete·rmined 29 percent of their sample 

were alcoholics. Most studies_ do not try to e~plain 

alcoholism in homeless people, rather provide only 

statistical information. In light of these findings, Frazier 



(1985) raises the difficult question: Are alcoholism and 

mental illness causes or effects of the homeless lifestyle? 

The extent of mental illness among the homeless is 

difficult to determine. The rtufuber of patients in mental 

institutions has declined since the 1960's, but Reich and 

Siegel (1978) contend that these mentally ill people have 

be~n relocated to the streets. The percentage of' homeless 

with some degree of mental illness varies from 20 percent to 

over 90 percent (Bassuk et al., 1984), but 40 to 50 percent 

is accepted by many experts as accurate (Frazier, 1986; Arce 

et al., 1983). 

Schizophrenia is the most common psychiatric diagnosis 

found among the homeless (Bassuk et al., 1984; Arce et al., 

1983). Organic_brain syndrome is the,.most common diagnosis 

in homeless people over age 40. Po'st-traumatic psychotic 

states are frequently seen among Vietnam veterans living on 

the streets (Reich·& Siegel, 1978). Other psychiatric 

9 

·diagnoses include personality disorders, affective disorders,· 

organic brain syndrome, and mental retardation (Arce et al., 

19 83) . 

Seribus. physical health problems are_also prevalent in 

the homeless population. Many of these illnesse.s are not 

unique to homeless people, but other .diseases (frostbite,. 

hypothermia, inf~stations, dermatological problems) are 

unique to .the. people who are exposed to unhealthy street 

environments, as Brickner et al. (1985) discussed in Health 

Care of Homeless People~ Infestations with lice and scabies, 
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tuberculosis, management of chronic ~llnesses and nutritional 

deficits are health problems cited that affect large numbers 

of homeless people. Several studies· ( Bassuk et al. , 19 8.4; 

Roth & Bean, 1986) found 30 to 44 percent of homeless people 

reported serious health problems. Many of these people never 

seek health care for their problems .. 

Barriers to Health Care 

Distrust of the health care system, lack of money or 

insurance and priority of needs are several barriers to 

receiving health care faced by homeless pe~ple. Fear and 

distrust of the. health care system prevail among homeless 

people, and these attitudes reduce utilization of health care 

services. Homeless people prefer to remain unknown to the 

system rather than provide the detailed personal informat~on 

and paperwork required for treatment. They are aware of 

-stereotyping, suspicion and a condescending attitude of 

people within the institution towards them and their 

lifestyle, which discourages them from seeking health care 

(Strasser, 1978). 

Other barriers to receiving health care include a lack 

of money, insurance, and transportation, a~ well as language 

barriers and misplaced priorities. Robertson and Cousineau 

(1986) found 81 percent of respondents in their Los Angeles 

study had no health insurance, which was the main reason for 

their not seeking health care when faced with an illness or 

injury. Fifty percent of the people in the same study did 

not think their illnesses were serious enough to seek medical 



care, and six percent had no transportation to get. to a 

source of health care. 

Health is not seen as a priority.to home~ess people.. 
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When asked to list their needs/ money, housing, food, 

employment and social contact were perceived by the homeless 

as more essential than ca.re of their health· (Ball & Havassey, 

1984: Cousins, 1983). Strasser (1978) discovered homeless 

people equate health and illness in terms of independence or 

dependence. As they prefer independence, accepting health 

care is seen as a weakness, a t·hreat to survival. When the 

homeless do seek health care, the most common source of 

treatment is the local emergency room (Cousins, 1983). Free 

clinics, veterans ~ospitals, and private doctors ~re sources 

of health care used less frequently. Self-doctor~ng and 

misconceptions about the causes and cures of illnesses exist 

in homeless poprilatioris and hinder adequate usag~ of the 

health care system (Strasser, 1978). 

Demographic and Historical· Characteristics 

The homeless population tends to be similar in 

demographic characteristics to the general population 

(Robertson & Cousineau, 1986: Roth & Bean, .1986). Table 1 

summarizes. d~mographic and historical characteristics of the 

homeless from three stridies. The' majority are young, single 

men who have: been homeless less than one year~ Minorities · 

and the mentally ill are over-~epresented in the homeless 

groups studied (Robertson & Cousineau, 1986: Reich & Siegel, 

1978). 
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Table 1 

Demographic Characteristics of Homeless People Reported in 

Three Studies 

Demographic 
Characteristics 

Sex (males) 

Age (average) 

Education (high school 
diploma or above) 

Veteran 

Marital .Status (single, 
separated, divorced) 

Length of Time Homeless 

Race (white) 

Some Income (monthly 

History of Psychiatric 
Hospitalization 

Setting 

Roth & 
Bean 

81% 

34 

46% 

30% 

93% 

75% 
<1 yr 

66% 

65% 

30% 

Ohio 

*Variable not included in study. 

Robertson & 
Cousineau 

75% 

37 

66% 

37% 

--* 

66% 
<1 yr 

51% 

74% 

--* 

Los Angeles 

6 

Bassuk 
et al. 

N=78 3 

83% 

34 

69% 

--* 

88% 

40% 
mo or> 

77% 

--* 

40% 

Boston 
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Summary of the Review of Literature 

In summary, homeless people are a disadvantaged group. 

These people remain distant from society, the health care 

system and families. Mental illness, especially 

schizophrenia, is common among the homeless, as are exposure-

related physical illnesses. Fear and distrust of the health 

care system is prevalent among the homeless and these 

feelings serve as a barrier to receiving adequate health 

care. 



