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Abstract

Homelessness affects a large and increasing number of families in the United States, and exposure 

to violence and other potentially traumatic events is common among homeless families. It is 

important to understand more about this population and, more specifically, about the relationship 

between youth mental health and caregiver mental health and trauma exposure among homeless 

families, in order to better serve the needs of this vulnerable population. The objective of this 

study is to explore the relationships between caregiver exposure to violence, caregiver depression, 

and youth depression and behavioral problems among homeless families. Preliminary findings 

indicate that among this sample of homeless families, caregiver violence exposure has statistically 

significant relationships with both youth behavioral problems and youth depression symptoms, as 

mediated by caregiver depression. These findings indicate that youth behavioral health is 

associated with caregiver mental health, which, in turn, is associated with caregiver trauma 

exposure. This highlights the importance of taking into account adult mental health while treating 

youth externalizing and internalizing behaviors and ensuring that caregivers, too, have access to 

adequate treatment and supports. Furthermore, this treatment should be trauma informed, given 

the link between trauma and mental health.
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Homelessness affects a large number of families in the United States. According to the U.S. 

Department of Housing and Urban Development (HUD, 2011), on a given night in January 

2010, there were a total of 79,446 homeless families in the nation, encompassing 241,951 

family members. Of these individuals, 79.1% were in shelters, comprising 29.4% of the 

overall population in shelters. Moreover, of the sheltered persons in families, 59.3% are 

children, 31.7% are adult women, and 9.0% are adult men. Of the individuals in homeless 

families, 20.9% were unsheltered, sleeping in public places, abandoned buildings, or other 

unconventional locations. These unsheltered homeless families represent 7.8% of the overall 

unsheltered homeless population. And the numbers of homeless families are rising. Between 

2009 and 2010, the total number of homeless persons in families grew by 1.6%, increasing 

to 241,951 from 238,110. In fact, according to HUD (2011), “the proportion of people who 

used shelters as part of a family rose in every year from 2007 to 2010. In 2010, 30 percent of 

homeless persons were served as part of a family; by 2010 35 percent of homeless persons 

were members of families” (p. 42). Furthermore, there is reason to believe that the number 

of families and children who experience homelessness over the course of the year is far 

higher. According to the Substance Abuse and Mental Health Services Administration 

(SAMHSA, 2011), the National Center on Family Homelessness analyzed data from each of 

the states in 2009 and found that 1.5 million children across the country experience 

homelessness in a year.

Trauma and Mental Health Among Vulnerable Populations

Women who are homeless encounter more danger than those in the general population. 

Many homeless women have experienced violence and abuse as children and adults (Bassuk 

et al., 1996). They are more likely to be exposed to physical violence or sexual assault than 

those who are not homeless. They also face higher rates of victimization than those who are 

in low-income or marginal housing (Kushel, Evans, Perry, Robertson, & Moss, 2003; 

Wenzel, Leake, & Gelberg, 2001). Exposure to violence puts these women at greater risk of 

developing posttraumatic stress disorder (PTSD; Breslau, 2009). Individuals who are 

exposed to trauma are also at greater risk of depression (Breslau, Davis, Peterson, & 

Schultz, 2000).

Women exposed to physical violence are more likely to become clinically depressed than 

those who were not. While living in a shelter may mitigate the ongoing rate of exposure to 

violence among homeless women, the factors that lead to their homelessness may contribute 

to their depressive symptoms (Rayburn et al., 2005). Although most research is geared 

toward women (Huey, Fthenos, & Hryniewicz, 2013; Rayburn et al., 2005; Wenzel, Tucker, 

Elliott, Marshall, & Williamson, 2004), both homeless men and women face the ongoing 

risk of victimization (Padgett & Struening, 1992). Both genders also face the association of 

homelessness with depression (Gory, Ritchey, & Mullins, 1990). In general, economic 

stressors and genetic factors may lead to parental depression (Davidson & Neale, 1998; 

Samuels, Shinn, & Buckner, 2010). African American women from socioeconomically 

disadvantaged communities, for instance, are at an even greater risk of depression than their 

higher income counterparts (Cutrona et al., 2005).
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Rates of depression, PTSD, and substance use are higher in homeless mothers than among 

mothers with housing (Bassuk, Buckner, Perloff, & Bassuk, 1998; Conrad, 1998; Meadows-

Oliver, 2003; Rog, McCombs-Thornton, Gilbert-Mongelli, Brito, & Holupka, 1995). Many 

homeless children, too, have experienced a great deal of trauma, and many of them 

experience behavioral health symptoms. According to the National Center on Family 

Homelessness (2008), 83% of homeless children have been exposed to at least one episode 

of violence by age 12. Homeless children also experience behavioral health symptoms at 

rates far higher than in the general population. As compared to 18% of housed children, half 

of homeless school-age children experience symptoms of depression, withdrawal, or anxiety 

(National Child Traumatic Stress Network Homelessness and Extreme Poverty Working 

Group, 2005).

