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a b s t r a c t
Background: Permanent supportive housing (PSH) is the leading inter
vention to end chronic homelessness. Little is
known, however, about gender differences, including potential disparities in physical and mental health and social
support, that might inform services available through PSH.
Methods: This study included 421 homeless adults, at least 39 years old, English- or Spanish-speaking, who were moving
into PSH through 26 different agencies in the Los Angeles area.
Results: Compared with men entering PSH, homeless women (28% of the sample) were younger (p < .01), less likely to
have achieved at least a high school education (p < .05), and had lower incomes (p < .01). Women had more chronic
physical health conditions (p < .01), were more likely to have any chronic mental health condition (odds ratio, 2.5;
p < .01), and had more chronic mental health conditions than men (p < .01). Women had more relatives in their social
networks (Coefficient, 0.79, p < .01) and more relatives who provided support (coefficient, 0.38; p < .05), but also more
relatives with whom they had conflict (coefficient, 0.19; p < .01). Additionally, women were less likely to have case-
workers (coefficient, �0.59; p < .001) or physical and mental health care providers in their networks (coefficient, �0.23
[p < .01]; coefficient, �0.37 [p < .001], respectively). However, after correcting for multiple testing, three outcomes lost
significance: number of chronic physical health conditions, number of relatives who provided any support, and number
of relatives with whom there was conflict.
Conclusions: There is evidence of gender differences in mental health and social support among homeless adults moving
into PSH. PSH cannot be a one-size-fits-all approach. Supportive services within housing should be tailored based on
gender and other individual needs.

� 2017 Jacobs Institute of Women's Health. Published by Elsevier Inc.
Homeless adults are a heterogeneous, vulnerable population
with high rates of morbidity and mortality (Baggett et al., 2013;
Beijer, Wolf, & Fazel, 2012; Fazel, Khosla, Doll, & Geddes, 2008;
Gambatese et al., 2013; Notaro, Khan, Kim, Nasaruddin, &
Desai, 2013). Homeless women represent approximately one-
quarter of the chronically homeless population (Wilkins &
Elliott, 2010), but there has been limited investigation of spe-
cific gender-based differences, which may impact service needs.
The majority of studies comparing both homeless women and
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men in a single sample are dated, with many studies conducted
in the 1980s and 1990s (Benda, 1990; Breakey et al., 1989; Burt
& Cohen, 1989; Crystal & Ladner, 1985; Maurin, Russell, &
Memmott, 1989; North & Smith, 1993; Ritchey, La Gory,
& Mullis, 1991; Somlai, Kelly, Wagstaff, & Whitson, 1998; Stein
& Gelberg, 1995). Much of the more recent literature on home-
lessness and gender has investigated homeless men’s and
women’s health behaviors in gender-segregated samples (Kim,
Ford, Howard, & Bradford, 2010; Stein, Andersen, & Gelberg,
2007; Teruya et al., 2010; Wenzel et al., 2009; Wenzel et al.,
2012), which may limit the comparability of gender experi-
ences across studies (Wenzel, Koegel, & Gelberg, 2000).

Moving chronically homeless individuals into permanent
supportive housing (PSH) is a federal priority (United States
Interagency Council on Homelessness, 2015), and PSH is the
leading intervention for ending homelessness among chronically
d by Elsevier Inc.
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homeless adults (Byrne, Fargo, Montgomery, Munley, & Culhane,
2014; National Alliance to End Homelessness, 2016; Rog et al.,
2014; Smelson et al., 2016). Investigating gender-based differ-
ences within the chronically homeless population has important
implications for ensuring that housing and supportive services
are appropriately tailored to meet the potentially disparate
needs of men and women.

Past literature demonstrates that homeless adults have high
rates of chronic physical (Beijer et al., 2012; Bernstein, Meurer,
Plumb, & Jackson, 2015; Notaro et al., 2013) and mental (Fazel
et al., 2008; Folsom et al., 2005; Lippert & Lee, 2015; Martens,
2001; Stergiopoulos, Dewa, Durbin, Chau, & Svoboda, 2010;
Strehlau, Torchalla, Li, Schuetz, & Krausz, 2012) health condi-
tions, and that there are disparities in homeless men’s and
women’s health. In studies from the 1980s, homeless women
were more likely than men to report a mental health condition
(Breakey et al., 1989; Crystal & Ladner, 1985); however, there are
discrepancies in the literature regarding gender differences in
mental health symptoms, with one relatively recent study
reporting no significant differences (Edens, Mares, & Rosenheck,
2011) and another study finding that women were significantly
more likely to report mental health symptoms (Hwang et al.,
2009). The literature also describes homeless women as being
frailer and having more physical health problems than homeless
men (Breakey et al., 1989; Salem et al., 2013).