CHAPTER III 

Conceptual Framework 

Bedause:health status of homeless people is a complex 

problem involving cha~acteristics of lifestyle, envir6nment 

and biology, Dever's (1980) model of health status served as 

an appropriafe framework for this ~hesis. Dever's model was 

used to conceptualize the relationship between the study 

variables and scores on the Sickness !~pact Profile (the 

instrument used to measure health status}. Dever's model 

contains four concepts of. holistic health:' environment I 

lifestyle, biology, and the health care system (Figure 1), 

which are seen by Dever as essential in analyzing th~ health 

status of a· population. The least .. influence is placed on the·· 

health care system, as it has ifail~6 to improve the health of 

the population. Instead, lifestyle, environment, and biology 

are -seen as equally important in analyzing a health problem. 

Two p~oblems that have been analyzed using Dever's model are 

disease patterns. and causes of mortality in G~orgia and the 

United States. 

Variables relating io each of these cbncepts of health 

status were examined in this study: 

1. Lifestyle risks cited by Dever (1980) are_employment/ 

job-related_, consumption patterns and leisure activities. 

Alcohol intake, educational history, monthly income and 

14 
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employment history are lifestyle risks that were studied in 

this thesis. For example, slightly over -half of homeless 

pdpulations tend to be high school graduates and have a 

source of monthly income (Table 1). This thesis· attempted to 

discern employment patterns, consumption patterns, and 

educational history among the homeless. 

2. Biological variables that influence health status 

according to Dever's model were examined. These were: age, 

' 
race, sex, and physical and mental health~ As discussed 

earlier, the homeless tend to oe young, minority males. 

Approximately 40 percent of the homeless are also mentally 

ill,·according to most reports (Frazi~r, 1986). 

3. Social, psychological and physical environments 

impact on health status. Length of time homeless, cause of 

·homelessness, length of time in this city, .marital status, 

and veteran status are examples of these variables. 

4. The impact of the health care system was studied by 

obtaining information about the utilization of health 'care 

facilities ·for mental and physical ·health problem~. 

As the revie~ of the literatur~ re~ealed, Dever'~ (1980~ 

framework includes variables that have b~en cruc~al in the 

study of homeless people. 

Definition of.Terms 

Several· definitions. of homeless:hess· can be. found in the 

literature. Robertson and Cousineau (1986) state a person 

is· homeless if he or. she has no· stable residence. A recent 

study in Ohio divided the hom~less into th~ee groups, 



depending ori the type of shelter utilized (Roth & ·Bean, 

19.86) • "Street people" live on streets, public buildings, 

parks, alleys, and bridges. "Shelter people" migrate between 

shelters within a geographic area. "Resource people" have 

family or friends on whom they. can depend (Roth & Bean, 

l986). For the purpose of this study, homelessness was 

defined as a condition in which people, by necessity, seek 

shelter from a public or private agency (Bobo, 1984). This 

thesis examined characteristics of the "shelter people" in 

Augusta. 

Health status was conceptually defined as the 

functional abilities or behaviors pe~pl~ perfor~ fo remain 

healthy (Bergner, 1977). Health status ·was operati6nally 

defined by the Sickness Impact Profile, an instrument 

developed by Bergner et al. (1978). 

17 



CHAPTER -IV 

Met ho,P,9lo gy 

This was a descriptive study which sought to· describe 

existing characteristics of the homeless as thei related·to 

health status (Polit & Hunglerj 1983). Scores on the 

Sickness Impact Profile (SIP) wert9 ·correlated with 

demographic and historical variables of significant value. 

The subjects were recruited from two shelters for the 

homeless in Augusta, Georgia, on chosen nights.during April, 

May and June, 1987. The purpose of the study was explained 

to people as they left the dining room of the shelter. If 

the respondent agreed to participate, the researcher and 

respondent moved to a pre-arranged, private area to complete 

the data collection. Written consent was obtained before 

the interview began. Both instruments were administered 

orally by the researcher. 
. -

All information obtained was treated confidentially. 

The subjects were told that this was a research project to 

identify what kinds of peopl'e are homeless and what the 

status of /their health is. It was stressed that this was not 

an offer of nursing or medical help. These facts were made 

known to all subjects before they consented .to be 

interviewed. This study was approv~d by ~he Me~ical_College 

of Georgia Human Assurance Committee before implementation. 

18 



The Sickness Impact Profile (SIP) 

Initially,.the SIP was designed to quantify an 

individual's improved function as an outcome of receiving 

medical care (Bergner, 1977). ~suppo~t for the development 

of the SIP originated with Health Maintenance Organizations 

in need of an assessment tool to measure health levels in 

various populations. Also, the authors of the SIP·believe 

it is appropriate to use in eval~ating health care services 

at local, state and national levels. 

The instruments consist of 12 categories: ambulation, 

mobility, body care and movement, social interaction, 

communication, alertness behavior, emotional behavior, sleep 

and rest, eating, work, home. management, recreation, and. 

pasttimes. For the purposes of this study, only eight of the 

categories were used: ambulation, mobility, body care and 

movement, and home management were excluded because they were 

judged as not valid measures for homeless people. The total 

number of statements included in the eight categories was 81. 

Each respondent was asked to reply to those statements that 

applied to his or her state ~f health on the day of th~ 

interview. A SIP score indicated a high amount of 

dysfunction. Scoring was done as reported in the SIP manual. 

Cat~gory and overall scores for the SIP were calculated. 

The category scores were obtained by ~dding the item values 

for all statements checked in each category, dividing by the 

maximum possible dysfunction score for that category, then 

multiplying by 100 (Bergner et .al., 1977). 



item value + item value + 
x 100 = category score maximum possible dysfunction.score 

The overall SIP scores of each subject were obtained by 

adding the scale values for all s~atements checked across all 

categories, dividing by maximum possible dysfunction score 

for the SIP, then multiplying by 100 (Bergner et al., 1977). 

The maximum possible dysfunction score ··for the. 8 categories 

utilized was 579.8. 

