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Predictors of
Perceived Health Status of

Tuberculosis-Infected Homeless

Adeline Nyamathi
Jill Berg

Tonia Jones
Barbara Leake

This study examines the predictors of perceived health status among homeless adults with latent
tuberculosis (TB) in Los Angeles, especially in relation to gender differences. Total, 415 men and
women enrolled in a TB-adherence trial completed baseline assessments concerning health sta-
tus. Results indicated that women were more likely than men to report being in fair or poor health
and to have experienced health problems. More women than men self-reported daily drug use
and poor mental health. Homeless women were also more likely than their male counterparts to
receive support from non–drug-users. Homeless adults who reported fair or poor health were
also more likely than those who reported better health to have used injection drugs, to report
experiencing depressive symptoms and poor mental health, and to have been homeless more than
3 years. Predictors of fair or poor health included being female and experiencing more
depressive symptoms.

Keywords: homeless; tuberculosis; gender; health status; drug use

In 2002, 15,078 tuberculosis (TB) cases were reported in the United
States, second only to AIDS as a life-threatening disease (Centers for Disease
Control & Prevention, 2002). The vast majority of these cases originated in
large urban centers such as Los Angeles, New York City, and Washington,
D.C. (California Department of Health Services, 2000), environments where
homeless individuals are most likely to find refuge. Homeless persons are

896

Western Journal of Nursing Research, 2005, 27(7), 896-910

Adeline Nyamathi, A.N.P, Ph.D., F.A.A.N., Audrienne H. Moseley Endowed Chair in
Community Health Research and Professor, University of California, Los Angeles,
School of Nursing; Jill Berg, R.N., Ph.D., Assistant Professor, University of California,
Los Angeles, School of Nursing;Tonia Jones, R.N., M.S.N., F.N.P.-C., Doctoral Student,
University of California, Los Angeles, School of Nursing; Barbara Leake, Ph.D., Senior
Statistician, University of California, Los Angeles, School of Nursing.

DOI: 10.1177/0193945905278385
© 2005 Sage Publications



particularly vulnerable to both latent TB infection and active disease by vir-
tue of their congregate living arrangements and lifestyles that include high
risk behaviors such as use of injection drugs and other substances (D’Amore,
Hung, Chiang, & Goldfrank, 2001; Gelberg et al., 1997; Raoult, Foucault, &
Brouqui, 2001). Homeless individuals are more likely to have chronic physi-
cal and mental health problems (Gelberg et al., 1997; Kushel, Vittinghoff, &
Haas, 2001), which may further enhance their vulnerability to this disease.
Outreach efforts to this population are especially difficult given the lack of a
permanent address or phone. The decision to seek out care is based, among
other things, on individuals’own perceptions about the gravity of their condi-
tion. Although perceived health has face validity and serves as a predictor of
health outcomes, it is not clear how psychological status, risk behaviors, and
the myriad challenges associated with homelessness influence health percep-
tion, particularly when a positive diagnosis of TB infection has already been
made.

PREDICTORS OF PERCEIVED HEALTH STATUS

Perceived health status has been used successfully to assess global health
among individuals with HIV, cancer, and cardiac conditions (Avis et al.,
1996; Bjordal & Kaasa, 1992; Ringdal & Ringdal, 1993; Smith, Shelley, &
Dennerstein, 1994; Wu et al., 1991). Perceived health incorporates patients’
perspective about their health status; it also reliably predicts morbidity and
mortality (Franks, Gold, & Fischella, 2003). Although a number of studies
have examined predictors of perceived health status in the general popula-
tion (Bailis, Segall, & Chipperfield, 2003; Franks et al., 2003; Subramanian,
Kim, & Kawachi, 2002), there is only limited research examining perceived
health among homeless adults, and what is available is dated. For example,
the early work of Ropers and Boyer (1987) found that the most important
predictors of perceived health status, as rated poorly by homeless individu-
als, were the presence of a chronic condition, sustained depression, and
symptomatology related to significant alcohol use. Later studies support
these findings: White, Tulsky, Dawson, Zolopa, and Moss (1997) reported
that homeless individuals with physical or mental health problems were
three times more likely than the general population in the United States to
rate their health as fair or poor. Wojtusik and White (1998), and Reichenbach,
McNamee, and Seibel (1998) also found that in the 37% to 50% of homeless
persons self-rating health as fair and poor, most had physical and mental
health problems. African Americans in particular report lower health status
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than Whites (Kington & Smith, 1997) as well as lower levels of well-being
(Schulz et al., 2001).

