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BACKGROUND AND OBJECTIVES: Youth who are homeless with adult family members comprise 37%
of the US homeless population, yet mental health among this group has not yet been well
described. We aimed to compare the risk of suicidality, and factors that may protect against
it, between family-homeless and nonhomeless youth.

abstract

METHODS: We used cross-sectional data, representing 62 034 eighth- to 12th-graders,

to estimate the adjusted odds ratio (aOR) of emotional distress, self-injury, suicidal
ideation, and attempted suicide in the past 12 months for youth who experienced family
homelessness in the past 12 months compared with housed youth, controlling for
covariates. We then tested whether developmental assets moderated these outcomes.
RESULTS: Four percent (n = 4594) of youth (mean age 14.9 years) were homeless with an

adult family member. Among these, 29.1% (n = 1317; aOR: 2.52, 95% confidence interval
[CI] 2.34–2.69) reported self-injury, 21% (n = 940; aOR: 2.30, 95% CI: 2.14–2.48) reported
suicidal ideation, and 9.3% (n = 416; aOR: 3.24, 95% CI: 2.91–3.60) reported suicide
attempts. Developmental assets decreased the odds of these outcomes for all youth but
were less protective for homeless youth.

CONCLUSIONS: Youth experiencing recent family homelessness are at higher risk of suicidality

than their nonhomeless peers, suggesting homelessness itself as a marker of risk. Factors
that protect emotional health are less impactful among youth experiencing recent family
homelessness. Thus, interventions among homeless youth may need to address social
determinants of health such as stable housing and adversity in addition to developmental
assets.
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WHAT’S KNOWN ON THIS SUBJECT: Youth who are
homeless are at risk for problems with health and
behavior, but no studies have compared the risk of
suicide or risk and protective factors for emotional
health between youth in family-homeless and familyhoused contexts.
WHAT THIS STUDY ADDS: The risk of suicide and
other emotional health problems is increased
among youth who have experienced family
homelessness, and though developmental assets
reduce this risk, they are less protective than for
housed youth.
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ARTICLE

In 2013, nearly 2.5 million youth
were homeless in the United States.
These youth are at an increased
risk of physical and mental health
problems.1 Overwhelming negative
experiences that are associated with
homelessness in early childhood
can threaten brain development,
learning, and lifelong health.2 We
know less about outcomes for
older youth who are homeless with
their families, despite there being
evidence about negative outcomes
in unaccompanied homeless
adolescents. For example, although
suicide is the second leading cause
of death among people aged 10 to
24 years in the United States,3 it is
the leading cause of death among
unaccompanied homeless youth.4
These youth also have a lifetime
prevalence of major depression that
is almost twofold the prevalence
among housed youth.5 Although
mental health and suicide are highly
prevalent among unaccompanied
homeless and runaway youth, less
is known about youth who are
homeless with their families.

Children in families that are homeless
are a distinct subgroup of homeless
individuals, differing in many ways
from unaccompanied youth as well
as single adults.6,7 Family-homeless
youth constitute 37% of the overall
homeless population8 and make
up the fastest-growing group of
homeless persons in the United
States.9 However, this population
is often overlooked in terms of
research and intervention. Authors
of a recent systemic review found
that there are currently no evidencebased programs or practices to
address family homelessness and its
consequences (eg, whether providing
stable housing, positive family
supports, and/or trauma-informed
mental health services influences
child outcomes for the better).10
One way to better meet the needs
of families and youth experiencing
homelessness is to understand which
factors influence which risks in this
2

population compared with housed
youth to best target and tailor future
intervention efforts.
Factors that positively influence
behavior and development can
mitigate negative emotional
health outcomes in high-risk
children, including those who have
experienced family homelessness.6
We do not yet know how these
so-called developmental assets11
(such as social competency, selfesteem, school connectedness,
empowerment, parent
connectedness, and academic
orientation) impact emotional
health outcomes for youth who have
experienced family homelessness
compared with those who have not.
We aimed to characterize the risk of
emotional distress and suicidality
among youth affected by family
homelessness. We hypothesized
that these negative outcomes would
be more common in the context of
family homelessness compared with
nonhomelessness, controlling for
sociodemographic covariates, and
that developmental assets would be
more protective for homeless youth
than housed youth.

METHODS
Study Design and Subjects
Data came from the 2013 Minnesota
Student Survey (MSS), a statewide
survey of 113 197 fifth, eighth,
ninth and 11th graders attending
Minnesota public schools (exclusive
of students in juvenile detention
centers and alternative learning
centers). All public school districts
were invited to take part; 280 out of
334 districts in the state participated
(84%). Parents were notified of the
survey administration and could
decline consent to participate;
most youth participated but actual
response rates are not kept. The
data collection was anonymous.
Additional details about MSS
administration and data-validation

procedures are discussed
elsewhere.12– 14
 Fifth graders were
not asked about their housing status
and were excluded from the analysis.
The remaining sample included
62 034 students from eighth, ninth,
and 11th grades. The University
of Minnesota Institutional Review
Board determined that this analysis
was exempt from review because of
the use of existing anonymous data.