The number and quality of social relationships decreases a
person’s morbidity and mortality by promoting positive health
behaviors, improving mental health, and acting as a form of
prevention (Umberson & Montez, 2010; Yang et al., 2016), even
“beyond the effects of housing status” (Johnstone, Parsell, Jetten,
Dingle, & Walter, 2016, p. 421) as demonstrated by an Australian
longitudinal study from homelessness through housing
(Johnstone et al., 2016). Moreover, social support from service
providers and relatives increases housing stability among
formerly homeless individuals (Calsyn & Winter, 2002), and
stable housing promotes health and well-being (Burgard,
Seefeldt, & Zelner, 2012; Rog et al., 2014; Wright, Vartanian, Li,
Royal, & Matson, 2016).

Social support from relatives and service providers is an
important factor in positively impacting a homeless person’s
physical (Hwang et al., 2009; LaGory, Ritchey, & Fitzpatrick, 1991)
andmental health (Bates & Toro, 1999; Hwang et al., 2009; Irwin,
LaGory, Ritchey, & Fitzpatrick, 2008; LaGory et al., 1991). Previ-
ously, it has been found that homeless women are more likely to
have contact with relatives (Bates & Toro, 1999; Breakey et al.,
1989; Maurin et al., 1989; Ritchey et al., 1991) and have more
social support (Bates & Toro, 1999; Lam & Rosenheck, 1999) than
homeless men. Among formerly homeless individuals living in
housing, relatives were the largest component of social support
for individuals (Henwood et al., 2015). Given accumulating
research on the profound influence of social networks on health
and well-being (Umberson & Montez, 2010; Yang et al., 2016),
further research investigating gender differences in social net-
works and support among homeless persons entering PSH must
be conducted to determine if there are disparities that need to be
addressed to improve PSH residents’ well-being.

Homelessness histories and income, which may also impact
health and social relationships, may be subject to gender dis-
parities. With the exception of one study (Edens et al., 2011), it
has been found that women’s lifetime homelessness duration is
less than men’s (Calsyn & Morse, 1990; Gelberg & Linn, 1992;
North & Smith, 1993; Ritchey et al., 1991), and chronic home-
lessness may contribute to increased morbidity and mortality
(Martens, 2001). Additionally, the longer people are homeless,
the smaller their social networks, and thereby the less social
support they may have (Bates & Toro, 1999; Calsyn & Morse,
1991; Lam & Rosenheck, 1999). Early research found that
homeless womenwere more likely than men to receive financial
benefits (Crystal & Ladner, 1985); this study included young
women, however, and income may differ depending on whether
women have custody of minor children. Additionally, these
findings should be considered in light of general population data
that continue to indicate lower earnings among women relative
to men (Bureau of Labor Statistics, 2016).

Through survey data collected from a cohort of homeless
women and men moving into PSH, this study seeks to under-
stand gender-based health and key social network and support
differences. Given that much of the previous research investi-
gating gender differences is dated, often does not include men
and women in the same study, does not focus on persons
entering PSH, or has other limiting characteristics, the findings of
this study will inform the potential need for gender-tailored
housing and supportive services for homeless persons moving
into PSH.

Methods

The study presented here uses baseline data that were
collected as part of a longitudinal study investigating the health
and social network changes of homeless adults transitioning
into PSH in the Los Angeles area (Wenzel, 2014). Chronically
homeless adults apply for PSH in LA County through the
Coordinated Entry System (CES) with the aid of a housing or
social service agency staff member. The CES uses the Vul-
nerability IndexdService Prioritization Decision Assistance Tool
(VI-SPDAT) and then matches clients to available PSH units
based on the VI-SPDAT score and the housing voucher (United
Way of Greater Los Angeles, n.d.). Clients have higher VI-SPDAT
scores if they report a chronic health condition, physical or
mental disability, being HIV-positive, and/or substance abuse
(United Way of Greater Los Angeles, 2016).