The influence of gender on self-rated health has also been acknowledged
as a topic of study. In general, women have poorer self-rated health than men
in the general population (Franks et al., 2003). Women use a broader assess-
ment base to form their opinion of self-rated health than men (Benyamini,
Leventhal, & Leventhal, 2000). For example, women have lower self-rated
health as compared to their male counterparts when there are emotional
aspects of the disease or when there are limitations in functional status (Gon-
zalez, Chapman, & Leventhal, 2002). Although women in the general popula-
tion have poorer self-rated health, homeless women are reported to have more
health problems, more symptoms, and to use health services more often than
homeless men (Stein, Andersen, Koegel, & Gelberg, 2000; Stein & Gelberg,
1997). Some of the research on self-rated health has focused on an elderly
population and has linked self-rated health with mortality (Benyamini et al.,
2000); reporting that mortality is linked more with men’s report of poor
health in contrast with women’s reports of poor health. In the homeless pop-
ulation, self-reported poor health has been studied less frequently, and thus
no conclusions about mortality can be made. It may be important to assess
self-rated health status of homeless women in treatment for any health prob-
lem because this may represent an opportune time for intervention.

Although TB is a health problem reported by participants in the study by
Wojtusik and White (1998), latent TB is unaccompanied by physical symp-
toms and may not be acknowledged as a true health problem by the carrier of
latent TB. Even without any symptoms, knowing that an illness lies dormant
in his or her body may have an impact on perceived health. It is important to
investigate the perceptions of individuals with latent disease, especially if
the disease poses a public health risk, as is the case with TB. Self-rated
health as fair or poor has also been associated with premature discontinua-
tion of medication (Buist et al., 2000); understanding the links between the
homeless persons’ characteristics and their perceived health status may pro-
vide justification for programs targeted to enhance health status and
medication adherence.

PURPOSE

The purpose of this study is to examine the predictors of perceived health
status among homeless adults with latent TB in Los Angeles, especially in
relation to gender differences. The research questions of interest were to
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determine the strength of the predictive ability of age and other selected
demographic characteristics, history of past and current drug and alcohol
use, depressive symptoms, mental health status, type of social support, and
regular source of care on perceived health status. In addition, the predictors
of perceived health status in relation to gender were also assessed.

DESIGN

This study represents baseline assessments of homeless participants
engaged in a randomized clinical trial of an intervention designed to assess
completion of TB chemoprophylaxis among homeless adults. Participants
were randomized into a nurse case-managed program versus a standard
program.

SAMPLE AND SETTING

The intervention study was conducted from 1997 to 2002 in 12 homeless
shelters in the skid row area of Los Angeles with a convenience sample of
331 homeless men and 84 homeless women. Homeless adults were consid-
ered eligible if they met the following criteria: (a) aged 18 to 55 years and (b)
had no self-reported history of being protein purified derivative-positive or a
previous history of completing a TB treatment program. Persons older than
the age of 55 were eligible for screening if they reported risk-activation fac-
tors for active TB such as injection drug use or had immune-compromising
diseases. Homeless adults were notified of the study via flyers that were
posted in their place of residence. These flyers provided the phone number
and address of the clinic where the research nurses were situated. A total of
17 participants older than the age of 55 were enrolled into the study, the old-
est age being 66 years of age. Experienced research nurses and outreach
workers conducted interviews with all participants in a private room at the
medical clinic where the intervention study operated. Of the 546 eligible for
the study, 415 agreed to participate.

Sociodemographic Factors

The mean age of the overall sample was 41.1 years (SD = 8.6); with 80%
being male. No significant age differences were observed between men and
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women in the sample (41 years vs. 40 years; Table 1). Women were more
likely to have been recruited from drug recovery (p < .001). No ethnic differ-
ences were observed. The majority of the sample was African American
(81%) with fewer Latinos (9%) or Whites (7%). Most of the participants
were unemployed (87%) and single (59%).