Indeed, violence, abuse, and other types of trauma have significant effects on the well-being 

and psychological health of those who experience them. A study of adolescents in public 

high schools found that exposure to violence as victims or witnesses was positively 

correlated with psychological trauma, including anxiety, depression, stress, anger, and 

dissociation. There were particularly high rates of symptoms of overall psychological 

trauma among youth affected by home violence, sexual abuse/assault, and previous 

experiences of being threatened, hit, beaten, or mugged (Singer, Anglin, Song, & Lunghofer, 

1995). Exposure to violence has also been found to be positively correlated with depression, 

anxiety, and behavioral problems among a sample of homeless and low-income housed 

children between the ages of 8 and 17 (Buckner, Beardslee, & Bassuk, 2004). Burke, 

Hellman, Scott, Weems, and Carrion (2011), further, found that children in a low-income, 

urban community who were exposed to four or more adverse childhood experiences such as 

neglect and abuse were at increased risk of learning problems and behavior problems.

There are also connections between parent and child experiences of trauma, attachment and 

relationships between parents and children, and child outcomes. Children and their parents 

may react to environmental stressors as well as to one another's reactions (Hammen, Burge, 

& Adrian, 1991). Perpetual exposure to the stress and maternal health impairments 

associated with homelessness can likely interfere with a child's ability to develop coping 

abilities. Gewirtz and Edleson (2007) note that there are lower rates of secure attachment 

among children from high-risk groups (those exposed to more than one risk factor, such as 

abuse, violence, and poverty). Beyond this, insecure attachment is correlated with the risk of 

later emotional and behavioral problems, while secure attachment is associated with the 

child's development of internal regulation. Indeed, Holt, Buckley, and Whelan (2008) 

indicate that “a secure attachment to a non-violent parent or other significant carer has been 

cited consistently in the literature as an important protective factor in mitigating trauma and 

distress” (p. 806). Financial distress and exposure to violence against family members, 

however, are both likely to increase aggressive behaviors in youth (Anooshian, 2005). In 

fact, homeless children often witness acts of violence against their mothers (Anooshian, 

2005). Children who reside in dangerous communities and witness violent acts, moreover, 

may have more positive attitudes about aggression than children living in safer 

neighborhoods (Colder, Mott, Levy, & Flay, 2000).
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Relationships Between Caregiver Depression and Youth Externalizing and 

Internalizing Symptoms

Homeless parents with mental health diagnoses have poorer interactions with their children 

than undiagnosed low-income caregivers (Howard, Cartwright, & Barajas, 2009), and 

mental illness may compromise a caregiver's ability to protect their child from dangers 

associated with homelessness (Coverdale & Turbott, 2000; Gearon & Bellack, 1999).

Caregiver depression, in particular, can have adverse effects on children. There is significant 

evidence that maternal depression can negatively impact children (Mowbray, Bybee, 

Oyserman, Mcfarlane, & Bowersox, 2006; Oyserman, Bybee, & Mowbray, 2002). Mothers 

who are experiencing depression may be less responsive to their children, with tendencies 

toward inconsistency, disorganization, and interactions in which they are negative, anxious, 

and critical (Mowbray et al., 2006). Symptoms of withdrawal, hopelessness, and guilt may 

further contribute to parenting difficulties (Oyserman et al., 2002).

Caregiver depression has been found to be associated with youth behavioral problems and 

depressive symptoms through a number of studies. Gopalan, Dean-Assael, Klingstein, 

Chacko, and McKay (2011) found that 56.6% of 212 caregivers involved in a study of urban 

7- to 11-year-old youth with disruptive behavior disorders reported symptoms of depression 

that reached clinically significant levels. Hammen, Burge, and Adrian (1991) found that 

diagnoses of depression among youth were predicted by stresses in their own lives, maternal 

depression, and interactions between the two. Other studies (Cummings, Keller, & Davies, 

2005; Foster et al., 2008; Kane & Garber, 2009; Marchand, Hock, & Widman, 2002) have 

also noted statistically significant relationships between parental or caregiver depression and 

youth behavioral problems, while some have found that this link is less clear (Knox, 

Burkheart, & Khuder, 2011).

