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Abstract

In 2007/2008 there were 56,561 applications to t&totlocal authorities by
individuals or households seeking assistance uheégnomeless persons legislation.
This thesis examines the legislative backgrountbtoelessness and considers issues
of definition. The link between homelessness amaltheoutcomes is reviewed and
homelessness is identified as a stressor. Peoptt déferently to being homeless
and the influence of personality, and coping stglediealth outcomes, measured by
a modified version of the General Health Questimen@oldberg and Hillier, 1979),
was examined. Ninety-six people who had applied tocal authority for assistance
due to homelessness completed a questionnaireaahdigated in an interview at a

single session.

The Ten Item Personality Index (Gosling, et. aD20and the Internal-External scale
(Rotter, 1966) were used to measure personality tred Ways of Coping

Questionnaire (Folkman and Lazarus, 1988) was tesetkasure coping styles. The
data was analysed using descriptive, correlatiamal regression analysis for the
guantitative data and a reporting framework, whics developed to report on the

gualitative data.

It was found that emotional stability, planful pteim solving, seeking social support
and accepting responsibility were significant pegalis of both mental and physical
symptoms. Conscientiousness, and accepts respdgsi@re significant predictors

of (social) dysfunction. Locus of control was fouttdhave no significant influence

on health outcomes. An interesting finding was #etking social support as a



coping style had the result of worsening healtlcomes. Further analysis revealed
that the outcome of seeking support is importawt that to fail to achieve this can
have a detrimental effect on health outcomes. mtexview data gives an account of
what being homeless means from a participant’speets/e and provides useful
context to the quantitative data. The interviewulisswere consistent with, and

supported the questionnaire results.

The implication of these results for an interventistrategy for homeless people
assisted by a local authority is discussed, andssiple intervention is suggested

which would enhance coping skills and improve as¢edealth care for this group.
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Chapter One Introduction

1.1 Background

There were 56,561 applications to Scottish locaha@uties by individuals or
households seeking assistance under the homelesmpdegislation in the year
2007/2008. This is a large number of people whoehaxperienced this major

disruption in their lives.

During a twenty year career dealing with homelessne a local authority setting,
firsty as a caseworker, then assessment officet famally as manager of a
homelessness service, | have observed that hometessan affect every part of a
persons’ daily life and that individuals react vetiferently to the experience of
becoming homeless. Some people appear to reactamdllto take everything in their
stride whereas others are unable to function in @pacity. My interest, coming
from my observation and experience, is in considethe factors that may account
for these differences in reaction to homelessnadst@ explore ways in which the

health outcomes of homeless people may be improved.

The aim of this thesis is to consider the immediagalth outcomes of being
homeless on a person and to examine what influewloadual differences may have
on this. A further aim is to outline potential intentions for improving health

outcomes that are implied by the research findings.



1.2 Methodology

This thesis uses both quantitative and qualitathethods to obtain data that is
analysed using descriptive, correlational and &sjom analysis for the quantitative
data and a reporting framework, which was develdpeteport on the qualitative

data.

The personal experience of homeless people is aortamt part of the research in
this thesis. Interviews were conducted to obtareafiinformation on what it means
to be homeless, what effect the experience of hessakss has on an individual and
how they cope with the situation. The content @f ititerviews not only support the
guestionnaire results but give a greater insigit ithe personal experience of
homelessness. It is a reminder that there are pduglind the statistics and that the

results reported relate to the real life experisrafehe people participating.

1.3 Previous Literature

In each chapter the relevant literature is reviewad relevance to the aims and

methodology of this thesis is discussed.

Much of the literature does not consider homelessias an influential factor in itself
but use it only as a descriptor for a specific pafon. This is important as studies
relating to a particular sub group such as singlendiess people or homeless
mothers etc., whilst important, cannot be readéperalised to the wider population
of homeless people. It is my contention that hosszless itself is a stressor and

therefore should be considered as such in reseaittiin the overall homeless

2



population. Previous studies have not consideraédgbbBomeless as a potential
stressor or where this is acknowledged, have cermida specific sub group. The

research presented in this thesis is importanddnessing this issue.

1.4 Thesis overview

Chapter two provides an analysis of the problem defining exactly what

homelessness means and various definitions arewedli In this thesis, the statutory
definition provided in the Housing (Scotland) Ad987 is used, given that the
participants are drawn from those people who haadaran application to a local

authority for assistance under the terms of thgsslation.

An overview of the legislative background to hormssless and the statutory
obligations of local authorities in dealing with rhelessness is reported and
discussed. Of particular interest in this respgt¢heé work of the Homelessness Task
Force in Scotland, which has made far reaching gémrtio the way homelessness
services are delivered. The impact of the Healthldomelessness Standards, which
were introduced in Scotland in April 2005 (ScottiSkecutive 2005), to improve

access to health care will be considered. The lheeeds of homeless people are

discussed and studies linking homelessness tahhaaitomes reviewed.

Chapter three considers the influence that indadidactors have on perceived health
outcomes for homeless people. Homelessness isessatrand there is a strong
relationship between homelessness and health oagoReople vary in the effect
that becoming homeless has on them and it is ddntthis thesis to consider what
factors may account for this difference in reactidrhe concepts of coping,

personality and locus of control are consideredaisntial influences in this respect.

3



The issues surrounding the health outcomes of becphomeless are reviewed and
the definition and measurement of coping stylessgality and locus of control and
their influence on health outcomes is considerezhltd outcomes are defined as the

mental, physical and social aspects of health.

The concept of stress is reviewed and the tramsedttheory of stress which implies
that different people will react differently to a/gn stressor is considered as it may
link directly to, and offer an explanation for, ralgservations highlighted above. The

implications of this theory are discussed.

The concept of personal coping strategies arewedeand discussed. It is important,
as coping, in addition to providing a possible axition of individual differences in
response to stress, is potentially open to chahgmigh intervention. If coping is
related to health outcomes then the health outcamhdsomeless people may be
improved. A review of personality will be conductpobviding an overview of the
literature and the implications of personality potaly influencing health is

discussed.

Locus of control is considered as an example ofognitive style, which may
influence health. Locus of control, as used in thesis is a ‘world view’ concept, as
whether or not an individual believes they canuefice a situation by taking action

may have a bearing on the appraisal process amdthesequent action.



Arising from the review, the following research gtiens are addressed:

1. What influence do coping styles have in the perceived health outcomes of

people applying for local authority assistance as a result of homelessness?

2. Wnat influence does personality have in the perceived health outcomes of

people applying for local authority assistance as a result of homelessness?

3. What influence does locus of control have in the perceived health outcomes of

people applying for local authority assistance as a result of homel essness?

4. What implications are there for intervention strategies?

Chapter four considers the research methodologyoanithes the measures to be
used, procedure to be adopted and discusses tlitg abithe model to answer the

research questions posed.

The chapter provides a review of the instrumentsetased, providing psychometric
data where available and gives an overview of thta dcnalysis strategy to be
adopted. Early recruitment difficulties are disagssand the solutions adopted to
resolve these difficulties reported. The resultimgthod, with a questionnaire
completed by the interviewer asking the questiams] a semi-structured interview

conducted immediately afterwards proved to be gegcessful.

Chapter five reports on the results of data cadeécind provides an analysis and

discussion of their relevance to the aims of thesihand to the research questions

5



posed. Three sets of independent variables - palisgrcoping and locus of control
are considered in relation to the health effectseduby homelessness. The health
effect is measured by three dependent variabl@sofaatic symptoms, (b) anxiety /
insomnia and (c) social dysfunction. To test whadping methods and individual
difference factors exert the most influence ontikalth outcomes of homelessness

applicants, three multiple linear regression analy®re performed.

The study found that emotional stability was a sigant predictor of both anxiety\
iInsomnia and somatic symptoms. Conscientiousnessignificant predictor of

social dysfunction. Planful problem solving, seeksocial support and accepting
responsibility were significant predictors of bo#mxiety\insomnia and somatic

symptoms. Accepting responsibility was a signifigaredictor of social dysfunction.

The results of the qualitative data are reviewed discussed with particular
reference to the comparison between the persoteaziew data and the quantitative
data obtained by questionnaire. The qualitativea datipports the quantitative

findings and provides an individual perspectiveastext for the questionnaire data.

Chapter six provides a review of the research figsi The implications of the

research findings for practice are discussed. iin, tinterventions which may assist
in improving the health outcomes of people who hapelied for assistance are
suggested. More specifically, following the earlieview of the health outcomes of
being homeless and the wider health needs of hesi\geople, an intervention is
discussed, aimed at addressing immediate healtomgts for homeless people. The

conclusion then considers directions for futureaesh.



Chapter 2 Homelessness

2.1 Introduction

A review of literature was conducted by a compsttisearch on ASSIA, CINHAL,
Medline, Proquest, Psych Info, and Web of Scieratalthses. Key words included
homelessness, health, coping, stress, personatitg@ntrol which were used singly

and in combination. All methods and types of redeavere included.

Homeless has been identified as a major sociat issmost developed countries
Toro (2007). There is considerable research ouldfiaition of homelessness, causes
of homelessness, who are the homeless and whaypeponses are most effective.

(Minnery and Greenhalgh, 2007)

Toro (2007) reports that findings in the Unitedt&saand other developed nations
show some similarity in the characteristics of htasg populations. For example,
studies in and outside of the United States gelydiatl more men than women
among the adult homeless, high rates of substdneseaand mental illness, and an
overrepresentation of groups that have traditigrizdlen discriminated against. The
highest concentrations of homeless people tené found in the poorest areas of

the large urban areas. (Helvie & Kunstmann, 1999).

2.2 Causes of Homelessness: Structural or Individiistic

Minnery and Greenhalgh argue that the causes o&lemsness are important to both

the research community who try to understand ittartle policy community who



try to find solutions. Debate on causes has preWdiocussed on either
sociostructural causes, such as changing labolwatsathe housing system,
poverty, the nature of the welfare state or indraidpsychological factors affecting
individual agency such as alcohol dependence, Ismethbehavioural problems or
substance use (Glasser, 1994; Neale, 1997). Rbseauld however suggest that
both structural and individualistic factors areexent to explain the many factors
which influence homelessness. (Avramov, 1999; Bbrd999; Tomas & Dittmar,

1995; Sosin, 2003; Anderson & Christian, 2003)

There is an increasing consensus that homelessheskl be viewed as a dynamic
process which might in fact be long term. Forré990) argued that the idea of a
range of potentially precipitating factors recogsizhat homelessness can have
different causes and that while, for some, the B&pee of homelessness may be
temporary in nature, for others it is a manifestatof an ongoing poverty of personal
and social resources. In this context, homelesbearonsidered as a career,

pathway, or trajectory (Minnery and Greenhalgh,700

Viewing homelessness in this way allows a muchtgreaonsideration of difficult

life events together with the associated suppattcane needs of the individual or
group. Anderson (2001), identified a number of peatys into homelessness, which
differed according to the person’s age (youth, taludl later life pathways) but could
include many influences such as bereavement, foas adult caregiver or
relationship breakdown. Anderson also identifieduenber of general pathways out
of homelessness however their relative significazozdd not be quantified. These
were resolving accommodation difficulties withoaetourse to statutory or voluntary
agencies or after being rejected or withdrawingifsuch agencies. Another

pathway identified was acceptance as statutory less@nd receiving mainstream
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unsupported social housing. Finally, resettlemegrdthtutory or voluntary agencies
to accommodation with temporary support prior tereing mainstream

unsupported accommodation or into permanently stpg@ccommodation.

Clapham (2002) argues that the pathway of a holé&hthe continually changing
set of relationships and interactions which it exgreces over time in its
consumption of housing. This definition includesuebes in social relations as well
as changes in the physical housing situation. Hesseless is seen as an episode or

episodes in a person’s housing pathway.

A study by Nicholls (2009) further supports theeaien that individual and
structural elements may combine to cause homelessNe&holls argues that the
concept of agency must be acknowledged in studiesecned with the cause of
homelessness. Agency in this context, refers tantieenal decision-making process
that leads to the acts of a person, which will paedeffects. Nicholls argues that
transgressive factors associated with homelesgpess mental health, substance
Misuse etc) are not always ‘actively’ engaged mybver are ‘real’ events and
circumstances. These have causal powers and wilve some edgework that is
actively engaged in, as an attempt to manage effeicts. Agency is therefore

present and plays a role in the outcomes that occur

Three cases were presented from a qualitativejtlaigal study of transitions
through homelessness, which was conducted in ancigotland. There were 28
participants, who were or recently had been homselethe outset of the research.
The sample comprised 13women and 15 men, aged &e®@%eand 60. The study
was conducted by initial questionnaire, followedabface-to-face biographical

interview and a series of in-depth interviews. Eaels re-interviewed between two

9



to three times over 18 months. All reported proldemth substance use, and/or
mental ill health, and had a relative lack of reses, relying on welfare benefits,
with some shoplifting, engaging in sexwork or beggior income. Accordingly,
they could be regarded as having ‘multiple neefisé three abstracted causes are:
refusal to engage with support and accommodationhal misuse; and street sex
work. The cases illustrate that transgression ead to homelessness and can be
actively engaged in. This may be seen as a respjonaed a means to escape, the
context that the participants were in, however |stlihe context is structurally

constituted, agency still has a part to play.

According to Nicholls (2009), there is no attenptéfute the importance of
structural processes on affecting the life chamacesexperiences of individuals, but
rather to show that agency is also an importaribfabat interacts within this. Only
individuals can act, and individuals will alwaysveachoices, and reasons for the
actions they take, although these reasons may erfect and informed by a thin

rationality.

2.3 Responses to Homelessness — Policy versus Rcadnterventions

Minnery and Greenhalgh (2007) argue that one obtlieomes of considering
homelessness as a complex and dynamic event avgath that responses must
take account of the diversities of a relevant taggeup. Policies and interventions
considered as good practice must appropriatelyadeduately respond to a homeless
population that is not homogeneous. They must coenprevention, early
intervention, crisis intervention and long term got strategies. Services must
facilitate the acquisition of skills that will ledd social competence, being housed,

being financially stable and moving out of sociatlesion.

10



Policies aimed at addressing homelessness mugvaghievention by dealing with a
range of social and welfare issues, such as addgessecific accommodation needs,
offering care and support, and supporting the $oeiategration of excluded groups

and individuals (Jerome et al., 2003).

The better policies and interventions link the psmn of shelter with social support
and capacity building, in the process dealing Wwitkh sociostructural and individual

causes of homelessness.

According to Anderson (2003), sociology and soplicy are central to an
explanation of homelessness at a structural lewle psychology and consumer
studies contribute to an understanding how peadpand to being homeless. This is
consistent with this thesis which will considerrfr@ psychological perspective, how

individual differences influence the perceived lealutcomes of homeless people.

A major difference between the U.S. and Europeseareh literatures involves the
differing social welfare systems that impact horaglén most European nations,
there is some form of guaranteed income, togetlitarprovision of low-income
housing available to all citizens (Shinn, 2007)e3& social policies act to prevent
many people becoming homeless , in contrast wehthited States, where limited
support is available only to specific groups eggbeavith children (now time-
limited), those with a disbility, and to seniorizéns. Unlike the United States, most
European nations also have free health care alaiafll citizens. Another
difference stems from the disciplines from whiche@chers tend to come. In the

United States, the researchers tend to come fraheatic psychology and sociology

11



departments and schools of medicine and publidinedlile, in Europe, they are

more often found in policy, urban, and housing &sigToro 2007)

According to Minnery and Greenhalgh (2007), the Usdwvorthy of special attention
as it is the only European state with a statutesponsibility toward homeless
people, and the only country to have set up aftarsle to consider homelessness.
The next section will review the response to hosmiess in the UK with specific
reference to homelessness in Scotland, considémengcale of the problem, who is
affected, definition of homelessness and the latii@ background to the statutory
duties placed on local authorities to respond. figwth needs of homeless people
will be examined and a review of studies linkingrfedessness to health outcomes

provided.

Homelessness affects a wide diversity of househwitls a range of needs. It can
affect those who have suffered a disaster (suchfag or flood), people with debt

problems, people with health or addiction probleth®se who have experienced
abuse, family breakdown and a whole range of otireumstances. Very often a
homeless person may be affected simultaneouslyryn@er of different but inter-

related issues. Homelessness affects families etitldren, childless couples, same
sex couples, single people (both men and womemjjesparents, all ethnic groups

including gypsy travellers and refugees, and &l g@ups.

The Scottish Government statistical bulletin (SsbtExecutive 2008) reported that
56,609 households made homeless applications toltlwal council in Scotland in

2007-08. This is a significant number of people dlndtrates the potential scale of
any additional problems, which may occur as a tesfjl or be exacerbated by

homelessness. Statistics from 2007-08 (Scottislciikes, 2008) show that 50% of

12



those found to be homeless were single people, w&fé households with children,

and 24% were single parents.

The immediate causes of homelessness vary gréatigss Scotland as a whole, the
two most significant reasons for homelessness @eads or relatives no longer
being able to accommodate the household, 25%, amdlyf or relationship

breakdown (which may or may not involve violence alsuse) 27% (Scottish

Executive, 2008).

2.4 Definition of homelessness

According to Pleace (2005), there has been a @ihfr academics, politicians,
campaigners and other policy makers to clearlyngefiomelessness. This section
will provide a review of the issues surrounding efimtion of homelessness and

outline the definition to be used in this thesis.

2.4.1 Statutory Definition

The Housing (Scotland) Act 1987 (Scottish ExecytiM@87) provides a definition of
homelessness by stating that a person is homefesisey do not have any
accommodation in the United Kingdom (UK) or elsergheUnder this legislation a
person is deemed to be homeless, even if theyd@@mmodation, if:

» They cannot secure entry to the property

» There is a threat of domestic violence were grs@n to continue occupation

of the property, regardless of whether the viofartner currently resides at

that address

» The property is a mobile structure and the petsmno place where they are
entitled to place it and reside in it

« It is overcrowded or may endanger the healtthefdccupants

13



* It is temporary accommodation in which the logathority placed the person
under their statutory duty to house unintentionhtiyneless people in priority
need.

A person is threatened with homelessness if ikedyl that they will become

homeless within 2 months.

2.4.2 Other definitions

A wide range of definitions of homelessness arel us¢he literature including;

= sleeping rough

= living in temporary accommodation i.e. hostelsloglgers

= living in insecure accommodation with friends / fgm

= involuntarily sharing accommodation with others

= intolerable property conditions, such as dampnessercrowding.

(Fitzpatrick, Kemp and Klinker, 2000)

The statutory definition outlined at 2.2.1 does imoany way preclude the inclusion
of any of the above categories in its definitiorney are not mutually exclusive
although people may occupy one group and not anetlge a person sleeping rough
may, depending on circumstances, be defined as leesmavithin the statutory

definition although they may not.

2.4.3 Is the concept of homelessness useful?

Pleace (1998), in a study of single homelessnegsed that homelessness is best
understood as a set of consequences of social sexcluvhen there is a lack of
support for those excluded. Homelessness was @esidas an extreme
consequence of poverty, which could only be undetstby an analysis of social
exclusion. This view was criticised by Fitzpatri€k005) who identified that there

are recurring patterns of events and circumstamvegegh form pathways into
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homelessness. This view is supported by William80{3 who argues that
homelessness is a range of different social prableach of which require study, not
a single problem. The term homelessness for Willi§2®01) is not useful as it fails
to reflect the complexity of the situation i.e. tttihere may be a series of social

problems, which can be described as homelessness.

Pleace (2005) suggests an alternative categomsatethod he calls the complexity
thesis, which seeks to define homelessness by giisgating the concept into
verifiable and meaningful sub-groups. The dangeh whis approach is that by
concentrating on defining homelessness throughadysub groups based on many
factors the definitions may be of little theoretica practical use. Concentration on
specific sub groups or indeed sub groups within gudups may mean that the
opportunities to develop interventions at a ovenalineless population level may be

lost.

This thesis uses the statutory definition adopted.dcal Authorities in the UK in
relation to the discharge of their statutory oliig;as. An applicant is homeless or
potentially homeless if he or she has no suitalsleommodation in the UK or
elsewhere which they can be reasonably expectedciapy, or that they have
accommodation but cannot gain entry for variousega. | have used this definition
as it will allow results to be generalised acrdss UK and it comprises a cross-
section of people who have become or are about¢orbe homeless. An important
aspect here is that the research in this thessiders health outcomes of people who
are, or are about to become, homeless and therdfengarticipants in this research
need to represent the broad spectrum of peoplaisrsituation and not one specific
group. The statutory definition does not precludese who may fall within the

wider definitions outlined above.
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2.5 Legislative background
Legislation governing the rights of homeless pedpket out in the Housing
(Scotland) Act 1987, Part Il, as amended by the dtmu (Scotland) Act 2001.

(Scottish Executive, 1987; 2001).

2.5.1 The Housing (Scotland) Act 1987 part II.

The Housing (Scotland) Act 1987 (Scottish Execytii®@87) part Il, was the first
revision of the homeless persons legislation armbrporated the homelessness
provisions of the Housing (Homeless Persons) A@T,71(UK Government, 1977) as
part ii of the new Act. It confirmed the three ma@sts established in the 1977 Act,
which a local authority must consider in assessingapplication from a person
requesting assistance due to homelessness. Ipjtheaat:

= Homeless

= In priority need of accommodation and

= Not intentionally homeless.

People who have a priority need for accommodation

(a) a pregnant woman or a person with whom a prégmaman resides or might

reasonably be expected to reside.

(b) a person with whom dependent children residaight reasonably be expected

to reside.

(c) a person who is vulnerable as a result of gd, anental illness, personality
disorder, learning disability, physical disabilitshronic ill health, miscarriage or
undergone an abortion, discharged from hospitakopror the regular armed

forces, or other special reason.
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(d) emergency such as flood, fire or any othersdesa

(e) a person with whom a person referred to ingragh (c) or (d) resides or might

reasonably be expected to reside.

(f) a person aged 16 or 17.

(g) a person aged 18 to 20 who runs the risk ofigear financial exploitation or
involvement in the serious misuse of alcohol, arygdr any volatile substance, or

that the person was previously looked after bycallauthority.

(h) a person who, by reason of that person's ogligsexual orientation, race,
colour or ethnic or national origins runs the rigk violence, harassment or

domestic abuse.

If the applicant successfully passed these testsughority would then address the
issue of whether the applicant has a ‘local conaertcivith the authority to which
he/she has applied for assistance. The proceduet$s outlined in the legislation is

shown at figure 2.1.
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Figure 2.1 Current Homeless Persons Legislation -

Housing (Scotland) Act 1987

Application
Homeless Potentially Neither
Homeless \ Homeless or
threatened
v
In priority Not in priority Unintentional All other No
need need and in circumstances further
priority need action
v
Unintentional Intentional
v
Local Local
connection connection
with authority elsewhere
Threat of
domestic <
Vi0|ence No threat
of
domestic
violence
A 4 A 4 l
Permanent Permanent Refer to Temporary Steps to Advice and
accomm. accomm other accomm. prevent assistance
authority plus advice homelessness

18




2.5.2 Developments in homelessness legislation

The Scottish Executive established the Homelessieskforce (HTF) during

August 1999 with a remit to review the causes aatlne of homelessness in
Scotland, to examine practice in dealing with casiehomelessness and to make
recommendations on how homelessness in Scotlanid tmst be prevented and

tackled effectively when it occurred.

The Taskforce’s work was split into two distinctages,

Phase 1.

In its first report (Scottish Executive, 2000), Bhase 1, the Homelessness Task
Force (HTH focused on legislative proposals which were incoafedl into the
homelessness section at Part 1 of the Housing Ié&c)t Act 2001 (Scottish

Executive, 2001).

There are two main sets of homelessness provisighs the Act, the first with the

aim of reforming the role of local authorities:

= by placing a duty on each council to produce a Hesseess strategy and to
make advice and information available to everyagae bf charge, and

» by establishing a single body to inspect councild Registered Social Landlords

(RSLs) called Communities Scotland.

The second with the aim of increasing the righteaheless people:
= by giving everyone the right to temporary accomntiogieon application;
» by giving every non-priority applicant the right temporary accommodation,

advice and assistance;
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* by giving minimum rights to hostel dwellers.

Phase 2

Phase two of the HTF ‘s work, following the 2001tAwas to undertake a more
fundamental review of homelessness policy and taiminating in the publication
of it's second and final report in February 200Zq@Eish Executive, 2002). The
report contained a series of recommendations withh@scale for implementation of
ten years, designed to fundamentally change ininbc&lence of homelessness.
Legislative change was required to implement soesemmendations and this was
achieved by the introduction of the Homelessness(8totland) Act 2003 (Scottish
Executive, 2003a), enacted in January 2004. ThiggAes everyone in Scotland the
right to a home by 2012 and a series of changes wmade to homelessness law to
achieve this aim. One important recommendatiomefHTF was to radically reform

the homelessness tests introduced in 1977 (sders@c3.1).

In order to ensure that by 2012 everyone who igp@tec as unintentionally homeless
will have the right to a permanent home, the piyoneed testwhich divides

homeless households into those eligible for a ppemtthome and those who are not
will be abolished. The first of the changes resgltirom the 2003 Act was to extend
priority need status to a relatively small numbieadditional groups and to introduce

a strategy for the extension and eventual abolicthe priority need test

The 2003 Act reforms two other homelessness tef$ts tatentionality test and

the local connection test. When a local authorttystders an applicant as homeless
(i.e. they have passed the first of the homelesstests, which establishes whether
or not someone is homeless), they then have a tuipvestigate whether that
applicant is intentionally homeless i.e. has becbaeless as a result of their own

actions. The 2003 Act makes two changes on inteality:
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* The duty to investigate will become a power, whielm be waived by a local
authority
* Intentionally homeless people will have the rigbta short tenancy with

support.

These changes to the intentionality test haveheatitne of writing, yet to be enacted.

The 2003 Act also gives the Executive the powesuspend the local connection test
which means that local authorities can no longéerra homeless applicant back to
another authority in Scotland, (although they vstlll be able to do so if the
applicant comes from elsewhere in the UK). The t&totExecutive formal
consultation period on the changes to the locaheotion test ended in January

2007.

The 2003 Act also introduced powers for the SdotEsecutive to limit the use of
bed and breakfast (B&B) accommodation for familéth children. Since December
2004 local authorities can only use B&B accommautain specified circumstances.
The Unsuitable Accommodation (Scotland) Order 2(®dottish Executive, 2004)
requires that no families with children should beu$ed in ‘unsuitable’
accommodation and if it is provided, the maximunoant of time that a family can
stay in the unsuitable accommodation is 14 dayseg¢snthe family consents to a

longer period).

2.5.3 Health services and local authority provisio for homeless people

In tandem with the changes in homelessness lagislato improve access and
services to homeless people as outlined aboveg thas been a drive to improve
health service provision for homeless householdsetognition that many homeless
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people have difficulties in accessing health care ia an effort to encourage multi-
agency working to resolve such issues, the HealthHlomelessness Standards were
introduced in Scotland in April 2005 (Scottish Extree 2005).