According to Bergner et al. {1983), the SIP~cari be used 

to determine and compare·health levels of groups; or 

communities. Deyo et al. (1983) used the SIP to study· health 

status in patients with rheumatoid arth'r'ltis. This 

instrument was found to be more strongly associated with 

functional abilities than were traditional sc~les. Certain 

categories were found to be more strongly correlated than 

others, and the physical dimension categories were more 

strongly correlated than the psychosocial dimension 

categories. 

Bergner et.al. (1985) us~d the SIP to study the 

functional health status of survivors of cardiac arrest and 

myocardial infarctions. They found survivors of myocardia1 

infarctions had better (or lower) sco~es than those people 

who suffered a cardiac arrest. The SIP has been administered 

to the general population, also, to serve as a comparison for 

the·scores of other groups. The scores for the comparison 
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group~ the arthritis patients, and the survivors of ca~diac 

arrests·and myocardial arrests are summarized in Table 2. 

Validity ~nd Reliability 

The va1idity ~nd reliabilitj of the SIP have been 

established in previous studies. In 1976 clinical trials. 

the Sickness Impact Profile demonstrated test-retest 

reliability of r~0.92 and internal consistency of r=0.94. 

Validity of the ·instrument was established by comparing 

scores with self-assessment of dysfunction (r=0.69), self-

assessment of sickness (r=0.63)~ clinical assessment of 

dysfunction (r=O.SO) and clinical assessment of·sickness 

21 

(r=0.40) as measured by attending physicians (Bergner et al., 

1983). 

No information on the validity of the SIP for studying 

homeless people exists. The literature review revealed the 
.\ 

homeless tend to view health in ter~s of function or 

dysfunction. Therefore, the use o£ the functionally-based 

SIP seemed appropriate to measure the health stattis of this 

group of people. 

Demographic and Historical Questionnaire 

Although determining health- status was. important, more 

information was needed to describe the homeless population. 

For this reason, a structured interview was developed by the 

author to accompany the SIP. This interview which was 

designed according to Polit and Hungler's (1983) 

recommendations, considered the feelings of fear and distrust 

homeless people have towards the health care system and 



Table 2 

Comparison of Mean SIP Overall Scores and Category Scores from Three Different Studies 

Category 

Overall SIP Score 

Sleep and Rest 

Eating 

Work 

Recreation 

Bergner, 1984 

Control 
Group 

3.6 

7.2 

1.6 

8.5 

10.2 

Bergner, 1985 

Cardiac 
Arrest 

10.3 

Myocardial 
Infarction 

6.9 

Deyo, 1983 

Rheumatoid 
Arthritis 

15.6 

17.6 

3.5 

46.5 

26.7 

1\.) 
1\.) 



23 

inquisitive strangers. Close-ended questions with several 

alternative answers were used to' minimize embarrassment, 

dishonesty, threatening feelings of the respondents, and to 

avoid eliciting socially desirable ~esponses. The 
-· 

information obtained from the interview was used to describe 

the demographic and historical characteristics ·of the 

sample. Each of these clia.rac.teris.tics was placed within 

one of the four dimensions of Dever's model of health 

status: biolody, environment, lifestyle risks and health 

care organizations. 



CHAPTER V 

Findings 

This chapter will present the methods of data analysis 

and the findings of the study. The qemographic and 

historical questionna?-re results will be presented first, 

followed by the Sickness Impact'Profile (SIP) results and a 

comparison of mean SIP overall scores with key variables 

from the demographic and hist6rical questionn~ire. 

Data from the demographic and historical questionnaire 

and ~he SIP were computed separately. Descriptive 

statistics (percentage, mean and frequencies) were used to 

analyze the results of the demographic and historical 

questionnaire. SIP category scores and SIP total scores were 

computed according to the guidelines of Bergner et al (1978). 

The t-test was used to. compare the subjects·' STP total mean 

scores with key demographic and historical variables. Also, 

category and total SIP score.$ for this sample were compared 

to scores of other study groups (control group,, myocardial 

infarction, c~rdiac arrest, and rheumatoid arthritis). 

Demographic ·and Historical Questionnaire Results 

A total of 25 subjects were interviewed. The majority 

of these were males (76%) and were white (72%). The mean 

age of the subjects was 40.5 years and the range of ages was 

23 to 73. More than two-thirds had not completed high school 

24 



25 

while 12 percent had some college education. The majority of. 

the subjects were single (either divorced, separated or never 

married), and the most frequently reported cause of 

homelessness was family problems (36%). Approximately 

one~third of the subjects were veterans. Fifty-two percent 

of the subjects have been homeless less than one year, and 

52 percent have_ beeri in Augusta less than one year (Table 3). 

All of the subjects reported their last job was 

unskilled. Only 12 percent were currently working, and all 

of these were working at the ~h~lters. Sixty-four· percent 

had not worked at all in the past six months, and 48 percent 

had no current source·of income (Table 4). 

The majority of the subjects (68%) reported having 

current ·h~alth problems and a history of previous 

hospitalization. WQen asked to name their current.health 

problems, mental illness was the most frequent response giveri· 

(25%). Other problems reported by more than one sribject were 

heart disease, hypertension, lung disease, vision, alcoholism, 

gynecological, and·dental (Table 5). The most frequently 

used source of health care was the local emergency rooms 

(40%), and 64 percent of the subjects· reported seeking health 

care. in the past _12· months· (Table 6). More of the subjects 

reported themselves to be cigarette smokers (72%) than 

consumers of alcohol (52%) (Table 6). 