As displayed in Table 1, women were more likely than their male coun-
terparts to report being in fair or poor health (33% vs. 17%, respectively; p <
.001) and to be in an intimate relationship (43% vs. 24%, respectively; p <
.001). No significant gender differences were found in terms of history of
incarceration (55% vs. 63%). No differences were found in sociodemo-
graphic characteristics when analyzed by fair or poor health (data not
shown) except for education. Homeless adults reporting fair or poor health
were less educated than their counterparts reporting better health (11.7 years
vs. 12.2 years; p < .01). Findings in Table 2 revealed these homeless adults

900 Western Journal of Nursing Research

TABLE 1: Sociodemographic Characteristics by Gender (n = 415)

Female (n = 84) Male (n = 331)

M SD M SD

Age 40.4 8.7 41.2 8.5
Education 12.0 2.0 12.1 1.8

n % n %

Race
African American 67 79.8 274 82.8
White 7 8.3 22 6.7
Latino 7 8.3 30 9.1
Other 3 3.6 5 1.5

Martial status
Single 45 53.6 200 60.4
Married 9 10.7 18 5.4
Divorced, widowed, or separated 30 35.7 113 34.1

Homeless site**
Homeless shelter 48 57.1 275 83.1
Residential drug recovery 36 42.9 56 16.9

History of incarceration 46 54.8 209 63.1
Fair or poor health** 28 33.3 55 16.6
Health problems* 18 24.0 37 13.3
Intimate relationship** 36 42.9 80 24.2

*p < .05; chi-square test for gender difference.
**p < .001; chi-square test for gender difference.



in fair or poor health were also more likely to report a regular source of care
compared to those reporting better health (51% vs. 39%; p < .05).

METHODS

Instruments

Many of the instruments used in this study had been pilot tested using
focus group format to determine sensitivity to the population being tested
and clarity (Nyamathi & Lewis, 1991; Nyamathi, Leake, & Gelberg, 2000),
and all have been previously tested among homeless populations, the major-
ity of whom were African American and Latino adults (Nyamathi et al.,
2000; Nyamathi, Stein, Dixon, Longshore, & Galaif, 2003). Sociodemo-
graphic characteristics including age, ethnicity, education, time homeless,
marital status, and history of incarceration were assessed in a structured
questionnaire that included the instruments described below.

Risk behaviors. Drug and alcohol use was assessed with a revised version
of the Texas Christian University drug history form (Simpson & Chatham,
1995). This questionnaire has been tested with men and women with a
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TABLE 2: Behavioral Relationships by Fair or Poor Healtha (n = 415)

Fair or Poor Health

Yes (n = 332) No (n = 83)

n % n %

History of alcohol dependency 47 58.0 155 47.1
Daily alcohol use 15 18.1 52 15.6
Ever used injection drug use* 25 30.1 65 20.0
Daily use of serious drugs 30 36.1 87 26.2
Sex for money or drugs 9 10.8 20 6.0
Regular source of care* 42 51.2 128 38.6
Sixteen or more depressive symptoms** 53 63.9 156 47.0
Social support from non-drug users 44 53.0 197 59.3
Poor mental health** 52 62.7 153 46.1

a. compared to good, very good, and excellent health.
*p < .05; chi-square test for gender difference.
**p < .01; chi-square test for gender difference.
***p < .001; chi-square test for gender difference.



history of drug addiction, prostitution, and homelessness. It records the fre-
quency of use of 16 drugs by injection or other means during the past 6
months and also elicits information about lifetime use (1 = no and 2 = yes).
Drugs assessed are heroin, street methadone, other opiates, cocaine, crack,
methamphetamine and other amphetamines, inhalants, marijuana or hashish,
hallucinogens, tranquilizers, barbiturates, other sedatives, designer drugs,
and alcohol and nicotine. Injection drug use was defined as any use of drugs
by injection, regardless of frequency, during the past 6 months (recent) and
lifetime. Test-retest reliability for daily narcotic use and abstinence is in the
acceptable range of .63 to .71 (Anglin et al., 1996). Objective measures of
drug use were not obtained as they only provide relatively short-term evi-
dence of drug use. Our research team collected hair samples in a previous
study of homeless women, and we found reasonable concurrence between
self-report and objective evidence of cocaine use (Nyamathi, Leake,
Longshore, & Gelberg, 2001).