The standards stress the need for NHS engagem#rd bvel of director or above
and the need for partnership working at the loeaél. They ensure that the profile
and needs of homeless people are assessed locallyealth and homelessness
action plans which are the planning tools usedelover local initiatives via a multi-
agency steering group and the Community HealtmPBeship. The standards make it
the responsibility of the NHS Board to ensure thatneless people have equal
access to the full range of health services anthieaNHS responds positively to the
health needs of homeless people without restri¢hiegy to specialist services.

These standards are important and may provide rmaefwvork within which the
health needs of homeless people can be addresBsdwill have implications for

any health interventions which are suggested Isyth@sis.

2.6 The health needs of homeless people

2.6.1 Background

The range of health needs of the homeless popnl&iaot well met by the current

health services. Amongst the problems identifiedewe

= Difficulty in accessing and maintaining GP servickse to lack of permanent
address. In rural areas, access difficulties magdmepounded by the remoteness
of health care service points.

= Problems with continuity of care. Health servicesymespond to an immediate
problem but provision of continuing is difficult mawhere people move in and

out of homelessness.
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= Negative self-images, lack of self-esteem and rigsliof worthlessness — all
part of the damage done by homelessness — meam#rat homeless people
lack the ability and confidence to seek out appeterhealth care
= It is difficult to tackle health problems effectlyavhen people are living in poor
accommodation and lack social support.
Scottish Executive Health Department (2001)
The White Paper, ‘Our National Health: a plan fati@an, a plan for change’
(Scottish Executive, 2000), highlighted the needmprove the health of homeless
people. ‘Improving Health in Scotland: the Chafleh(Scottish Executive, 2003b)
and the White Paper ‘Partnership for Care’ (SdotEgecutive, 2003c), built on the
Scottish Executive’s commitment in this area. Agaof health problems have been
identified which are more common in homeless petm@ in the wider population.
These include chronic conditions such as asthmart ltksease etc and infectious
diseases, (Richman et al, 1991, Connelly and Crd®84, McMurray-Avila et al,
1999), together with anxiety, stress, self-harm atiter mental health problems
(Amery et al, 1995, Gill et al, 1996, Vostanis et B998). There are a significant
minority of homeless people who have drug or altalgaliction which may exist in
addition to mental health problems and other migtipeeds. (Scottish Executive,

2005).

2.6.2 Studies linking homelessness and health

The Office of National Statistics commissioned avey of homeless people in
Glasgow (Kershaw, Singleton and Meltzer, 2000). $thevey covered a number of
topics including mental and general health, sulegtamisuse, accommodation,
service use and diet and social functioning. Dats wollected by face to face

interview based on a questionnaire schedule. Theplaag procedure was designed
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to provide a representative sample of all peopldi in hostel accommodation or
sleeping rough in Glasgow. There was an overgtioese rate of 78% (n=225).
Within the total sample, 86% of respondents wera arel 14% women, with 34%
aged 55 years and over and 18% aged between 1Barehrs. Most respondents

were single (64%), with 27% divorced or separated.

The survey found that:

73% had experienced one or more neurotic symptothdarpast week and 44%

were assessed as having a neurotic disorder sucte@s problems, fatigue,

worry, depressive ideas and depression.

= QOver half experienced levels of hazardous drinking.

» 65% had a longstanding illness such as hepatitdbscesses, chest complaints or
mental illness.

= 27% reported that their general health was bacor bad.

= 29% had attempted suicide.

18% had self-harmed.
The figures for suicide attempts and self-harm warbstantially higher amongst

young people

These results are supported by research which shtimatssingle homeless people
face a range of risks to mental and physical heSitich risks include poor living

conditions; poor diet, poor personal hygiene anghhstress levels (Pleace and
Quilgars, 1997; Hinton,et.al. 2001; Quilgars aneaek, 2003). There are many
sources of stress associated with single hometgsgn among them hunger, fear of
harm, physical discomfort and stigmatisation by es@actions of society (Hinton et

al, 2001; Quilgars and Pleace, 2003; Rees, 2008¢relis also an association
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between single homeless people, rough sleepingreamdal health problems (Gill et

al, 1996; Fazel et al, 2008).

These findings are further supported by a smalllysiof street/homeless youth in
Winnipeg (Higget, et. al. 2003). The study intewsel twelve people with

experience of living on the street. The majoritypafticipants were female (n = 9).
The participants ranged in age from 15 to 27 ye&dowever most were under 18
(n = 8). The sample was not representative butawer a broad range of individuals
and experiences. Higget et.al report that the @pants in their study reported a
higher than average number of health problems whigre made worse by lack of
medical attention. Most had acute health conditisash as injuries, respiratory
infections and dermatological problems, and chrahgeases, including HIV and
depression. Street sickness, which was describerespiratory problems and a

feeling of malaise, was universal across this group

It is important to recognise that these severethgaioblems are not confined to
those sleeping rough, but also extend to thosemporary accommodation, those
doubled up with friends or in hostels. They all &dittle stability, often have to share
kitchens and bathrooms, have little privacy or si&g@and may experience problems

relating to damp or overcrowded conditions, antlm poor health and well being.

Fitzpatrick et. al., (2007) conducted a study exang the extent of suicide ideation
among homeless persons and providing a comparigbriive overall homeless
population using a randomized, representativaaiisample of 161 homeless adults

living in a large metropolitan area in the Soutle@sUnited States.
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They argue that some symptoms of depression suicis@®nia, problems eating
and problems with others may reflect the circumsgarof being homeless. In this
context, the association between homelessnessegmession is seen as evidence of

the psychological suffering usually associated \Witmelessness.

A dependent variable was established based onndepbanswers to the following
guestion:
‘Since you've been homeless, have you ever thoalgbtitkilling yourself?” almost

one-third (31%) of the homeless responded ‘yeghi®question.

Three health-related variables were examined aliqtoes of suicide ideation;
diagnosed mental health problem, indicating whetégpondents had ever had a
mental illness diagnosis from a doctor, self-assphysical health which was
measured by asking respondents to describe thalithheg the time of the interview
(1 = poor, 2 = fair, 3 = good and 4 = excellem)l @epressive symptomatology,
which was was assessed using the 20-item Centiepidemiological Studies
Depression Scale (CES-D), a reliable instrumendii@ach’s alpha = .89) used
widely to assess self-reported depressive symptdhesscale items reflect six major
dimensions of depressive symptomatology: moodirfgelof guilt and
worthlessness; helplessness and hopelessnessf lgsetite; sleeplessness; and
psychomotor retardation. The scale ranges from ®@a8@d on frequency of
symptoms during the past week with responses frenméver, to 3 = most or all the
time. A score of 16+ is used as a cutoff for ‘pbkesclinical caseness’, and a score of

21+ as a cutoff for ‘probable clinical caseness’.

The study found 31 percent of respondents had titewgf committing suicide since

becoming homeless which is 10 times higher tharatimeial percentage of the
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general US population reporting such thoughts (@li& Rai, 1999; Kessler, et.al.
2005). The health and wellbeing variables indieasample of homeless that on
average are clinically depressed with over twadthof the sample meeting the
minimum criteria of possible clinical caseness (+Eorty percent of the sample

reported being told by a doctor that they have ataiéliness.

In a longitudinal study of 92 homeless mothers,cilsr and Vostanis (2007)
reported on levels of coping , mental health anal @ahievement. The participants
were mothers who had been accepted as statutanmheless and were resident in
council-run temporary accommodation. All homelessthrars with children aged 3
and over were asked to participate. All particigawere interviewed within three
weeks of placement. The standardised measureslefereth the mothers and they
were asked to complete and return them. A followintprview was arranged four
months after the original interview had taken plake addition to psychosocial

factors, health was measured using the GeneratiHEalestionnaire 28 (GHQ 28).
The GHQ was scored using (The GHQ28 is discussetbie detail in chapter four.)
In terms of the psychometric properties of the GHQsefficient Alphas for the

subscales ranged between 0.80 and 0.91. Complé&dewdae collected from 72

participants at first interview and 44 at the seton

The results reported showed that at first interyidbwee quarters (n=56, 77.8%) of
participants reported total GHQ scores within tHmai@al range, indicating the
likelihood of mental health problems. Mental heaittproved significantly from the
first to second interview however more than hakZ@, 59%) of the mothers still
scored at or above the GHQ threshold indicating thay were ‘cases’ requiring

clinical assessment.
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Fitzpatrick, Pleace and Jones (2005) reported lbateless families in rural areas
may spend longer in temporary accommodation thasethn urban areas and
identified a range of health problems, which masule These include an increased
risk of dermatological problems, musculoskeletallgems, poor obstetric outcomes

and a range of mental health problems.

The effect on children in homeless families livimgtemporary accommodation can
be serious. There are many detrimental effects hen ghysical and emotional
development of children living in unsettled or cwernwded accommodation with
little room to play or do homework. Children in sigecircumstances are prone to
behavioural disturbance, have higher levels oeg#kand infection, have poor sleep

patterns and are more prone to accidental injutyl¢@rs and Pleace, 2003).

Health visitor contact can be extremely importard enay be the most frequent point
of contact, especially for homeless families. Hogrevthere can be a perception
amongst some homeless people that the health rvisato be judgemental of their

circumstances (Fitzpatrick, et al, 2005). Quilgand Pleace (2003) report that young
homeless people may neglect their health needssutliey become debilitating, and

may be reluctant to approach health services bedhey expect a hostile response.

It can be more difficult for homeless people totaums continuity of care, to meet
appointments made a long time in advance, or tocgaate in health improvement
and health promotion activities, such as healthiyngand physical activity.

This may be viewed as an outcome of social exatuaioich can be defined as an
individual being geographically resident in a sociaut not participating in the
normal activities of citizens in that society, (Bhardt et al.,1999). The social

exclusionary nature of homelessness means thatepfme barriers to
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accessing basic physical necessities, such asm dwelling and adequate food, in
addition to the psychological resources requiredyimd health, including support
networks, respite from stress and a sense of bielgnself esteem and hope.

(Hodgetts et. al., 2007).

Maintaining contact with key workers such as thaifp GP, social workers, dentists
and lawyers can be difficult if the household i€@omodated temporarily some

distance away from such support networks (QuilgaPleace, 2003).

In this thesis three domains of health are consilesomatic (physical) health,
mental health and social health. The effect of gpdimomeless on each of these

domains will be examined.

According to the WHO definition, health means phgkimental and social
well-being. Flick (2007) states that health is agfoal of life in itself but the basis
for living autonomously by providing physical, mahénd social resources. In the
context of homelessness, health can be affected three of the above levels.
Social well-being can be affected immediately bglesion from social contacts and
a stable social situation. Mental well-being canrfleienced by being socially
excluded, and physical health can be affected tigémts of violence, cold poor

nutrition, or inadequate treatment of health proide

2.6.3 Homelessness as a stressor
Much of literature does not consider homelessnesnanfluential factor on health
outcomes for the overall homeless population bet iu®nly as a descriptor for a

specific population. Many studies , (Fitzpatrickedte and Jones, 2005; Tischler and
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Vostanis, 2007; Kershaw, Singleton and Meltzer,®litzing 2003, Dalton and
Pakenham, 2002; Unger, et al, 1998; Vostanis, @raanhd Cumella 1998) consider
homeless people who also have other issues sucAI@S, drug or alcohol
dependency or mental illness, who are living ondineet or in homeless shelters or
consider a specific group who are also homelesd) as homeless mothers, single

people or children and families.

The contention in this thesis is that homelessitesf is a stressor and is in itself
worthy of study in this context. This is consistenth Vostanis et. al. (1998), who

argued that homelessness is a trauma and mushbelered as such in any research.

Vostanis et. al. (1998) conducted a longitudinatgtof the mental heath problems
of homeless children and families in Birmingham.eTktudy was designed to
establish the extent of mental health problems @nwymeless children and their
parents one year after re-housing by the local caityh The participants had

originally been interviewed within two weeks of beang homeless and at time of
hostel residence. The participants were selected & sample described in an earlier
cross sectional study on homeless families (Vostadrumella and Grattan, 1997)
and comprised of 58 re-housed families with 103dcén aged 2-16 years old. A
comparison group was selected by matched sampl ddbw-income families in

stable housing accommodation, with 54 children agsbthe comparison sample.

Five research instruments were used in this stodgsess mental health problems in
children and families. The adult measures used waemi-structured interview with
the mother, which consisted of questions about lfantife, house moves,

relationships with peers and family and behavioprablems of the children. This
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was conducted by a research psychologist at théelhoBhe General Health
Questionnaire (Goldberg, 1978), was used as itsiabéished as a valid, reliable
screening questionnaire for use in surveys of achdhtal health problems in the
overall homeless population. The 28 item versios wsed, which generates scores
for somatic symptoms, anxiety, social dysfunctiom alepression. Cut off scores
were used to identify possible mental health ddeos (caseness). The properties of
the GHQ will be reviewed in the next chapter. Thealf adult measure was the
Interview Schedule for Social Interaction (Henders®uncan-Jones, Byrne and
Scott, 1981), which is a measure of a persons’abeomtwork. Scales measure the
availability and perceived adequacy of attachmetdtionships, social integration
and the number of attachment relationships whegeréspondent has recently had
unpleasant interaction or arguments.

The measures used to assess the children were lith@ Behaviour Checklist
(Achenbach, 1991) and the Vineland Adaptive Behavicales (Sparrow, Bella and
Cicchetti, 1984).

The Child Behaviour Checklist was used to measwleabioural and emotional
problems and social competence in the children pfathscores (T scores) indicate
whether the child is within the clinical range wiiwould indicate referral to a child
mental health service (T score >63) or within tleeia maladjustment range (T
score <37). A questionnaire was completed for ecguld by a parent and was
modified to exclude social competence questionsiiddren aged 2-3 years old.

The Vineland Adaptive Behaviour Scales, commumcatdomain, was used to
measure the development of communication in thieli@m. Scores are adapted
according to norms from the overall homeless pdmrand an age equivalent score

Is given which indicates the chronological age hiclw the child is functioning.
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Vostanis et al. found that in relation to mentadltie problems and based on GHQ
cut-off scores, the proportion of homeless motindrs reported mental health
problems of clinical significance i.e., were casex] decreased from 52% at initial
interview to 26% at one year follow up. The GHQatacores significantly
decreased for the homeless participants (P=0.002pXén test). However the
proportion of homeless mothers who reported mdrgalth problems of clinical
significance remained statistically significantigler (z=2.9, P=0.004) at follow up

compared to the comparison mothers who were at 5 %.

Homeless children improved on the Vineland commatioa scores over the study
period, however this did not reach statistical gigance (P = 0.07, Wilcoxon test).
The age equivalent of communication for homeledsli@n was significantly lower
than chronological age (age equivalent 7.8 yeatlsonological age 8.5 yea8 =
0.0001) whereas the comparison group showed ageadent 9.1 years
chronological age 9.4 yea8 = 0.16. The scores for homeless children onhiid c
behaviour checklist showed no significant chan@e2%at baseling 59.2 at follow

up; P = 0.53). They were significantly more likétybe within the clinical range than

the comparison group.

These results highlight the high level of mentahltie needs among homeless
mothers and their children. Homeless families dtrist a relatively heterogenous
population with complex health, social and educstioproblems, which often

precipitate the episode of homelessness. Theselated to underlying psychosocial
factors, and are likely to persist, even after@ading. (Vostanis, 1998). In two fifths
of children and a quarter of mothers, mental hegattiblems persisted after housing
(Vostanis, 1998). This research has identified #&emal long term impact of

homelessness as it is often the case that stresdth consequences persist after the
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individual or family have been re-housed and castdar years after or may even be

permanent.

If homelessness is considered as a stressor tegirdbess of how an individual
copes with stress is important. The study by Texcahd Vostanis (2007) outlined
above considered coping in homeless mothers. Bdngad Graham-Bermann
(1998) also examined stress, coping and depreseed m a sample of 64 homeless
mothers and a comparison group of 59 low-incomeherst Homeless mothers
reported significantly higher levels of stress degression, as well as greater use of
avoidant and active-cognitive coping strategiese Toncept of coping will be

examined in detail in the next chapter.

The research reviewed above usefully identified timmelessness is a traumatic
event with health consequences and that the effeantspersist over time. This
however pertains only to homeless children and lfammiand not the wider

population of people who are homeless.

The implication is that it might be useful to takstep back and consider what effect
being homeless itself has on health outcomes arad wé can do about it by an early
intervention. One implication of the research répain this thesis is that it indicates

a method of intervention at first contact which niajuence the health outcome.

There is a growing recognition that homelessnegsaats on a whole range of
aspects of the lives of the people who experiehc®Blany research projects have
therefore began to focus on particular dimensidrisomeless peoples lives, such as

health.
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Pleace and Quilgars (1997) question the assumptian homelessness causes ill
health. While they emphasise that the stressesciatsd with homelessness do
increase the risk of ill health, many of these sislte shared with other socio-
economically deprived sections of the populatioar Bingle homeless people in
general, they argue, the key additional threah#ir thealth is caused by inadequate
access to healthcare services. People sleepind rdaghowever face additional

problems due to the weather and danger from asstgult

Homelessness is likely to have an adverse effe@ person’s mental health, as are
other stressful events associated with homelessses as relationship breakdown
(Bines, 1997). However, the effects of mental gsén combination with social and
economic problems can also constitute possiblgdrgfor homelessness by making
it difficult to maintain accommodation and/or sd@apport networks. (Connelly and
Crown, 1994). Thus, some research has indicatedtiieamajority of those with
mental health problems were ill before they becaomaeless (Social Exclusion Unit

(SEU), 1998).

This is consistent with the aims of this thesisntétessness, as a stressor, may affect
health outcomes directly, or may exacerbate prstiegi conditions. Homelessness
may also influence health outcomes by making acte$®alth care difficult. Both
aspects of the influence of homelessness on heatttomes will be considered and

incorporated in any proposed interventions.

2.7 Summary

This chapter outlined the definitional issues atbuhomelessness and has

demonstrated that there is a strong relationshiwd®en homelessness and health.
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The link between unmet health needs and homelessisesvell established.
Research among homeless people in Aberdeen foahd &k of the sample (n=169)
had used the Accident and Emergency departmentnwtitie last 12 months which
was a higher contact rate than reported for spsicizealth services for homeless

people (Love, 2002).

Homeless people experience higher levels of illithethan the overall homeless
population. Many have drug and alcohol addictioabpgms and/or mental health
problems and/or physical health problems. Theitthegeeds are acute and many of
these needs are unidentified and unaddressed. Magyple experiencing

homelessness fail to recognise cannot prioritise, their own health needs.

Many, especially those with substance misuse pnabler chaotic behavioural
patterns, find it difficult to cope with appointmensystems and bureaucracy

generally. Many use NHS services only when thealtheneeds become critical.

Many studies focus on a specific population of himsepeople who also have
particular problems such as aids, drug or alcobpkeddency or mental iliness. The
focus may also relate to accommodation type suthase living on the street or in
homeless shelters (Garside et al, 1990; Bacon #986); or may focus on particular
groups such as single homeless people (Andersaln293); or children. It is also
often focused on quite narrow concerns, such agibggFitzpatrick and Kennedy,
2000). The results of these studies are diffiautjeneralise to the wider population
of homeless people, as the findings are samplafgp@cnature. Whilst the results
of these studies are important, they offer onlpmcecete first step. The focus of this

thesis is on the overall homeless population oféless people who are subject to
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homelessness as a stressor. It is important tadmmthe immediate health effect of
becoming or being homeless. That is, the stateioigchomeless provides the
context and this research will consider the infeeemdividual factors may have in
the health outcomes of homeless people. Previod$esthave not considered being
homeless as a stressor in the overall homelesdagimmy this thesis is important as it

addresses this important issue.

The next chapter will consider what individual diitnces may influence the health

outcomes of homeless people.
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Chapter 3 Homelessness, Health and Individual Cigrences:
A Review.

3.1 Introduction

The previous chapter established the link betwemsndtessness and health and that
here might be a number of important factors deteimgi health outcomes. The
research in chapter two focuses on specific grofipgople who are homeless and
does not consider the health effect of being hossalathin the overall population of
homeless people. Whilst consideration is givenhw longer term health effects of
homelessness in terms of access to appropriatéthheale and predisposition of
homeless people to take less care of themsehegpgatiential impact of homelessness
as a health stressor is not considered. Theretbre, chapter will examine the
influence social perceptions and individual diffece factors have on health
outcomes of homeless people in Scotland. It wiliew the issues surrounding the
health effect of becoming homeless and will consilde definition and measurement
of coping styles, personality and locus of contaold their influence on health

outcomes.

3.2 Health

Being homeless can influence health on severalde®®ing homeless can lead to
problems in accessing healthcare as well as seruhi@ resources necessary to
maintain good health. The nature of their existerare lead to those people who are
homeless taking less care of their physical sibmatby not eating properly for
example due to money issues or difficulty of cogkin shared accommodation.
(Quilgars and Pleace, 2003; Scottish Executive tHeBlepartment, 2001). The
temporary nature of the accommodation provided ragaay influence health by

being difficult to heat and the longer term issoébeing isolated from family and
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friends may have an impact on health. It is myteotion in this thesis that being
homeless itself has an influence on health outcames potential stressor which has
both an immediate and longer term effect on anviddal. Previous studies have not

considered this.

3.2.1 Stress : an overview.

In exploring stress it is necessary to considerHiséorical context as the current
definitions represent a fusion of the early thdoattattempts at a definition. The
early work of Cannon (1932), Symonds (1947) and/&€1956) gave insight into
the origins of the concept of stress, and idemtifiee potential health problems
which can result from prolonged stress in an irdiigl. Within the context of
homelessness this may be crucial in understandmmesof the difficulties

experienced by homeless people in relation to healt

3.2.2 Physiological functioning — only part of thestory

Cannon and Selye base their theories largely osiplogical functioning, although
Selye focuses on the role of the pituitary-adrenozad system. The GAS is
concerned with the homeostatic maintenance of msmiocrine functioning and
says little about psychological aspects of stregr than to include psychological
stimuli as one category of possible stressors.eSktywever used mainly physical
stressors such as foot shock, water deprivation @mgical restraint and it is
debatable whether such stressors will produce dngesreactions as psychological
stressors. Another more fundamental problem ewdts Selyes theory. The theory
states that the stress response is linear and latiore to the disruption to
homeostasis. It followed therefore that the degoéestress response could be

predicted if the degree to which a stressor disrityimeostasis in a body is known.
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This mechanistic approach was largely disproveeéxperiments, which showed that
psychological factors could affect the stress raspo In one example, cited by
Saplonsky (1999), a child is subjected to a paipidcedure and the researcher
wishes to know how great a stress response willriggered. For Selye this is a
linear progression mapping the relationship betwtberduration and intensity of the
stimulus and the response. It was found howevdritiiae child was able to reach

out for its mother for comfort, the stress respomas much less.

The crucial point here is that the physiologicats$ response can be affected by
psychological factors. Two identical stressors witfe same disruption to
homeostasis can be perceived differently. The stresponse can therefore be made
larger or smaller depending on psychological factétsychological variables can
modulate the stress response. Following from tihisyas demonstrated by John
Mason (1975) that in the absence of any changehysiplogical reality i.e. any
disruption in homeostasis, psychological varialdésne could trigger the stress
response. Mason also questioned the ‘nonspecifioitythe stress response and
argued that homeostasis in fact predicts spedifieitdifferent stressors lead to
different responses. Mason argued that any norfgpcithat exists reflects the

adaptive value of preparing for action.

3.2.3 Stress: the role of appraisal

It is clear therefore that there is a psychologiagpect to stress which neither
Cannon nor Selye adequately addressed. Lazaruscaelfehgues (Lazarus and
Folkman, 1984a; Lazarus and Launier, 1978) propasedgnitive appraisal theory
of stress, which addresses the interaction of migévidual and their environment.
This interaction is referred to as a transactianitdakes into account the ongoing

relationship between the individual and the enviment. This ‘transactional’ theory
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places the emphasis on the meaning that an everfoh#he individual and not on
the physiological responses. Lazarus and colleadpedisve that an individual's
appraisal of a situation determines whether an teieaxperienced as stressful or
not, making stress the consequence of appraisabrding to this theory, the way an
individual appraises an event plays a fundamewlal in determining, not only the
magnitude of the stress response, but also the &incboping strategies that the
individual may employ in efforts to deal with thieess. Stress arises from the way in
which an individual perceives and interprets evemitsch occur in their external

environment

According to the Transactional Theory of strese,dbgnitive appraisal of stress is a
two - part process which involves a primary andsédary appraisal.

Primary appraisal — involves the determination mfeaent as stressful. Events are
first evaluated for their threat value. This fiegipraisal is intended to make certain
that individuals do not blindly enter dangerousiaitons, but recognise the situation
and plan how to deal with it. During primary apgedithe event can be categorised
as irrelevant, beneficial or stressful. If the eMerappraised as stressful, the event is
then evaluated as either a harm/loss, a threatballenge. A harm/loss event refers
to an injury or damage that has already taken pléceéhreat event refers to
something that could produce harm or loss. A chgleevent refers to the potential

for growth, mastery or some form of gain.

Lazarus argues that we cannot assess the origisgess by looking solely at the
nature of the environmental event; rather stress iprocess that involves the
interaction of the individual with the environmeftese categories are based mostly
on an individual's past experiences and learningoAeach of these categories

generates different emotional responses. Harmdas<elicit anger, disgust, sadness
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or disappointment. Threatening stressors can psodamxiety and challenging
stressors can produce excitement. This theory helpgegrate both the motivational
aspects of stress and the varying emotions thadsseciated with the experience of

stress.

Secondary appraisal occurs after assessment @&vtd as a threat or a challenge.
During secondary appraisal the individual now eatda his/her coping resources
and options. Coping responses are then evaluatagp®e and availability, as well as
their effectiveness in removing the threats. Acocado the transactional theory,
stress arises only when a particular transactioapgraised by the individual as
relevant to his/her well-being. In order for an miveo be appraised as a stressor, it
must be personally relevant and there must be eeped mismatch between a

situation's demands and an individual’'s resource®pe with it.

This two level appraisal process describes the itegrand behavioural responses,
as well as the emotional, neurophysiological, aomoic and endocrine responses

that individuals have to external events. The appla determine the nature and
magnitude of the individual's psychological resporas well as the physiological

adjustments necessary.

In response to a stressor, individuals’ must make judgments. Firstly they must
feel threatened by the situation they encounter saodndly they must believe that
they do not have sufficient resources and capegsilto deal with the threat.
According to this theory, stress can only be fulhderstood if we take into account
the ability of a person to cope with a potentia¢éssor. Coping is defined by Lazarus
and Folkman (1984b) as the process of managingeiternal and/or internal

demands that are appraised as taxing or exceelmgesources of the person.
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Coping will be considered fully in section 3.3.