When asked,- "What do you think nurses· should know to 

help meet your health needs?", subjects most frequently.' 

reported items indicating they perceived that nurses .needed 



Table 3 

Demographic Characteristics of Subjects 

variable 

Age: Below age 40 

40 and over 

Over age 60 

Average age (in years) 
I 

S.ex (male) : 

Race: White 

Black 

Education (did not complete high 
school) :-

Veteran Status (Yes) : 

Lengt~ of Time Homeless (less 
than one year) : 

Cause of Homelessness: 

Family problems 

Unemployment 

Length of Time in Augusta: 

Less than one year 

One month to one year 

. More than five years 
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Results 

48% 

52% 

12% 

40.5 

76% 

72% 

28% 

68% 

36% 

52% 

36% 

20% 

52% 

12-% 

25% 



Table 4 

Employment History of Subjects 

Variable 

Most Recent Type of Job: 

Unskilled 

Currently Employed: 

Unemployed 

Employed at shelter 

Date Stopped Working: 

Had worked in 1987 

Monthly Income: 

No income 

Results 

100% 

88% 

12% 

36% 

48% 
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Table 5 

Reported Health Problems 

Health Problems 

Heart Disease 

Hypertension 

Lung Disease (COPD, Infection) 

Mental Illness (includes "nerves") 

Alcoholism 

Cirrhosis 

Vision 

Diabetes 

Seizures 

Gynecological 

Dental 

Arthritis 

Poor Nutrition 

Lack of Exercise 

Number Reported 

2 

2 

3 

6 

6 

1 

2 

1 

1 

2 

2 

1 

1 

1 
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Table 6 

Reported Health Care 

Variable 

Previous Hospitalization: 

Physical illness 

Mental illness 

Alcohol detoxification 

Last Time Sought Health Care (in 
past 12 months) 

Where Health Care is Obtained: 

Emergency room 

Clinic 

Private doctor 

Current ·Health Problems* 

Alcohol Consumption 

Cigarettes Smoked-Per Day: 

Nonsmokers 

Smokers 

Average cigarettes per day 

*See Table 5 
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·Results· 

68_% 

24%. 

8% 

64% 

40% 

32% 

20% 

68% 

48% 

28% 

72% 
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to know about their ·psychosocial needs. Examples of sub1ect 

responses that fell into this category are "treat them like 

they are people" and "know about their life history" 

(Table 7). Other areas of need identified by the subjects 

were: knowing what their health problems are, alcohol 

intake, and how to make referrals. 1Subjects thought it was 
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particularly important for nurses to know about their alcohol 

intake patterns (quantity of alcohol consumed, binges, and 

family problems related to alcohol) . 

As part of the demographic and historical questionnaire, 

the subjects were asked to state what they thought the 

biggest needs and problems of the shelter people were. The 

most common responses to the question and the number of 

responses were: unemployment, 6; no place to live, 6;- lack 

of love or family support, 5; alcohol, 5; and no regular 

food source, 3. None of the subj~cts reported health 

problems as major needs and problems. 

SIP Results 

The _subjects' mean scores on the SIP categories and the 

" total SIP scores are-presented in Table 8. The subjects 

appear least dysfunctional in the eating category. Three 

·subjects did not respond to any of the items, and their SIP 

category and total scores were zero and scores of these 

subjects were included in the computation of overall SIP 

scores. More subjects reported dysfunction in the categories 

of emotional behavior, social interaction, and communication, 

while a smaller number reported dysfunction in the work (24%) 



Table 7 

Perceived Role of Nurses (from Demographic and Historical 

Questionnaire) 

What Nurses Should Know 

About Homeless People 

1. What their health problems 
are 

2. What their alcohol intake 
is 

3. How to make appropriate 
referrals 

4. Psychosocial needs: 

listen .. 
spiritual needs .. 
treat them like they are ~eople 11 

give them hope .. 
don't look down on them .. 
explain things" 
talk to them .. 
answer questions .. 
be pleasant .. 

11 know about their life histories .. 
11 are treated right .. 
"mental end of it 11 

Number of 

Responses 

4 

3 

3 

12 

31 
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Table 8 

Subjects' Mean SIP Overall Scores and SIP Category Scores 

Number Mean 

Categories Responding Score* SD 

Sleep and Rest 14 17.715 12.2 

Emotional Behavior 20 17.336 10.1 

Social Interaction 19 16.268 23.5 

Alertness 14 17.308 17.5 

Communication 17 12.844 10.5 

Work 6 10.333 12.0 

Recreation 15 18.825 8.1 

Eating 9 3.427 4.2 

TOTAL SIP SCORE 22 14.324 11.1 

*Scores were computed based on the maximum possible score of 
100. 
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and eating (36%) categories (Table 8). 

Comparison of Mean SIP Over~ll Scores and Key Variables 

T-tests wexe computed on mean SIP overall scores with 

demographic variables of sex, race, age, education, w:hen last 

worked, and monthly income. as the independent variables. The 

mean SIP overall scores were not significantly different for 

any of the i-ndependent variables (Table 9) . 



Table 9 

Compa.rison of Mean SIP Overall Scores and Key Variables 

Dever's 

Model Concept 

Biology 

Lifestyle 

SEX: 

Male 

Female 

RACE: 

Black 

White· 

AGE: 

40 and 

Key 

Variable 

under 

Over 40 

EDUCATION: 

-Below high scha.ol 

Above high school 

WHEN LAST WORKED: 

In 1987 

Not in 1987 

MONTHLY INCOME: 

None 

Some 

t 

N Mean Value 

19 14.28 
-.03 

6 14.45 

7 19.03 
1.35 

18 12.49 

12 13.92 
-.17 

13 14.70 

17 15.71 
1.27 

8 8.77 

9 13.56-
.32 

16 '15.03 

12 17.54 
1.42 

13 11.36 
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p 

NS 

NS 

NS 

NS 

NS 

NS 



CHAPTER V 

Discussion 

The interviews were ·concluded without incidence and, as 

planned, both of the local shelters were utilized. Thirteen 

interviews were done at the Rescue Mission and 12 at the 

Salvation Army between April·28, 1987, and June 4, 1987. Of 

the people invited to participate, only one refused. Several 

of the participants said they appreciated the chance to talk 

about their lives and thanked the researcher for her time and 

concern. 