Between August 2014 and October 2015, staff members at 26
housing/social service provider agencies in Los Angeles County
referred homeless clients who were preparing to move into PSH.
Referrals occurred via one of four methods: 1) with the client’s
permission, a partner agency staff member provided the inter-
ested client’s name and contact information to the project
manager, 2) an interested client called the project manager
directly after being given the contact information by a partner
agency staff member, 3) a partner agency staff member and the
client contacted the project manager together, or 4) potentially
eligible clients were approached at agencies during large lease-
up or other move-in related events.

All interested clients of the partner agencies were screened
for study eligibility by a trained study member. Clients were
eligible for participation if they were at least 39 years old
(turning 40 during their study participation), spoke English or
Spanish, were currently homeless, were moving into PSH
without minor children, and were moving into housing within
20 miles of downtown Los Angeles. A geographic exception was
made for Long Beach, because there are many homeless adults,
services, and housing programs in the Long Beach area of Los
Angeles County. Eligibility screenings occurred over the phone or
in person. The age of 39 (thereby turning 40 during the course of
the study) minimum was chosen to reduce variability owing to
differing developmental stages within the life course, and fits the
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generativity versus stagnation stage of Erik Erikson’s Eight Ages
of Man theory, which tends to begin around age 40 (Erikson,
1963; McLeod, 2013; Slater, 2003).

A little more than one-half of those persons we screened for
study eligibility were referred to us by staff at partnering
agencies (51.0%). Unfortunately, our partnering agencies were
unable to collect refusal rates among their prescreened eligible
clientele. We were able to track refusals for respondents
recruited at move-in or lease-up events (49.0% of those persons
screened for eligibility), during which 20 people refused to
complete a screener. This is a refusal rate of 6.6% among persons
approached for participation by our study staff during lease-up
and other move-in related events. During the study recruit-
ment period, 599 persons at partnering agencies and at move-in
or lease-up events completed eligibility screeners, and 63 were
screened as ineligible (10.5%). Of the remaining 536 people who
were initially deemed eligible, we were able to schedule and
complete baseline interviews with 472 (15 persons scheduled
interviews, but did not show up and could not be rescheduled;
49 could not be contacted after completing the screener). Addi-
tionally, 51 persons who screened eligible and completed the
baseline interview were subsequently excluded from the study:
1 person moved from one PSH location to another housing
location and therefore was not homeless, 1 person withdrew
after completing her baseline interview and before moving into
housing, 1 person passed away before he moved into housing,
and 48 people did not move into PSH within 3 months after our
study recruitment period. This resulted in a final baseline sample
of 421 participants.

The study sample is very similar to the overall population of
homeless individuals who moved into PSH in the same zip codes
and during the same time as our sample, in terms of age and
race/ethnicity, although a lesser proportion of our sample is
women (28% vs. 33%) and a greater proportion of our sample are
veterans (30% vs. 11%; Los Angeles Homeless Services Authority,
2016).

Interviewers obtained informed consent from study partici-
pants in English or Spanish. The study was approved by the
University of Southern California’s Institutional Review Board
and received a Certificate of Confidentiality from the U.S.
Department of Health and Human Services.

Each participant was asked to complete a total of four inter-
viewsdbaseline (between 3 months before or up to 5 days of
moving in), and at 3, 6, and 12 months from the move-in date.
This paper focuses solely on the baseline data. Each interviewer-
administered interview took approximately 1.5 hours to com-
plete and occurred at a housing agency, public space, or the
participant’s apartment. Interviewswere conducted in English or
Spanish, depending on the participant’s preferred language; 4.3%
of baseline interviews were conducted in Spanish. Responses
were collected on an iPad through Qualtrics survey software for
the questionnaire and a social network data collection app
designed by the study team (Rice, 2011). Participants received
$20 for their completion of the baseline interview.

The social network portion of the interview asked partici-
pants to identify (by first name or nickname only) the people
with whom they interacted in the past 3 months in person, via
phone, email, written notes or letters, text messaging, or social
media. The participant provided demographic information for
each person (or “alter” in the terminology of social network
science) who was nominated, and was asked to identify char-
acteristics of their relationships with these people, and the alters’
social support provided to the participant.
Measures

Demographic characteristics (i.e., race and ethnicity, military
service, lifetime duration of literal homelessness, and income
from all legal sources in the past 30 days) were assessed using
items adopted or adapted from previous research by the authors
(Rice, 2011; Wenzel, 2005, 2009). The achievement of a high
school education or GED was assessed with an item adapted
from the California Health Interview Survey (2014).