The CAGE (cut down, annoyed, guilty, eye opener) questionnaire was
administered to assess persons with a high likelihood of alcohol dependence
or abuse. Four yes-no CAGE questions assess whether the individual has
ever tried cutting down on drinking, has ever been annoyed by criticism
regarding drinking, felt guilty about drinking, or needed an eye opener in the
morning. Cronbach’s alpha for the CAGE instrument in this sample was .81.
Injection drug use was defined as any use of drugs by injection, regardless of
frequency, during the past 6 months and over the lifetime.

Perceived health status. An individual item inquiring about participants’
perceived physical health measured perceived health status. Respondents
were asked to rate their general health on a 5-point Likert-type scale from
excellent to poor. This item has been used in a number of health surveys as a
valid overall indicator of physical health (Aday, 1994); it was also used as
part of the health assessment in the RAND medical outcomes study (Ware &
Sherbourne, 1992). To compare with norms in other populations, health sta-
tus was dichotomized to fair or poor health versus better health.

Social support from non–drug user. Social support was measured by five
items used in the RAND course of homelessness study (Burnam & Koegel,
1989). These items elicited information about how often respondents had
friends, family, or partners available to (a) have a good time with, (b) provide
them with food or a place to stay, (c) listen to them talk about themselves or
their problems, (d) accompany them to an appointment to provide moral sup-
port, and (e) show their love and care. Participants were asked to respond to
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these five items first for their substance-using sources of support and then
again for their non–substance-using support sources. Responses were scored
on a 5-point Likert-type scale ranging from (1) none of the time to (5) all of the
time. Those without any identified source of support were assigned a score of
1. The original 19-item instrument demonstrated high convergent and
discriminant validity and internal consistency reliability coefficients ranging
from .91 to .97 for the two subscales (Sherbourne & Stewart, 1991). Means of
the 5 items were computed for substance-using and non–substance-using
support sources (subject peer) and used to form two scales measuring level of
support from friends, family, and partners who did or did not use alcohol and
drugs. Internal consistency for the two scales, as measured by Cronbach’s
alpha, was .93 for support from substance users and .97 for support from
nonsubstance users.

Health care access and use. Items inquiring about whether homeless par-
ticipants had a regular source of care within the past 6 months assessed health
care access and use. They were also asked if they had received veteran bene-
fits or insurance, using a yes-no response format.

Psychological profile. The presence of depressive symptoms was mea-
sured by the Center for Epidemiological Studies Depression scale (CES-D;
Radloff, 1977). The instrument is a 20-item scale that measures frequency of
symptoms on a 4-point continuum and has been validated for use in the
homeless. Each item measures the frequency of a symptom on a 4-point
response scale from 0 to 3. Examples of CES-D items are I felt depressed and
I felt fearful. Responses from each item are summed to yield a total score
ranging from 0 to 60. Scores of 16 or higher indicate possible clinical depres-
sion (Radloff, 1977; Wong, 2000). Cronbach’s alpha for the overall CES-D
scale was .85.

Emotional well-being. Emotional well-being was measured by the mental
health index (MHI-5; Stewart, Hays, & Ware, 1988). For each of the five
items of the MHI-5, responses on a 6-point scale range from all of the time to
none of the time. The MHI-5 has well-established reliability and validity and
has been shown to detect significant psychological disorders including major
depression, general affective disorders, and anxiety disorders (Berwick et al.,
1991). Cronbach’s alpha in this sample was .84. Mean-item scale scores were
computed and linearly transformed to a 0 to 100 range to evaluate them in
terms of an established clinical cutpoint. Higher scores indicate greater emo-
tional well-being.
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Procedure

After the study was described and written informed consent obtained as
approved by the Human Subjects Protection Committee, potential partici-
pants were provided appointments for an interview. Persons were excluded
from the study if during the interview, they demonstrated cognitive impair-
ment such as active hallucinations or stupor. Once determined as eligible for
the study, trained nurses and outreach workers administered and completed
the baseline questionnaire based on the participants’ responses.

DATA ANALYSIS

Descriptive analysis consisted of frequencies and percentiles and means
and standard deviations, depending on the distribution of the data. Variables
were also examined for outliers and for normality when appropriate. Per-
ceived Health Status was collapsed into dichotomous variables for purposes
of comparison to other studies and population norms. Differences in cate-
gorical sociodemographic and behavioral characteristics between males and
females and between those with poor or fair health versus better health status
were examined by chi-square and Fisher’s exact tests. Similar differences in
continuous variables were assessed with independent sample t tests.