Measures

Family Homelessness
We classified recent family
homelessness among based on
adolescents’ responses to the
following dichotomous question:
“During the past 12 months, have
you stayed in a shelter, somewhere
not intended as a place to live,
or someone else’s home because
you had no other place to stay?”
Youth who answered “Yes, I was
with my parents or an adult family
member” were categorized as having
experienced family homelessness15
(for the purposes of this study and
its hypotheses, youth who answered
“Yes, I was on my own without any
adult family” were excluded from
analyses).

Emotional Distress

The MSS included the Global
Appraisal of Individual Needs–
Short Screener (GAIN-SS),16 which
consists 5 items (range 0–5; α = .80;
eg, “During the last 12 months,
have you had significant problems
with feeling very trapped, lonely,
sad, blue, depressed or hopeless
about the future?”) to assess
the risk of emotional-behavioral
problems. Higher scores on the
GAIN-SS reflect a greater risk of
internalizing disorders in need of
formal assessment and intervention.
A score of 3 or more was defined as
a “high level of emotional distress”
as recommended by the GAIN-SS
developers.16
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TABLE 1 Sample Characteristics
Demographics
n (%)
Sex, n (%)
Male
Female
Grade, n (%)
8
9
11
Race, n (%)
White
Black, African, or African
American
Hispanic
Asian American
American Indian
Mulitracial or unknown
Free school lunch, n (%)
School location, n (%)
Metropolitan
Nonmetropolitan
Emotional health outcomes,
n (%)
High emotional distress
(last 12 mo)
SIB
Suicidal ideation
Suicide attempt
Developmental assets, mean
[SD]
Positive identity
Social competency
Empowerment
Academic orientation
Positive teacher
High parent
connectedness, n (%)

Family-Homeless
Adolescents

Nonhomeless
Adolescents

P

aORa (95% CI)

4594 (4.1)

108 603 (95.9)

<.0001
<.0001

—

2522 (54.9)
2072 (45.1)

53 307 (49.1)
55 296 (50.9)
<.0001

—
—
—
—
—

1956 (42.6)
1663 (36.2)
975 (21.22)

37 681 (34.70)
37 312 (34.4)
33 610 (31)

2687 (59.3)
342 (7.6)

81 683 (76)
4812 (4.5)

—
—

516 (11.4)
432 (9.5)
116 (2.6)
416 (9.2)
2055 (45.5)

7319 (6.8)
5279 (4.9)
1166 (1.1)
7077 (6.6)
26 617 (24.8)

—
—
—
—
—

2319 (50.5)
2275 (49.5)

56 289 (51.8)
52 314 (48.2)

1884 (42)

28 417 (26.6)

<.0001

2.0 (1.9–2.1)

1317 (29.1)
940 (21)
416 (9.3)

15 116 (14.0)
11 081 (10.4)
3286 (3.1)

<.0001
<.0001
<.0001

2.5 (2.3–2.7)
2.3 (2.1–2.5)
3.2 (2.9–3)

2.7 [0.7]
2.8 [0.7]
2.7 [0.8]
3.1 [0.5]
2.9 [0.7]
2504 (97.8)

2.9 [0.7]
3.1 [0.6]
3.0 [0.8]
3.3 [0.5]
3 [0.6]
68 791 (99)

<.0001
<.0001
<.0001
<.0001
<.0001
<.001

—
—
—
—
—
—

<.0001

<.0001
<.0001

—
—

—, not applicable.
a aOR for family-homeless youth compared with housed youth. Adjusted for age, race and/or ethnicity, poverty (free and
reduced-price school lunch), and school location (metropolitan versus nonmetropolitan).

Self-Harm and Suicidality
Youth who reported ever doing
something to purposefully hurt or
injure themselves without wanting
to die, such as cutting, burning, or
bruising themselves on purpose in
past 12 months, were categorized as
engaging in self-injurious behaviors
(SIBs) (in response to “During the
last 12 months, how many times did
you do something to purposely hurt
or injure yourself without wanting
to die, such as cutting, burning, or
bruising yourself on purpose? 0
times, 3 to 5 times, 6 to 9 times, 1
or 2 times, 10 to 19 times, or 20
or more times.” This variable was

dichotomized to 0 times versus 1
or more because of a non-normal
distribution highly skewed toward
0 times). Students who reported
seriously considering suicide in the
past year (a frame of time chosen
to overlap with the question about
family homelessness within the past
year) were categorized as having
suicide ideation (in response to
“Have you ever seriously considered
attempting suicide? Mark all that
apply: No, or Yes during the last year,
or Yes over a year ago”). Youth who
reported actually attempting suicide
in the past year were categorized as
having made a suicide attempt (in
response to “Have you ever actually

attempted suicide? Mark all that
apply: No, or Yes during the last year,
or Yes over a year ago”).