Challenges unique to homelessness can also impair parenting skills. Homeless caregivers 

may have less confidence in their caregiving than low-income parents with housing (Lee et 

al., 2010). Homeless families and youth may also face particular risks related to parenting 

stress, parental depression, and negative parenting practices (Holtrop, McNeil, & McWey, 

2013). However, many at-risk homeless parents are dedicated to their children, in spite of 

the numerous stresses that their families face—and homeless families can be resilient 

(Holtrop et al., 2013).

Method

Data

The data analyzed in this study were drawn from the HIV Out-reach for Parents and Early 

adolescents (HOPE) Family Program (McKay et al., 2010). This was a family-based HIV 

and drug abuse prevention program that assessed early adolescent youth outcomes, adult 

caregiver outcomes, and family-level outcomes. The program targeted pre- and early 

adolescent homeless youth (aged 11–14 years) who resided in shelters with their caregivers 

between 2007 and 2010.
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Recruitment

Convenience sampling was used to recruit participants from 10 of the 70 Tier II shelters 

throughout five New York City boroughs. This method enabled the study to obtain data 

about basic trends in homeless families living together in shelters. Tier II shelters were 

funded by the Department of Homeless Services and managed by not-for-profit and public 

agencies. Families also had to meet requirements for residing in Tier II shelters. These 

shelters can be differentiated from others by the following characteristics: (1) only adult 

caregivers and their children may reside there, (2) families were determined to be shelter 

eligible, meaning that their housing situation has been investigated and they were eligible 

for temporary shelter assistance and help in securing permanent housing, (3) cooking 

facilities were available for residents, and (4) case managers were employed to assist 

families in accessing housing and social service resources. Tier II shelters vary in size, that 

is, approximately 30–100 families might reside in a Tier II shelter.

Sample

The primary focus of this cross-sectional analysis was to examine the relationships between 

caregiver exposure to violence, caregiver depression, and depression and behavioral 

problems of homeless youth. Overall, 248 youth and their caregivers participated in either 

the HOPE Family Program (a multifamily group intervention) or health education based on 

the random assignment of the 10 family shelters involved. This study is based on secondary 

analysis of baseline data collected from 209 youth and their caregivers who were assigned to 

both groups. The youth whose data were used in this study were identified as the first 

children in their families to be registered for the program, and the data for any additional 

children in each family were not examined.

The final sample consisted of 209 youth and 209 caregivers, with no exclusions (total N = 

418). The information for this study is based on questionnaires completed by study 

participants at baseline. Caregivers were predominantly female (91%), with 9% of 

caregivers being male. Youth gender reflected slightly more males (55%) than females 

(45%). Caregiver ages at the beginning of the study ranged from 20 to 58 (M = 37.95, SD = 

6.87). Child ages at the beginning of the study ranged from 9 to 16 (M = 12.32, SD = 1.35). 

Participating caregivers stemmed from differing ethnic backgrounds; of the 173 who 

answered these questions (36 missing), 86% were Hispanic, not Black, 71% were Black, not 

Hispanic, 13% were Black and Hispanic, and 3% were neither. Of the 177 youth answering 

these questions (32 missing), 92% identified as Black, not Hispanic, 57% identified as 

Hispanic, not Black, 24% identified as Black and Hispanic, and 4% identified as neither.

Measures

Caregiver Depression

Caregiver mental health was measured using the Brief Symptom Inventory (BSI; Derogatis, 

1993), which is a shorter version of the Symptom Checklist-90-Revised (Derogatis, 2000; 

Derogatis, Rickels, & Rock, 1976). This is a measure intended for adult subjects aged 17 

and older. Participants rated symptoms experienced during the past week on a 5-point 

Likert-type scale (i.e., 0 representing not at all to 4 representing extremely). For this study, 
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the focus was on the depression subscale, which consists of six questions related to areas 

including “thoughts of ending your life,” “feeling no interest in things,” and “feeling 

hopeless about the future.” The depression subscale of the BSI has good test–retest 

reliability (.84) and internal consistency (α = .85; Derogatis, 1993).