This theory implies that different people will réatifferently to a given stressor
depending on their appraisal of whether or nos istressful, placing a demand on
their adaptational capacities and their assessofeitteir ability to cope. This will
vary between individuals and may vary for the samdevidual at different times.

The transactional theory offers an explanation floe fact that people react

differently to becoming homeless as a result of ugpraisal of the situation.

3.2.4 Measuring health : a review

Health is defined in the World Health Organisat®i€onstitution as “a state of
complete physical, social and mental well-beingd aot merely the absence of
disease or infirmity” (World Health Organisatior§4B). There is, however, no clear
definition with concepts such as functional abjlipositive health, social health,
subjective well being and quality of life being dseidely (Bowling 2005). Bowling

(2005) provides a detailed overview of the conadgtealth. In this thesis, the focus
is on the stress of being homeless and therefakhhis considered in relation to an
individual’'s reaction to stress, both mentally, pleglly and socially. (see chapter
2.4) In relation to health measurement, it is neapsfor the purposes of this thesis
that a general measure of health is used as ths figcon the somatic or physical,
mental and social health domains. For this reaseeasures which are disease
specific, such as the Stanford Arthritis Centre Itle@ssessment Questionnaire

(Fries, Spitz and Young, 1980), were not considered

The General Health Questionnaire, (Goldberg 1978; Gdberg and Hillier 1979;

Goldberg and Williams, 1988).The GHQ is designed as a screening questionnaire
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and is a self report questionnaire. There are aésghort forms of the GHQ available
including a 28 item version (GHQ28) which is scatedl can be analysed by sub-
categories. This was designed specifically for aese purposes. Although the GHQ
does cover separate types of distress, it is nmnded to distinguish among
psychiatric disorders or to be used in making disgs. The results express the
likelihood of psychiatric disorder. It is intendemluse the GHQ 28 in this thesis as it
offers the best fit with the aims of consideringavfactors may influence the stress
and health outcomes of homeless people. The GH@28des four scales which
measure somatic health, anxiety and depressionalsdgsfunction and severe
depression. This is consistent with the domainkeafith of interest in this thesis as

outlined above. The instrument will be discussély fn Chapter 4.2.3.

Other measures which are not disease specific wersidered but were not
appropriate for use in this study. The SicknessalehpProfile (Deyo, Inui and
Leininger 1982) was developed as a measure of ipectehealth status and
concentrates on sickness related dysfunction raliaer disease. This measure is not
suitable due to its focus on the impact of sickresdaily activities and behaviour.
The Short Form-36 Health Survey Questionnaire (6f-Stewart and Ware 1992)
is a frequently used measure of generic healthustgBowling 2005). This
instrument does not however target signs and symgptelating to sleeping patterns
and therefore may fail to provide the level of deba relation to stress that is
provided by the GHQ28 with its Anxiety / Insomnizake. It has also been reported
by Ware, Kosinsky and Dewey (2001), that some itentee SF36 are very complex
and require responders to combine perceptions ydigdl and emotional problems
that relate to relationships with family, friendsgighbours and other groups. For

these reasons, the SF 36 will not be used in hieisig.
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3.2.5 Studies using transactional model of streasd coping

The transactional model of stress and coping iseatitoday. The following recent

studies have used this model as the theoretica$ lodsstress, acknowledging the
importance of a transaction between the individunal the environment in any stress

response to a given situation.

Wirtz, et. al. (2006) used a transactional model study of stress in men. The study
investigated whether individuals who appraise aasibn as more threatening,
challenging, and as exceeding their ability to ¢cagdew greater stress reactivity of
the coagulation activation marker D-dimer, indiogtfibrin generation in the blood.
In a stress reaction, one of the physiological geanvhich occurs is that the blood
thickens to allow a greater amount of oxygen tocheied to the muscles. This is
accompanied by an increased heart rate and hidbed Ipressure to assist in the
response to the stressor. Forty-seven men (meafdagears) completed the Primary
Appraisal Secondary Appraisal (PASA) scale which aistransactional stress
questionnaire, and were then given the Trier So8#tkss Test which is a
combination of mock job interview and mental arithiro task. Heart rate, blood
pressure, plasma catecholamines, and D-dimer (olaiEmn activation marker)
levels were measured before and after stress, andgdrecovery up to one hour
after stress. The study found that anticipatoryndoge appraisal is associated with
blood coagulation activation and those individuadso appraised the stressor as

more challenging and threatening experienced aerpeocoagulant response.

The study reported that the PASA “Stress Index’ralated with total D-dimer
between rest and 60 minutes after stress (r = @398,.050) and D-dimer change
from rest to immediately after stress (r = 0.29; @P46). It was also reported that

Primary appraisal (combined “threat” and “challehgmrrelated with total D-dimer
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(r = 0.37, p = .017), D-dimer stress change (r.410p = .004) and D-dimer

recovery (r = 0.32, p =.042).

Wirtz, et al. suggest that future intervention ségdare required to show whether the
procoagulant response to stress can be modifiededghing coping skills. The
findings may have clinical implications in that yhguggest that cognitive training of
people with high anticipatory “primary appraisaloutd provide a benefit. If
cognitive training is directed at helping subjetts perceive a stressor as less
threatening or challenging then the stress respornght be less exaggerated. This
has important implications for this thesis as itggests possible cognitive

interventions which may assist homeless people difying appraisal.

These findings were supported by a study by Srawas(2005) which considered the
effects of cognitive appraisal on the experience ogtupational stress. The
relationship between job stress and consequenanobhealth strains were studied
among technical supervisors from transactional rpedespective. It was found that
low appraisal of demands and threats posed bysfiitestuations and high appraisal

of available capability and resources mitigatedbgree of stress.

Watson, Deary, Thompson and Li (2008) used thes&retronal model of stress as
the theoretical framework in their study of strassl burnout in student nurses. The
aim of the study was to study the relationship leetwpersonality, stress, burnout
and psychological morbidity in nursing studentsHang Kong. Participants were

nursing students (n=147) in a Hong Kong univerdépartment of nursing.

Five instruments were used in the study; GeneraéltAeQuestionnnaire-12
(Goldberg and Williams, 1988), was used to meapayehological morbidity, NEO
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Five Factor Inventory (Costa and McCrae, 1992), |&as Burnout Inventory
(Maslach and Jackson, 1986), Coping Inventory toesSful Situations (Cosway, et
al., 2000) and Stress in Nursing Students (Deaty,ak, 2003). These were
administered by self report questionnaire. The npagdictors of stress, burnout and
psychological morbidity were found to be the pegdity trait neuroticism and the
strategy of emotion-oriented coping with stresse(&ble 3.1). These results suggest
that, in the context of homelessness, neuroticistTd amotion-oriented coping

strategies may be predictors of a poor health ooco

Table 3.1 Multiple regression results for Watsstral. (2005).

Dependent variable Independent variable(s)  Adjus#R?  Standardisedp p
GHQ Neuroticism .261 .520 <.001
Emotional exhaustion Neuroticism 319 443 <.001
Emotion-oriented coping 344 224 .049
Depersonalisation Emotion-oriented coping .086 .269 .014
Agreeableness 127 -.230 .045
Personal Neuroticism .075 -.273 <.001
accomplishment Personal accomplishment .110 217 <.001
Clinical stress Emotion-oriented coping .178 372 <.001
Clinical .236 .266 <.001
Confidence stress Emotion-oriented coping .165 .393 <.001
Confidence .235 266 <.001
Task-oriented coping 272 -.214 <.001
Educational stress Educational 433 570 <.001
Emotion-oriented coping .508 .290 <.001
Financial stress Emotion-oriented coping .162 321 <.001
Financial 231 .293 <.001

3.2.6 Summary

In summary, an individual only experiences a stmesponse if they consider an

event to be potentially endangering their well-lgeamd also beyond their ability to

cope with it. This definition locates stress aslationship between the person and
the environment, which is perceived as threateaimg) as taxing or exceeding their
resources. Accordingly the stress process cannahterstood without reference to
the process of coping which influences and is erlted by the individual's appraisal

of the encounter with the environment. Coping 8 thanagement of the demands
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placed on the individual as a result of a stressfutounter. This is a dynamic
process, which is part of the mutually reciprodap- way relationship where
appraisals are constantly changing as the persstnéssful encounter with the
environment progresses and the individual reapgsaisvents according to the

circumstances.

3.3 Coping

3.3.1 Introduction

Within the context of this research, the definitmfrstress locates it as a relationship
between the person and the environment, and aogydihe stress process cannot
be understood without reference to the processoping which influences and is
influenced by the individual's appraisal of the @ntter with the environment. Here,
coping is the management of the demands placetieimtividual as a result of a
stressful encounter. This is a dynamic processchwhs part of the mutually
reciprocal, two- way relationship where appraisais constantly changing as the
person’s stressful encounter with the environmemiggesses and the individual
reappraises events according to the circumstarfcagarus and Folkman, 1984a,;

1984b).

Coping has been conceptualised as being eithaitahat refers to stable properties
of a person, or as a state dealing with transegttrons which change depending on
the circumstances (Lazarus and Folkman, 1984lhdstate approach, coping is
considered by Lazarus and Folkman (Folkman and ruaz&l980; Lazarus and
Folkman, 1984a) as the thoughts and behaviours wes@danage the internal and

external demands of situations appraised as sfitdssain individual.
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Coping is seen as a process involving at leaststages: primary appraisal (i.e., is
this something to bother about), and secondaryaéggir(i.e., what can | do about
it?). In addition, coping is seen as serving onanaf functions: the problem-focused
one, which is the concern that one might expres$is miore practical approaches to
managing a problem (i.e., addressing the probleusing distress), and emotion-
focused which is concerned with regulating emotiaeactions by controlling or

ignoring them. Some examples of problem-focusedngppre making a plan of

action or concentrating on the next step. Exampfesmotion-focused coping are
engaging in distracting activities, using alcohal drugs, or seeking emotional
support. Emotions continue to be integral to tharmg process throughout a stressful
encounter as an outcome of coping, a responsenonfermation, and as a result of

reappraisals of the status of the encounter.

Psychological coping is unlike other more stablenstaucts. It is potentially
malleable and open to change. Coping then is ngtlgian explanation of individual
differences in response to stress but also as enuavfor targeted intervention to

improve outcomes (Folkman and Moskowitz 2004).

3.3.2 Measurement of coping

Coping can be assessed using a series of questesrtesigned to capture the
thoughts and behaviours that people use to managesfl events (Folkman and
Moskowitz, 2004). Participants normally answerasgprectively on how they coped
with a specific stressful event or are asked tgoed to scenarios of stressful
situations.

Folkman and Moskowitz (2004) give examples of irteeiles intended for use in

overall homeless population. The purpose of thdtice is to review the measures
and their use in health settings and to reach algsion as to the most appropriate

measure to address the aims of this thesis.
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Ways of Coping(Folkman and Lazarus,1980; 1985;1988a; 1988b);

The Ways of Coping Checklist was developed in 1880 later revised and as the
Ways of Coping Questionnaire (WOCQ) in 1985. Thepomse format was changed
from Yes/No on the original to a 4-point Likert fceon the revised version.
Redundant and unclear items were removed or rewoame the revised version
contains several additional items. The ways of @g@uestionnaire consists of 50
items with 16 fill items and produces eight emailig derived scales. Responses are
made after the participant is asked to consideahlife situation which caused stress
during a specific period e.g. one week (Folkmaralet1986). WOCQ scales with

example items are outlined in table 3.1.

Table 3.1 Ways Of Coping Questionnaire scales exdmple items.

Scale Number  of Example Item
ltems
Confrontive coping 6 ‘| stood my ground and fougtwhat |
wanted’
Distancing 6 ‘I went on as if nothing had happéned
Self-controlling 7 ‘| tried to keep my feelings myself’
Seeking social support 6 ‘| talked to someondind out more

about the situation’

Accepting responsibility 4 ‘| criticised or lecad myself’
Escape-avoidance 8 ‘1 hoped a miracle would hajppe
Planful problem solving 6 ‘I made a plan of antend followed it’
Positive reappraisal 7 ‘|1 changed or grew asraqre

A number of psychometric problems have been idenqtifvith this instrument.
(Stone, et. al. 1991, Parker, Endler and Bagby31$&hwartzer and Schwartzer,
1996). They report difficulties in replicating tlfector structure and its stability and

reliability. These issues will be discussed inisast 3.2.3 and 3.2.4 below.
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Coping Strategy Indicator (Amirkhan, 1990);

In compiling this scale Amirkhan collected copinghlaviours from existing scales
and from previous research and reduced these lédvioeirs in a series of factor
analysis with large samples of responders. Tis¢ $ample responded to the items
on a three point scale and 3 of the 17 dimensioa® wignificant and formed the
basis for all further enquiry. These three subscgleoblem solving, seeking support
and avoidance were adopted at this stage and fugbwr analysis led to the final
version with33 items, 11 for each subscale. Acecgdo Schwarzer and Schwarzer,
(1996), this results gained for this instrumentraseconvincing as all factor
solutions showed poor goodness-of-fit indices amdly @21%,33% and37% of
variance was accounted for at three stages of dgwent. They conclude that the

Coping Strategy Indicator is not convincing eiteerpirically or theoretically.

COPE Inventory (Carver, Scheier and Weintraub, 1989.);

Carver et al, (1988), believed that the distinctlmetween problem focused and
emotion focused coping was too simple and that lsbtbuld be subdivided to

account for the many possible ways to regulate m®etor solve problems. The

final version of the COPE contains 13 scales witteshs in each. The COPE scales

are detailed below with example items from eacth{&azer and Schwarzer, 1996):

Active coping, ‘ | do what has to be done, ong stea time’

Planning, ‘Il make a plan of action’

» Suppression of competing activities, ‘ | put asadker activities in order to
concentrate on this’

* Restraint coping, ‘ | force myself to wait for thight time to do something’

» Seeking social support for instrumental reasoristalk to someone to find

out more about the situation’
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» Seeking social support for emotional reasonsalk to someone about how |
feel’

* Positive reinterpretation and growth, ‘I learn setimmeg from the experience’

* Acceptance, ‘ | learn to live with it’

e Turning to religion, ‘ | put my trust in God’

* Focus on and venting of emotions, ‘I let my feedirogyt’

« Denial, ‘ | refuse to believe that it has happened’

e Behavioural disengagement, ‘ | just gave up trymgeach my goal’

* Mental disengagement, ‘| daydream about thingsrdtten this’

The first five items relate to problem focused ogpiand the next five relate to
emotion focused coping. The inventory is availade trait or state version.

Schwarzer and Schwarzer, (1996) argue that althabghauthors claim that the
COPE is based on theory and therefore superior theer oempirically based
approaches, this is not actually the case as tmsér of factor analysis is not
appropriate to test a theory. In addition, a seemmoi@r factor analysis did not

reproduce the hypothesised structure.

Coping Inventory for Stressful Situations (CISS),(Endler and Parker 1990);

This instrument was developed by compiling copietpdviours that fitted the two

coping functions of emotion regulation and probksiving. Factor analysis

identified three factors; task-oriented, emotiorested and avoidance oriented
coping. The avoidance scale can be divided intoisardztion scale and a Social
Diversion scale. The final version of the scal@ i48 item inventory with 16 items

per scale. Respondents are asked to rate eacle dBtitems on a five point Likert

scale ranging from (1) “Not at all’ to (5) “Very ro.” Respondents are asked to

“indicate how much you engage in these types afities when you encounter a
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difficult, stressful, or upsetting situation.” Tlugiginal scale is a trait measure and
has limited value for situation specific copingpesses however a situation specific
version was developed to address this. (EndlerRarler, 1999). This is a 21-item
measure for adults. Instructions are modified stnet responses are given with a

particular designated stressful situation in mind.

The structure of this measure does not have théhasmgp on emotion and problem
focused coping which is central to the Ways of @gpQuestionnaire (Folkman and
Lazarus,1980).This is considered a useful distncin terms of how individuals

cope with the stress of becoming homeless.

3.3.3 Limitations of coping inventories

Whilst these inventories are useful in that thégvaimultidimensional descriptions

of situation-specific coping thoughts and behawsdbat people can self-report

there are limitations in their design (Stone et, 4992; Stone et.al., 1991).
Inventories had variations in the recall periodr{@oand Stone, 1996), respondents
recall of events may be unreliable (Coyne and @ottI1996) and problems were

identified in items being confounded with their carnes (Stanton et. al. 1994)

Folkman and Moskowitz (2004) consider that the mpsiminent of all the

criticisms of the checklist approach concerns ttablem of retrospective report and
the accuracy of recall about specific thoughts bablaviours that were used one
week or one month earlier (Coyne and Gottlieb, 1996 overcome these problems,
Stone and Neale (1984) developed the Daily Copmwgritory, a measure of daily
coping efforts. Instead of asking participants écall their most stressful event
retrospectively across one week, two weeks, or atimas with most inventories,

participants were asked to consider the most $trlesgent occurring that day. The
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momentary assessment procedure, however, has mgificulties. As Stone et al.
(1998) point out, their subjects were asked repdat® recall their coping efforts,
which may have resulted in some coping not beimpnted, as participants may
have thought they already had reported it. The nmbang focus may result in reports
of very concrete, discrete events, to the exclusibrongoing or more abstract,
complex problems. Momentary assessments might el literal reports of
specific thoughts and actions, and miss the broemleceptualisations of coping that
are better perceived with the benefit of some spection, such as those that involve
finding meaning. Conversely, retrospective accoumsy be more subject to
distortion associated with participants’ effortscteate a coherent narrative of what
happened or to find meaning in the event. Stonealet(1998) point out that
retrospective accounts may in fact be superioriptes of future outcomes than the
momentary assessments. One explanation offerethiforis that what participants
report as coping has become the “true story” fentrand therefore predicts future

actions.

According to Folkman and Moskowitz (2004) therenis gold standard for the
measurement of coping. Momentary accounts addresgroblem of bias due to
recall, but they may under represent the complefigoping over time and the
complexity of what people actually cope with. Repective accounts address the
problems of complexity, but introduce the effedt€aping processes that take place
in the interim. Retrospective accounts, in a sems®, be telling us what the person
is doing now to cope with what happened then, dsagavhat the person did then to
cope with what happened then. They state that tkasorement of coping is
probably as much art as it is science. The art sameelecting the approach that is
most appropriate and useful to the researcher'sstoume This point strongly

influenced the choice of measure for coping usddigthesis.
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3.3.4 Psychometric properties of coping scales

A difficulty with the grouping of coping responseencerns the evaluation of the
psychometric qualities of coping scales based ergtbupings. It is usual to expect
measures of psychological constructs to have hegiel$ of internal consistency,
with alphas typically between 0.60 - 0.90 (Nunnall®78). Billings and Moos
(1981) argue that this standard is not necessaplyropriate for coping scales:
“typical psychometric estimates of internal coremisly may have limited
applicability in assessing the psychometric adeguEcmeasures of coping.... an
upper limit may be placed on internal consistermgfficients by the fact that the use
of one coping response may be sufficient to redti@ss and thus lessen the need to
use other responses from either the same or atibegaries of coping” (Billings and

Moos 1981, p. 145).

Another psychometric issue has to do with the ebtghien that a multifactorial

scale should have factors that are independenth@fanother however some coping
factors are used together and are not indepenéemiilem-focused coping, for
example, is usually used in tandem with positiveppaisal or meaning-focused
coping. This suggests that these two forms of gpfacilitate each other. Looking
for the positive in a difficult situation, for exgube, may encourage the person to
engage in problem-focused coping. Conversely, gfeqroblem-focused coping
can lead to a positive reappraisal of the individusompetence, or it may lead to an
appreciation of another person’s contribution te solution. To insist that coping
factors be uncorrelated in order to achieve a payetric purity by, for example,
eliminating items that correlate across factorsy metually result in a reduction of

the validity of the measure, Folkman and Mosko\21204).
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3.3.5 Coping effectiveness

The contextual approach to coping that guides noficoping research states
explicitly that coping processes are not inheremdyod or bad (Lazarus and
Folkman, 1984b). Instead, the adaptive qualitieabing processes need to be
evaluated in the specific stressful context in Wwhtbey occur. A given coping
process may be effective in one situation but nariother, depending, for example,
on the extent to which the situation is controkalffurther, the context is dynamic,
so that what might be considered effective copinfpe outset of a stressful situation
may be deemed ineffective later on. Thus, in piegafor an examination, it is
adaptive to engage in problem-focused coping gnothe exam and in distancing
while waiting for the results (Folkman and Lazarl@35). Conversely, when dealing
with a major loss, such as the death of a spotisggy be adaptive initially to engage
in some palliative coping to deal with the loss #meh later, after emotional
equilibrium is returning, to engage in more instamal coping to deal with future
plans (Stroebe and Schut, 2001). The evaluationopfng in a contextual model
requires a two-pronged approach. First, appropoateomes must be selected.
Second, attention must be given to the qualityhef fit between coping and the

demands of the situation

3.3.6 Use of Ways Of Coping Questionnaire

Aschbacher, et. al. (2005) used the 66 item reWsags of Coping Questionnaire
(Folkman and Lazarus, 1988b) to assess copingsflitly evaluated whether coping
processes affect haemostatic reactivity to acuiehmdogical stress and whether
these effects differ between caregivers of spougts Alzheimers disease (n=60)
and non caregivers controls (n=33). Stress wasceudilby making participants
deliver a speech on an assigned topic. Blood wasvrdron three occasions to

measure levels of the proco-agulant molecule D-difibey report no relationship
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between avoidant coping and d-dimer, and greaterofigoroblem focused coping
was weakly associated with a decreased levels dimer, (F(1,88) = 4.04, p =
0.048,1 ? = 0.04). This study is important in that it repoagdirect influence of
coping, in this case problem focused coping, ontihedhose utilising problem

focused coping experienced lower levels of strassneasured by d-dimer.

Additionally , Chung, et. al., (2005) used the measand General Health
Questionnaire 28 in a study of community residexjsosed to an aircraft or train
crash (n= 148 ) with a control group (n = 90) wheravnot exposed to the crashes
and lived in another city. The study was desigmedevelop a model to describe the
relationship between post traumatic stress, geheglth, personality, death anxiety
and coping strategies. The study used the EysemdoRality Questionnaire (PEN),
the Death Anxiety Scale and the Impact of EventeSmameasure personality, death
anxiety and post traumatic stress. Table 3.2 refbé results for the variables under

consideration in this thesis, coping, health andqeality (Chung, et. al, 2005).

Table 3.2 Results for correlations (n=238) betweersonality, coping and health
(Chunag, et. al, 2005). All correlations reportegihgiicant at 0.01 or better.

GHQA GHQOB GHQC GHQD Cope-E Cope -
Cope -E 0.508 0.587 0.364 0.457
Cope -P 0.49 0.536 0.27 0.369
Extrv 0.115 0.065 -0.178 -0.141 0.074  008.
Neur 0.31 0.387 0.312 0.428 0.242 0.14

GHQA = Somatic problems; GHQB = Anxiety/Insomn@HQC = Social

Dysfunction; GHQD = Depression; Cope — E = emofacused coping;
Cope — P = problem focused coping; Extrv = Exraion; Neur = Neuroticism.
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Figure 3.1: Relationship of personality, copingl &aealth from the MIMIC model
(Chung, et. al. 2005). Paths shown are signifieaaGt05 or better.

Neuroticism 0.3F

0.1¢ 0.3¢

Extraversion

Psychoticism was not included in final model adigt not predict any of the GHQ
factors. In the model direct links were added frextraversion to GHQC (social
dysfunction) and GHQD (depression) and from neaisitn to GHQD (depression).
Chung, et algrouped coping into problem and emotion focusedngptherefore no
detail is available as to the influence of par@éeudoping factor. They do not report
sub-scale results for any of the measures usedréBudts reported show a direct link
between neuroticism and a general health probledepfession and between
extraversion and the general health problems aékdgsfunction and depression.

The study also found a link between the use of emdbcused and problem focused

coping and general health problems.

This is an important study with encouraging resaksthey show a link between

coping and health, although the stressors in thidysare different to becoming

homeless.
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3.4 Personality

3.4.1 Introduction

Another factor likely to influence the decision-ntak coping and health outcomes
of homeless people is personality. Semmer (2008,) pStates that “There can be no
doubt that personality plays an important rolehia e€xperience of stress and in the
way people deal with stress”. The contribution efgonality to stress by way of

influencing cognitive appraisal and coping stragésgis recognised as an important

area for research (Vollrath, 2006).

A contemporary definition for personality is offdréy Carver and Scheier (2000,
p.5): “Personality is a dynamic organisation, iesitie person, of psychophysical
systems that create a person’s characteristicrpattef behaviour, thoughts, and
feelings.” They argue that the term personalityrficeys a sense of consistency,

internal causality, and personal distinctivenegs3)

3.4.2 Defining personality

Theories of personality

The trait approach to defining personality focuseshe differences between
individuals on specific dimensions, (Eysenck, 198¥70; Costa and McCrae, 1992).
The combination and interaction of various tramhdnsions make personality unique
to each individual. Trait theories view personaéis/the result of internal
characteristics that are genetically based. Thaibties are measured by self-report

guestionnaires.

Further developments led to the identification éiva factor solution called the Big

-Five personality dimensions (Goldberg,1981). ThgBEve framework has
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considerable support and has become the most widely and extensively

researched model of personality (Gosling, Rentfamat Swann, 2003). According to

the Big- Five, there are five replicable, broad esions of personality;

Extraversion, Agreeableness, Conscientiousnesgohigam, and Openness to

experience. Table 3.3 provides examples of sontieeoglements which define the

Big Five factors.

Table 3.3 Definition of Big Five Factors

Scale

Description

Extraversion

energetic, positive emotions, assertive tendency

to seek stimulation and the company of others.

Agreeableness

tendency to be compassionate andretiop rather

than suspicious and antagonistic towards others.

Conscientiousness

tendency to show self-discipéinedutifully, aim
for achievement; characterised by planned ratteer th

spontaneous behaviour.

Emotional Stability

tendency to experience negagivmtions or feelings,

e.g. anxiety or anger.

Openness to Experience

appreciation for art, emoéidventure, unusual

ideas, imagination, and curiosity

The five factor model has been criticised (Blocl®39Eysenck, 1997; McAdams,

1992; and Pervin, 1994). It is argued that the Bige does not explain all of human

personality. Golberg (1993) agrees with this anghters that it was never intended
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as a comprehensive personality theory, rather & developed to account for the
structural relations among personality trafbhe methodology used to identify the
dimensional structure of personality traits, factoralysis, is challenged for not
having a universally-recognized basis for choosaingpng solutions with different

numbers of factors. Another criticism is that thig Bive is not based on theory but
Is an investigation of descriptors that tend tostdu together under factor analysis.
The Big-Five framework describes personality, ieglmot explain it. In this thesis,

the focus is on the influence of personality onltheautcomes for homeless people

and, in this context, a description of personaliyts is sufficient.