The results of the demographic and historical 

questionnaire are summarized in Tables 3, 4, 5, and 6. These 

findings portray the homeless in Augusta as a group living on 

the fringe of the local society. The high rates of 

illiteracy and unemployment-and monthl~ income below the 

poverty level point to significant socioeconomic shortcomings.

Another important finding was the lack of stable family ties 

(see Table 3: marital status, cause fo~ homelessness, iength 

of time in Augusta, and length of time homeless). Perhaps 

the groups was influenced by migratory work in this area and, 

if the study was implemented in another season of the year,. 

a less mobile group would have beeen found. 

The average homeless person in this study was a 40 year 

old white male, single, mobile, and with less than a high 

school education who smokes and drinks alcohol. He was 

unemployed with no source of income and had few family ties~ 

35 
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While 52 percent of the homeless sample reported to be 

current users of alcohol, 56.7 percent of the general 

population drank alcohol (Statistical Abstract of the United 

States, 1987). Statistics on smoking, however, show the 

homeless to be composed of more smokers ( 72%) than the 

general population (36.7%) (S~tistical Abstract of the 

United States, 1987). Yet, these statistics, especially on 

alcohol intake, may be under reported by the homeless as the 

subjects may have sought to give socially desir~ble 

responses. 

The health-related problems identified in this study 

concerned current health problems, access to health care .and 

hospitalization history. Sixty-eight percent of the subjects 

reported having current health problems and these health 

problems identified by the subjects are summarized in 

Table 5. 

The most commonly reported health problem was mental 

illness.· Five subjects reported a history of psychiatric 

hospitalization for depression or "nerves", and one reported 

receiving inpatient and outpatient treatment for 

schizophrenia. Of the six people who reported a h~story of 

mental illness, three considered themselves to be ·free of 

mental health problems at the present time. Also, three 

people said they currently had "nerve" problems, but had 

never been hospitalized for a mental illness. Three more 

subjects had been hospitalized for alcohol detoxif~cation . 

. These results fall within the range citied in the review of 



literature. Also consistent with information in the review 

of literature was the priority of needs as perceived by the 

homeless people. 
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Results of this study were compared with results of 

studies by Roth and Bean (1986), Robertson and Cousineau 

(1986), and Bassuk et al. (1984) (Table 10). The homeless in 

Augusta were similar to the homeless in these studies on the 

variables of sex, veteran status, marital status, and race. 

The- homeless in Augusta differed from the homeless in other 

studies_by being older, not as well educated, had fewer 

financial resources, and fewer reports of psychiatric 

hospitalization. The homeless in Augusta appear to have been 

homeless longer than·those ·found in the other three studies. 

The homeless in Augusta appear to be different from the 

general population in Augusta. The homeless were older and 

less educated than the local population with over

representation of males and whites. The racial composition 

of the homeless group (72% white) is more similar to state 

of Georgia ( 71% white) statistics .than to Richmond County 

(57% white) statistics (Table 11). The unemployment rate 

was mu~h higher (88%) in the homeless group than in the local 

population (6.7%) 

The most common responses to question #19, concerning 

the role of nurses in helping to meet the health needs of the 

homeless, are listed in Table 7. From these responses, it 

appeared the homeless saw nurses as providers of both 

physical and psychosocial care. Some of the responses to 
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Table 10 

Demographic Characteristics of Homeless People from Four 

Studies 

Demographic 
Characteristics 

Sex (males) 

Age (average) 

Education (high 
school or above) 

Veteran 

Marital Status 
(single, separated, 
divorced) 

Length of Time 
Homeless 

Race (white) 

Some Income 
(monthly) 

History of 
Psychiatric 
Hospitalization 

Setting 

Roth & 
Bean 

N~979 

81% 

34 

46% 

30% 

93% 

75% 
<1 yr 

66% 

65% 

30% 

Ohio 

*Variable not included in study 

Robertson & 
Cousineau 

N=238 

75% 

37 

66% 

37% 

-·-* 

66% 
<1 yr 

51% 

74% 

--* 

Los Angeles 

Bassuk 
et al. Jenkins 

N=78 N=25 

83% 76% 

34 41 

69% 32% 

--* 36% 

88% 76% 

40% 52% 
>6 roo <1 yr 

77% 72% 

--~ 72% 

40% 24% 

Boston Augusta 
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Table 11 

Comparison of Study Findings with Local and State 

Characteristics on Demographic Variables 

Study Richmond 

Variable Findings County State 

Age (mean) 40.5 32.7 28.6 

Race: 

White 72% 57% 71% 

Black 28% 43% 29% 

Sex (male) 76% 49% 49% 

Unemployment 88% 6.7% 6.5% 

Mean Years of Education 9.2 12.4 12.2 

Sources: 

Georgia Descriptions in Data, 1983, Office'of Planning and 
Budget, Atlanta; Georgia. 

Georgia County Guide, 1984~ Cooperative Extension Service, 
University of Georgia, Athens, ·Georgia. 

/ 

Georgia Statistical Abstract, 1986-87, University of Georgia 
Publication, Athens, Geo~gia. 

Statistical Abstract of the United States, 1987 (107th ed.), 
U.S. Department of Commerce, Bureau of the Census, 
Washington, D.C. 



question #19 - "treat them like they are people" and "don't 

look down on them"- illustrated problems (e.g., 

stereotyping) concerning access to health care. 
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The purpose of the SIP was to measure ,functional health 

status. There is some concern regarding the validity of the 

SIP as three subjects did not give a positive response to any 

of the items and most subjects responded only to items in 

several categories. Some subjects, that reported no current 

health problems, responded to SIP items. They stated they 

thought their lifestyle and environment had affected their 

health status and that responses to the SIP items were 

appropriate for this reason .. Nonetheless, the mean total 

SIP score for those subjects reporting no health problems 

was 10.49, as compared to 14.32 for the total sample. 