Youth Depression Symptoms

Youth completed a self-report measure, the Children's Depression Inventory (CDI; Kovacs, 

1985, 1992 as cited in Kovacs & MHS Staff, 2003; Masip, Amador-Campos, Gómez-

Benitos, & del Barrio, 2010). They reflected over their experiences from the last 2 weeks to 

complete a 10-item questionnaire with a 3-point Likert-type scale (0 = absence of 

symptomatology 1 = mild symptomatology, and 2 = severe symptomatology). The CDI has 

been widely used for assessing depressive symptoms in childhood and adolescence (Masip 

et al., 2010). Cronbach's α for the measure is good, ranging between .80 and .94 (Saylor, 

Finch, Spirito, & Benett, 1984). Test–retest reliability varies between .83 and .84 (Kovacs, 

1992; Saylor et al., 1984). The HOPE questionnaire included 16 of the 27 items in the CDI, 

with items including “I am sad once in a while/many times/all the time,” I like myself/I do 

not like myself/I hate myself,” and “I do not think about killing myself/I think about killing 

myself but I would not do it/I want to kill myself.”

Exposure to Violence

Caregivers and adolescents completed six of the seven questions that comprise the Exposure 

to Violence Subscale from the City Stress Inventory (Ewart & Suchday, 2002). Self-reports 

were on a Likert-type scale. Participants (both caregivers and youth) rated their responses 

ranging from 0 through 3: never (0), once (1), a few times (2), and often (3). Statements 

included “A family member was attacked or beaten” and “Someone threatened to hurt a 

member of my family.” The complete Exposure to Violence subscale has good internal 

consistency of r = .85. Test–retest reliability for the complete subscale was .75 (Ewart & 

Suchday, 2002).

Child Behavioral Problems

Youth behavioral difficulties were measured through the Strengths and Difficulties 

Questionnaire (SDQ; Goodman, 1997; Goodman, Meltzer, & Bailey, 1998). Caregivers 

rated their children's behaviors on items including, “My child often loses temper” and “My 

child has at least one good friend.” Each answer ranged from 0 to 2. Caregivers completed 

all five subscales of this 25-item measure. The subscales include emotional symptoms, 

conduct problems, hyperactivity/inattention, peer problems, and prosocial behavior. For this 

study, youth behavioral problems were assessed using the total of the conduct problems and 

hyperactivity/inattention subscales. Internal consistency for the full scale is satisfactory (.

73). Average test–retest reliability is .62 (Goodman, 2001).

Race

Caregivers and youth self-identified their ethnic backgrounds by answering the questions 

“Are you Hispanic or Latino?” and “Are you Black?” Based on the answers to these two 
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questions, respondents were broken into the following categories: Black, not Hispanic; 

Hispanic, not Black; Black and Hispanic; and neither.

Age

Caregiver and youth ages were calculated by using the difference between the birth date and 

the first date on which they were interviewed.

Analytic Strategy

Preliminary univariate and bivariate analyses were conducted using IBM SPSS Statistics 20, 

21, and 22. Multivariate relationships were analyzed through Structural Equation Modeling, 

using Amos 22.

Results

Selected Measures

On a measure of exposure to violence, consisting of six questions from the City Stress 

Inventory (Ewart & Suchday, 2002) with a range of 0–6, the mean score of the caregivers 

was 2.68, while the mean score of the youth was 2.52. This indicates that it is common for 

both caregivers and adolescents in these families to have witnessed or experienced multiple 

violent, stressful, potentially traumatic events.

On a measure of caregiver depression, the depression subscale from the BSI, which has a 

range of 0–24, the mean score was 3.89. On a measure of youth depression symptoms, 

consisting of questions from the CDI (range of 0–32), the mean score was 4.44. These 

scores indicate that both caregivers and youth commonly experienced some symptoms of 

depression, but that the average overall rates of depressive symptoms were relatively low.

On a measure representing youth behavioral problems, combining the conduct problems and 

hyperactivity/inattention sub-scales of the SDQ (range of 0–20), the mean score was 5.62. 

Considering that scores of 2 for conduct problems and 5 for hyperactivity/inattention are 

considered to fall within the normal (subclinical) range, this indicates that many caregivers 

in the sample viewed their children as having relatively low levels of behavioral problems. 

However, 36.4% of the youth were rated by their caregivers as having scores of 7 or more, 

indicating that more than one third of the sample had significant behavioral problems, in the 

eyes of their caregivers.