3.4.3 Measuring the Big-Five

Big five measures

There are a number of measures that reliably @ulitnensions of interest (John, et.
al. 1991; Costa and MacRae, 1992). However, faaes of experimental efficiency
| selected the Ten Item Personality Inventory (T:IRGosling et al. 2003). This is an
extremely short, 10-item measure of the Big Fivetdes. It is very easy to

administer and quick to complete and provides g@sgchometric properties,

Convergent validity ranges from .65 to .87 and-tesst reliability ranges from .62

to .77.

3.4.4 The contribution of personality to the prediction d health outcomes.

McManus et al. (2004), used a five factor perstyatiodel to measure the effects of
stress on health using the GHQ 12 (Goldberg 1982)aait of a large prospective
study of doctors. The study reported on the extenwhich stress, approaches to
work, workplace climate, burnout and satisfactioithwa career in medicine are
predicted by measures of personality and learniylg.sA questionnaire was sent in

1990 to all EEC applicants to five UK medical sclsquarticipating in the study,
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with a 93% response rate. Students who were aateptéhe medical schools in

1991-1993 were followed up in their final year (598998), with a response rate of
56% and at the end of their year as Pre Registratiouse Officers, when the

response rate was 58%. In 2002 a tracing exer@secarried out to identify doctors
on the medical register who had been part of tiginal survey. The response rate
for the 2002 questionnaire was 63.3% (n=1668). rEselts for effects of stress on
health as measured by the GHQ12 and personalitpsunmed by an abbreviated
guestionnaire assessing the 'Big Five' persondlityensions are reported in table
3.5. Mcmanus, et. al. (2004), report that Doctol®wave most effect of stress on
their health have higher levels of neuroticism hbatrrently and previously. In this

study the sample size was very large, so it is mand to indicate the size of the

effects. The largest effect of stress on health 2#h25%. Conscientiousness and
Extraversion are also negatively linked to effeatsstress. Figure 3.2 shows the
relationship between personality and health takem fthe path diagram reported by

McManus, et.al. (2004).
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Table 3.4 Pearson correlation (Significance; Ngftdcts of stress and personality,

in the Pre Reqistration House Officer (PRHO) veat @ 2002.

Time of Effects of Stress on health
Measurement (GHQ)
Neuroticism PRHO 0.192(P < .001;N =972)
2002 0.461(P < .001; N =1610)
Extraversion PRHO -0.111(P = .001;N =970)
2002 -0.243(P < .001; N= 1614)
Openness to Experience PRHO 0.012 (P =.721;N =956)
2002 -0.046 (P = .066; N =1611)
Agreeableness PRHO -0.028 (P = .376;N =970)
2002 -0.080(P =.001; N= 1615)
Conscientiousness PRHO -0.045 (P = .165;N =971)
2002 -0.196(P < .001; N=1610)

Correlations significant at p < 0.05 are in boldg ahose with an absolute value of
greater than 0.2 are underlined.

Figure 3.2: Path diagram showing relationship antbegneasures of personality

and stress.

Agreeableness

Conscientiousness|

Extraversion

Openness to
Experience

0.444 Health
effects
-.093 of stress

GHQ

Strength of effect is shown alongside each lina path (beta) coefficient.
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Table 3.5 Indicative review of research measup@agonality and health.

Study Content N Personality Variables Health Variables Results
Chung, et. al. (2005) Community residents 238 Eysenck Personality Questionnaire General Health Correlation reported between Neuroticism and hgaltss)
exposed to aircraft or (Eysenck , 1967) Questionnaire 28
train crash Neuroticism and Extraversion ( Goldberg and Hillier,
1979)
Lockenhoff , Sutin, | Association between BLSA 393 NEO PI-R SF 36 Regression results, after controlling for demobrep
Ferrucci and Costa | personality and (Costa and McCrae, 1992) variables,
Jr, (2008) subjective mental and | Medicare (Stewart and Ware, 1992)| depression, and healtionditions;
physical health intwo | PCC
samples of older adults| 648 Subjective mental health -negatively associated iin
Baltimore Longitudinal both samples ( -.274 MPCC, -.304 BLSA), positively
Study of Aging (BLSA) associated with C in both samples ( 0.070 MPCG®.1
and Medicare Primary BLSA)
and Consumer Directed E positive for MPCC (0.098) and negative for BLSAT5
Care Demonstration
(Medicare PCC) Subjective physical health - negatively associatitd N (-
.075) and
positively associated with C (.179) in BLSA sample.
No significant associations found in Medicare P@@gle.
Bunevicius, Study of medical 338 Ten Item Personality Inventory Hospital Anxiety and Anxiety and Depression negatively correlated witRIT
Katkute, and students Aim to assess (TIPI) Depression Scale (HADS)| Emotional Stability scale. r =-0.39, p<0.01 for sty and
Bunevicius, (2008) | the relationship between Gosling, et. al, 2003) (Zigmond & Snaith, 1983) | r =-0.2, p<0.01 for depression.
anxiety and depression
symptoms and Big-Five
personality factors.
Williams, O_Brien | Study of undergraduates 135 NEO PI-R (Costa and McCrae, Global Health Rating Global Health correlated positively with neurotiois

and Colder, (2004)

1992)
(Neuroticism and Extraversion
scales)

(Lorig et al., 1996)

(0.40) and negatively with Extraversion (-0.26
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3.5 Locus of control

3.5.1 Introduction

In the previous sections of this chapter we havesicered the way in which coping
styles, and personality may influence the healttcames for homeless. In the
previous sections it was established that streskstharefore health outcomes is
influenced by an individuals appraisal of the ditwa In turn, this is followed by an
assessment of resources available to deal withoitus of control (Rotter 1966,
1975) is example of an attributional style whichymr#lluence health. Here, Locus of
control (Rotter 1966, 1975) is defined as an irdlral’'s generalised expectancies
regarding the forces that determine rewards andspments. Individuals with an
internal locus of control view events as resultfrgm their own actions. Persons
with an external locus of control view events amfpainder the control of external
factors such as luck. For example, a person witlinernal locus of control will
attribute the failure to meet a desired goal torgmysonal preparation, whereas, one
with an external locus of control will attributeiltae to circumstances beyond the
individual’'s control. The way individuals interpreuch events has a profound affect
on their psychological well-being. If people febey have no control over future
outcomes, they are less likely to seek solutiortéa problems. If a person believes
that what happens to them is a matter of chancehamydhave no influence on this,
the possibility of them taking action to try to welthe problems they face is remote.
In such circumstances, it is possible that thi& lafcaction could have consequences
such as becoming homeless, inadequate personal maoe attention to health

matters eftc.
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3.5.2 Measuring locus of control
Multidimensional Health Locus of Control Scale (MHQL), (Wallston, Wallston,

and DeVellis, 1978).

Since its introduction, the locus of control coostrhas undergone considerable
elaboration and several context-specific instrumdrdve been developed. Health
researchers in particular have embraced locus mfaoas a concept for explaining
health behaviour. Among the most widely used hegécific measures is the
Multidimensional Health Locus of Control Scale (\8&n, Wallston, and DeVellis,
1978). This instrument retains the three dimensiohdnternality, chance and
powerful others, as advanced by Levenson (1973)cbncerns outcomes that are
specifically related to health and iliness, suclstaying well or becoming ill. Using
this model, health may be attributed to three fbssbutcomes - internal factors,
such as self-determination of a healthy lifestydewerful others, such as one's
doctor, or luck. The MHLC consists of three sepastales, Internal Health Locus
of Control, Powerful Others Locus of Control anda@be Locus of Control. Table
3.6 gives example questions from each scale.

Table 3.6 Example Questions from MHCL Scales.

Scale Example Question

Internal Health ‘| can pretty much stay healthy by

taking good care of myself’

Powerful others ‘following doctors orders to the letter i

\"2J

the best way for me to stay healthy’

Chance ‘When | become ill, it's a matter of fate
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Steptoe and Wardle (2001) reported inconsistent smeall associations found
between MHLC scores and health behaviour. They midtered Form B of the

MHLC along with a measure of 10 health behaviowsover 7000 university

students in 18 European countries. When analyzimgr tdata using partial

correlations (controlling for age, sex and counttiyey found that IHLC scores were
positively associated with four of the behaviou®iLC scores were negatively
associated with six of the behaviours and PHLC escavere positively associated
with three and negatively associated with two oé thealth behaviours. The
correlations, although statistically significantene small (less that 0.125), typically
accounting for no more than one percent of shaeg@nce between health locus of

control beliefs and health behaviours.

In relation to health outcomes, those with an maétocus should have an advantage
because they believe they are in control of thein dealth. They should be more
sensitive to health messages and seek more knosvtaddpealth matters and should

be more proactive in attempting to improve thealtre

Several studies have used health-related locusnifa scales in specific domains,
= smoking cessation (Georgio and Bradley, 1992)

= obesity (Saltzer1982, and Stotland and Zuroff' 3990

= diabetes (Ferraro, Price, Desmond and Roberts,)1987

= tablet-treated diabetes (Bradley, Lewis, Jennimgs\&ard, 1990)

» hypertension (Stanton, 1987)

= arthritis (Nicassio et al., 1985),
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= cancer (Pruyn, van der Borne de Reuver, de BoesmBAa,ter Pelkwijk and de
Jong, 1988)
= mental health (Wood and Letak, 1982 and Whitmarsnmnd and Price, 1987)

» heart and lung disease (Allison, 1987).

Furnham and Steele (1993) provide a detailed surt/&ycus of control measures.
For this thesis, specific domain measures of lafuontrol are not considered as the
focus is on the potential influence on health ontes associated with homelessness
and a more generalised measure is needed. Thegeoeeal health locus of control
measures such as the MLHC, with their focus onthela¢haviours will not be
considered further as their influence relates sting health behaviour, and not a
direct influence on health. Locus of control asdusethis thesis is a construct that
may influence the stress response to homelessyeasting on the transaction and
thereby influencing appraisal. The measure requised general one, in essence
whether an individual’'s external / internal origida influences health directly. It is
about the individual’s general attribution of theusce of an event, rather than their

view of health behaviour.

3.5.3 Internal-External Scale (Rotter, 1966)

Rotter (1966) developed the Internal-External staleneasure locus of control and
this scale is still current today. Historically, amevalues for the scale range from
5.94 and 9.53, with standard deviation values diveen 3.36 and 4.10 (Rotter,

1966)

Lin, Li and Lin (2007) used a modified Rotter'sdmal—External Control Scale in a

cross sectional study of the relationship betwedngatisfaction and personal traits
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in 317 health volunteers. The results showed thatet was a negative correlation
between locus of control orientation as a perstmaél and overall job satisfaction (r

=-0.201, p < 0.01).

Caughey (1996) used the Internal-External scake ¢édomparison study of the effect
of job stress of fieldworkers (n=23) and administ& workers (n=13) in a social
services district office. Locus of Control was cdesed as a as a potential influence
on health. A standard multiple regression was edrout between the General Health
Questionnaire and a number of variables includogu$ of control. However the
study found that locus of control did not predidi@28 scoresThe only variable to
predict GHQ 28 was job demand, (beta weight .4®,.@&). This is not surprising as
job demand is the likely stressor in this study.phlrt the poor findings might be
attributed to the low sample size, therefore istifl relevant to measure locus of

control in this study.

Rotter (1975) expressed concerns with researclmes’pretations of the locus of
control concept. First, he has warned that locusoatrol is not a typology, it is not
an either/or proposition, it is a continuum. Secdondus of control is a generalised
expectancy and it will predict people's behaviogroas situations. There may
however be some specific situations where peoplegxample, who are generally
external behave like internals. That is becausie k& ning history has shown them
that they have control over the reinforcement thegeive in certain situations,
although overall they perceive little control owshat happens to them. This is
consistent with the concept of personality as titeraction of the individual and the

environment. ‘Conceptualized as a generalized dapey, locus of control is an apt
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descriptor of individual differences in perceiveghlhviour-outcome contingencies’.

(Leone and Burns, 2000, p.64.)

3.6 Proposed model

Stress is seen as a relationship between the parsmbithe environment, which is
perceived as threatening and as taxing or exceetheg resources and if

homelessness is considered as a stressor thenottesg of how an individual copes
with stress is important. Coping is the manageneérihe demands placed on the
individual as a result of a stressful encountempi@g is seen as serving one of two
functions: problem-focused which is concerned witbre practical approaches to
managing a problem by addressing the problem cgudistress, and emotion-
focused which is concerned with regulating emotiaeactions by controlling or

ignoring them. This concept of individuals interagtwith the environment is also

key to the categorisation of homelessness as avpgith one of many interactions in

relation to housing which involves both structwaad individual elements.

Another factor which may account for the differerinereaction to the stress of
homelessness is personality. The relationship lertweersonality and health has
been widely researched and there is strong evidérategersonality factors have an
influence on stress and perceived health outcoffesmodel preferred in this thesis
is a trait model, considering individual personadis a product of the combination of

various traits which we all possess

Locus of control, as used in this thesis, is a waos that may influence an

individuals response to homelessness by acting hentiansaction between the
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individual and the environment, thereby influenceggpraisal. A person’s belief in
respect of whether or not they perceive that trey, by their actions, influence the
outcome of a situation may be important in relatiortheir reaction to the health
outcomes associated with homelessness. Locus dfotoas used here, is about
where the source of the event is located and doemfer any assessment of one’s
ability or personal resources such as Self-efficaepry which focuses on individual

perceptions about the capacity to handle challe(@@sdura, 1994)

From this, the following research questions hawentaeveloped,;

1. What influence do coping styles have in the perceived health outcomes of
people applying for local authority assistance as a result of homelessness?
From section 3.2 the expectation is that individu@bing styles will have an
influence on stress and health outcomes. Archbaeheal. (2005) report that
those participants employing greater use of probleaused coping styles

experienced lower levels of stress.

2. What influence does personality have in the perceived health outcomes of
people applying for local authority assistance as a result of homelessness?
From section 3.3 the expectation is that neuratidismotional stability) will
have a negative influence on health outcomes (Ldukk, et. al. 2008,
Bunevicius, et. al.,, 2008) , and that consciennegs and extraversion will

have a positive influence on health outcomes (Lobké#, et. al. 2008).
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3. Wnat influence does locus of control have in the perceived health outcomes of
people applying for local authority assistance as a result of homel essness?
From section 3.4 the expectation is that therewseak relationship between
Locus of Control and health. Caughey (1996) repode0.15 correlation
between Locus of Control and health which is natistically significant.
Although the expected relationship is weak, it viné tested; however the
influence of locus of control on the other indepamtdvariables will also be

measured and reported so that indirect influenoebeadentified.

4. What implications are there for intervention strategies?
The purpose of this thesis, in identifying homehess as a stressor which
affects the overall population of homeless peopid & identifying the
factors which may influence an individual's reantito this, is to consider
possible interventions which may improve healthcoaotes. The results
obtained in this thesis will be used to suggessits interventions which

may assist people in dealing with the health oueoof becoming homeless.

Figure 3.3 shows the model of relationship betwesrables to be tested in

this thesis.
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AGE

16-17
18-24
25 or over

REASON FOR HOMELESSNESS

Parents\Friends \Relatives unable
to accommodate
Dispute with partner (violent)
Dispute with partner (non-violent)
Court Order
Fire Flood or other Emergency
Other

PERSONALITY
Extraversion
Agreeableness
Conscientiousness
Emotional Stability
Openness to Experience

Figure 3.3
MODEL OF RELATIONSHIP
AMONG VARIABLES

LOCUS OF CONTROL
Internal
External

GENERAL HEALTH
FUNCTIONING

GHQ Score

HOUSEHOLD COMPOSITION

Single Person
Single Parent
Couple (with children)
Couple (no children)
Household member pregnant

SEX

Male
Female

COPING STRATEGIES
Problem-focused

Confrontive coping
Planful problem solving

Emotion-focused

Distancing
Self-controlling
Seeking social support
Accepting responsibility
Escape-avoidance
Positive reappraisal

Somatic Symptoms.

Anxiety and Insomnia

Social Dysfunction
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Chapter 4 Study design and methodology

4.1 Introduction

This study is designed to answer the following aesle questions posed in Chapter 3;
‘What influence does personality on perceived lmealitcomes for homeless people?
What influence does locus of control have on peextihealth outcomes for homeless
people? What influence does coping style have aweped health outcomes for

homeless people?’

4.1.1 Participants

Participants were homeless people who had appbeddsistance to a local authority.

All staff concerned in recruitment of participafts the study were briefed in the aims

of the study and were able to answer questionstt&tirdetail was provided for each

person. Participation was completely voluntary andattempt at persuasion was made.
The inclusion criteria was that they had made appibn for assistance as detailed
above and only those who were unable to give indafroonsent or who declined to

participate were excluded

4.1.2Administration

Staff at the local authority were briefed to answaestions and the interviewer was
available by phone to provide additional assistasbeuld this be required. The
participants were asked to volunteer take parhéduestionnaire and interview. They
were advised that their participation was voluntamng that they could decline to take
part or withdraw at any time. Each participant veatvised that the research was
entirely separate from their application for assise to the local authority and that

there was no advantage or disadvantage in agreeieclining to participate.
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The instructions preceding the general health fantg section of the questionnaire
specified that the research interest was the aatits health since becoming
homeless which focussed their response. The GHEg®nse scales were amended to

reflect this by adding ‘since becoming homelesgh® questions.

4.1.3 Informed consent

Prior to the interview commencing, each prospectpaticipant was given an
information sheet in ‘question and answer’ styldjich detailed the nature of the
research, why they had been asked to participdtat they would have to do and how
the information would be handled. The informatsgireet also gave sources of advice
and support in the area such as, local authorityices (Housing and Social Work),
NHS, Women’s Aid, Citizens Advice, Shelter etc, édger with appropriate contact

numbers. (A copy of the information sheet is preddt appendix 2.)

Written consent was obtained from each person agyde participate in the study
prior to the commencement of the questionnairgeiuew session and only after they
had been given a further opportunity to ask anystioes they might have. The

interviewer was available to discuss this with treemd answer any queries at this stage.

4.1.4 Location
All interviews took place in the participants homas a ‘neutral venue’ (i.e., cafe or

community hall) which was easily accessible to them

4.1.5 Data handling

No data pertaining to an individual person waseston such a way that they were

identifiable. The questionnaire required only a&rehce number which did not relate
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to a name. After the interview was completed cdardetails were destroyed leaving all
data totally anonymous and all data handling coeadpfully with the requirements of

the Data Protection Act. 1984.

4.2 Design and Method

4.2.1 Early design

The original data collection method utilised a selport questionnaire. Participants

were given the measure with a pre-paid return epel They were instructed to return

the measures within two weeks. In addition, con$emhs included a section asking

participants to agree to a follow-up interview, elhwas to be arranged at a later date.
Unfortunately this method was unsuccessful andethaare only 5 returns despite 200

questionnaires being distributed.

4.2.2 Revision to questionnaire and method

In order to collect data and taking into accouetrature of the sample, the method
was revised to allow the questionnaire and intentebe conducted in two parts
within a single session. To increase the rate dfgyation, the questionnaire was
administered in a face-to face interview in whibh tnterviewer asked the questions
and completed the questionnaire. This process d@stad to minimise questionnaire
fatigue on the part of the participants and haceffect of ensuring that there is no
missing data (cf, Christian and Abrams, 2003). Aogstion where a participant
subsequently changed their answer was amendedharmtiange initialled by both
participant and interviewer. This method also adgsked any literacy issues which may

have arisen.

A semi-structured interview was conducted immediatellowing completion of the

questionnaire. The interview used questions dedigioe explore the individual’s
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experience of homelessness, such as how it madefded, what changed about them,
how did it affect them and how did they deal willkeit situation. All interviews were
taped with only one exception (the subject was mrfodable with this method). In this
case the interviewer took comprehensive notes witle subjects consent.
Administration of measures typically took approxtgig one hour. All participants

were asked for feedback after the session and wie@ no negative comments.

4.2.3 Recruitment

Recruitment of subjects began in September 20G8, lacal authority staff within

the homelessness section recruiting subjdmtsnviting applicants to participate in

the studyand making appointments on behalf of the interviewsatially,

appointments were made up to one month in adv&tmeever, problems were
encountered , such as people failing to come poiagments or not being at home
when the interviewer called, and although 85 intswg were arranged during the
period September 2006 to March 2007, only 10 werelacted. A new recruitment
procedure was developed, which gave a short agefinotice to the participant

(i.e., 24 hours was given which allowed particigasufficient time to change their
mind or seek further information.) This resolved iroblem and the subsequent ‘take
—up’ rate was improved.

There were six occasions when a referral was ma@edaseworker. In each instance
the participant sought information relating to gregress of their application which the
interviewer did not have. A formal risk assessmgas completed by the interviewer
and was included as part of the ethical approvairsssion. (All ethical approval
documents reported at appendix 1)

An analysis of the demographics of the participacdsnparing this sample with

Stirling Council and Scottish Government Statistgcgiven in section 5.3.
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4.3 Questionnaire

4.3.1 Outline of questionnaire design

The questionnaire contained five parts measurimdftheutcomes, personality, locus of
control and coping styles (SeeChapter3). Additignalociodemographic data such as
age, sex, reason for homelessness and family cotoposiere also collected. (The

questionnaire can be found at Appendix 4.)

4.3.2 Personality

Personality wameasured using the ten-item personality inventGigs{ing, et.al,
2003). The ten-item personality inventory (TIPIl)aseres dimensions central to the

‘Big Five’ and has good efficacy ( Muck et. al., ().

Gosling et al. (2003) report on the correlationsMeen the 5 TIPI scales and the 44
item Big Five Inventory, as measures of the 5 pmabty dimensions, based on a
sample of 1813 undergraduate students. They afswtréhe test — retest reliability of

the scales of the TIPI based on a subset 180 ipaartits.

The TIPI, using 2 item scales, taps extraversigreeableness, conscientiousness,
emotional stability, and openness to experience.TIRI uses two related items (one
of which is reversed) for each of the five sub esdb give a total of 10 items.
Responses are indicated on 7 point scales, arntddetam scores are averaged to give
a score between 1 and 7 for each of the five salescTable 4.1 gives the TIPI scales

and associated items.
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Table 4.1 TIPI scales and items

Scale ltems

“l see myself as”

Extraversion Extraverted, enthusiastic.
Reserved, quiet.(r)
Agreeableness Critical, quarrelsome. (r)
Sympathetic, warm.
Conscientiousness Dependable, self-disciplined.
Disorganised, careless. (r)
Emotional Stability Anxious, easily upset.
Calm, emotionally stable.(r)
Openness to Experience Open to new experiences, complex.

Conventional, uncreative.(r)

4.3.3 Coping

Coping styles were measured using the Ways of @oQinestionnaire (Folkman and
Lazarus 1988b). The measure assesses the though&ttons an individual has used
to cope with a specific stressful encounter. Pigditts were asked to consider the most
stressful experience they had encountered as dt relsubecoming homeless and
responded to each of the 66 items using a 4-pdkdrlscale which indicates the
frequency of use of each thought or action — n€0gr sometimes (1), often (2) or

always (3).

The questionnaire identifies eight coping scalesfromtive coping, distancing, self-

controlling, seeking social support, accepting oesjbility, escape — avoidance,
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planful problem solving and positive reappraisable 4.2 gives a definition of the

scales together with the associated items.

Table 4.2 Ways of Coping Questionnaire — scaldstems

Scale Scale Description ltem Alpha
Confrontive Describes aggressive effortsto  «  Stood my ground and fought for what 10.70
Coping alter the situation and suggests wanted.

some degree of hostility and risk «  Tried to get the person responsible to
taking. change his or her mind.

e | expressed anger to the person(s) who
caused the problem

e | let my feelings out somehow.
e Took a big chance or did something
very risky.

e | did something which | didn’t think
would work, but at least | was doing

something
Distancing Describes cognitive efforts to » Made light of the situation; refused to 0.61
detach oneself and to minimise the  get too serious about it.
significance of the situation. «  Went on as if nothing had happened.

< Didn't let it get to me; refused to think
too much about it.

e Tried to forget the whole thing.

* Looked for the silver lining, so to
speak; tried to look on the bright side of
things.

« Went along with fate; sometimes | just
have bad luck.

Self-controlling  Describes efforts to regulate ane’ I tried to keep my feelings to myself. 0.70
feelings and action. «  Kept others from knowing how bad
things were.

e Tried not to burn my bridges, but leave
things open somewhat.

« | tried not to act too hastily or follow
my first hunch.

e | tried to keep my feelings from
interfering with other things too much.

e | thought about how a person | admire
would handle this situation and used
that as a model.

e | tried to see things from the other
person’s point of view.

Seeking social Describes efforts to seek « Talked to someone to find out more 0.76
support informational support, tangible about the situation.
support and emotional support.  «  Talked to someone who could do
something concrete about the problem.
e | asked a relative or friend | respected
for advice.
e Talked to someone about how | was
feeling.
e Accepted sympathy and understanding
from someone.
* | got professional help..
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Accepting Acknowledges one’s own role in e
responsibility the problem with a concomitant .
theme of trying to put things right.

Escape — Describes wishful thinking and .

avoidance behavioural efforts to escape or
avoid the problem. Items on this .
scale contrast with those on the
Distancing scale, which suggests

detachment. .
Planful Problem Describes deliberate problem- .
Solving focussed efforts to alter the

situation, coupled with an analytic
approach to solving the problem. .

Positive Describes efforts to create positives

reappraisal meaning by focusing on personal
growth. It also has a religious .
dimension.

4.3.4 Locus of control

Criticized or lectured myself. 0.66
Realized | brought the problem on

myself.

I made a promise to myself that things
would be different next time.

| apologized or did something to make

up.

Wished that the situation would go 0.72
away or somehow be over with.

Hoped a miracle would happen.

Had fantasies or wishes about how
things might turn out.

Tried to make myself feel better by
eating, drinking, smoking, using drugs
or medication, etc.

Avoided being with people in general.
Refused to believe that it had
happened.

Took it out on other people.

Slept more than usual.

| knew what had to be done, so | 0.68
doubled my efforts to make things
work.

| made a plan of action and followed it.
Just concentrated on what | had to do
next — the next step.

Changed something so things would
turn out all right.

Drew on my past experiences; | was in
a similar situation before.

Came up wit a couple of different
solutions to the problem.

Changed or grew as a person in a goo.79
way.

I came out of the experience better than
when | went in.

Found new faith.

Rediscovered what is important in life.

| prayed.

I changed something about myself.

| was inspired to do something creative.

Locus of control was measured using Rotter's 29 iteternal External scale (1966).