Dever's model of health status conceptualized the impact 

of biology, lifestyle, and environment on health status. As 

shown in Table 9, there were no statistically significant 

differences between SIP overall. scores and key.variables, all 

of which were either biology or lifestyle variables. On the 

other hand, the framework was useful in explaining the impact 

of environment and lifestyle r~sks on health status as 

perceived by the homeless. Some of the subjects reported 

that they_realized their health could be better if they were 

not living· on the streets and did not have to face the 

hazards of this lifestyle - criminals, weather, lack of food 

and shelter, and lack of close family support. Perhaps the 

concepts of the model ·were appropriate in studying the health 



status of homeless people, but the SIP did not adequately 

measure health status in this group of people. The small 

sample size and the nonrandom sampl.ing technique may have. 

negatively influenced the generalizability of the results 

and the ability to compare SIP overall scores with key 

variables. 

Nursing Implications 

Nurses are concerned with the health of all people in 
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the community. Unfortunately, homeless people live in most 

cities and require special attention from nurses and other 

health care professionals. Nurses in all settings -

hospitals, clinics, emergency room, public health, mental 

health - will care for homeless people at some time and need 

to understand how they differ from. other people. It is also 

important to understand what homeless people want from nurses, 

and as these study results indicate, psychosocial care is 

important to the homeless people. Listening, open communica

tion and accep~ance can enhance the response of homeless people 

to nurses and nursing care. 

Community health nurses often become involved in 

improving the health of underse'rved groups in the community. 

Homeless people are one of these underserved groups that can 

benefit from community needs assessment, on-site health care 

at shelters and soup kitchens, involvement of volunteers from 

local nurses' associations and lobbying efforts to obtain 

funds to improve health related services. 
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Summary 

From these results it appe.ar'ed people visiting the 

Rescue Mission and the Salvation Army were similar to 

homeless people in o·ther cities on demographic and historical 

variables (Table 10) . The homeless people in Augusta were 

a disadvantaged group on many of the variables, especially 

educational level, employment, income, family contact, and 

mental illness. The results of the SIP showed a higher 

degree of dysfunction in the homeless than in groups studied 

by other researchers (Table 12) . When a comparison of SIP 

overall scores was made by dividing the subjects into groups 

on the basis of key variables (sex, race, age, educatio~, 

work history, and monthly income), no significant differences 

between the groups were found. 

A comparison of total SIP scores for the homeless with 

other groups can not be made with confidence since only 

eight out of twelve categories were used in the homeless 
. ' 

study. The inclusion of the four categories not used could 

raise or lower total SIP scores and make a cross-study 

comparison appropriate. 

To the homeless in Augusta, survival needs were more 

important than other needs, such as health carec 

Interestingly, the homeless p~rceived nurses as needing to 

know about their psychosocial as well as their medical 

problems. 

These aspects of the homeless lifestyle influence health 

care utilization and contact between homeless people and 

nurses in any setting. This study can serve as an initial 
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Table 12 

Comparison of Mean SIP Overall Scores and Category Scores From Four Different Studies 

Category 

Overall SIP Score 

Sleep and Rest 

Eating 

Work 

Recreation 

Jenkins, 1987 Bergner, 1981 

Homeless 
People 

14.3 

17.7 

3.4 

10.3 

18.8 

.. :.: 

Control 
Group 

3.6 

7.2 

1.6 

5.4 

10.2 

Bergner, 1985 

Cardiac 
Arrest 

10.3 

--

--

--

--

Myocardial 
Infarction 

6.9 

--

_:__. 

--

--

Deyo, 1983 

Rheumatoid 
Arthritis 

15.6 

17.6 

3.5 

46.5 

26.7 

~ 

w 



step in learning more about homeless people in Augusta. It 

is essential to be knowledgeable about the local problem if 

we, as nurses, are to help improve the living conditions of 

our homeless people. 

44 
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Miss Julie Jenkins 

Dear Miss Jenkins: 

Mrs. Graae Hammoak 
Salvation Army 
1384 Greene-St. 
Augusta, GA 30901 
Marah 3, 198? 

This letter aonfirms a verbal agreement allowing you 
to perform a researah study at the Salvation Army Shelter. 
I understand that you will visit the shelter in Marah and 
April 198?. to interview residents to obtain information 
about them and their health. The study follows protoaols 
for researah (inaluding informed aonsent and 
confidentiality of the subjeats and their responses) as 
established by the Mediaal College of Georgia Human 
Assuranae Committee. · · 

· Sinaerely yours, 



DeaP Miss Jenkins: 

MP. RobePt Hayden 
Augusta Rescue Mission 

. 526 WalkeP St. 
Auguata, GA 30901 
MaPch 3, 1987 

This letteP confiPms a vePbal agPeement allowing you to 
pePfoPm a peseaPch study at the Augusta Rescue Mission. I 
undePstand that you will visit the shelteP in MaPch and 
ApPil 1987 to intePview Pesidents to obtai~ infoPmation 
about them and theiP health. The study follows pPotocols 
(including . infoP~ed aonsent and confidentiality of the 
subjects and theiP Pesponses) ~a· established by the 
Medical College of GeoPgia Human As~uPance Committee. 
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Informed Consent 

Descriptive Study of Homeless People: Functional Health 
Status ·and Variables Related to Homelessness 

Julie Jenkins, :R.N. 
Graduate Student 

Community Health.'Nursing 
M~dical College of Georgia 

Augusta, Geoigia 

I have been invited to part~cipate in a research study 
to study the health of homeless people. I' have been asked 
to take· p·art in . this study because I am a person rt~i thout a 
permanent place to live. I· understand that I am one .of about 
25 people taking part- in the study~ . . 