Selected Preliminary Bivariate Analyses

Statistically significant bivariate relationships were found between caregiver violence 

exposure and caregiver depression (r = .22, p < .01), caregiver depression and youth 

depression symptoms (r = .21, p < .01), and caregiver depression and youth behavioral 

problems (r = .36, p < .01). There was also a statistically significant bivariate relationship 

between youth depression symptoms and youth behavioral problems (r = .160, p < .05 level; 

see Table 1).
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Multivariate Model

The fit of the model in Figure 1 was evaluated with Amos 20.0, using a maximum likelihood 

algorithm. A variety of indices of model fit were evaluated. The overall χ2 test of model fit 

was statistically nonsignificant, χ2(2) = 2.26, p < .33. The root mean square error of 

approximation was .025. The p value for the test of close fit was .49. The comparative fit 

index was .993. Modification indices and the standardized root mean square residual could 

not be run, as there were some missing data. The available indices uniformly point toward 

good model fit. Inspection of the residuals revealed no significant points of ill fit in the 

model.

Standardized coefficients appear on each path. All of the path coefficients were statistically 

significant. In other words, caregiver violence exposure has a statistically significant 

relationship with youth behavioral problems and youth depression symptoms, as mediated 

by caregiver depression.

The path from caregiver violence exposure to caregiver depression was positive and 

statistically significant (β = .23, p < .05). The path from caregiver depression to youth 

behavioral problems was also positive and statistically significant (β = .37, p < .05), as was 

the path from caregiver depression to youth depression symptoms (β = .20, p < .05).

The error terms indicate the proportion of unexplained variance in the endogenous variables 

(i.e., they are error variances in standardized form). The variables in the model accounted 

for approximately 14% of the variance in youth behavioral problems and 4% of the variance 

in youth depression. The error terms for youth behavioral problems and youth depression 

were also correlated, and they were not statistically significant.

Discussion

This study implies that youth behavioral health is associated with caregiver mental health, 

which, in turn, is associated with caregiver trauma exposure. This highlights the importance 

of taking into account caregiver mental health while treating youth externalizing and 

internalizing symptoms and ensuring that caregivers, too, have access to adequate treatment 

and supports. Furthermore, this treatment should be trauma informed, given the link between 

trauma and mental health.

Each of these areas points to needs related to the preparation of the social work workforce. 

Social workers serving families and youth—particularly families and youth experiencing 

homelessness and other major psychosocial stressors—should be educated about the links 

between trauma exposure and caregiver, youth, and family outcomes. They should, further, 

be trained in how to provide effective trauma-informed care. These social worker 

professionals and students should also be provided with training and resources related to the 

engagement of caregivers and families, even in cases in which the primary focus is on the 

child. Education about and training in evidence-informed parenting interventions should also 

be more widely included in the professional development of social workers working with 

families and children.

McGuire-Schwartz et al. Page 8

Res Soc Work Pract. Author manuscript; available in PMC 2015 September 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



There are a number of evidence-based interventions for youth who have experienced trauma. 

Forty-two such service approaches are profiled on the website of the National Child 

Traumatic Stress Network (NCTSN, n.d.) as “Empirically Supported Treatments and 

Promising Practices” that are currently being implemented at NCTSN centers. Further, 16 

interventions related to child trauma are currently recognized by the SAMHSA as 

“Evidence-Based Programs and Practices” as part of their National Registry of Evidence-

Based Programs and Practices (SAMHSA, 2013). While not all of the interventions included 

on these lists highlight the importance of working with caregivers and families, a number of 

these interventions do focus explicitly on the child–caregiver relationship as a potential 

source of strength, resilience, and healing in the face of trauma. These include the following: 

Attachment, Self-Regulation, and Competency: A Comprehensive Framework for 

Intervention with Complexly Traumatized Youth, Child and Family Traumatic Stress 

Intervention, Child–Parent Psychotherapy, Combined Parent–Child Cognitive Behavioral 

Therapy (CPC-CBT): Empowering Families Who Are at Risk for Physical Abuse, Parent–

Child Interaction Therapy, Real Life Heroes, Trauma Adapted Family Connections, Trauma 

Affect Regulation: Guide for Education and Therapy, Trauma-Focused CBT (TF-CBT), and 

Trauma Systems Therapy.

Limitations of this study include the following. The sample may not be representative of all 

homeless families. The cross-sectional design of the study makes it impossible to determine 

causation. There may be bias related to the self-reporting of data. In some cases, a subset of 

the questions from a measure or subscale was used; validity and reliability thus may differ 

from those of the complete measure or subscale. Finally, due to missing data and some use 

of post hoc analysis, further research should be conducted to confirm these results.
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Figure 1. 
Multivariate Model *p < .05
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