Those with an external control see themselveslasuwaly passive agents and believe

that the events in their lives are dependent ok, lobance and powerful persons or

institutions. They believe that the probability lwéing able to control their lives by
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their own actions and effort is low. Converselygé with an internal locus of control

believe that success or failure is due to their @fforts. They see themselves as

active agents and trust in their capacity to infleee their environment. They assume

that they can control the events in their liveslprt and skill.

Within this scale, 23 items were designed to taqudoof control expectancies, with 6

filler items to obscure the purpose of the testhEgem consists of a pair of statements

with participants choosing between an internal ancexternal alternative. Items were

scored on a 0 — 23 scale with a low score indiga#éin internal control while a high

score indicates external control.

Table 4.3 Locus of Control scale (* = externataiative, + = filler question)

1 A.
B.
2 A*
B.
3 A.
B.*
4 A.
B.*
5 A.
B.*
6 A*
B.

Children get into trouble becausertipairents punish them too
much.

The trouble with most children nowadaythest their parents are
too easy with them.
Many of the unhappy things in peopléves are partly due to
bad luck.
People’s misfortunes result from thistakes they make.
One of the major reasons why we hases is because people
don’t take enough interest in politics.
There will always be wars, no neathow hard people try to
prevent them.
In the long run people get the respect thesedve in this world
Unfortunately, an individual’'s worth often s unrecognised no
matter how hard he tries.
The idea that teachers are unfair to studsnisnsense.
Most students don't realise the extent to vrticeir grades are
influenced by accidental happenings.
Without the right breaks one cannot be Hedtive leader.

Capable people who fail to become leaders hat¢éaken
advantage of their opportunities.
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10.

11.

12.

13.

14.

15.

16.

17.

A*

A*

B.*

B.*

A*

No matter how hard you try some people fish't like you.
People who can't get others to like them domderstand how to
get along with others.

Heredity plays the major role in determinone’s personality.

It is one’s experiences in life which determimieat they're like.

| have often found that what is going to pap will happen.
Trusting to fate has never turned out as veglhfie as making a
decision to take a definite course of action.

In the case of the well prepasadient there is rarely if ever such

a thing as an unfair test.

Many times exam questionsdtém be so unrelated to course work
that studying is reallyeless.

Becoming a success is a matter of hard wadk, has nothing to
do with it.

Getting a good job depends mainly on beinthimright place at
the right time.

The average citizen can have an influengmirernment

decisions.

The world is run by the few people in pawand there is not
much the little guy can do about it.

When | make plans, | am almost certain tlt@n make them
work.

It is not always wise to plan too far aheaddngse many things
turn out to be a mattegobd or bad fortune anyhow.

There are certain people who are just nalgoo

There is some good in everybody.

In my case getting what | want has littlenothing to do with luck.

Many times we might just as well decide whatib by flipping a
coin.

Who gets to be the boss often depe&md&ho was lucky enough to
be in the right placefirs

Getting people to do the right thadwpends on ability, luck has
little or nothing to dottviit.

As far as world affairs are concerned stf us are the victims of
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18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

A*

A*

B.*

A*

A*

B.*

forces we can neither understandcoatrol.

By taking an active part in political and sa@ffairs the people
can control world events.

Most people don't realise the extent taieththeir lives are

controlled by accidental happenings.

There is really no such thing as “luck”.

One should always be willing to admit miss.

It is usually best to cover up one’s mistakes.

It is hard to know whether or not a perseally likes you.

How many friends you have depends on how aiperson you are.

In the long run the bad things that pap to us are balanced by
the good ones.

Most misfortunes are the result of lack oflighiignorance,
laziness, or all three

With enough effort we can wipe out polticorruption.

It is difficult for people to have much caat over the things
politicians do in office.

Sometimes | can’t understand how keas arrive at the grades

they give.
There is a direct connecti@ween how | study and the grades |
get.

A good leader expects people to decidéifemselves what they

should do.

A good leader makes it clear to evedgbwhat their jobs are.

Many times | feel that | have little influea over the things that
happen to me.

It is impossible for me to believe that chancéuck plays an
important role in my life.

People are lonely because they don't triyetdriendly.

There’s not much use in trying too hard togsle people, if they

like you, they like you.

There is too much emphasis on athleticsgh bchool.
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B. Team sports are an excellent way to build attara

28. A. What happens to me is my own doing.

B.* Sometimes | feel that | don’t havenagh control over the
direction my life is taking.

29. A* Most of the time | can’t understand why itiolans behave the
way they do.
B. In the long run the people are resgdador bad government on a

national as well as ooeal level.

Historically, means for the Internal External scadege from 5.94 and 9.56, with
standard deviation values of between 3.36 and 4ROtter, 1966; Lefcourt,1966;
Hersch & Sceibe, 1967). In contrast, more contemryofindings suggest a mean of

12.67 and standard deviation of 4.09 (Ashkanas§5)9

4.3.5 Main Study Measure

Perceived health outcomes were measured using #émer@ Health Questionnaire

(Goldberg and Hillier, 1979), see section 3.2.6 inagter 3 for measuring health

review. The GHQ is designed for use in overall hi@s® population surveys, in

primary medical care settings or among general ca¢diutpatients (Goldberg and

Williams, 1988). It was initially designed as astistage screening instrument for
psychiatric illnesses that could then be verified aliagnosed. The questions ask
whether the respondent has recently experienceattecydar symptom, like abnormal

feelings or thoughts, or type of behaviour. Thigdgtused the GHQ-28 (Goldberg and
Hillier, 1979) which provides four response scalegasuring somatic symptoms,
anxiety and insomnia, social dysfunction, and seveepression. Table 4.4 gives

GHQ28 scales and associated items from each scale.

Table 4.4 GHOQ 28 scales and items

Scale ltems Alpha
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Somatic symptoms 0.83

Been feeling perfectly well and in good health ?

Been feeling in need of a good tonic?

Been feeling run down and out of sorts?

Felt that you are ill?

Been getting any pains in your head?

Been getting a feeling of tightness or pressunmim head?
Been having hot or cold spells?

Anxiety/ insomnia 0.88

Lost much sleep over worry ?

Had difficulty in staying asleep once you are off?
Felt constantly under strain?

Been getting edgy and bad-tempered?

Been getting scared or panicky for no good reason?
Found everything getting on top of you?

Been feeling nervous and strung-up all the time?

Social dysfunction 0.80

Been managing to keep yourself busy and occupied?
Been taking longer over the things you do?

Felt on the whole you were doing things well?

Been satisfied with the way you've carried out ytask ?
Felt that you are playing a useful part in things?

Felt capable of making decisions about things?

Been able to enjoy your normal day-to-day actisitie

Severe depression 0.91

Been thinking of yourself as a worthless person ?

Felt that life is entirely hopeless?

Felt that life isn't worth living?

Thought of the possibility that you might make awaith
yourself?

Found at times you couldn't do anything because pewes
were too bad ?

Found yourself wishing you were dead and away fitcati ?
Found that the idea of taking your own life keptning into
your mind?

The ‘Severe Depression’ scale was not includedis measure as four of the seven
items in this scale relate to suicide and it wassatered that this may cause

unnecessary distress to the participants.

4 .4 Interview
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4.4.1 Outline of interview

A key element of this thesis was the desire towephe thoughts and feelings of

those experiencing homelessness, to gain insighiwhat being homeless means for
them. Denzin & Lincoln (2000) argue that a qualNtatresearch approach, because of
its focus on the contextual situation and the pretive nature of the method, makes

the world of the participant both visible and ursdendable. This view is supported by
Miles & Huberman (1994) who highlighted the strdrsgbf the data which can be
obtained through qualitative research. Two examibleg give are particularly relevant
to this thesis. Firstly, the data are well suitedbtate meanings or perceptions that
people place on events and processes in theirdivésecondly, the data are useful as a

means of explaining or illuminating quantitativaalaollected from the same setting.

The use of a qualitative approach in this thesigddition to the quantitative data
obtained through the questionnaire, is importarit alfows us to seek a fuller
understanding of what it is to experience homelessirom the perspective of the

homeless person.

A semi structured interview was used in an efforgather more detailed information
about the factors which are relevant in determinimgw a person reacts to
homelessness. Such information included factors itfttviduals perceive may have
assisted them to cope better. Additional questiege asked around the areas of
support and coping (‘How did the individual feelfow are they now?’, ‘What do

they think would have made things better?’).(SepeXualix 8)

4.4.2 Interview procedure
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Following questionnaire administration the intewiwas conducted. With participants
being offered a short break if required. Interviemere taped, with the permission of
the participant. The interviews varied in duratlmetween 30 — 60 minutes, with most
being around 45 minutes. Further details of theruiéw procedure is given in the

Qualitative data results section of the next chapte
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Chapter 5 Results and Discussion

5.1 Introduction

The focus in this thesis is to examine the infleetitat individual difference factors
have on perceived health outcomes, physical, mamglsocial, for homeless people.
The issues surrounding the health effect of becgrhimmeless were reviewed and the
definition and measurement of coping styles, pabtynand locus of control together
with their influence on perceived health outcomes wxamined. This chapter reports
the results of the analyses of the quantitative guodlitative data collected and
discusses the implications of these results fordésearch questions posed in chapter 3,

section 3.5.

5.2 Data analysis strategy: quantitative

Descriptive, correlational and regression analysesre used to examine the
relationship between the psychological health (mesb by GHQ28) of homeless
applicants, their individual characteristics (measd by TIPI and IE scale) and their

use of different coping methods (measured by WOCQ).

Three sets of independent variables - personaléis (measured by the TIPI), coping
styles (measured by the Ways of Coping scale) atwkl of control (measured by | E
scale), were considered in relation to the healticomes,

(measured by the GHQ28). To test which coping nuhand individual difference
factors influence the health outcomes of homelesstigee multiple linear regression

analysis were performed.
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5.3 Participant demographics

The sample (N=96) used in this thesis comprisedp@dple who had made an
application for assistance to a local authority hubomelessness. Table 5.1 reports the
participant demographics of the sample. The resasdiscussed in relation to the
statistics reported on the operation of the honsefessons legislation by the Scottish

Government for the year 2007/2008. (Scottish Exeeu2008).

Table 5.1: Participant Demographics

Variable Study Sample N=96
Frequency %

Age

16 -17yrs 11 115
18-24 yrs 39 40.6
25-59yrs 45 46.9
60yrs or over 1 1

Sex

Male 20 20.8
Female 76 79.2

Family Composition

Single person 43 44.8
Single parent 29 30.2
Couple no children 8 8.3
Couple with children 10 104
Household member pregnant 6 6.3

Reason for Homelessness

Parents, friends, relatives unable to accommodate 6 5 58.3
Court order 7 7.3
Dispute with partner (non-violent) 13 135
Dispute with partner ( violent) 14 14.6
Other 6 6.3
When will participant be homeless

Tonight 920 90.3
Within one week 2 21
Within one month 3 3.1
Within two months 1 1.0

Is this the first application

No 34 35.4

Yes 62 64.6
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Table 5.2 :Comparison between Study Sample, Siifiouncil and Scotland

Variable Study Sample Stirling Council Scotland
Sex

Male 20.8 58.7 52.1
Female 79.2 60.2 67.8

Family Composition

Single person 44.8

Single parent 30.2 18.7 24.3
Couple no children 8.3 6.3 5.1
Couple with children 10.4 7.2 5.6
Household member 6.3

pregnant

Reason for Homelessness

Parents, friends, relatives | 58.3 38 24.7

unable to accommodate

Court order 7.3 10 8
Dispute with partner (non-| 13.5 12 16.4
violent)

Dispute with partner ( 14.6 18 10.4
violent)

Other 6.3 9.6 13.3

Note : household member pregnant is included asgp&ouseholds with children and not reported
separately for Stirling and Scotland

Overall, the differences in sample statistics aithiw reasonable levels with the thesis
sample closer to the Stirling figure than the SsbitThere are however four areas
where the difference in sample statistics shoulddied:

» The thesis sample comprised almost twice as mamglés and half as many

males as the Stirling and Scottish figures whiclheweughly similar.
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» The thesis sample had a lower number of single Ipeatp4d5% compared with
60% and 68% for Scotland and Stirling respectively.

» The thesis sample had a higher number of singlenggaiat 30% compared with
24% and 19% for Scotland and Stirling respectively.

» Being asked to leave accommodation, as a reasdrofoelessness, was higher
at 58% in the thesis sample compared with 25% &% Br Scotland and

Stirling respectively.

These figures would suggest that the thesis sahmmea high proportion of female
single parents who had been asked to leave thaiataommodation and had become
homeless. This may be because this group are nketg to respond positively when
asked to participate in the research. However,straple still is a cross- section of
homeless people from a range of household typesreambns for homelessness and

does not represent one particular group to theusiam of others.

5.4 Descriptive Statistics

A correlation matrix for the key study variableprevided at Table 5.3. I will
comment on those which are over 0.3 and are threrefnsidered moderate or high.
Correlations between measures and outcomes wiéfrted later in this chapter.

Means and standard deviations are also provided.

5.4.1 Correlations between variables.

Coping

In problem focused coping styles, confrontive cgmamd planful problem solving
correlate (.349). In emotion focused coping styldistancing correlates with Self
Controlling (.330) and Escape \ avoidance (.332)f &ntrolling correlates with

Distancing (.330), Accepts Responsibility (.333$cape \ avoidance (-.546), and
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Planful Problem Solving (.312). Seek social supportelates with Planful Problem
solving (.316). Accept Responsibility correlateaimEscape \ avoidance (.336) and
Self Controlling (.417). Escape \ Avoidance cate$ with Planful Problem Solving
(-.422), Accept Responsibility (.417), Distancing32) and Self controlling (.546).
Positive reappraisal correlates with Planful RrobSolving (.322) and Escape \
Avoidance (-.442). The implications of these interelations are discussed further

in sections 5.4.2 and 5.5.1.

Individual Difference Variables.

Extraversion correlates with Agreeableness (-.4C@jscientiousness (-.388) and
Open to experience (.478). Agreeableness corsaleth extraversion (-.412).
Conscientiousness —correlates with extraversi@88).and emotional stability (.356).
Emotional stability correlates with conscientious$€356). Open to experience

correlates with extraversion (.478).

Coping and individual Difference variables

Confrontive coping correlates with Extraversior2g6R Agreeableness (-.337) and
Conscientiousness (-.300). Accept Responsibilityetates with Extraversion (-.438)
and Emotional Stability (.308). Planful Problem 8oy correlates with

Conscientiousness (-.314). Distancing correlatéls agreeableness (-.329),

For locus of control, the only significant corrédatt is with the coping variable

positive reappraisal (.329).
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Table 5.3 Correlation Matrix — key study variables (N = 96)

*p0.01 *p 0.05

seek planful external
emotional [ opento | Somatic | anxiety\ social self social accept escape\ | problem | positive | locus
extraversion |agreeableness| conscientiousness | stability |experience| symptoms| insomnia | dysfunction | confrontive |distancing | controlling | support | responsibility |avoidance| solving |reappraisalof control
extraversion Pearson 1
Correlation
agreeableness  Pearson -412" 1
Correlation
conscientiousness  Pearson -.388" .253° 1
Correlation
emotional Pearson 138 -.158 .356™ 1
stability Correlation
open to Pearson 478" -.094 -078 .039 1
experience
somatic Pearson -147 .345” -134 -456" .076 1
symptoms Correlation
anxiety \ Pearson -292" .346™ -.007 -.390" .049 867" 1
insomnia Correlation
social Pearson .050 A17 -430" -139 -.060 594" 502" 1
dysfunction Correlation
confrontive Pearson 325" 337" -.300" .042 222 .057 -076 .033 1
Correlation
distancing Pearson .105 -.329" -.029 .094 .005 -.008 -119 -.035 235 1
Correlation
self controlling Pearson -.031 .003 -192 -.140 014 3227 239 203 242 .330" 1
Correlation
seek social Pearson 078 187 .040 122 -240° .076 017 -018 131 -.145 .085 1
support Correlation
accept Pearson -438" 220 -.031 -.308" -.166 416 457" 294 -114 .186 .336" -209° 1
esponsibility ~ Correlation
escape \ Pearson -.065 073 -272" -.145 -119 379" 263" 426" 265" 332" 546" .043 M7 1
avoidance Correlation
planful Pearson .030 -.160 -314" -.053 -.155 -.140 -195 .100 .349” -.055 3127 316 .000 .096 1
problem solving  Correlation
positive Pearson -079 .003 214 189 .059 -218 -244 -.344" -016 -.051 -131 112 -106 | -4427 322" 1
reappraisal Correlation
external locus Pearson -.066 -.146 -216 .161 -.235" -123 =237 -.035 188 129 -121 .190 -.089 -143 270" 329" 1
of control Correlation
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5.4.2 General Health Questionnaire, (GHQ28).
Table 5.4 reports the means, standard deviation Gruhbach’s Alpha for the
GHQ28 subscales together with the total scale galue

Table 5.4 : Descriptive statistics for GHOQ28

Scale Mean Standard Cronbach’s
Deviation Alpha

Somatic Symptoms 1.79 .706 .83
Anxiety / Insomnia  2.06 744 .87
Social 1.59 .546 72

Dysfunction

Total Scale 5.44 1.768 .92

There are 7 Items in each scale

The internal consistency coefficients are goodalbscales. Values should be equal

to, or exceed .7 (Nunnally, 1978).

The values for the alphas for the global scaleesponds closely to the results
reported by Goldberg and Williams (1988), who mép a mean value for
Cronbach’s alpha of .93 for the GHQ-60 (single gtuding English and Chinese
versions); .87 for the GHQ-30 (across five studasl .85 for the GHQ-12, (single
study with three groups of participants). HoweWagyova et al (2000) report
alpha’s for the total scale of the GHQ-28 of betwe®l and .94 in five studies
conducted in Slovakia, France, Holland, Norway &wkden. The alphas for the
total score in table 5.2 are consistent with thimfortunately means, standard
deviation and Cronbach’s alpha values for the GH@bscales were not reported
by Nagyova et al (2000) and to the author's knogedsychometric properties of

the GHQ 28 have not been published.
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5.4.3 Ways of Coping Questionnaire.

There are two methods of scoring : raw, which dbssrthe coping effort for each of
the eight types of coping and relative, which diéss the proportion of effort
represented by each type of coping. The raw scooesorise of the sum of the
participants response to the items in a given sediereas the relative scores
describe the contribution of each scale relativaaltathe scales combined. Using
relative scoring controls for the unequal numbetiterhs within each scale and may
highlight relations among ways of coping that algred when raw scoring is used.
(Vitaliano, Maiuro, et al. 1987). In this thesiswracoring was used as the focus was
to identify the influence of coping styles on paved health outcomes. As such, the
proportion of effort represented by each scale m@srelevant. A scale score was
calculated by averaging a participant’s responseescfor the items in a scale. This

also controls for the unequal number of items ithescale.

Table 5.5 reports the means, standard deviatioonlaich’s alphas and number of

items for each sub-scale of the Ways of Coping Quazaire.

Table 5.5 : Descriptive Statistics for Ways of GapDuestionnaire

Scale Mean Standard Cronbach’'s  Number
Deviation Alpha of ltems
Confrontive 14.13 3.106 .376 6
Distancing 14.26 3.522 .593 6
Self Controlling 17.49 3.479 .529 7
Seeking Social Support 14.96 3.485 .553 6
Accept Responsibility 10.64 2.047 204 4
Escape / Avoidance 19.99 3.815 .456 8
Planful Problem Solving 14.60 3.097 417 6
Positive Reappraisal 13.76 2.775 244 7
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The alpha values are low for this sample comparngdl tose reported by Folkman
and Lazarus (1988b) and this may reflect the diffies referred to in section 3.2.2,
3.2.3, and 3.2.4 with the factor structure of itamthe WOCQ. As already discussed
in chapter 3, sections 3.23 and 3.24, and chaptction 4.3.5, the method adopted
by Folkman and Lazarus, (1985) and Folkman, et(186) in using the same
subjects on several occasions, in order to aclaemgficient sample size to produce
a stable structure, is problematic. The resulbhas the structure may not be as stable
as reported (Stone, et. al. 1991; Parker, Endldr Bagby ,1993; Schwartzer and
Schwartzer, 1996) and the nature of some questrdmnsh have been reported as
complicated, vague or inapplicable (Parker, Endied Bagby, 1993) may lead to

lower alphas.

Unfortunately a factor analysis on this study dags not performed since with 50
variables and 8 factors, 96 participants was netjadte to yield a stable solution,
(Guadignola and Velicer, 1988). This means thatethmay be concerns about the
measurement properties of these variables howasergviewed in section 3.2.6 of
chapter 3, there are a number of recent studiesh@@her, et. al, 2005; Chung, et.

al, 2005), that have found useful results usingt@CQ.

If there are measurement difficulties with the WQGQIQs will be reflected in a lack

of relationship between ways of coping and heaittt@mes in the subsequent data

analysis.
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5.4.4 Locus of control
Locus of Control was measured by the 29 item Idales(Rotter, 1966). A mean of

12.42 and standard deviation of 3.46 is reported.

Rotter (1966) reports mean values of between 5084956 and standard deviation
values of between 3.36 and 4.10 of the I-E scomsaf variety of different

populations. However, the mean value for locus @ft| reported in the present
study is very consistent with that reported by Asidsy (1985) (M= 12.67, SD =
4.09). Cronbach’s alpha cannot be calculated fazukoof Control because of its

forced choice response format.

5.4.5 Ten Iltem Personality Inventory.

Table 5.6 reports the means, standard deviatiomantber of items for each of the

subscales of the Ten Item Personality Inventory.

Table 5.6: Means, Standard Deviation and numbéewis in TIPIl sub-scales

Scale Mean Standard Number
Deviation of ltems
Extraversion 4.057 1.90 2
Agreeableness 4.057 1.41 2
Conscientiousness 4.432 1.58 2
Emotional Stability 3.323 1.64 2
Openness to Experience 4.667 1.43 2
Total Scale 21.01 3.66 10

The mean scale score for Extraversion and Agrerabtcare the same in table 5.4.
These were checked and the equality is coincidental
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Gosling et al (2003) reported the following norregtraversion (M= 4.44, SD=1.45),
agreeableness (M= 5.23, SD= 1.11), conscientiogs(ids5.4, SD= 1.32), emotional

stability (M=4.83, SD=1.42), openness to experigitde5.38, SD=1.07).

The means reported in the current study are aktdhan those reported by Gosling and

a one-sample t-test was done to analyse the differen means. The results are reported

in table 5.7.

Table 5.7: One sample t-test for TIPl norms agdimssis results.

Scale 2-tailed t df Std. Error of
p-value difference
Extraversion 0.0512 1.9751 95 8.19
Agreeableness <0.0001 8.1511 95 440.1
Conscientiousness <0.0001 6.0028 95 0.161
Emotional Stability <0.0001 9.0034 95 0.167
Openness to Experience <0.0001 4.8853 95 0.146

The p-values reported show that difference in mdangxtraversion is not significant
while the other scales achieve significance atG@@10 This may reflect the differences in
the sample of undergraduates used by Gosling ametlless people in the current study.
However, for the purposes of this thesis, the fasusn how well the TIPI subscales
correlate or predict health outcomes and therefloeedifferences in means is not an

issue.

The structure of the TIPI with two items per scatekes it impossible to do item
analysis. Gosling et al (2003) calculated testdstereliability in a large sample (n=1830)

of undergraduates and found a correlation of 0.Z2nvergent correlations and
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convergent validity was also good. The TIPI comtesawell with the original Big Five

Inventory (Gosling, et. al.2003).

Overall the descriptive statistics on all the ssalsed in this study were similar in
magnitude to the literature with the exception efsonality, however the main focus of
the study is to test how scale variables relatgetaeived health outcomes rather than to

define norms from the scales in this population.

5.5 Regression results

A multiple regression tests how the variation ia ttependent variable, in this case
health outcome, depends on the variation in thepaddent variables. The results of
a multiple regression are expressed in the amotimanance of the dependent
variable that is explained by the independent Wemtogether with measures of the
relative importance of the independent variablesto8s the analyses a p-value of

0.05 or less is considered statistically significan

The tables of results for each dependent variapert the standardised regression
weight (Beta), and the associated p-value testiegnull hypothesis that the weight
for that independent variable is zero. The tabko aleports simple correlations
between the independent variable and the dependeable. Also reported are the
squared semi partial correlations® sior each independent variable. For each
independent variable, it indicated how much tHerRreases when that variable is
added to the model after all the other variablesiarthe model (Tabachnick and
Fidell, 1996). Hence it is a measure of the re@iwmportance of the independent
variables. It measures an independent variableguargontribution to the prediction

of the dependent variable.
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Cooksey (1996) describes how these can be re-esqutés give the relative weight
uniqueness (RWu) for each independent variable. rétaive weight uniqueness
describes the proportion of the total amount ofqualy explained variance in
criterion scores attributable to the independemiabsée. Each RWu represents the
proportion (%) of the uniquely predictable variantteat is attributed to each

independent variable after considering all previpaslded independent variables.

5.5.1 Somatic symptoms

A standard multiple regression was performed withmatic symptoms as the dependent
variable and scales of the Ways of Coping Questor, Ten Item Personality
Inventory and Internal External Scale as independariables, R= 45.8% F (14, 81) =
4.89, p= <.001. This is statistically significamtdathe amount of variance accounted for
is large. Table 5.8 presents detailed results ef rislationship of the independent
variables to Somatic Symptoms.

Table 5.8: Dependent Variable : Somatic Symptoms.

Beta P value Simple-r 86 Rw,
Personality
Extraversion -0.027 0.84 -0.15 0.02 0.1
Agreeableness 0.160 0.13 0.35 1.41 5.2
Conscientiousness -0.023 0.87 -0.13 0.01 0.1
Emotional Stability -0.341 <0.01 -0.46 8.06 30.0
Openness to Experience 0.164 0.15 0.08 1.28 4.8
Coping Style
Confrontive 0.127 0.24 0.06 0.83 3.1
Distancing -0.119 0.29 -0.01 0.68 2.5
Self controlling 0.195 0.07 0.32 2.04 7.6
Seeks Social Support 0.228 0.02 0.08 3.28 12.2
Accepts Responsibility 0.241 0.02 0.42 3.17 11.8
Escape Avoidance 0.166 0.19 0.38 1.05 3.9
Planful Problem Solving -0.331 0.01 -0.14 4.84 18.0
Positive Reappraisal 0.040 0.70 -0.22 0.09 0.3
Locus of Control
External Locus of Control 0.058 0.66 -0.05 0.12 0.4
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There are four variables that are significant preedls in relation to somatic symptoms.
From the personality scale, emotional stabilitycards for 30.0 % of the total unique
variance for somatic health and the negative bet@iw means that the greater the
emotional stability the less likely one is to expace somatic symptoms. This result is
consistent with that reported in the review of Moms e.t.al, (2004), in section 3.4.4.
From the coping scale, planful problem solving agte for 18.0 % of the total unique
variance for somatic health and the negative betgiw means that planful problem
solving has the effect of reducing somatic symptoiesepts responsibility accounts for
11.8 % of the total unique variance for somatidthesnd the positive beta weight
indicates that accepting responsibility is likedyléad to an increase in somatic
symptoms. Seeks social support accounts for 1202 e total unique variance for
somatic health and the positive beta weight indg#hat seeking social support
increases the likelihood of experiencing somatraoms. This may seem counter
intuitive however the scale measures the frequeritywhich a particular coping style

is employed, not the outcome or efficacy of théestlf is possible that due to their status
as homeless persons this style may be ineffectideldas may account for the influence
on somatic symptoms. The outcome of seeking sea@bort is not measured in the

present study.