. . T~e int~rvie~ will.be d6ne in the ~helter ~n a private, 
quite place. '.and will last about ·thirty. minutes. The ques-
tions-will be about.my background _and my health. 

I wi'll' ·. not be paid· or. charged ··anything .to take part. 
I understand:· that . the Medical College · of · Georgia is not 
obligated to pay any money'· or provide free medical care· in 
case· this proj~ct results in any ha~m tti:m~. I may receiv~ 
a copy of the results if I wish.· . I will not be personally 

. identified in any reports of the study and· my ·participation . 
will remain ·confidential. :I· may .withdraw. from the study 
at any time ·by re.fusing. to' answer any more questions. With·- . 
drawal from the study will have. no effect· on. my stay ·at ·the 
shelter or any service I receive there. 

I · have ·read.· this document and it has been explained to 
me. I have had a chance to ask q·uestions ··and ·they -have been 
answered to my satisfaction. If I have an · estions· ·about 
the · study I can call Ms •. Jenkins at If I have 
questions about my righ-ts a~t i.n this. studx, . I may 
call Dr. George Schuster at~ W1th th1s understand-
ing,. I hereby consent to take part 1n thi~ study~ . 

Subject's Signature Date 

Principal Investigator'~ Signature · Date 
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Questionnaire 

The first questions I am going to ask are about you 
and your health history. Please tell me if you want me to 
slow down, repeat a question, or stop so you can think about 
one.· 

1. 

2. 

3. 

4. 

How old are you'? 

Sex: 

Race: 

What 

Less than 20 years of age 
21-30 
31-40 
41-50 
51-oo 
Over 60 

Male Female 

Black White 

is the most education you have? 

Less than high school diploma 
High school diploma 
Technical school 

Hispanic Other 

Some college education, but not college graduate 
Colle~e.graduate 

--- More than college degree 

5. What is your marital status'? 

---

Never married 
Divorced or separated 
Widowed 

. Married 

6. Are you a veteran? 
have you served in'? 

Yes No If so, what war(s) 

7. What is your most recent type of job? 
Are you currently employed'? Yes 
When did you stop working'? 

8. What is your monthly income? 

None 
Less than $100 
$100 - $200 
$201 - $300 
More than $300 

No 



. . . .. 
-· ' ' : 

9 .• · .·How long have you bee·n ·~ithout a home? 

---

Less than one month 
1-6 months 
6~12 ·months 
More thari 12 months 

10. What c~tised·iou to be ·h6~e~~s~? 

-----
' . 

UriemploYI!lent 
Family .. ·problems 
No housing available 
Personal preference 
Other 

11. How long hav~ you been in Augusta?· 

---
Less than one month 

.1 month to 1 _year 
--,..-~. ·1-5 'years . 

More than 5 years 
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12. Hav~ you ~ver been hospitalized £or a ~hysiG~l illness?. 
Yes No If so, .when ......... --For what reason? 

13. Have you ever been hospitalized· for a mental illn~ss? · 
Yes No If so, when. 

--------~------------~-----For.what reason? 

14 .. When was the last tiin~ you ·sought nealth care? 

15. Where d6 you get health care? 

Emergency room 
Clinic. 

----- Private. doc.tor 
Other.· 

16. Do you have any health problems no~? 
If so,·what are they? 

Yes ---

17. In general, how much do you drink in one week? 

18. In general, how much do you smoke in one day? 

NO----

19. Thank you for answering these questions. The people who 
visit this shelter have ~pecial needs and problems. What 
do you think are your biggest needs and problems? 
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20. As a nurse I am interested in helping the_people who use 
this shelter. What do you think nurses should know to 

·help meet your health needs? 



APPENDIX D 

Sickness Impact Profile 
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Sickness Impact Profile 

Instructions to the Respondent 

Before beginning the questionnaire, I am going to read 
you the instructions. 

You have certain activities that you do in carrying 
on your life. Sometimes you do all of these activities. 
Other times, because of your· state. of health,. you don't do 
these activities in the usual way:· you may cut some out; 
you may do some for shorter lengths of time; you may do some 

. in different ways • These changes in your activities might 
be recent or longstanding. ·We are interested in learning 
about any changes that descrj.be· you today · and are related 
to your state of h~alth. 

I will be reading statements that . people have told us 
describe them when they are . not completely well. Whether 
or not you consider ·yourself sick, there· may be some state
ments that will ·_stand out because they describe' ~ today 
~nd are related t~ your state of health. As I read the· ques~ 
tionnaire, ·think. ·of yourself today •. : I will. pause briefly_ 
after each statement. When you. tl,ear· one that does describe 
yOu and is re~ated to health,· please tell me and I will check 

. it. 

Let me.give _you.an example. I might read the statement, 
"I am not driving- my car." If · this statement is related 
to your health and-- describes you today, you -should tell me . 

. Also, i£ you have . not been · driving for some time because 
of your health, and are still.not driving today, you should 
respond to this statement. · 

On the other hand,_ if you never drive or are not dri~ing 
today because your car is being repaired, the statement, 
"I am not driving my car·•• is not related. to your health and 
you should .not respond to it. If you simply are driving 
less, or are driving shorter distances, and feel that the 
~tatement only parti~lly describes you, please do not respond 

. to it. · · 

I am now going to begin the questionnaire. -Please tell 
me if you want· me to slow down, repeat a statement, or stop 
so that you .can think about one. Also, let me know any time 
you would like to review the instructions. Remember we are 
interested in the recent or ldngstanding changes in your 
activities that are related to your health. 