With an item adapted from the National Health Interview
Survey (National Center for Health Statistics, 2014) and response
options informed by Bassuk, Buckner, Perloff, and Bassuk (1998),
Hwang (2001), and the National Health Care for the Homeless
Council (2011), participants were asked which chronic physical
(e.g., diabetes, arthritis, cancer, HIV) and mental (e.g., schizo-
phrenia, posttraumatic stress disorder [PTSD], bipolar disorder)
health diagnoses they had ever received. For analyses, an indi-
cator was created for any chronic mental health diagnosis and
any chronic physical health diagnosis. However, owing to the
high prevalence of chronic conditions, we also present the sum
of the total number of physical and mental chronic conditions,
respectively. An indicator of having at least “good” health was
created based on a participant’s response to an item adapted
from the Short Form-12 (Ware, Kosinski, & Keller, 1996). Past
month symptoms of PTSD and other mental health symptoms
were assessed with the four-item Primary Care-PTSD screener
(Prins et al., 2003) and the Modified Colorado Symptom Index
(MCSI; Conrad et al., 2001), respectively. Participants met the
criteria for experiencing past month PTSD symptoms if they
endorsed at least three of four statements (Prins et al., 2003); we
present the proportion of those whomet the criteria. The MCSI is
an assessment of psychological symptoms with a score range
from 0 to 56, with higher scores indicating more symptoms and
greater frequency of symptoms; a score of at least 16 indicates
psychiatric disability (Boothroyd & Chen, 2008; Conrad et al.,
2001).

Social network items have been used in previous studies
(Green, Tucker, Golinelli, & Wenzel, 2013; Rhoades et al., 2011;
Rice, 2011; Tucker et al., 2009). Participants identified which
alters were relatives, caseworkers or other agency staff, physical
health care providers, and mental health providers. We oper-
ationalized social support as someone who participants felt
emotionally close to, felt they could confide in, provided them
with resources (i.e., tangible supportdfood, money, clothes,
shelter), and who gave them advice or information. “Any sup-
port” is defined as endorsing at least one of the aforementioned
types of support. We also asked about conflict in terms of whom
they had unpleasant disagreements with or made them angry/
upset in the past 3 months.

Analysis

Stata 13.0 (StataCorp, College Station, TX) was used to
conduct univariable (i.e., t tests and c2 tests for demographic
characteristic differences, and regressions for unadjusted
models) and multivariable analyses. Multivariable logistic and
linear regressions were used to identify potential gender differ-
ences in health and social network characteristics, while con-
trolling for the following demographic characteristics: age, race/
ethnicity (Black is the reference group), veteran status, having at
least a high school education, lifetime duration of literal home-
lessness, and past 30-day income. For the social network ana-
lyses, network size (i.e., the number of alters in one’s network)
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was also included as a control variable. These independent var-
iables were included to better understand if gender itself has a
unique and statistically significant association with each of the
outcomes, controlling for the potential influence of other char-
acteristics that may differ by gender.

This study included 421 homeless adults who completed the
baseline interview. For this paper, three participants who iden-
tified as transgender were removed from the analyses because of
the small size of this subgroup, resulting in an analytic sample
size of 418 for most variables. Three additional participants
refused to complete the social network inventory; as such, the
social network analyses have a sample size of 415.

Results

As reported in Table 1, women comprised 28% of the study
sample andwere on average approximately 2 years younger than
themen in the study. The majority of both men andwomenwere
Black. Women were significantly less likely than men to have
achieved at least a high school education, and they reported $143
less income from all sources on average in the past 30 days than
their male peers. More men than women reported being a vet-
eran of military service (38.5% vs. 10.3%), and men were literally
homeless for about 2.5 years longer during their lifetimes than
women (6.7 vs. 4.3 years).

Univariable results show significant differences between
women and men on a number of health and social network and
support variables, findings that remained after controlling for
demographic characteristics in multivariable analyses. Multi-
variable analyses adjusting for the demographic characteristics
(Table 1) show that women were 2.5 times as likely as men to
have any chronic mental health condition and also were diag-
nosed with more chronic mental health conditions than men.
There were no significant gender differences in diagnoses of at
least one chronic physical health condition. Women, however,
had a greater number of diagnosed chronic physical health
conditions than men.