The items in the ‘seeks social support’ subscalehviare most related to somatic
health are item 22, ‘I got professional help’ (BE. p=.002), item 31, ‘| talked to
someone who could do something concrete aboutribtegm’(r =.21, p=.043) and
item 42, ‘| asked advice from a friend | respect@d: -.25, p=.013). The difficulties
of homeless people in accessing health care hasvieele reported (Vostanis, 1998;
Quilgars and Pleace, 2003; Fitzpatrick, et. al.220Rershaw, et. al. 2000). It is

likely that whilst a person’s coping style may beget professional help or to talk to
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someone who could do something concrete about tbblgm, the difficulty in
accessing such support may lead to an increaserrétan decrease in somatic
symptoms. However, if the coping style is to askieslfrom a friend they respected,
this may lead to a decrease in somatic symptomis. dften the case that social
support is not available although this may be &pred coping style in response to a
particular situation. There is further evidencenirthe interview data reported in
section 5.5 which suggests that whilst the waysagiing scale is measuring the
frequency with which a coping style is adopteddes not address the outcome of
such attempts and a number of participants (50%htifled social support as

something which they sought but did not have.

It is important to note that that while the restdt seeking social support is
interpretable in the way outlined above cautiomeeded. This is because there are
indications that seeking social support may beppmssor variable as the simpfe r
is less than the semi partid) (Velicer 1978). This is partially due to the jeatt of
correlations among the independent variables, quaatly among the Ways Of
Coping scales. The correlation matrix for the Waly€oping Questionnaire scales is

reported at appendix 7.

An implication of the intercorrelations among thays of coping scales is that any
intervention based on coping styles must consideyswof coping as a set and not
concentrate on individual scales. This is constsieth the Ways of Coping as part
of a transactional model of stress and copinghis tnodel, coping styles can vary
depending on the appraisal of the situation. éssential therefore that any proposed
interventions take account of this and considepa#isible coping strategies. Taken
as a set, the Ways of Coping scales account famdrd2% of the unique variance,

with seeks social support, accepts responsibitity @anful problem solving the only
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significant contributers. This result on the infhge of coping is consistent with the

results of the study by Chung, et. al, (2005) reggbm section 3.3.6.

Locus of control has no direct relationship withalle outcomes in relation to
Somatic Health. This is consistent with the expemtaoutlined in the research
question in section 3.5 in chapter 3, and withrésilts reported by Caughey (1996).

A detailed analysis of the influence of locus oftrol is presented in section 5.4.4.

5.5.2 Anxiety / insomnia

A standard multiple regression was performed vaitixiety / insomnia as dependent
variable and scales of the Ways of Coping Questioa, Ten Item Personality

Inventory and |.E Scale as independent variablés= R8.58% F (14, 81) = 5.46, p=

<.001. As with Somatic Symptoms, this is statidlycaignificant and the amount of

variance accounted for is large. Table 5.9 repibwtsbeta weight and corresponding p

values. Squared semi-partials and relative weiglgueness are also reported.
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Table 5.9 : Dependent Variable : Anxiety / Insomnia

Beta P value Simple-r 86 Rw,
Personality
Extraversion -0.254 0.07 -0.15 2.15 8.4
Agreeableness 0.031 0.88 0.02 0.05 0.2
Conscientiousness -0.060 0.69 -0.03 0.10 0.4
Emotional Stability -0.234 0.02 -0.19 3.78 14.7
Openness to Experience 0.205 0.08 0.14 2.00 7.8
Coping Style
Confrontive 0.091 0.41 0.07 0.43 1.7
Distancing -0.173 0.14 -0.12 1.45 5.6
Self controlling 0.173 0.12 0.13 1.61 6.3
Seeks Social Support 0.233 0.02 0.19 3.43 13.3
Accepts Responsibility 0.323 <0.01 0.24 5.67 22.1
Escape Avoidance 0.003 0.98 0.00 0.00 0.0
Planful Problem Solving -0.318 <0.01 -0.21 4.46 17.4
Positive Reappraisal -0.091 0.40 -0.07 0.46 1.8
Locus of Control
External Locus of Control -0.054 0.69 -0.03 0.10 4 0.

Four variables are significant predictors of anxieinsomnia. From the personality
scale, emotional stability accounts for 14.7 %haf total unique variance for anxiety
/ insomnia and the negative beta weight meandlteagreater the emotional stability

the less likely one is to experience anxiety/ ins@m

From the coping scale, accepts responsibility actsofor 22.1 % of the total unique
variance for anxiety / insomnia and the positivialveeight means that accepting
responsibility is likely to increase the likelihooflexperiencing anxiety / insomnia.
Planful problem solving accounts for 17.4 % of tb&l unique variance for anxiety /
insomnia and the negative beta weight means thafydlproblem solving has the effect
of reducing anxiety / insomnia. Seeks social supgorounts for 13.3 % of the total

unique variance for anxiety / insomnia and the tpesbeta weight means that seeking
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social support has the effect of increasing thelillood of experiencing anxiety /

insomnia.

This result in relation to seeks social supporiragaems counter intuitive however,
as discussed above in relation to somatic symptémesstatus of the sample may
explain the result. It is possible that due tortlséatus as homeless persons this style
may be ineffective as the avenues to achieve s@tipport are not available.
Therefore the inability to obtain social suppoety Speaking to friends or family or
seeking professional help) as a result of being dless may actually increase
anxiety \ insomnia. In these results, there i€vidence of seeking social support or

other predictor acting as a suppressor variable.

Locus of control has no direct relationship withalle outcomes in relation to
anxiety / insomnia. This is consistent with thesriture relating to the research
guestion outlined in section 3.5 in chapter 3. Aaded analysis of the influence of

locus of control is presented in section 5.5.4.

5.5.3 Social Dysfunction

A standard multiple regression was performed wittiad dysfunction as dependent
variable and scales of the Ways of Coping QuestimanTen Item Personality
Inventory and Internal External scale as indepensanables, R2 = 41.2% F (14,
81) = 4.06, p= <. 001. As with somatic symptoms andiety / insomnia, this is

statistically significant and the amount of variaraccounted for is large.

Table 5.10 reports the beta weight and correspgmalivalues. Squared semi-partials
and relative weight uniqueness are also reportéérel are two variables that are

significant predictors in relation to social dysftion; Conscientiousness accounts
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for 35.3 % of the total unique variance for sodgsfunction and the negative beta
weight means that the more conscientious the iksly lone is to experience social
dysfunction. It is interesting to note that whiteie predictors of the somatic and
anxiety/insomnia scales are emotional stabilitanfull problem solving, seeks social
support with accepts responsibility also influemgcisomatic symptoms, it is

conscientiousness and accepts responsibility winflnence social dysfunction.

Somatic health and anxiety / insomnia share comimiturences and, for this reason,

will be shown together in the final model preserde&igure 1.

Accepts responsibility accounts for 16.6% of th&ltainique variance for social
dysfunction. The positive beta weight means tha¢ thffect of accepting

responsibility is to increase the likelihood of expncing social dysfunction.

Locus of control has no direct relationship wittalie outcomes in relation to social
dysfunction. This is consistent with the researabksgjon outlined in section 3.5 in
chapter 3, and with the results reported by Caug(i96). A detailed analysis of

the influence of locus of control is presentedant®n 5.4.4.
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Table 5.10 : Dependent Variable : Social Dysfunctio

Beta P value Simple-r 86 Rw,
Personality
Extraversion 0.052 0.72 0.05 0.09 0.5
Agreeableness 0.163 0.16 0.12 1.45 7.9
Conscientiousness -0.471 <0.01 -0.43 6.45 35.3
Emotional Stability 0.185 0.07 -0.14 2.37 13.0
Openness to Experience -0.056 0.65 -0.06 0.15 0.8
Coping Style
Confrontive -0.057 0.63 0.03 0.17 0.9
Distancing -0.069 0.58 -0.03 0.23 1.3
Self controlling -0.059 0.62 0.20 0.18 1.0
Seeks Social Support -0.037 0.73 -0.02 0.09 0.5
Accepts Responsibility 0.236 0.04 0.29 3.03 16.6
Escape Avoidance 0.192 0.17 0.43 1.41 7.7
Planful Problem Solving 0.075 0.56 0.10 0.25 1.4
Positive Reappraisal -0.192 0.10 -0.34 2.03 111
Locus of Control
External Locus of Control -0.105 0.47 0.03 0.38 2.1

5.5.4 Locus of control

Those with an external control see themselves asiymagents and believe that
the probability of being able to control their sition by their own actions and
effort is low. Conversely, those with an internakus of control believe that
success or failure is due to their own efforts, tHrad they can control the events in

their lives by effort and skill.

The results reported for the dependent variablesoohatic health, anxiety and
insomnia and social dysfunction show that locuscohtrol has no significant
influence on health outcomes for homeless peoples Ts consistent with the

literature (Caughey, 1996) who found a weak rehaigp which was not statistically
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significant. locus of control, in specific healtrergions may influence health
behaviour which may in turn influence health elgpse with an internal locus of

control may be more likely to go to a doctor otk out health information etc.

However, in section 3.5.2, it was argued that dmediealth locus of control
measures were not appropriate for use in this gshasd accordingly no further

analysis will be done in this area.

It may be that locus of control is unrelated to aayiable measured. From simple
correlations it can be seen that locus of contssohat related to health outcomes,
however, to test whether other independent varsade related to locus of control a

multiple regression analysis was conducted.

Table 5.11 Dependent variable : locus of control.

Beta Pvalue Simple-r %6 Rw,

Extraversion

-0.316 <0.01 -0.08 5.27 15.3
Agreeableness

-0.291 <0.01 -0.29 6.65 19.3
Conscientiousness

-0.531 <0.01 -0.43  18.10 52.4
Emotional Stability

0.101 0.29 -0.09 0.76 2.2
Openness to Experience

-0.225 0.02 -0.30 3.76 10.9

One variable, conscientiousness, relates to bothisloof control and a health
variable, social dysfunction. For somatic healtd anxiety / insomnia, independent
variables that are related to locus of control ao¢ related to the two health
outcomes. For social dysfunction, locus of contsokelated to conscientiousness

which is related to social dysfunction.
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A mediational model was tested to see if locusaftol mediated the relationship
between conscientiousness and social dysfunctiomteSocus of control was not

related to social dysfunction it was not a sig@ifitmediator.

5.5.5 Antecedent variables

The antecedent variables of age, sex, family cortipnsreason for homelessness were
measured together with information on when apptsarere to become homeless and
whether or not this was their first application eTielation of these variables to the
independent variables and the dependant varialdedegted. Post hoc pairwise tests
were done to test for significance using a Bonfeadijustment for multiple
comparisons. The antecedent variables were meaasreategorical variables (see table
5.10). Age was measured in three groups as thesemlg one participant in the over 60
category and this was recoded into the 25-59 cayedbe variable ‘when homeless’

was left out as 90 participants were homeless eml#te of interview.

From analyses already conducted and reported edhe following individual
variables were related to health outcomes in soae wonscientiousness, emotional

stability, accepts responsibility, seeks sociapsupand planful problem solving.

A univariate analysis of variance (ANOVA) was coothd with each of the above
individual difference variables as the ‘dependeatiable’ and the five antecedent
variables as factors. The model was adjusted t fipain effect only model because
the interactive effects of the five antecedent alslés was not of interest and to
maintain an adequate df to test for effects. Thas @aiso a preferable analysis to test

each factor (antecedent variable) separately glme& factor anova approach takes
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into account relationships among the antecedenahblas. Table 5.12 reports the

Antecedent variables results.

Table 5.12 F-ratios and effect size (pardl) for individual variables related
to health outcomes.

Antecedant  Conscientiousness Emotional Accepts Seeks Planful
Variables Stability Responsibility Social Problem
Support Solving

Age ns ns ns ns ns
ns 6.9, .01 ns ns ns
Sex 7.7%
Family ns 4.3, .003 ns ns ns
Composition b 17.3%
Reason ns ns ns ns ns
For
Homelessness
First ns ns ns ns ns
Application

a  F-ratio tested with 1, 83 df
b F-ratio tested with 4, 83 df.
ns not significant

Results

Out of the 25 effects tested, three effects weatssically significant. For emotional
stability, males (m = 3.9) were more emotionalbld¢ than females (m = 2.8),

F (1, 83) = 7.15,p =. 00§ = 7.9%. There was also a difference for emotional
stability across the five types of family compamiti F (4, 83) = 4.43, p =.002,

n®= 17.6%. There were two significant differencesasemn the means in emotional
stability for family composition: couples with naitdren (m = 1.7) differed from

single parents (m = 3.6) and household member pregm = 4.8).
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5.5.6 Summary of regression results

The study found that emotional stability was a sgigant predictor of both anxiety
and insomnia and somatic symptoms. Conscientiogsaessignificant predictor of
social dysfunction. Planful problem solving, seeksocial support and accepting
responsibility were significant predictors of bathxiety and insomnia and somatic

symptoms. Accepting responsibility was a signifigaredictor of social dysfunction.

There are four variables that are statisticallysicant predictors in relation to somatic
symptoms.

* Emotional stability accounts for 30.0 % of the tos@ique variance and the
negative beta weight means that the greater theéi@mab stability the less likely
one is to experience somatic symptoms;

» Planful problem solving accounts for 18.0 % of th&l unique variance and the
negative beta weight means that planful problenvisgl has the effect of
reducing somatic symptoms.

« Seeks social support accounts for 12.2 % of thal tmique variance and the
positive beta weight indicates that seeking saiglport increases the likelihood
of experiencing somatic symptoms. This result @aadnnplications is discussed
fully in sections 5.4.1.

» Accepts responsibility accounts for 11.8 % of tb&lt unique variance and the
positive beta weight indicates that accepting rasjlity is likely to lead to an

increase in somatic symptoms.

There are four variables that are statisticallysicant predictors in relation to anxiety /

insomnia;
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Emotional stability accounts for 14.7 % of the tataique variance for and the
negative beta weight means that the greater theéi@mab stability the less likely
one is to experience anxiety/ insomnia.

Accepts responsibility accounts for 22.1 % of tb&ltunique variance and the
positive beta weight means that accepting respoitgiis likely to increase the
likelihood of experiencing anxiety / insomnia.

Planful problem solving accounts for 17.4 % of tb&al unique variance and the
negative beta weight means that planful problenvisgl has the effect of
reducing anxiety / insomnia.

Seeks social support accounts for 13.3 % of thal tmique variance and the
positive beta weight means that seeking social atippyas the effect of increasing
the likelihood of experiencing anxiety / insomnléais result and its implications

is discussed fully in section 5.4.2.

There are two variables that are significant preds in relation to anxiety /

insomnia;

Conscientiousness accounts for 35.3 % of the totaue variance and the
negative beta weight means that the more conscienthe less likely one is
to experience social dysfunction.

Accepts Responsibility accounts for 16.6% of thltanique variance and
the positive beta weight means that the effectcoépting responsibility is to

increase the likelihood of experiencing social dypstion.

The results presented in this section are consistigh those reported by Chung et.

al, (2005) reviewed in section 3.3.6 and Mcmarets,al, (2004), reviewed in

section 3.4.4. Both studies report a relationshgpwvben neuroticism and health

outcomes. Chung also reports a relationship betwepimg and health outcomes.
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5.6 Qualitative data results: the people behind # statistics

Data was collected by a mixed method approach,bbth the questionnaire and
interview were conducted within a single sessioarther, the questionnaire was
completed in a face-to face interview in which theerviewer asked the questions

and completed the questionnaire.

5.6.1 Data analysis strategy: qualitative

The interview data was analysed using a themagimémork. After familiarisation
with all the data to identify emerging themes @uiss, the key issues, concepts and
themes that have been expressed by the participamisthe basis of a thematic

framework that can be used to filter and clas$igydata.(Ritchie & Spencer, 1994).

A sample of twenty interviews were transcribed #melanswers categorised for each
guestion. All statements were looked at and thasie similar themes collected. The
categories were developed using common themes wiédtribed a range of
responses. For example, responses such as ‘sl giomach’, ‘nervy’, ‘worried’,
‘on edge’ and ‘anxious’ were categorised as worne@nxious. Various groupings
were tried until the best fit was identified. laitthemes were based on the interview
schedule and the measure scales eg. personalgygediealth, feelings, structural
issues, and were then further refined to sub catgovhich are reported in this
chapter. A scoring table was developed and the enssef all other interviews were
entered on the table directly from the taped reogrdThis avoided the need to
transcribe all interviews whilst ensuring that pesht information was captured.
Where a subsequent answer did not fit the existaiggories a category was added

to the table for that question.
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5.6.2 Results tables: structure of tables and infmation reported.

The results from the interviews are reported belomeach question by category
label. It should be noted that the total resporiseg®ach question vary and are
more than the total number of participants. Thidus to the fact that many
participants gave more than one description in answw a question (i.e., in
answer to the question ‘how did this make you fe@ed?participant may have
answered ‘worried, upset, angry’ which would beeesd under three separate
items Whilst this causes some reporting difficulties attthere may be multiple
answers to each question, it was vital to capturendividual’'s experience of
being homeless and to limit responses to a simgie would have detracted from

the narrative.

Each table reports on the response by category; lgives the number of responses
to each category and shows this as a percentatfee afumber of responses. This
adjusted reporting addresses the difficulties patli above. The table also gives

example comments made by participants.

Question 1, ‘How would you describe yourself?’, sidershow the participants described
themselves. This question related to their germléf about the sort of person they
were - not specifically since becoming homelesld®.13 reports the response

given by participants.
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Table 5.13 : Q1 How woul

d you describe yourself?

Responses

Example comments

17.2% (27 responses) stat
that they considered

themselves to be shy.

etl.. I'm quite quiet and reticent... | don't like toounh

attention.”

14.6% (23 responses)
stated that they thought th
they were outgoing

“ .. I'think | am fairly sociable... | get on not badth
atmost people”

12.7% (20 responses)
stated that they considerec

themselves to be quiet

“... a placid sort of person... never too loud or cagsi
| bother”.

12.7% (20 responses)

Low self esteem

“a nobody......just a waste of space”

12.1% (19 responses)

Enthusiastic

“I'm pretty up beat about most things...quite bubbly

really”

6.4% (10 responses)
Friendly

“ .. affable, | make friends easily”

4.5% (7 responses)
Easy going

“ ... happy go lucky that's me, nothing bothers me”

4.5% (7 responses)

Nice person

“ I suppose I'm a decent, nice person ... | wouldmnitt

anyone if | could help it..”

3.8% (6 responses)

Pleasant

“ genial and good humoured; well most of the time

anyway..”

3.2% (5 responses)

Intelligent

“ people say I'm clever... | don’t have any qualifices

but I'm, no daft either “

2.6% (4 responses)

Focussed

“I tend to be focussed.. When | put my mind to do

something | always see it through.”

1.9% (3 responses)

Understanding

“I try to be forgiving and compassionate somesrites
hard though.. “

3.8% (6 responses) Othe
normal
ordinary

human being

r

paranoid
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From the above responses it can be seen thatweeee52 participants who thought
they were outgoing, enthusiastic or friendly andpérticipants who thought they
were shy or quiet. Additionally, 20 reported tHagyt had low self esteem. Although
self esteem is not measured directly this is patytrelevant to three of the social
dysfunction scale items eg, ‘Felt on the whole ymre doing things well?’; Felt

that you are playing a useful part in things?’ &pelt capable of making decisions

about things?’.

Question 2, How did you feel when you realised you would be kless? considered
participants thoughts and feelings about becomiagéiess. It was intended to
provide information on the effect that becoming letess has on a person and may
give an indication of individual differences in pesmse. Table 5.14 gives the

responses to this question together with exampieents.

When participants realised they would be homelbessmain two reactions were
worry (72 responses) and sadness (52 responseasly dhe participants reported
that they were angry and upset, whilst 28 partidipaeported that they felt scared.
Twenty one participants reported that they felhimag at all. This question relates to
the results found for the anxiety / insomnia sullesmf the GHQ28 reported in
section 5.4.2, and supports the assertion in tnesi$, and in the literature, that
homelessness has an effect on perceived healtbroasc It is should be noted that
only two responses stated that becoming homelesadaffect and both had been in

a similar position previously.
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Table 5.14: Q2 How did you feel when you realiged would be homeless?

Responses

Example comments

33.0% (72 responses) state
that they were worried or

anxious.

d“ | felt sick to my stomach | didn’t know what wayoing
to happen”

“ | was on edge and jumpy all the time..”

“ | was concerned... more about the kids than mysgtfwas

constantly on my mind.”

23.8% (52 responses) stat¢

that were down or sad

2d1 felt low myself at the start...a sort of black nibtwok

over...”

12.8% (28 responses) statg

that they were scared

2d....scared, because | knew | was going into a BBnscared

because | was going to shate

9.6% (21 responses) felt
nothing.

“It was weird... | didn't feel anything at all ... lithk | sort of

shut down, if you know what | mean ..

7.3 % (16 responses) were

angry

D

“l was raging... how could this be happening to me hatv

had | done to deserve this?”

6.9% (15 responses) were

upset

“I felt like crying, but | told myself ..you’re najoing to cry

”

2.7% (6 responses) felt

alone

“ suddenly no-one wants to know you... you're totally

your own “

2.7% (6 responses) felt

dazed or stunned

“1 couldn’t believe it, | was in a sort of daze fages just

staring like a zombie”

1.0% (2 responses) Other

“...itwas ok! ..... | knew what to expect.”

Question 3,What effect did
homeless, and is closely |
information on the effect t
therefore as an influence

5.15 gives the responses

this have on you®onsidered the effect of becoming
inked to the previoustioe. It gives more detailed

hat becoming homelessd®a potential stressor and
on perceived health ousaor homeless people. Table

to this question togetitlerexample comments.
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Table 5.15: Q3 What effect

did this have on you?

Responses

Example comments

19.0% (37 responses) stated
that they were nervous /

panicky

“I lost all confidence became jumpy and twitctythe slightest

thing.”

16.4% (32 responses) stated

that were stressed

“...you know just stressing about what'’s going to pep and what
am | going to do and am expecting a baby and limkthg well

where am a gonna be..”

15.4% (30 responses) stated

that they were depressed

“| have never been so down... . its not like meddhtis way

usually...”

10.3% (20 responses) feared f

the future.

of...recently | have been feeling like this | don'tdw what's
happening so | am panicking even more and | anusaally like
that, usually | take each day as it comes but negem to be
thinking more ahead when | shouldn't be.... | worbpat what's

going to happen.”

8.2% (16 responses) were

upset

“I couldn’t stop crying... the slightest wee thingwd set me off.”

7.7% (15 responses) felt

powerless /loss of control

“....not knowing it's the lack of control and you dbknow what's

happening it's out of your hands

7.7% 15 experienced insomnig

1 “... | can't sleep wilithis stuff going on in my head....”

7.2% (14 responses) felt
lonely

“...for the first time ever | knew | was totally ale, no one to turn

it's a scary place to be.”

2.1% (4 responses)felt suicid

al  “.. | thought .hatis the point. .I'd be better off dead”.

1.5% (3 responses) felt that
homelessness had a positive

effect on them

“everything that has happened... | didn’t want anyt bt | think

I'm better...stronger for it.”

1.5% (3 responses)stated that

they had more responsibility

“1 had to sort myself out and take my own decisiand stand by

them... I've had to grow up fast.”

3.1% (6 responses) Other
Weak

Went dancing

Self harm

Compromised

Withdrawn

Overdose
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Becoming homeless had the effect of causing nengsss stress and insomnia in 84
responses whilst 50 stated that they were depressktkared for the future. It is
useful to note that 6 responses felt that becornorgeless had a positive effect on
them. These results again relate to the resultsdoféor the sub-scales of the GHQ28

reported in section 5.4 and further confirms tHeatfof homelessness as a stressor.

Question 4,What changed about youyives more detailed information on the effects
of homelessness, and provides a valuable insigbttie individuals’ experience of
being homeless. Table 5.16 gives the responsesisoquestion together with

example comments.

The main changes reported by participants sincerbeg homeless are being cut
off from family support (32), losing control (273uffering poor health and losing
confidence. These changes reported are negativecanfirm the questionnaire
findings in relation to family support discussedserctions 5.4.1 and 5.4.2 earlier in
this chapter. The information on losing controkit@ confidence and suffering from
poor health, confirms the effect of homelessnessheaith reported by Kershaw,

Singleton and Meltzer, (2000) and Tischler and ®oist (2007).

The responses outlined in Table 16 link directlyesponse scales within the General
Health Questionnaire 28 and Ways of Coping Scalelwere used in the
guantitative data collection. For example, beingattifrom family and friends is an
element of seeking social support, drinking motates to avoidant coping styles

and blaming yourself is an element of acceptingaasibility. Deterioration in

health, losing control and losing confidence atateel to perceived health outcomes

as measured by the GHQ 28.
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Table 5.16: Q4 What changed about you?

Responses

Example comments

19.8% (32 responses) stated
that were cut off from family /

friends

. I canny go and knock my mum’s door. She’lbple the police
if | do that. Even if | stop to speak to my muntlie street she

looks through me, it's like she’d seen a ghost.”

16.7% (27 responses) stated
that they felt that they had lost
control

“...things just happen to you.....you don’t have aay,sts like

begging for scraps.”

14.2% (23 responses) reporte

a deterioration in their health

d“.. I've been no well for weeks now... | get anythiti@t's going
round. | think I'm run down because of the wayvé to live just

now.

11.1% (18 responses) felt less

confident

“1 used to be ok, you know quite confident, butwictake a back

seat more. | don't like myself just now, | don’efdike me.”

9.9% (16 responses) stated th

they drank more

at| hit the bevy a bit hard at first.. but I'm olow.”