Sleep ar.1d Rest 

1. I spend much of the day lying down 
in order to rest. 

2. I sit during much of the day. 

3. I am sleeping or doz~ng most of 
THE TIME DAY AND NIGHT. 

4. I lie down more often during the 
day in order to rest. 

5. I sit around half-asleep. 

6. I sleep less at night, for example, 
wake up too early, don't fall 
asleep for a long time, awaken 
frequently. 

7. I sleep or nap more during the day. 

Emotional Behavior 

1. ·I say. how bad or useless I am, 
for example, that I am a burden 
on others. 

2. I laugh or cry suddenly. 

3. I often moan and groan in pain 
or discomfort. 

4. I have attempted suicide. 

5. I act nervous or restless. 

6. I keep rubbing or holding areas of 
my body that hurt or are uncom
fortable. 

7. I act irritable and impatient with 
myself, for example, talk badly 
about myself, swear at myself, blame 
myself for things that happen. 

8. I talk about the future in a hopeless 
way. 

9. I get sudden frights. 
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Social Interaction 

1. I am going out less to visit 
people. 

2. I am not going out to visit 
people at all. 

3 ·•. I show .less interest in ·:ather 
p~ople's problemi, f6~ example, 
dOn It listen When they te.ll me . 
about their problems, don't offer 
to help. 

4. I often act irritable toward tho~e 
around me, for example, snap at 
people, give sharp answers., criti
cize .easily. 

5. I show l~ss affection. 

6. I am doing fewer social activities 
with groups of people. 

7. I am· cutting down the length of 
visits with friends. 

8. I am avoiding social vis~ts from 
from others. 

9. My sexual activity is decreased. 

10. I often express concern over what 
might be happening· to my health. 

11. I talk less with those around me. 

12. I make many demands, fo.r example, 
insist that people do things for 
me, tell them how to do things. 

13. I stay alone much of the time .. 

14. I act disagreeable to family members, 
for ·example, I act spiteful, I am 
stubborn. 

15. I have frequent outbursts of anger 
at family members, for example, strike 
at them, scream, throw things at them. 

16. I isolate myself as much as ·I can from 
the rest of the family. 
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Social Interaction (cont'd) 

17. I am paying less attention to the 
children. 

18. I refuse contact with family 
members, for example, turn away 
from them. 

19. I am not_doing the things I usually 
do to take care of my children or 

0 

family. 

20. I am not joking with family members 
as I usually.do. 

Communication 

1. I am having trouble writing or 
typing. 

2. I communicate mostly by gestures, 
for example, moving head, pointing, 
sign language. 

3. My speech is understood only by a 
few people who know me well. 

4. I often lose control of my voice 
when I talk, for example, my voice 
gets .louder or softer, trembles, 
changes unexpectedly. 

5. I don't write except to sign my name .. 

6. I carry on a conversation only when 
very close t~ the other person or 
looking at him. · 

7. I have di~ficulty speaking, for 
·example, get stuck, stutter, 
st~er, . slur my words. 

8. I am understood with difficulty. 

9. I do. not speak clearly when I am 
under stress. · · 
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Alertness ~ehavior 

1. I am confused and start several 
actions at. a ·time. 

2. I have more minor accidents, for 
example, drop things, trip and 
fall, bump_ into ·things. 

3. I.react slowly to.things that are 
said or done. 

4. I do not finish things I start. 

5. I have difficulty reasoning and 
solving problems, for example, 
making plans, making decisions, 
learning new things. 

6. I sometimes behav~ as if I were 
confused or disoriented in place 
or time, for example, where I am, 
who is around, directions, what 
day it is. 

7. I forget a lot, for example, things 
that happened recently, where I put 
things, appointments. 

8. I do not keep my attention on any 
activity for long. 

9. I make more mista~es than usual. 

10. I have difficulty doing activities 
involving conc~ntratiort and thinking. 

Work 

1. Do you usually do work other than 
manage your horne? 

2. Are you retired? 

3. If you are r~tired, was your retire
ment related to your health? 

4. If you are not retired, but are not. 
working, is this related to your 
health? 
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Work (cont'd) 

5. I am not working at all. 

6. I am doing part of my job at home. 

7. I am not accomplishing as much 
as usual at work. 

8. I often act irritable toward my 
work associates, for example, 
snap at them, give sharp answers, 
criticize easily. 

9. I am working sho~ter hours. 

10. I am doing only light work. 

11. I work only for short periods of 
time or take frequent rests. 

12. I am working at my usual job but 
with some changes, for example, 
using different tools or special 
aids, trading some tasks with 
other workers. 

13. I do not do my job as carefully-and 
accurately_ aa usual. 

Recreation and __ Pasttimes 

1. I do my hobbies and recreation for 
shorter periods of time. 

2. I am going out for enterta~nment 
less often. ~ 

3 ·. I am cutting down on some of my 
usual inactive recreation and 
pasttimes, for example, watching 
TV, playing cards, reading. 

4. I am not doing any of my usual in
active recreation and pasttimes, 
for example, watching TV, playing 
cards, reading. 

· 5. I ·am doing more inactive pasttimes 
in place of my other usual acti- · 
vi ties. 
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Recreation and Pasttimes (cont'd) 

6. I am d~ing fewer community activities. 

7. I am cutting down on some of my usual 
physical recreation or-activities. 

8. I am not doing any of my usual 
physical recreation or activities. 

Eating 

1. I am eating much less than usual. 

2. I feed myself but only by using 
specially prepared food or utensils. 

3. I am eating special or different 
food, for example, soft food, bland 
diet, low-salt, low-fat~ low-sugar. 

4. I eat no food at all but am taking 
fluids. 

5. I just pick or nibble at my food. 

6. I am drinking less fluids. 

7. I feed myself with help from some
one else .. 

8. I do not feed myself at all, but 
must be fed. 

9. I am eating no food at all,. nutrition. 
is taken through tubes or intra- . 
venous fluids. 
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