Logistic regression analyses were used to assess the independent effect of
gender on fair or poor health among homeless persons with latent TB.
Potential covariates in the regression model included variables that were
associated with fair or poor health and gender at the .10 level in bivariate
analyses and thus might confound the relationship between gender and
health. Other potential covariates were variables that were associated with
fair or poor health alone, to better understand avenues for health screening
and intervention among homeless women. Based on preliminary analysis,
depression symptomatology scores were not dichotomized for regression
modeling; further age was dichotomized at the upper quartile to control for
the known effects of older age on health. Stepwise backward regression and
forward logistic regression techniques were used to produce a parsimonious
model for fair or poor health status and help to avoid problems with
multicollinearity and overfitting. Multicollinearity was examined and not
found to be a problem with the variables used in the regression model.
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RESULTS

Risky Drug and Sexual Behavior

Homeless women were more likely than their male counterparts to self-
report a history of alcohol dependency (63% vs. 46%; p < .01) as well as
daily use of serious drugs (37% vs. 26%; p < .05; Table 3). In terms of sexual
behavior, women were more likely than men to report sex for money and
drugs. No gender differences were noted in reports of having a regular
source of care.

Homeless adults reporting fair or poor health were more likely to report
lifetime use of injection drug use as compared to homeless adults reporting
better health (30% vs. 20%; p < .05; Table 2).

Psychosocial Relationships

Homeless women were more likely to report poor mental health com-
pared to their male counterparts (60% vs. 47%; p < .05; Table 3). Approxi-
mately 40% of homeless women reported receiving support from non-
substance users compared to 18% of men (p < .001). Homeless persons
reporting fair or poor health were more likely to report depressive symptoms
and poor mental health than those reporting better physical health.

November 2005, Vol. 27, No. 7 905

TABLE 3: Behavioral or Mental Health Relationships by Gender (n = 415)

Female (n = 84) Male (n = 331)

n % n %

History of alcohol dependency** 50 62.5 152 46.1
Daily alcohol use 19 22.6 48 14.5
Ever used injection drug use 21 25.0 69 20.9
Daily use of serious drugs* 31 36.9 86 26.0
Sex for money or drugs*** 16 19.1 13 3.9
Regular source of care 36 42.9 134 40.6
Has 16 or more depressive symptoms 50 59.6 159 48.0
Social support from non-drug users*** 32 39.5 153 17.6
Poor mental health* 50 59.6 155 46.8

*p < .05; chi-square test for gender difference.
**p < .01; chi-square test for gender difference.
***p < .001; chi-square test for gender difference.



Predictors of Fair or Poor Health Status

Logistic regression analysis revealed that women had 2.5 times (odd
radio [OR]: 2.50; 95% confidence interval [CI] 1.36, 4.30; p = .002) greater
odds of reporting fair or poor health than men (data not shown). Persons
who reported scores of 16 or greater on the CES-D were also more likely to
report fair or poor health (OR: 1.06; 95% CI 1.03, 1.08; p = .02) than those
who did not report depressive symptoms. Homeless persons who were older
(OR: 1.84; 95% CI 1.04, 3.25; p = .04) and reported a history of being incar-
cerated (OR: 1.80; 95% CI 1.03, 3.14; p = .04) were also more likely to
report fair or poor health than their counterparts not reporting these
characteristics.

DISCUSSION

This study looked at the predictors of self-rated health status among
homeless adults in Los Angeles, especially with regard to gender. The sam-
ple was relatively homogeneous, age 41 years old, African American, and
unemployed. Similar to the findings of others, we found no differences in
self-rated health when examining ethnicity and employment but found that
those who were homeless 3 or more times were more likely to report poorer
health (Gonzalez et al., 2002; White et al., 1997; Wojtusik & White, 1998).
We also found that women in our study were more than 2 times as likely to
report fair to poor health status.