8.6% (14 responses) reported
that they became more

independent

“| had to rely on myself more to decide what toahal to see it

through... I'd no one to ask for advice”

6.8% (11 responses) blamed

themselves for their situation

“ I just kept thinking that | should have been atolesort things out

before it got to this stage “

4.9% ( 8 responses) felt that

they had more responsibility

“I've had to deal with things on my own to get oteis ... its not

easy; I've always been able to rely on someoné else

3.1% (5 responses) felt that th

became stronger

ey | think I'm stronger in myself because I've jusd to get on with
it ”

2.5 % (4 responses) stated thg
they developed a better

appreciation of others

t“ 1 don't judge people the way | used to... it cappan to

anybody | know now that everyone has a stoiglid

2.5%
Became more focussed 2
Nothing 1

Everything 1

(4 responses) Other
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Question 5,What do you consider to be the major difficultiesl aifficult situations you
have had to deal with?’, considers the major issxgerienced as a result of becoming
homeless. It is important to capture the main difties from the homeless person’s
viewpoint as this will shed light on areas wherivention may be required and

most importantly where it will be of most use tareless people.

Participants considered the major difficulties assed with homelessness are
loneliness and being unable to talk to people @iponses), lack of money and
benefit problems (61 responses), lack of persqetes (30 responses) and access to
children.. The responses to this question confliat being homeless affects many
aspects of a person’s life and that that actuadindp without accommodation is the
tip of the iceberg. This is consistent with thedsts by Williams (2001) and Pleace
(1998, 2005) concerning the definition of homelessn reported at section 2.2.3 in
Chapter 2. The comments made by respondents oflines® and being unable to
talk to people are particularly important as thetads the devastating effect of
homelessness and points to an area where intesnanthy have a positive effect.

Table 5.17 gives the responses to this questicetliegwith example comments.
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Table 5.17: Q5 What do yo

u consider to be the ndifficulties and difficult situations you

have had to deal with?

Responses

Example comments

28.2% (40 responses) state
that loneliness was the majq

difficulty they faced

d“It's just like no-one cares, no-one to speak e, most

phorrible feeling in the world was being completalgne.”

24.6% (35 responses) stat¢
that lack of money was the

main problem for them

2dThe money situation and not having any food hatmgay
rent and not have any money coming in... you're yeall

having to scrape by with nothing at all.”

21.1% (30 responses)
reported that not having
personal space was a majo

issue

“You've not got a place, you’'ve no got neighbouitss no
place to keep things you treasure, no place tycaefamily.

- Nowhere to spend quality time with your family.”

18.3% (26 responses) felt th
benefits system presented &

major difficulty

1€...the social and that. Paid us only three weeltzabhand

1 you get no help...saying your due money but the syste
works against you...”

“ having to wait for benefits if your benefits dege they can

take weeks to come in ...."

16.9% (24 responses) state
that their main difficulty was

access to children

2d...I have access to my three kids three nights akvioe this
place is no suitable for visits and what do | dthéy want to
stay over ...it's very very difficult thing, Davido teave the

children but on the other hand I've got to ...it'sttwe.”

15.5% (22 responses) can

talk to people

t “You feel all your old friends look down on you and
everything because you're in the homeless.| fieet §ee wher
they take you away you don’t want to say to themn starting
in the homeless because | just felt they like juglge and

then have a lower opinion of you because of that.”

3.5%

Communal living 3

(5 responses) Other

Prison 1

Being outside society 1
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Question 6,What do you do to cope with difficult situationsvat works for you?’,
reports on how the participants deal with challaggituations. This was a general
guestion about coping methods and strategies usttelparticipants. A full
discussion on coping is provided in section 3.@lvapter 3, however the responses
to this question are linked directly to the copsagtion (GHQ28) of the measure,
and provide insight into the actual experienceafiieg by relating actual behaviour
to the scales and items of the measure. The détadping with homelessness
specifically, is explored in the next question. [Bah.18 gives the responses to this

guestion together with example comments.
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Table 5.18: Q6 What do you

do to cope with diffigituations — what works for you?

Responses

Example comments

37.6 (71 responses) stated
that their preferred coping
mechanism was to talk to

family / friends

“Getting a lot of support. My mum and dad give aet of
support....and there’s another lady, Linda, she'silyéing

me a lot of support. She does youth support ...".

19.0% (36 responses) state
that they just get on with it

2d...what's happened has happened get on with it aakem
something of yourself.... | know myself that | needyet
back up .... I need to start getting on with my lifeeed to

get with it basically.”

11.6% (22 responses)
reported that they use

alcohol

“... agood drink helps,...takes your mind off your lplems

for a while at least.”

9.5% (18 responses) stated
that they accept the situatio

“l just kind of manage the situation it's just kigét on with it
nl just put a wee bubble round myself and preteatl it still

young and happy.”

8.5% (16 responses) stateq
that they look ahead to the

future

1 “...and that's me | go about as though nothing’s wron
there’s got to be a light at the end of the tursoshehow like
eventually you are going to get your own place iisdjonna
be a cheaper rent and that means you can actwlly g

working.”

7.9% (15 responses) stated
that they suffer the situation

till it goes away

“you can’'t change it so you just have to put ughwti ... time

usually sorts it out one way or another.”

4.2% (8 responses) reporte

that they use drugs

0" I've tried about everything you can smoke or $ndout you
soon learn that you only feel better for a while #me

problems are still there “

1.6% (3 responses) Other
Read 2
Hide away 1

In terms of coping behaviour, 71 participants statieat they would use social
support, 36 just get on with things, 22 use alca@®h means of coping, 18 accept

the situation and 16 look ahead to the future. fiigh number of participants using
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social support is consistent with the findings me@d in the questionnaire data in
relation to the somatic symptom and anxiety / ins@rsubscales of the General
Health Questionnaire as reported in sections @addl5.4.2 earlier in this chapter. As
already discussed, the positive direction of efeeggests that seeking social support
increases the likelihood of experiencing somatimsyms and anxiety / insomnia.
While this seems counter intuitive it is possibhatt the fact that people cannot
access social support although it is their preteoeping method leads to the result
reported. The outcome of seeking social support beathe main focus rather than

the fact that social support was sought.

The responses reported in Table 5.18 are agaierlglbsked to the scales and items
of the Ways of Coping Scale used as an independgiable in this thesis. Talking
to family and friends is linked to seeking sociapgort, while just getting on with it,
using alcohol or drugs and suffering until the &iton goes away, are all aspects of

avoidant coping. Looking ahead to the future ralaeplanful problem solving.

Question 7, ‘Whabhelped you to deal with your situation@ytlines what factors helped
the respondents cope with homelessness. Thigiedis question about what they
actually did to cope with being homeless and isatoee separate from, but linked

to, the previous question.

Table 5.19 gives the responses to question 7,ltegetith example comments.
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Table 5.19: Q7 What helped you to deal with yowwasion?

Responses

Example comments

25.6% (33 responses) state
that drink helped them to

deal with their situation

d“....because of everything that happened... | turneaidohol

to blot it all out.”

23.3% (30 responses) state¢
that support from family and
friends helped them to deal

with being homeless

2d1 rely on my friends a lot just now, they let ment and moar|

when I'm feeling down I don’t know what I'd doitlvout

them”

“if I've got a problem | can go and talk to myernds and it
makes be feel better because I'm sharing my prablethmer
than just building it up if | build it up I'd endpugoing to the

doctors saying look put me on anti-depressants.”

21.7% (28 responses)
reported that a positive

attitude helped

“.... Look on the bright side... you have to believattthere

will be something better at the end of this.”

19.4% (25 responses) state
that they made plans for the

future

d“ | think about what will happen in the future antiat I'll do

when | get a house and | can start again. Modtisfiust
dreams... its all cr*p though cause nothing turnslietyou
think.”

10.1% (13 responses) state
that they try to remember
that there is always someor]

worse off

2d....knowing for a fact that there’s somebody worfettvan

you but that doesn’t help my situation knowing #igisome
gpoor *******gyffering more than me, it's no a sagvto my
wounds. | know for a fact there’s hundreds of otewple
living on a dollar a day. | mean they would cfittbeir right

arm probably to be sitting where | am — know whitelan?”

Participants reported that

drink helped them td de their situation with 33 citing

this, 30 reported that social support helped th2gnstated that a positive attitude

helped and 25 stated that making plans for thedutelped them. It should be noted

here that only 30 responses stated that socialosupplped them whilst table 5.16

reports that 71 reported using social support aspang behaviour. This suggests

that the outcome for 41 participants was not sigfaeand is consistent with the
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explanation of the results given in sections 5.that the outcome of seeking social
support is important as failing to obtain suppohew sought can have a negative
effect on perceived health outcomes. This suggests one possible avenue for
intervention might be in providing social supparthomeless people who may be

excluded or in giving assistance to maintain exgs8upport mechanisms.

Question 8,What would have helped you that you did not havegamines the realities
of being homeless and considers, in a practical wagt the participants believed
would have helped them cope with their situatioabl& 5.20 gives the responses

together with example comments.
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Table 5.20: Q8 What would have helped you thatdid not have?

Responses

Example comments

31.8% (48 responses) stated
that family / friends support
would have helped but was no

available

“I had no one to turn to ... It's just like no-onares, no-one to
speak to, the most horrible feeling in the worldsveging

t completely alone.....it would have been good to talkomeone

who cares .”

19.9% (30 responses) stated
that more control would have

helped them when homeless

“....the way | became homeless was the biggest sandkhat ‘s
what shocked me | hadn’t controlled the situatiod hdid become

homeless. If | didn’t then | probably would notfeeling like this.”

17.2%(26 responses) stated th
advice would have helped

at.... better information and help with what is happgnand what to
do about it

they forget you don’t know what'’s ggian.”

16.6% (25 responses) reporte(
that agencies working better
together would have been

beneficial.

] “I think the job centre and the homeless secti@y ttould’'ve
actually worked together and actually made the ceetiper and it
means people could actually have got out to wattherethan just

sitting about actually thinking about it.”

14.6% (22 responses) stated
that employment would have

been useful

“...I know me | would rather be out working and kepyself busy

day by day.”

16.6% (16 responses) stated
that more money would have

helped

“ ..you're always skint and don’t have enough ¢éb lgy.....I don’t

mean being flash or anything, just getting by takese that you ge
from the social.”

3.1% (3 responses) Other.
Better life choices 2

Being elsewhere 1

Half of the participants (48) stated that socigdmart would have helped them but

was not available to them

, 30 thought that mordrobwould have helped, 26

considered that the provision of advice would hassisted and 25 believed that

agencies working more cl
available. The high figure

point made above concer

osely together would haatpdd them but was not
in relation to lack otcgal support again reinforces the

ning the questionnaireteesdich found that seeking

social support had a negative affect on the sorhatdth and anxiety / insomnia sub-

scales of the GHQZ28. It is clear that the outcofreeeking social support as a
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coping strategy is important. The fact that thenwew results are consistent with
this explanation means that it is less likely tetking social support is acting as a

suppressor variable in its relationship to the danteealth sub-scale.

In section 5.4.1 it was reported that the item#mm ‘seeks social support’ subscale
which are most related to somatic health are it@m'lZyot professional help’, item
31, ‘I talked to someone who could do somethingcoete about the problem’ and
item 42, ‘| asked advice from a friend | respectédhe results of the quantitative
data were known prior to the interview stage, aggequestions about professional
help and seeking support would have been askedsflidg design prevented this as
the questionnaire and interview were conductedhénsame session and no analysis

of the quantitative data was possible before tterwew stage.

Another issue worthy of note is the fact that, desghe efforts of the Scottish
Government to facilitate joint working between ages through the Health and
Homelessness Standards, it is still evident from régsponses that, on the ground,
there is still a disconnection. Over 50% of resmedstated that better advice
(27.1%) and agencies working together to address tteeds (26%), would have

assisted them.

5.6.3 Qualitative Data Summary

The interview results show that, when faced witmklessness people become
anxious, worried, feel a sense of powerlessnesdesardor the future. When asked
what changed about them, 32 stated that they becameff from family and

friends, loss of control (27), deterioration in hleg23) and loss of confidence (18).
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The major difficulties experienced ranged from idiffties with the benefit
system(26) , lack of money (35), access to childg&h, loneliness (40), can't talk to

people (22) and not having a personal space (30).

In relation to what works in terms of coping, 717 &%) of participants responded
that talking to friends or family was a way of cogiwith difficult situations
although only 33 (23.3%) reported this as helpmgléal with their situation. Forty
eight (31.8%) participants responded that familgpsut was something that would
have helped them, but they did not have accessifointeresting to note that, whilst
all participants reported that they were adveraéfigcted by becoming homeless, the
effect of homelessness was in fact positive fore&ofwo participants reported that
they were more focussed, 14 more independent argp&rted that they became

stronger as a person.

This is shown clearly in the case of Ms. ‘A’ who sveeparated with two children
under school age. She had become homeless asltaofegaving a violent partner
and although she found her current situation dimksdiving in temporary
accommodation in a block of flats, she considehesl & step towards a resolution of
her difficulties and can see a better future assalt. She states ‘I'd say | became a
stronger person more independent in myself bechoseer actually stayed myself.

| have always like been with, my parents or withexnhusband or a boy friend or
whatever, | have never actually stayed on my owa lamad to survive on my own.
Now | have survived on my own and have my own momayg everything it's

strange but it's made me a stronger person in rfysel

Another subject Miss ‘B’ who is a single personeggestament to the problems of

maintaining social support networks.
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“You feel all your old friends look down on you aaderything because you're in
the homeless. | felt like you don’t want to sayltem I'm starting in the homeless
because | just felt they like judge you and thewehalower opinion of you because
of that. Q Did you lose friends because of tha@tuially did because well not just
really through the homeless because | grew up mblzune and most of my friends
were quite snooty. | had to move into the homedeskthat day | was moving | had
my bags well | left my hand bag and my phone intéxe so that was all my friends
addresses gone. | was staying in St. Ninians andhit have the money to go back
and forth to Dunblane to keep in touch. | lostcfowith quite a lot of them and
some of then were like Oh she’s staying in St. &lsinow and that and had no time
for me really and then | got new friends with tre®ple that were there....I did lose a
lot of friends when | went back to Stirling | kepixting them and phoning them and
they just never replied to my texts and that butsesd they're not true friends and |

made new ones.....".

5.7 Results Summary

The results reported in this chapter answer thearel questions posed in chapter 3.
The results are discussed below in relation toréisearch questions relating to the
expected influence of coping, personality and loofiscontrol on the perceived

health outcomes of homeless people.

What influence do coping styles have in the perceived health outcomes of people

applying for local authority assistance as a result of homel essness?

From section 3.2 the expectation was that indiVicdging styles would have an

influence on stress and health outcomes. Archbaeheal. (2005) report that those
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participants employing greater use of problem fedusoping styles experienced
improved health outcomes. The results supportdhkectation as planful problem
solving was found to have a negative influence othlanxiety / insomnia and
somatic symptoms. This means that increased ughiofstyle which is problem

focussed will reduce the anxiety / insomnia andaosymptoms experienced.

What influence does personality have in the percelved health outcomes of people

applying for local authority assistance as a result of homel essness?

From section 3.3 the expectation was that neussticiemotional stability) would

have a negative influence on health outcomes ustdess (Lockenhoff, et. al. 2008,
Bunevicius et. al., 2008) , and that conscientiegsnand extraversion will have a
positive influence on health (Lockenhoff, et. aD08). The results in relation to
personality confirm that there is a relationshipwsen personality and health and
supports the expectation that increased emoticiailisy will have the effect of

reducing the amount of anxiety / insomnia and sanstmptoms experienced. The
results do not support Lockenhoff et. al,(2008)nasignificant influence was found
for extraversion and conscientiousness was relagdtively to social dysfunction.
This negative beta weight means that the more ¢amsmus a person is, the less

socially dysfunctional they will be.

What influence does locus of control have in the perceived health outcomes of people

applying for local authority assistance as a result of homel essness?

From section 3.4 the expectation is that therewseak relationship between Locus

of Control and health. The results for locus oftcolrsupport Caughey (1996) who
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reported a 0.15 correlation between locus of cénérmd health which is not
statistically significant. Locus of control has daect influence on the stress on

becoming homeless.

The qualitative results are consistent with thestjoanaire results reported. In
relation to the apparent counter intuitive resulteve seeking social support has a
positive beta weight and therefore its use actuaityeases the level of anxiety /
insomnia and somatic symptoms experienced, theviate data was useful in
allowing an understanding of the effect of seekiug not obtaining social support.
This supported the assertion that the result dfisgesocial support was important.

In addition the interview results are importanthat they give an outline of what it
means to be homeless from the point of view of éheso are experiencing
homelessness. It confirms that homelessness iesset and that homelessness is
about much more than being without a home. It coreceaspects of health,
interaction with family and friends, feelings ohkliness and lack of self esteem and

engagement with other service providers.

The next chapter will review the issues surroundiaomelessness and the experience
of homelessness and will explore possibilitiesifdervention which may improve

the perceived health outcomes of people who areshess.

Figure 3.3 outlines the original model which wastéd in this thesis. Figure 5.1

shows the resulting model after regression. Thespsttown take into account the

correlations among independent variables.
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Personality
Extraversion
Agreeableness
Conscientiousnes
Emotional Stability

Openness to Experienc

Figure 5.1

Coping Strategies
Emotion Focussed
Distancing
Self —Controlling
Acceoting Responsibility
Escape- Avoidance
Positive Re-appraisal
Seeks Social Suppor
Problem Focussed
Confrontive Coping

Planful Problem Solving
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Chapter 6: Conclusion and implications for intervertion and
practice.

6.1 Introduction

The reason for conducting the research presentdudsrhesis was my observation,
based on over twenty years experience dealing Wwihmelessness in a local
authority, that homelessness affects an individuaghe physical, mental and social
aspects of their daily life and that people reaittegkntly to the experience of
becoming homeless. The aim of this thesis has teeeonsider the immediate health
effects of being homeless on a person and to exanmvimt influence individual

differences may have on this.

In the year 2007 / 2008 there were 56,561 apptinatto Scottish local authorities by
individuals or households seeking assistance uthgehomeless persons legislation.
The concept of homelessness was reviewed and gadefinitions, including rough
sleeping, living in hostels, in insecure accommitatwere considered. Some
authors (Williams, 2001; Pleace, 1998; Pleace 200&sider that the term
homelessness is not useful as it fails to refleetdomplexity of the situation i.e. that
there may be a series of social problems, whichbsadescribed as homelessness.
Given that the participants are drawn from peoph® Wwave made an application for
assistance to a local authority under the homeéssshegislation, the statutory
definition, that a person is homeless if they do lmve any accommodation in the

United Kingdom or elsewhere, was used.
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6.2 Homelessness and health
The link between homelessness and poor health,rbetttal and physical, has been
well established in the literature (Kershaw, et, 2000; Fitzpatrick, et. al., 2005;

Quilgars and Pleace, 2003; Tischler and Vostanis 20

There has been a drive by government to improvdtrhesrvice provision for
homeless households. In recognition that many hessgbeople have difficulties in
accessing health care and in an effort to encourag#i#-agency working to resolve
such issues, the Health and Homelessness Standardsntroduced in Scotland in

April 2005 (Scottish Executive, 2005).

There are six standards which identify;

» the need for NHS engagement at the level of diremtabove

the need for partnership working at the local leve

the profile and needs of homeless people are seéscally via health and
homelessness action plans
» the NHS Board ensures that homeless people hawd aqoess to the full
range of health services
* NHS responds positively to the health needs of hessepeople without
restricting them to specialist services
* The health and homelessness action plan is theipanool used to deliver
local initiatives via a multi-agency steering graaupd the Community Health
Partnership.
These standards are important and may provide thetframework and impetus for

a health based intervention to be discussed imse6t8.2.
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6.3 Homelessness as a stressor

Many studies focussed on a specific population mhéless people who also had
particular problems such as AIDS, drug or alcoregehdency or mental illness. The
focus also related to accommodation type such @setliving on the street or in
homeless shelters (Garside et al, 1990; Bacon, €t986), or on particular groups
such as single homeless people (Anderson et aB)189 homeless children. It has
also often focused on quite narrow concerns, swlbegging (Fitzpatrick and
Kennedy, 2000). The results of these studies dfieudi to generalise to the main
population of homeless people, as the samplesargesbecific in nature. Whilst the
results of these studies are important they dogootar enough. The focus of this
thesis is on the health outcomes of the overalpufadion of people who are or are
becoming homeless. It is important to consideritm@ediate health effect of being
homeless, that is, the state of being homelessged\he context and this research
considered the influence individual factors may éham the perceived health
outcomes of homeless people. However, in additmrkriowing this, it is also
important to explore whether there are individuffiedences in the way that people

manage this experience, to help better identifgrirgntions.

In considering homelessness as a stressor, theattional model of stress was used.
This ‘transactional’ theory places the emphasishenmeaning that an event has for
the individual and not on the physiological respmd.azarus and colleagues believe
that an individual's appraisal of a situation deteEres whether an event is
experienced as stressful or not, making stressdhsequence of appraisal.
According to this theory, the way an individual egipes an event plays a
fundamental role in determining, not only the magphé of the stress response, but
also the kind of coping strategies that the indieidmay employ in efforts to deal

with the stress. The stress process therefore otdmeunderstood without reference

137



to the process of coping which influences and Ruémced by the individual's
appraisal of the encounter with the environmenis Tias implications for potential
interventions as , given that coping influencesemed health outcomes as reported
in the model tested, interventions based on impgpvaccess to those coping
strategies which are most effective should be nsaceessful than others which do

not.

To extend what is known about homeless people’stthe@rceptions and coping
three measures were usdthese were coping, locus of control and other iidial
difference variables. The results are reportedvbdtn the three scales measured in
relation to health, somatic symptoms (physicalxiety / insomnia (mental) and
social dysfunction (social). The study found thatoéional stability (ie. Neuroticism)
was a significant predictor of both anxiety\insoenrand physical symptoms.
Conscientiousness is a significant predictor ofisdodysfunction. Planful problem
solving, seeking social support and accepting mesipdity were significant
predictors of both anxiety\insomnia and physicahpioms. Accepting responsibility

was a significant predictor of social dysfunction.

This supports the wider literature on homelessras$ health which show that
homeless people have poor health outcomes inoelat those housed (Kershaw,
Singleton and Meltzer, 2000; Pleace and Quilga®961 Gill et al, 1996; Hinton,

2001; Quilgars and Pleace, 2003; Fazel et al, 2008 literature however, does not
consider homelessness itself as a health stressbrdaes not consider what
individual difference factors or coping strategragyht influence this. The thesis
presented fills this gap in the literature by idigig the impact of being homeless
on health outcomes and further, by identifying wndlial factors influencing this, can

suggest interventions which are designed to addinessssue.
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Neither Locus of control or antecedent variablesewleund to have a significant

influence on perceived health outcomes.

6.4 Being homeless: the individual's perspective

An important part of the research in this thesis wainterview homeless people to
understand better how they were constructing #vgderiences and to shed light on
the more qualitative measure findings. The inteanresults show that, when faced
with homelessness people become anxious, worrgsd, & sense of powerlessness
and fear for the future. When asked what changeditalhem, 32 stated that they
became cut off from family and friends, loss of woh(27), deterioration in health

(23) and loss of confidence (18).

The major difficulties experienced ranged from idiffties with the benefit
system(26) , lack of money (35), access to childg&h, loneliness (40), can't talk to

people (22) and not having a personal space (30).

In relation to what works in terms of coping 74%d)#esponded that talking to
friends or family was a way of coping with difficudituations although only 31%
(30) reported this as helping to deal with theituation. Forty-eight (50 %)
responded that family support was something thatldvbave helped them but they
did not have it. It is interesting to note that,ilstall participants reported that they
were adversely affected by becoming homeless,ffeet®f homelessness was in
fact positive for some. Two reported that they wemere focussed, 14 more

independent and 5 reported that they became strasge person.
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The results reported above again fully supportliteeature in this field. Difficulties
with the benefits system and lack of money linkselg with the structural elements
of a person’s pathway through homelessness. Itré&mander that homelessness is a
dynamic process with both individual and structueddments. (Avramov, 1999;
Forrest, 1999; Tomas & Dittmar, 1995; Sosin, 2088derson & Christian, 2003).
The issues identified with lack of social supptwheliness, no access to children and
no personal space are aspects of social exclusiontlze literature identifying
homelessness as an aspect of social exclusiorleigarg. (Burchardt et al.,1999;

Hodgetts et. al., 2007, Flick ,2007).

6.5 Strengths and limitations

There are a number of strengths. The study utilesedixed methods procedures.
Measures were administered in person which meahthlere was no missing data.

While the small sample size (n=96) is a limitattongeneralisability, the sizes of the
effects were large and so the findings are relialdlet, there were a number of
disadvantages also. The sample was taken from arsd &uthority in Scotland,

which may again limit generalising across otherl@uthorities in Scotland or in the
UK. Further, the sample, derived from local auttyoapplicants, did not access all
types of homelessness prevalent in other areaseXaonple, the sample contained no
rough sleepers and there was an over-representititemales and single mothers

larger study could use stratified sampling techego address this issue.

The issues concerning the measurement of copinghenalse of the Ways of Coping
Questionnaire were discussed in section 3.3. Thesses were addressed in this
thesis by taking coping as a set rather than rglgim individual scales. Taken this

way and roughly aggregating across the three typelealth outcomes, coping
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accounted for about 40% of the unique variance @alth outcomes. There are
conceptual limitations in that only three indicatoof individual differences,

personality, coping and locus of control were ideld. While they span a useful
range of concepts and were justified theoreticalbpping) and practically

(personality and locus of control) other cognitstyle variables could have been
included. However, this would have needed a muofjefasample and the use of
stratified sampling to investigate group effects;, éxample, differences between

regions (rural/urban), types of homeless peoplegemdier.

6.6 Implications for intervention

Individual differences in coping styles and perditywanfluence the reaction of

people to the stress of being homeless. It is itaportherefore to consider these
aspects as potential avenues for intervention tprowe the health outcomes of
homeless people applying to a local authority fesistance. It is also important to
consider possible interventions which may assisimiproving access to health care
for those who are homeless in order that theirrautige of health needs can be met,

both proactively and reactively.

6.6.1 Coping

Coping is the dynamic process for the managemeiihefdemands placed on the
individual as a result of a stressful encountempi@g, unlike other concepts which
may explain individual differences in responsettess, is potentially open to change
by intervention. Coping in addition to offering asxplanation of individual
differences in stress response is important as npateavenue for targeted

intervention to improve health outcomes. (Folkmad Moskowitz 2004). It follows
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that effective coping will improve health outcomeg influencing the individuals

appraisal of and adaptation to the stress of beimgeless.

With respect to homelessness there has been aastidsprovision of additional
funding for intervention projects, however, thesaé largely been targeted at the
prevention of homelessness. The Rough Sleepeirativit launched in Scotland in
1997 (Fitzpatrick, Pleace and Bevan, 2005), isamgple of such an intervention
designed to prevent people becoming homelesshdrJtK, various projects have
been developed in this area such as rent depasidgiee schemes to allow homeless
people access to private sector accommodation whicluld otherwise be
unavailable to them. Much emphasis is placed on ptmvision of advice and
assistance at an early stage, again to preventlassmess occurring in the first
place. These are necessary and important areagrkf Wowever, from the evidence
reported in this thesis, an intervention, deliveaéidr people have become homeless,
may help them to cope more effectively with the exignce of being homeless. At

present, such an intervention is not available.