Although average network size was about the same (i.e., 7.7
for women and 7.8 for men), there were several significant social
network differences between homeless women and men
entering PSH. Women had more alters who were relatives, and
more relatives in their networks who provided any support, as
well as relatives with whom they had conflict. Women had fewer
alters in their networks who were caseworkers or agency staff
members, and fewer whowere health care providers for physical
or mental health.

To correct for multiple testing, we conducted a Bonferroni-
Holm minimum p test, which is a closed testing method that is
less conservative than Bonferroni correction. Through this test,
three outcomes lost their significance: the number of chronic
physical health conditions, the number of relatives who provided
any support, and the number of relatives with whom there was
conflict.

Discussion

To the best of our knowledge, this is the first study to inves-
tigate gender differences in social support and health among
homeless men and women entering PSH. Although the majority
of men and women had chronic physical or mental health con-
ditions, homeless women entering PSH seemed to be even less
healthy than their male peers, as illustrated by greater numbers
of chronic physical and mental health diagnoses.
Consistent with the larger population of chronically homeless
adults (Wilkins & Elliott, 2010), approximately one-quarter of our
sample were women. Although gender differences in de-
mographic and background characteristics were not a focus of
this paper, our findings revealed some notable similarities and
dissimilarities to previous studies investigating gender differ-
ences among homeless men and women. Several of our findings,
such as those that womenwere younger, less likely to bemilitary
veterans, and experienced a shorter duration of lifetime literal
homelessness are similar to those reported from research con-
ducted in the 1980s and 1990s (Breakey et al., 1989; Calsyn &
Morse, 1990; Gelberg & Linn, 1992; North & Smith, 1993;
Ritchey et al., 1991). However, our findings differed in some
ways from past studies. Breakey et al. (1989) and Burt and Cohen
(1989) found homeless women to have less income and educa-
tion than homeless men, whereas we found the opposite. Our
findings suggest that homeless women may be more vulnerable
than their male counterparts. The lower income among women,
albeit at a level of poverty for bothmen andwomen in this study,
may reflect the persistent income disparity in the larger popu-
lation (Bureau of Labor Statistics, 2016). Moreover, differences in
eligibility criteria (e.g., age minimum) may explain these dis-
crepancies partly.

In addition to differences in income and education, other
findings suggest increased vulnerability of homeless women as
compared with homeless men. Women were more likely to
report a greater number of chronic physical health condition
diagnoses than men. In line with previous research (Breakey
et al., 1989; Crystal & Ladner, 1985), we did find that women
were more likely than men to report the diagnosis of a chronic
mental health condition, though there are no statistically sig-
nificant gender differences in current mental health symptoms
(similar to the findings of Edens et al. [2011]). One possible
explanation, which cannot be explored with the current data, is
that women may be more likely to receive a diagnosis of a
chronic health condition because societal scripts dictate that it is
more socially acceptable for women to seek mental health and
physical health care than men (Afifi, 2007; Green & Pope, 1999;
Smith, Braunack-Mayer, & Wittert, 2006). However, the signifi-
cant barriers faced by homeless women and men in accessing
health care might negate a tendency for women to receive di-
agnoses for chronic conditions.

Women also reported fewer caseworkers and health care
providers with whom they had contact of any kind in the pre-
vious 3 months. This finding may reflect that more of the women
than men had a single service provider who met multiple needs
or that women were dissatisfied with their service providers,
although there would be no reason to expect these to be more
likely among women than men. Given the greater level of
chronic physical andmental health needs amongwomen relative
to men, the more limited availability of caseworkers and service
providers in women’s networks even during a 3-month period is
nevertheless a concern that deserves additional investigation.