According to other reports in the literature, in the general population,
women are more likely than men to report poor health status (Franks et al.,
2003). African American women in particular appear to be at increased risk
for poor health status and poor health outcomes (Cunningham, Hays, Bur-
ton, & Kington, 2000). Homeless persons are more likely to report poor
health status when compared with those who are housed (Nyamathi et al.,
2000). Other characteristics that are associated with persons reporting poor
health status include alcohol and drug use, depression, and chronic health
problems (Nyamathi et al., 2003). The women in our sample who reported
having a fair or poor health status were also more likely to report having a
history of alcohol dependency, prostitution, daily drug use, depressive
symptoms, and poor mental health. These findings are consistent with the
literature that reveals that women tend to use drugs and alcohol to overcom-
pensate negative feelings about being engaged in risky or immoral behavior
(Cooper, Frone, Russell, & Mudar, 1995). Other studies revealed that
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women were more likely to abuse any prescription drug, including narcotic
analgesics and minor tranquilizers (Simoni-Wastila, Ritter, & Strickler,
2004); they were also more likely to report injection drug use at an earlier
age and a history of borrowing needles than their male counterparts (Evans
et al., 2003). We found that receiving social support from non–drug-using
peers did not have an impact on self-rated health. This lack of relationship
between social support from non–drug users and perceived health status is
interesting as previous research has shown that social support has a positive
influence of risk reduction behavior (Neaigus et al., 1994). Our previous
research has also shown that social support may not always be used, even
when available (Nyamathi, Flaskerud, Leake, & Chen, 1996). These findings
continue to point to the need to understand the sources of support available to
drug-using women and barriers to using such support by these women.

Homeless women who are at great risk for poorer health outcomes may
need specialized programs. Nyamathi and associates (2000) reported that
women living on the streets need comprehensive services that target a vari-
ety of needs. Swigart and Kolb (2004) acknowledged that fear of child cus-
tody issues for some homeless women may deter them from being screened
for TB at a women’s homeless shelter. These two examples address the need
for services that are directed to women and the concerns that homeless
women may face. Access to convenient multiservice health related pro-
grams may provide the opportunity to address neglected health screening
and preventive programs (Stein et al., 2000). These efforts may include out-
reach and case management services as these components have been identi-
fied as being critical components of improved access to health care for
homeless people (Cousineau, 1997). Another novel approach may include
mobile medical outreach services (Nuttbrock, Rosenblum, Magura, &
McQuiston, 2003). Any and all services needed should be tailored to meet
the needs of the individual.

Our findings revealed that individuals having a regular source of care
were more likely to rate their health as fair or poor. Those with identified
chronic illnesses seek health care more often than others without identified
health problems. Those with identified health problems acknowledge their
health status as fair or poor. Wojtusik and White (1998) reported that 70% of
their sample of homeless adults in San Francisco had at least one chronic ill-
ness and 50% of the sample rated their health as fair or poor. Other significant
predictors of reporting poor health status included age, access to regular
health care, a history of incarceration, and depression.

Several of the limitations of this study include its cross-sectional design
and the fact that the CES-D is a screening tool for depression rather than a
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diagnostic tool for depression. This sample reflects a western United States
sample that may be very different from homeless adults in other parts of the
United States. This study provides a better understanding the predictors of
health status among homeless adults, with a particular focus on gender.

NOTE

1. This study was funded by the National Institute on Drug Abuse, DA11145.

REFERENCES

Aday, L. A. (1994). Health status of vulnerable populations. Annual Review of Public Health, 15,
487-509.

Anglin, M. D., Longshore, D., Turner, S., McBride, D., Inciardi, J., & Predergast, M. (1996).
Studies of the functioning and effectiveness of treatment alternatives to street crime (TASC)
programs. Los Angeles: University of California—Los Angeles, Drug Abuse Research
Center.

Avis, N. E., Smith, K. W., Hambleton, R. K., Feldman, H. A., Selwyn, A., & Jacobs, A. (1996).
Development of the multidimensional index of life quality: A quality of life measure for car-
diovascular disease. Medical Care, 34, 1102-1120.

Bailis, D. S., Segall, A., & Chipperfield, J. G. (2003). Two views of self-rated general health sta-
tus. Social Science & Medicine, 56, 203-217.

Benyamini, Y., Leventhal, E. A., & Leventhal, H. (2000). Gender differences in processing infor-
mation for making self-assessments of health. Psychosomatic Medicine, 62, 354-364.

Berwick, D. M., Murphy, J. M., Goldman, P. A., Ware, J. E., Jr., Barsky, A. J., & Weinstein, M. C.
(1991). Performance of a five-item mental health screening test. Medical Care, 29, 169-176.

Bjordal, K., & Kaasa, S. (1992). Psychometric validation of the EORTC Core Quality of Life
Questionnaire, 30-item version and a diagnosis-specific module for head and neck cancer
patients. Acta Oncologica, 31, 311-321.