6.86 Coping strategies are skills that can be leaed.

A study by McMillan, Small, Weitzner, Schonwett&ittle, Moody, and Haley,
(2005) found that a coping skills intervention vediective in improving

caregiver quality of life, reducing distress rethte patients’ symptoms and
caregiving tasks compared with hospice care alot®spice plus emotional
support. A three group randomized controlled tiak conducted using a sample
was drawn from consecutive admissions to a largepnofit community-based
hospice in the south-eastern United States. Ty stomprised of baseline, 16 day,

and 30 day assessments. The sample consisted €829 caregivers of hospice

142



patients with advanced cancer. The three groupe:waeicontrol group (n = 109)
receiving standard hospice care, a group (n = 1©&)iving standard hospice care
plus three supportive visits, and a group (n = I#tgiving standard care plus three
visits to teach a coping skills intervention. Caveg quality of life, caregiver distress
due to patient symptoms, caregiver distress duasks, and caregiver mastery were
measured as outcomes. The coping skills interventias reported to be effective in
improving caregivers’ overall quality of life ana idecreasing distress related to

patients symptoms and caregiving tasks.

The Southampton Praje

This project in Southampton was established widmgaid from the Rough Sleepers
Unit to the Society of St James, a charity prowgdanrange of services to homeless
people. The aim was to set up a therapeutic praoiesigned to maintain four men
who had exhausted all other hostel opportunities gedicated cognitive behavioural
therapy (CBT) house. A CBT therapist worked two nogs per week and five
project staff were also trained in the basics ofTCBhis form of intervention,
although effective, can take a long time to develgossibly up to two years for a
person suffering severe and enduring mental h@atthlems. For this reason, given
the transient nature of many homeless people, mated CBT intervention may not
be possible for the participants in the researgionted in this thesis. The project
reports that there were improvements across a rahgedicators such as alcohol

consumption, violence, and social functioning foet of the four residents.

6.6.3 Summary
The above section identifies that coping strategresa set of skills, which can be
taught, and that this approach has been successfaproving outcomes in a range

of interventions.
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6.6.4 Personality

Due to the general conceptualisation of persondlity considered more difficult to
change. Dweek, (2008) argues that while broad peigyp traits can be assessed
they are not open to change, however beliefs ateeatentre of personality and
adaptive functioning and can be altered througkrigntions. Dweek states that
beliefs are not easily changed but they give distppoint for intervention to change
personality. Dweek believes that there are coretsedr belief systems that shape an
individuals goals and strivings and also their apmal of and reaction to their
environment. Two core beliefs are considered; teldbout whether a persons’
attributes can be developed or not and beliefsitalvbether others will accept them
or not. Beliefs and their impact are seen as tgéqersonality, underling aspects of

adaptive functioning, and are able to be changexigh interventions.

Although Dweek claims that this is changing perdipnat seems that the areas open
to change by intervention in her study relate foeats of learned behaviour, which
could be called coping or adaptation. | do not aersthat this is changing

personality but is an example of individual diffeces which influence a persons’

interaction with the environment and which can banged.

Personality as defined by broad traits which aidatixely stable over time are

difficult to change and therefore interventions Wdoconcentrate on those factors

such as coping which are more amenable.
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6.7 Suggested intervention

In section 6.8.2 above, interventions were reviewkith seek to influence health
outcomes by improving individual coping, firstly laycoping training intervention
taught over three sessions and secondly, by afgpeagnitive behavioural therapy

intervention project.

Given the above and the results reported in thesish | will suggest a possible
intervention to address the issue of improvinggber health outcomes reported as a

result of homelessness.

6.7.1 Coping with homelessness workshops. A toolkd enhance coping

The proposal is that local authorities provide@iag with homelessness’ workshop
for people applying for assistance. This could b®vided as part of the advice and
assistance which local authorities are statutagtyired to provide although this is
usually confined to the prevention of homelessn&ssmplication from the research
in this thesis is that this early intervention webumprove health outcomes for
homeless people by enhancing the coping skillsssecg to deal with the experience

of being homeless.

This could be provided as a drop in facility witietaim of providing a toolkit of
coping. This would impart the full range of copipgssibilities as broadly outlined
within the Ways of Coping scale. Training in allpaog styles would be useful
because of the situational nature of coping. Whatkes best will depend on the
situation. The drop-in format could also be usedrtpart more general information

in relation to homelessness. This facility shouddpoovided at a central location or
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locations depending on the area covered to prozady access for those wishing to

participate. It could be run as often as requidsghending on demand.

It would be necessary to have specialist trainerdeliver this workshop initially
although there are a number of courses availabiehwhould permit staff members
to be trained to a level that would allow them wiver the workshop in house.
Training available includes a four-session cours€ognitive Behaviour Therapy
aimed at staff working in the homelessness fieldh by the University of
Southampton. The course is designed to examine pileciples and basic
behavioural skills involved in CBT and the proce$<BT delivery. Other courses
are available through the Centres of Expertise gradnich provide training in CBT
and stress management throughout the UK. Sincéraineng would be in coping
styles and not delivering a full cognitive behavalutherapy intervention, a much
lower level of training of staff would be neededugeful resource called MoodJuice
is available on-line in the Forth Valley area oifigr access to a range of resources

including self-help guides, problem solving handoard access to other agencies.

The intervention would be evaluated using the GH® guestionnaire schedule used
in this thesis, with the way the GHQ questionsasieed modified as appropriate to
the circumstances. Participants should completseth®efore the workshop as a

baseline and following the workshop for comparison.

6.7.2 Issues Arising from Intervention Model
Prior to this model being developed further, faslémplemented, a significant and
comprehensive consultation should be undertakelm potential service users. This

consultation should consider whether the serviezsuthink it is worthwhile, is the
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format correct, does it meet their needs and wiheg use such s facility. All views
should be taken on board and, where possible,pocated into a revised design.
The issue of poor uptake of services by homelesplpénas been well documented
(Scottish Executive Health Department, 2001; Sslotixecutive, 2005),and further
The work of Christian, et. al.(2007), is importamt this area.work must be

undertaken to understand and improve uptake whessile.

6.8 Concluding remarks

This thesis has identified that homelessness igsresseor and that individual
difference factors and coping styles influence Health outcomes of homeless
people. There is currently a gap in the existirsgagech in this area which the model

developed here fills.

The proposed intervention model, if implemented| give applicants the coping
skills necessary to deal more effectively with éxperience of being homeless and

would therefore improve perceived health outconoeshis group.

This thesis represents a journey, from an obsenvdhat people react differently to
being or becoming homeless, to suggested earlyvarigon which may assist in

improving health outcomes for homeless people. dltre way, we have explored
the relationship of homelessness to health outcomestified homelessness as a
stressor and considered how individual factors sascpersonality, coping and locus

of control may influence this relationship.

Further work is required to integrate this propdafly into housing and health
services. Although the suggestion is for a droghere is no reason that this could

not be delivered as part of a wider package of suggovided to people who are
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housed. This could also be delivered as part apaarted housing project for those
who aspire to achieve a secure tenancy. Finallyoitld be useful to explore how
this proposal could be adapted to provide a pretimetintervention to households

identified as potentially homeless due to theicwinstances.
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RISK ASSESSMENT

Probability Unlikely 1 Possible 2 Likely 3
Impact Minor 1 Moderate 2 Serious 3
Assessment 1-3 = Low 4-6 = Medium 74igh
Risk
Potential Risk Likelihood | Impact Controls Assessment

Pleasant , non threatening environment
Threat to Interviewer for interview.

Interviewer has over 20 years

Verbal aggression 2 1 experience in the homelessness field Low
Interviewer has undergone personal

Threatening behaviou 1 2 safety training by Police and Suzy Low
Lamplugh Trust.

Physical injury 1 3 Interviewer has been trained in Low
interview techniques including difficul
interviews and diffusion of conflict /
aggression.

Threat to Participant Pleasant , non threatening environment
for interview.

Talking about sensitive 2 2 Interviewer has over 20 years Moderate

issues may cause experience in the homelessness field

distress. Participant has volunteered to be
interviewed

May believe 2 1 Clear information on separation of Low

participation will study from influence on homelessnesg

influence outcome of application.

homeless application. Mechanism in place to refer back to
local authority (with participants
consent) if info on application required.
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Information Sheet

My name is David Bright and | am a post graduatéestt at Stirling University. You are invited to
take part in a research study. Please take a fewtes to read the following information, which
explains why this research is being done and whaitliinvolve, before deciding if you wish to take
part.

What is the research about?

I am conducting research on the health effectoaidlessness on people and what they do to cope
with the situation. The research will try to findtdf certain personal characteristics allow some
people to cope better than others and also whatdmuinfluences may be important.

Why have | been asked to take part?

You have been asked as you have recently becomeléssmand can tell me how this has affected you
and how you cope with this problem. | need to gaisemuch information as possible to find out how
people feel about becoming homeless and also whgthave helped them at this time.

What will | have to do?

You will be asked to assist in the completion gfugstionnaire by answering set questions which
should take about 15 minutes, after which therébeila less formal interview to discuss your
situation in greater detail.

What will happen to theinformation | give?

The information will be held by code on computedisiata base for analysis. All information will be
treated in the strictest confidence and you witl tmeder any circumstances be identified in the data
in any subsequent publication. The information Wéldestroyed after five years. Stirling University
is registered under the Data Protection Act 198#itha study is conducted under the terms of this
legislation.

What will you do with the results?

The results of this research will be used to lookaav services are delivered to people who are
homeless. It will suggest how best to help thosmfeewho may suffer adverse health effects as a
result of being homeless and try to improve theasion. | hope that the results will be able taibed
in other areas in addition to homelessness.

Does this affect my Local Authority application?

This research project is entirely separate fronr ymplication to the Local Authority and there is
absolutely no benefit or disadvantage to your piaditing or declining. Your decision in respect of
this research will have no bearing whatsoever erotitcome of your application. It is up to you
whether or not to take part.

Where can | get further information?

If you are unsure about any aspect of the propossshrch please do not hesitate to contact me on
01786 443186 If | am not available please leave a messade aaintact details and | will be in touch

as soon as possible.

Whatever your decision | would like to thank you jour time and wish you well for the future.
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(Reverse page)

| have gathered some information on other providéssipport and assistance in your area,
which you may find useful.

Stirling Council Stirling Council
Homelessness Service oci8l Work
Services
Springkerse House Drummoridouse
5 Springkerse Road Stirling
Stirling (24 Hrs.)
Tel. 0845 277 7000 Tel 084 7000
NHS
Forth Valley
4786 463031

Citizen's Advice
Women's Aid Norman McEwanCentre
Port Street 17 Upper Craigs
Stirling Stirling
Tel 01786 470897 Tel 01786 470239
Shelter Samaritans
Housing Aid Centre
Dundee
Tel 01324 622 066 Tel 01382 225544

Childline Scotland

0870 3362910
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Consent Form

| agree to participate in the research study beamglucted by David M Bright of
Stirling University.

| have been given information concerning the natune content of this research
study. | understand what the study is trying toeahand know what is expected
from me.

| have been given the opportunity to ask questiomtsmake enquiries and confirm
that everything has been explained to me.

| am aware that;

* The data collected will be held on computer by code

< | will not be identified in the data or any subseupublication

« Stirling University is registered under the DatatBction Act 1984 and the study
will be conducted the terms of this legislation

* | can withdraw from the study at any time

| agree to participate in the research study

Signed Date ------m-m-mmmmmemeee
(participant)

Signed Date
(witness)
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Questionnaire

There are 132 questions divided into 5 sections.
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Se

ction one

Ref . | |

In this first section | want to obtain some generainformation about you which will provide
useful background when | am analysing the responsés the other sections of this questionnaire.

1. Your age
16-17
2.Sex M

18-24

25-59

3. Family Composition

single person

couple (with children)

single parent

4. Reason for Homelessness

parents, friends, relatives
unable to accommodate

dispute with partner

(non violent)

fire, flood or other emergency

5. Is this your first homeless application Yes

6. When will you be homeless

Tonight

Within one week

Wtin one month

184

60 or over

3. Occupatio......c.vveeieeie i

wae (no children)

household memhgegnant

court orde

dispute with pamer
(violent)

other (please specify)

No

Within two months




Section Two

In this section there are a number of personality traits that may or may not apply to
you.

Please tell me the number for each statement which indicates the extent to which you
agree or disagree with that statement. You should rate the extent to which the pair of
traits applies to you, even if one characteristic applies more strongly than the other.

Disagree Disagree Disagree Neither Agree a Agree Agree
strongly moderately a little agree nor little moderately
strongly
disagree
1 2 3 4 5 6 7

| see myself as:

1. _ Extraverted, enthusiastic.

2. _ Critical, quarrelsome.

3. _ Dependable, self-disciplined.

4, _ Anxious, easily upset.

5. o Open to new experiences, complex.
6. _ Reserved, quiet.

7. _ Sympathetic, warm.

8. _ Disorganised, careless.

9. _ Calm, emotionally stable.

10. Conventional, uncreative.

185




Section Three

In this section each item consists of a pair of @tnative statements lettered ‘A’ or ‘B’.

Please select the one statement from each pair whigou more strongly believe to be the case as
far as you are concerned and answer either A or B  as appropriate.

Please select the statement you actually believelie true rather than one which you think you
should choose or the one you would like to be true.

Should you find that you believe both statements aneither one, please select the one you more
strongly believe to be the case.

Please try to respond independently to each item veln making your choice; do not be influenced
by your previous choices.

This is a measure of personal belief and as suchette are no right or wrong answers.

186



Children get into trouble because theiparents punish them too
much.

The trouble with most children nowadays ishat their parents are
too easy with them.
Many of the unhappy things in people’ves are partly due to bad luck.
People’s misfortunes result from #hmistakes they make.
One of the major reasons why we have wars is t@use people
don’t take enough interest in politics.
There will always be wars, no rttgr how hard people try to
prevent them.
In the long run people get the respect theyederve in this world
Unfortunately, an individual’s worth often passes unrecognised no
matter how hard he tries.
The idea that teachers are unfair to studentis nonsense.
Most students don't realise the extent to whickheir grades are
influenced by accidental happenings.
Without the right breaks one cannot be an ééctive leader.
Capable people who fail to become leaders hamet taken
advantage of their opportunities.
No matter how hard you try some people justain't like you.
People who can't get others to like them dontinderstand how to
get along with others.
Heredity plays the major role in determiningone’s personality.

It is one’s experiences in life which determinghat they're like.

| have often found that what is going to hapgn will happen.
Trusting to fate has never turned out as welldr me as making a
decision to take a definite course of action.

In the case of the well prepadlestudent there is rarely if ever such

a thing as an unfair test.

Many times exam questions t&ho be so unrelated to course work
that studying is reallyseless.
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11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Becoming a success is a matter of hard workick has nothing to
do with it.

Getting a good job depends mainly on being irhe right place at
the right time.

The average citizen can have an influence government

decisions.

The world is run by the few people in power, ad there is not
much the little guy can do about.it

When | make plans, | am almost certain that can make them
work.

It is not always wise to plan too far ahead betise many things
turn out to be a mattesf good or bad fortune anyhow.

There are certain people who are just no godo

There is some good in everybody.

In my case getting what | want has little onothing to do with luck.

Many times we might just as well decide what tdo by flipping a
coin.

Who gets to be the boss often depends on whas lucky enough to
be in the right pladest.

Getting people to do the right thg depends on ability, luck has
little or nothing tdo with it.
As far as world affairs are concerned, mogif us are the victims of
forces we can neithenderstand, nor control.
By taking an active part in political and socal affairs the people
can control world evée
Most people don't realise the extent to whbh their lives are

controlled by accidental happenirsg

There is really no such thing as “luck”.

One should always be willing to admit mistees.

It is usually best to cover up one’s mistakes.

It is hard to know whether or not a persomreally likes you.

How many friends you have depends on how nieeperson you are.
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21.

22.

23.

24,

25.

26.

27.

28.

29.

A.

w

In the long run the bad things that hppen to us are balanced by
the good ones.

Most misfortunes are the result of lack of albity, ignorance,
laziness, or all three

With enough effort we can wipe out politial corruption.

It is difficult for people to have much contol over the things
politicians do in offe.

Sometimes | can’t understand how tehers arrive at the grades

they give.
There is a direct conn@n between how | study and the grades |
get.

A good leader expects people to decide finemselves what they

should do.

A good leader makes it clear to evergbly what their jobs are.

Many times | feel that | have little influence over the things that
happen to me.

It is impossible for me to believe that chancer luck plays an
important role in my life.

People are lonely because they don't try tee friendly.

There’s not much use in trying too hard to pleae people, if they
like you, they like you.

There is too much emphasis on athletics irigh school.

Team sports are an excellent way to build charcder.

What happens to me is my own doing.

Sometimes | feel that | don’t have emgh control over the
direction my life is taking.

Most of the time | can’'t understand why pofiicians behave the

way they do.

In the long run the people are resporde for bad government on a
national as well as arlocal level.
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Section Four

| would like you to think of the time since you beame aware that you were likely to
become homeless.

I would like to know how your health has been sincthat time.

Please tell mavhich of the four answers applies most closely tooy.
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1. Been feeling perfectly well and in good health?

Better Same Worse Much worse
since becoming since becoming since becoming since becoming
homeless homeless homeless homeless
2. Been feeling in need of a good tonic?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
3. Been feeling run down and out of sorts?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
4. Felt that you are ill?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
5. Been getting any pains in your head?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
6. Been getting a feeling of pressure or tightne&s your head?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
7. Been having hot or cold spells?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
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8. Lost much sleep over worry?

Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
9. Had difficulty in staying asleep once you are &2
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
10. Felt constantly under strain?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
11. Been getting edgy and bad-tempered?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
12. Been getting scared or panicky for no good reas?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
13. Found everything getting on top of you?
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
14. Been feeling nervous and strung up all the tinte
Not at all No more than Rather more Much more
before becoming since becoming since becoming
homeless homeless homeless
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15. Been managing to keep yourself busy and occugi

More so Same Rather less Much less
since becoming since becoming since becoming since becoming
homeless homeless homeless homeless
16. Been taking longer over the things you do?
Quicker Same Longer Much Longer
since becoming since becoming since becoming since becoming
homeless homeless homeless homeless
17. Felt on the whole you were doing things well?
Better Same Less well Much less well
since becoming since becoming since becoming since becoming
homeless homeless homeless homeless

18. Been satisfied with the way you've carried outour task?

More satisfied Same Less satisfied Much less satisfied
since becoming since becoming since becoming since becoming
homeless homeless homeless homeless
19. Felt you were playing a useful part in things?
More so Same Less useful Much less useful
since becoming since becoming since becoming since becoming
homeless homeless homeless homeless
20. Felt capable of making decisions about things?
More so Same Less so Much less capable
since becoming since becoming since becoming since becoming
homeless homeless homeless homeless
21. Been able to enjoy your day-to-day activities?
More so Same Less so Much less
since becoming since becoming since becoming since becoming
homeless homeless homeless homeless
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Section Five

For the questions in this section | want you to thik about the most stressful experience you have
encountered as a result of being homeless.

This will be different for each individual and | would ask that you
remember what was most stressfulor you about being homeless and think of this when answieg
the questions.

For each question, give the answer that describesWw often you did each thing when you were
dealing with the stress of being homeless.
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[

9

. I just concentrated on what
to do next - the next step

. I try to analyse the problem in
order to understand it better

. | turned to work or another
activity to take my mind off
things.

. | felt that time would make a
difference - the only thing was
to wait.

. I bargained or compromised to

get something positive from
the situation.

. I did something that | didn't
think would work, but at least
| was doing something.

. | tried to get the person
responsible to change his or
her mind.

. | talked to someone to find out
more about the situation.

. | criticised or lectured myself.

10. I tried not to burn my bridges,

but leave things open
somewhat.

Never
did that

N I D R N I

[]

I R O e
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Sometimes
did that

O o o O

[]

I I N e

Often

did that

I I e B A I

[]

[]

I I N e

Always
did that

I I e B A I

[]

[]

I I N e



11. I hoped for a miracle.

12. | went along with fate,

sometimes; | just have bad luck.

13. I went on as if nothing had
happened.

14. | tried to keep my feelings
to myself.

15. I looked for the silver lining, so
to speak; | tried to look on the
bright side of things.

16. | slept more than usual.

17. | expressed anger to person(s)
who caused the problem.

18. | accepted sympathy and
understanding from someone.

19. I told myself things that helped
me feel better.

20. I was inspired to do something
creative about the problem.

21. | tried to forget the whole thing.

22. 1 got professional help.

23. | changed or grew as a person.

Never

did that

O o oo o

O oo o o o o
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Sometimes
did that

O o O O

O o o o o oo

Often

did that

O o O O

O o o o o oo

Always
did that

O o O O

O o o o o oo



24. | waited to see what would
happen before doing anything.

25. | apologised or did something
to make up.

26. | made a plan of action and
followed it.

27. | accepted the next best thing
to what | wanted.

28. | let my feelings out somehow.

29. | felt I had brought the
problem on myself.

30. | came out of the experience
better than | went in.

31. | talked to someone who could
do something concrete about
the problem.

32. | tried to get away from it for a
while by resting or taking a
vacation.

33. | tried to make myself fee
better by eating, drinking,
smoking , using drugs or
medications

34. | took a big chance or did
something very risky to solve
the problem.

Never
did that

o oo o o o O

[]
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Sometimes
did that

o oo o o o O

[]

Often
did that

O O oo o o g 4

[]

Always
did that

O O oo o o oo

[]



35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45,

| tried not to act too hastily
or follow my first hunch.

| found new faith.

| maintained my pride and
kept a stiff upper lip.

| rediscovered what is
important in life.

I changed something so that
things would turn out all right.

| generally avoided being with
people.

| didn't let it get to me; |
refused to think too much
about it.

| asked for advice from a friend |
respected.

| kept others from knowing
how bad things were.

I made light of the situation; |
refused to get too serious
about it.

| talked to someone about how
| was feeling.

Never
did that

I 1 O I I O O e O

1 O

198

Sometimes
did that

O O O 0O 0O 0O 0

[]

[]

Often
did that

O O O 0O 0O 0O 0

[]

[]

Always
did that

DDDDDDD

[]

[]



46.

47.

48.

49,

50.

51.

52.

53.

54.

55.

| stood my ground and fought
for what | wanted.

| took it out on other people.

| drew on past experiences;
I was in a similar situation
before.

| knew what had to be done.

| refused to believe that it had
happened.

| promised myself that things
would be different next time.

I came up with a couple of
different solutions to the
problem.

| accepted it since nothing
could be done.

| tried to keep my feelings from
interfering with other things
too much.

| wish that I could change
what had happened or how
| felt.

Never
did that

L1 O

I I

[]

[]
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Sometimes
did that

O e I e 0 e A e I

[]

[]

Often
did that

O e I e 0 e A e I

[]

[]

Always
did that

O e I e 0 e A e I

[]

[]



56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

I changed something about
myself.

| daydreamed or imagined a
better time or place than the
one | was in.

| wished that the situation
would go away or somehow be
over with.

| had fantasies or wishes about
how things might turn out.

| prayed.

| prepared myself for the
worst.

| went over in my mind what |
would say or do.

| thought about how a person |
admire would handle this
situation and used this as a
model.

| tried to see things from the
other person’s point of view.

| reminded myself of how
much worse things could be.

| jogged or exercised.

Never
did that

[]

I N A I e I e e

[]
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Sometimes
did that

[]

I N A I e I e e

[]

Often

did that

[]

I R I e I e e O

[]

Always
did that

[]

I R I e I e e O

[]



Appendix 5

Questionnaire Answer Keys
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TIPI - Answer Key

Disagree Disagree Disagree Neither Agree a Agree Agree
strongly  moderately a little agree nor little moderately
strongly
disagree
1 2 3 4 5 6 7

Ways of Coping Questionnaire - Answer Key

Never Sometimes Often Always
did that  did that did that  did that
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Appendix 6

Interview Schedule
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Interview Schedule

Q1. How would you describe yourself?

Q2. How did you feel when you realised you woulchbeneless?

Q3 .What effect did this have on you?

Q4. What changed about you?

Q5. What do you consider to be the major diffi@dtand difficult situations you have had to
deal with?

Q6. What do you do to cope with difficult situateon what works for you?

Q7 .What helped you to deal with your situation?

Q8. What would have helped you that you did noefrav
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Appendix 7

Ways of Coping Questionnaire Scales - Correlation Isltrix
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Ways of Coping Questionnaire Scales - Correlation Isrix

Planful
Self Seek Accpting Escape Problem Positive
Confrontive | Distancing | Controlling | Social Support | Responsibility Avoidance Solving reappraisal
confrontive Pearson Correlation 1 235(%) 242(%) 131 -114 265(*%) 349(*%) -.016
Sig. (2-tailed) .021 .018 .204 .270 .009 .000 877
N 96 96 96 96 96 96 96 96
distancing Pearson Correlation .235(*) 1 .330(**) -.145 .186 .332(*%) -.055 -.051
Sig. (2-tailed) .021 .001 .159 .070 .001 594 624
N 96 96 96 96 96 96 96 96
self_controlling Pearson Correlation .242(%) .330(**) 1 085 .336(**) 546(**) 312(*) -131
Sig. (2-tailed) .018 .001 410 .001 .000 .002 205
N 96 96 96 96 96 96 96 96
seek_soc_sup Pearson Correlation 131 -.145 .085 1 -.209(*) .043 .316(*) 112
Sig. (2-tailed) .204 .159 410 .041 679 .002 277
N 96 96 96 96 96 96 96 96
accpt_responsib  Pearson Correlation -114 .186 .336(**) -.209(*) 1 A17(%) .000 -.106
Sig. (2-tailed) 270 .070 .001 041 .000 .998 .303
N 96 96 96 96 96 96 96 96
escape_avoid Pearson Correlation .265(**) .332(*) .546(**) .043 A17(*) 1 .096 - 442(*)
Sig. (2-tailed) .009 .001 .000 679 .000 .353 .000
N 96 96 96 96 96 96 96 96
planful_ps Pearson Correlation .349(*) -.055 .312(*) .316(**) .000 .096 1 .322(*%)
Sig. (2-tailed) .000 .594 .002 .002 .998 .353 .001
N 96 96 96 96 96 96 96 96
pos_reappraisal ~ Pearson Correlation -.016 -.051 -131 112 -.106 - 442(*) .322(**) 1
Sig. (2-tailed) 877 624 205 277 .303 .000 .001
N 96 96 96 96 96 96 96 96

* Correlation is significant at the 0.05 level (2-tailed).
** Correlation is significant at the 0.01 level (2-tailed).
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