Homeless women in this study were more likely than
homeless men to report relatives as members of their social
networks, a finding similar to previous studies (Bates & Toro,
1999; Breakey et al., 1989; Maurin et al., 1989). Relationships
with family members in this context were not unequivocally
positive, however. Women reported greater numbers of relatives
who provided support but they also reported greater numbers of
relatives with whom they had conflict. That the women in this
sample had more social support than men is consistent with a
similar, prior American study (Bates & Toro, 1999), but unlike the



Table 1
Gender Differences in Demographics, Homelessness and Housing, Economic and Service Characteristics, Physical and Mental Health, and Social Networks and Support

Men Women Unadjusted Likelihood of
Women Reporting Each
Dependent Variable

Adjusted Likelihood of
Women Reporting Each
Dependent Variable

n ¼ 301 (72.0%) n ¼ 117 (28.0%)

Demographics % (n) % (n) Test statistic
Age mean (SD) 55.13 (7.53) 52.85 (7.27) 2.80** –

Race/ethnicity 1.98 –

Black 57.58 (171) 52.99 (62) –

White 24.58 (73) 23.08 (27) –

Hispanic/multiracial/
other race

17.85 (53) 23.93 (28) –

At least high school
education

80.40 (242) 69.23 (81) 5.98* –

Veteran 38.54 (116) 10.26 (12) 31.72*** –

Lifetime duration of
literal homelessness,
years mean (SD)

6.70 (7.36) 4.32 (5.14) 3.21** –

Income in past 30 days, $
mean (SD)

637.25 (476.44) 494.16 (454.88) 2.80** –

Physical health and mental
health dependent
variables

% (n) % (n) OR/Coefficient and 95% CI OR/Coefficient and 95% CI

Any diagnosed physical
chronic health
condition

88.04 (265) 94.02 (110) 2.13 (0.92–4.94) 1.62 (0.66�4.00)

No. of physical chronic
health conditions
mean (SD)

2.40 (1.69) 2.89 (1.95) 0.49 (0.11�0.87)* 0.55 (0.15�0.94)**y

Any diagnosed chronic
mental health
condition

69.44 (209) 84.62 (99) 2.42 (1.38�4.23)** 2.48 (1.36�4.53)**

No. of chronic mental
health conditions
mean (SD)

1.99 (1.89) 2.65 (1.96) 0.66 (0.25�1.07)** 0.65 (0.24�1.06)**

Experienced PTSD
symptoms in past
month

51.16 (154) 49.57 (58) 0.94 (0.61�1.44) 0.83 (0.52�1.34)

MCSI mental health
symptoms in past
month score (scale
range: 0–56; higher
number, more
frequent symptoms)
mean (SD)

20.82 (12.96) 23.14 (12.31) 2.31 (�0.42 to 5.05) 0.88 (�1.88 to 3.63)

Self-rated good health
(excellent, very good,
good)

45.00 (135) 36.75 (43) 0.71 (0.46�1.10) 0.78 (0.49�1.24)

Men n ¼ 298 (71.8%) Women n ¼ 117 (28.2%)

Social networks and social
support dependent
variables

Mean (SD) Mean (SD) OR/Coefficient and 95% CI OR/Coefficient and 95% CI

Total no. of alters 7.74 (4.08) 7.68 (5.47) �0.07 (�1.04 to 0.90) –

No. of alters who were
relatives

1.76 (2.10) 2.56 (2.80) 0.80 (0.30 to 1.29)** 0.79 (0.33–1.25)**

No. of alters who were
case workers/agency
staff

1.33 (1.28) 0.74 (1.39) �0.60 (�0.88 to �0.32)*** �0.59 (�0.86 to �0.32)***

No. of alters who were
health care providers

0.40 (0.61) 0.16 (0.64) �0.24 (�0.37 to �0.11)*** �0.23 (�0.37 to �0.10)**

No. of alters who were
mental health care
providers

0.53 (0.77) 0.19 (0.51) �0.34 (0.49 to �0.19)*** �0.37 (�0.52 to �0.22)***

No. of alters who
provided any
support

4.58 (3.36) 4.64 (3.75) 0.07 (�0.68 to 0.82) �0.11 (�0.90 to 0.68)

No. of alters who had
conflict with

0.98 (1.74) 1.16 (1.18) 0.19 (�0.15 to 0.53) 0.17 (�0.19 to 0.53)

No. of relatives who
provided any
support

1.23 (1.61) 1.66 (2.28) 0.43 (0.04–0.82)* 0.38 (0.01–0.76)*y

No. of relatives who had
conflict with

0.23 (0.57) 0.46 (0.75) 0.23 (0.09–0.36)** 0.19 (0.05–0.33)**y

Abbreviations: MCSI, Modified Colorado Symptom Index; PTSD, posttraumatic stress disorder.
*p < .05, **p < .01, ***p < .001.

y No longer significant after the Bonferroni-Holm minp test.
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findings in a large Canadian study of homeless adults in which
therewere no gender differences (Hwang et al., 2009). Given that
social integration and the quality of relationships are key to
health and well-being (Umberson & Montez, 2010; Yang et al.,
2016), women’s relative advantage to men in having more fa-
milial connections may be offset by the conflictual aspects of
those connections.