Buist, D. S., LaCroix, A. Z., Black, D. M., Harris, F., Blank, J., Ensrud, K., et al. (2000). Inclusion
of older women in randomized clinical trials: Factors associated with taking study medication
in the fracture intervention trial. Journal of the American Geriatric Society, 48, 1126-1131.

Burnam, M. A., & Koegel, P. (1989). The course of homelessness among the seriously mentally
ill. Unpublished manuscript.

California Department of Health Services. (2000). Report on tuberculosis in California. Retrieved
June 5, 2004, from http://www.applications.dhs.ca.gov/pressreleases/store/pressreleases/
02-09.html

Centers for Disease Control and Prevention. (2002). Tuberculosis morbidity among U.S.-born
and foreign-born populations—United States, 2000. Morbidity and Mortality Weekly Report,
51, 101-104.

Cooper, M. L., Frone, M. R., Russell, M., & Mudar P. (1995). Drinking to regulate positive and
negative emotions: A motivational model of alcohol use. Journal of Personality & Social
Psychology, 69, 990-1005.

908 Western Journal of Nursing Research



Cousineau, M. R. (1997). Health status of an access to health services by residents of urban
encampments in Los Angeles. Journal of Health Care for the Poor and Underserved, 8, 70-
82.

Cunningham, W. E., Hays, R. D., Burton, T. M., & Kington, R. S. (2000). Health status measure-
ment performance and health status differences by age, ethnicity, and gender: Assessment in
the medical outcomes study. Journal of Health Care for the Poor and Underserved, 11, 58-
76.

D’Amore, J., Hung, O., Chiang, W., & Goldfrank, L. (2001). The epidemiology of the homeless
population and its impact on an urban emergency department. Academy of Emergency Medi-
cine, 8, 1051-1055.

Evans, J. L., Hahn, J. A., Page-Shafer, K., Lum, P. J., Stein, E. S., Davidson, P. J., et al. (2003).
Gender differences in sexual and injection risk behavior among active young injection drug
users in San Francisco (the UFO study). Journal of Urban Health, 80, 137-146.

Franks, P., Gold, M. R., & Fischella, K. (2003). Sociodemographics, self-rated health, and mor-
tality in the U.S. Social Science & Medicine, 56, 2505-2514.

Gelberg, L., Panarites, C., Morgenstern, H., Leake, B., Andersen, R., & Koegel, P. (1997). Tuber-
culosis skin testing among homeless adults. Journal of General Internal Medicine, 12, 25-
33.

Gonzalez, J. S., Chapman, G. B., & Leventhal, H. (2002). Gender differences in the factors that
affect self-assessments of health. Journal of Applied Biobehavioral Research, 7, 133-155.

Kington, R. S., & Smith, J. P. (1997). Socioeconomic status and racial and ethnic differences in
functional status associated with chronic diseases. American Journal of Public Health, 87,
805-810.

Kushel, M. B., Vittinghoff, E., & Haas, J. S. (2001). Factors associated with the health care utili-
zation of homeless persons. Journal of the American Medical Association, 285, 200-206.

Neaigus, A., Friedman, S. R., Curtis, R., Des Jarlais, D. C., Furst, R. T., Jose, B., et al. (1994). The
relevance of drug injectors’ social and risk networks for understanding and preventing HIV
infection. Social Science & Medicine, 38, 67-78.

Nuttbrock, L., Rosenblum, A., Magura, S., & McQuiston, H. (2003). Broadening perspectives on
mobile medical outreach to homeless people. Journal of Health Care for the Poor and
Underserved, 14, 5-16.

Nyamathi, A., Flaskerud, J., Leake, B., & Chen, S. (1996). Impoverished women at risk for
AIDS: Social support variables. Journal of Psychosocial Nursing & Mental Health Services,
34, 31-39.

Nyamathi, A., Leake, B., & Gelberg, L. (2000). Sheltered versus nonsheltered homeless women
differences in health, behavior, victimization, and utilization of care. Journal of General
Internal Medicine, 15, 565-572.

Nyamathi, A., Leake, B., Longshore, D., & Gelberg, L. (2001). Reliability of homeless women’s
reports: Concordance between hair assay and self-report of cocaine use. Nursing Research,
50, 165-171.

Nyamathi, A. M., & Lewis, C. E. (1991). Coping of African American women at risk for AIDS.
Women’s Health Issues, 1(2), 53-62.

Nyamathi, A. M., Stein, J. A., Dixon, E., Longshore, D., & Galaif, E. (2003) Predicting positive
attitudes about quitting drug and alcohol use among homeless women. Psychology of Addic-
tive Behaviors, 17, 32-41.

Radloff, S. (1977). The CES-D scale: A self-report depression scale for research in the general
population. Applied Psychological Measurement, 1, 385-401.

Raoult, D., Foucault, C., & Brouqui, P. (2001). Infections in the homeless. Lancet, 1, 77-84.

November 2005, Vol. 27, No. 7 909



Reichenbach, E. M., McNamee, M. J., & Seibel, L. V. (1998). The community health nursing
implications of the self-reported health status of a local homeless population. Public Health
Nursing, 15, 398-405.

Ringdal, G. I., & Ringdal, K. (1993). Testing the EORTC Quality of Life Questionnaire on can-
cer patients with heterogeneous diagnoses. Quality of Life Research, 2, 129-140.

Ropers, R. H., & Boyer, R. (1987). Perceived health status among the new urban homeless.
Social Science & Medicine, 24, 669-678.

Schulz, A. J., Israel, B. A., Parker, E. A., Lockett, M., Hill, Y., & Wills, R. (2001). The east side
village health worker partnership: Integrating research with action to reduce health dispari-
ties. Public Health Reports, 116, 548-557.

Sherbourne, C. D., & Stewart, A. L. (1991). The MOS social support survey. Social Science &
Medicine, 32, 705-714.

Simoni-Wastila, L., Ritter, G., & Strickler, G. (2004). Gender and other factors associated with
the nonmedical use of abusable prescription drugs. Substance Use & Misuse, 39, 1-23.

Simpson, D., & Chatham, L. (1995). TCU/DATAR forms manual. Fort Worth, TX: Texas Chris-
tian University, Institute of Behavioral Research.

Smith, A. M., Shelley, J. M., & Dennerstein, L. (1994). Self-rated health: Biological continuum
or social discontinuity? Social Science & Medicine, 39, 77-83.

Stein, J. A., Andersen, R. M., Koegel, P., & Gelberg, L. (2000). Predicting health services utiliza-
tion among homeless adults: A prospective analysis. Journal of Health Care for the Poor and
Underserved, 11, 212-230.

Stein, J. A., & Gelberg, L. (1997). Comparability and representativeness of clinical homeless,
community homeless, and domiciled clinic samples: Physical and mental health, substance
use, and health services utilization. Health Psychology, 16, 155.

Stewart, A. L., Hays, R. D., & Ware, J. E., Jr. (1988). The MOS Short-Form General Health Sur-
vey: Reliability and validity in a patient population. Medical Care, 26, 724-735.

Subramanian, S. V., Kim, D. J., & Kawachi, I. (2002). Social trust and self-rated health in U.S.
communities: A multi-level analysis. Journal of Urban Health, 79(Suppl. 1), S21-S33.

Swigart, V., & Kolb, R. (2004). Homeless persons’ decisions to accept or reject public health
disease-detection services. Public Health Nursing, 21, 162-170.

White, M. C., Tulsky, J. P., Dawson, C., Zolopa, A. R., & Moss, A. R. (1997). Association
between homeless and perceived health status among the homeless in San Francisco. Journal
of Community Health, 22, 271-281.

Ware, J. E., & Sherbourne, C. D. (1992). The MOS 36-item Short-Form Health Survey (SF-36):
I. Conceptual framework and item selection. Medical Care, 30, 473-483.

Wojtusik, L., & White, M. C. (1998). Health status, needs, and health care barriers among the
homeless. Journal of Health Care for the Poor Underserved, 9, 140-152.

Wong, Y. L. (2000). Measurement properties of the Center for Epidemiologic Studies Depres-
sion Scale in a homeless population. Psychological Assessment, 12, 69-76.

Wu, A. W., Rubin, H. R., Mathews, W. C., Ware, J. E., Jr., Brysk, L. T., Hardy, W. D., et al. (1991).
A health status questionnaire using 30 items from the medical outcomes study: Preliminary
validation in persons with early HIV infection. Medical Care, 29, 786-798.

910 Western Journal of Nursing Research