Limitations

We note several study limitations. Mental and physical
chronic health conditions were self-reported and therefore could
have been either underreported or overreported. However,
research has shown that homeless adults are reliable in their
health care utilization reports (Hwang, Chambers, & Katic, 2016).
Regarding social networks, participants were asked to nominate
alters with whom they had contact during the 3 months before
the interview. It is possible that the 3-month timeframe did not
adequately represent provider contacts, or that women or men
may have been in contact with providers who they did not
think to report in their social networks. We have no reason to
expect, however, that underinclusion or overinclusion of pro-
viders would have occurred differentially for women and men.
Although the study sample was a large cohort of homeless
women and men entering PSH through 26 different agencies in
Los Angeles, it is not necessarily representative of all homeless
adults moving into PSH within Los Angeles City or County. Our
study sample furthermore consists of homeless adults entering
PSH as individuals and is therefore not representative of home-
less adults moving into PSH with children. An additional limi-
tation with respect to understanding the representativeness of
the sample is that the 26 PSH agencieswere unable to track client
refusals to participate in our study among their clientele moving
into housing.

Implications for Practice and/or Policy

Consistent with the PSH model to tailor services to meet in-
dividuals’ needs (Burt, 2004; Byrne et al., 2014; Rog et al., 2014),
housing and supportive services for homeless people should not
have a one-size-fits-all approach (Busch-Geertsema, 2005).
Subsisting through the extreme conditions of homelessness,
both men and women experience resource deprivation and poor
health that should be addressed in the context of stable housing.
As demonstrated in this study, there are nonetheless differences
between men and women in terms of income, education, mental
and physical health, and social resources that should be
addressed either more intensively or differently among men and
women to enable equal opportunities to achieve well-being in
PSH. Initiatives within PSH might include enhanced efforts to
connect women to all of the public benefits to which they are
entitled, and efforts to inquire about and fulfill any educational,
vocational, and employment goals to enhance monthly income
through social enterprise (Ferguson, 2007), for example.

Social relationships, including ties with caseworkers and
health care providers, can positively impact health and well-
being (Umberson & Montez, 2010; Yang et al., 2016). Support
from relatives and agency staff or health care providers might be
a fruitful area to be further developed and encouraged in in-
terventions for homeless persons moving into housing (Busch-
Geertsema, 2005; Calsyn & Winter, 2002; Henwood et al.,
2015), particularly for homeless women (Tucker et al., 2009).
Even if familial relationships are complex and potential sources
of conflict, they are typically the largest support group and
represent a resource for formerly homeless persons in housing
(Henwood et al., 2015). Positive social ties, including with pro-
viders, could potentially be enhanced through peer-based pa-
tient navigation programs (Enard & Ganelin, 2013). Furthermore,
positive social relationships could be leveraged to assist formerly
homeless persons in accessing services and in improving one’s
health and well-being in housing (Hwang et al., 2009). Although
family reunification assistance is predominantly aimed at
women with young children, further research to bolster familial
ties and resolve conflicts for older men and women is warranted.

Evidence thus far indicates that permanent housing and
accompanying supportive services may significantly reduce
formerly homeless persons’ unmet physical and mental health
care needs, improve residents’ perceived health quality (Wright
et al., 2016), and their well-being, quality of life, and housing
retention (Gilmer, Stefancic, Ettner, Manning, & Tsemberis, 2010;
Tsemberis & Eisenberg, 2000; Wright et al., 2016). Enhance-
ments, as necessary, based on gender may be critical to consider
when designing programs to promote the health and well-being
of all homeless persons entering PSH.

Conclusions

The findings of this paper suggest that homeless women
entering PSH are more vulnerable than men in terms of having
fewer financial resources and lower educational status, greater
physical and mental health needs, and fewer caseworkers and
health care providers in their social networks. Women have an
advantage relative to men in having more supportive familial
ties, but advantages may be offset by conflict in those relation-
ships. Health care and supportive service providers within PSH
should consider these gender differences when tailoring services
to meet the needs and enhance the well-being of homeless
persons entering PSH.
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