Developmental Assets

The MSS included the following 3
subscales from the Developmental
Assets Profile, which is a validated
measure of child and adolescent
internal strengths and external
resources17: positive identity (8 items;
α = .82; eg, “I feel in control of my
life and future”), social competency
(6 items; α = .84; eg, “I express
my feelings in proper ways”), and
empowerment (3 items; e.α = .81;
eg, “I feel valued and appreciated
by others”). The questions used
a 4-point scale with responses
ranging from “not at all or rarely”
to “extremely or almost always.”
Youth who answered fewer than 5
items for positive identity, 6 items for
social competency, and 2 items for
empowerment were excluded from
the analyses. Academic orientation
was measured as a mean of 3 items
(range 1–4; α = .60; eg, “How often do
you care about doing well at school?”).
These questions used a 4-point scale
with responses ranging from “none of
the time” to “all of the time.” Positive
teacher connectedness was measured
as the mean of 4 items18 (range 1–4;
α = .84; eg, “Most teachers at my school
are interested in me as a person”).
These questions used a 4-point scale
with responses ranging from “strongly
disagree” to “strongly agree.” Youth
who answered fewer than 3 of these
items were excluded from analyses.
Finally, we used a dichotomous
measure of parent connectedness
using responses from 2 items19 that
asked youth whether they can talk
about their problems with their
father and/or mother. Students who
responded “yes, most of the time” or
“yes, some of the time” to either of
these questions were categorized as
having high connectedness with their
parent(s) (responses of “my father
and/or mother is not around” were
categorized as low connectedness).
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TABLE 2 Unadjusted Frequencies by Sex
Homeless, n (%)

P

n = 4594 (2.8)
Total, n (%)
Emotional health outcomes, %
Emotional distress
SIB
Suicidal ideation
Suicidal attempt
Developmental assets
Positive identity, mean [SD]
Social competency, mean [SD]
Empowerment, mean [SD]
Academic orientation , mean [SD]
Positive teacher , mean [SD]
Parent connectedness, %

Additionally, we measured multiple
sociodemographic variables that have
well-established associations with
housing status and/or emotional
health. Binary variables for sex (male
or female) and grade (eighth, ninth, or
11th) were based on student report.
Race and/or ethnicity groups were
defined as Hispanic, non-Hispanic
white, black or African or African
American, Asian American or Pacific
Islander, American Indian, multiple
races, and other. We included receipt
of free or reduced-price lunch at school
as a binary marker for poverty status.
Finally, a binary variable for location
of the school delineated the 7-county
Minneapolis, St. Paul metropolitan area
versus all other nonmetropolitan and
rural areas of Minnesota.

Statistical Analysis
χ2 and t test analyses compared
sample characteristics by housing
status. Separate logistic regression
models tested hypotheses regarding
associations between housing status
and each emotional health outcome,
using confidence intervals (CIs) to
estimate statistical significance (ie,
95% CIs were statistically significant
if they did not include 1.0). First,
unadjusted models tested main
effects; then, fully adjusted models
controlled for covariates (age, sex,
race and/or ethnicity, poverty, and
4

Nonhomeless, n (%)

P

n = 108 603 (67.02)

Boys

Girls

Boys

Girls

2522 (3.1)

2072 (2.6)

<.001

53 307 (65.3)

55 296 (68.9)

<.001

29.2
20.5
13.2
6.3

57.3
39.6
30.6
12.8

<.0001
<.001
<.001
<.001

18.1
7.9
6.4
1.7

34.8
19.9
14.2
4.4

<.0001
<.001
<.001
<.001

(2.8) [0.72]
(2.8) [0.7]
(2.8) [0.8]
(3.1) [0.6]
(2.9) [0.7]
97.74

(2.5) [0.70]
(2.8) [0.6]
(2.6) [0.6]
(3.2) [0.6]
(2.8) [0.6]
97.91

<.0001
0.9
<.001
<.001
<.0001
.7

(3.0) [0.6]
93.0) [0.6]
(3) [0.7]
(3.2) [0.5]
(3.0) [0.6]
99.05

(2.8) [0.7]
(3.1) [0.6]
(3.0) [0.8]
(3.4) [0.5]
(3.0) [0.5]
99.02

<.0001
<.0001
<.001
<.001
<.0001
.7

school location); finally, models
stratified by housing status estimated
the odds of each emotional health
outcome according to the levels of
each developmental asset. Given
sex-based differences in levels of
assets and outcomes in prespecified
analyses, models adjusted for age,
race and/or ethnicity, poverty, and
location were also sex-stratified in
a post hoc analysis. Analyses were
conducted by using SAS 9.2 (SAS
Institute, Inc, Cary, NC).

RESULTS
Prevalence of Family Homelessness
The mean age of the sample was
14.9 years (SD 1.34). The prevalence
of family homelessness was 4.1%
(Table 1). Homeless youth were more
likely to be boys (54.9% vs 49.1%,
P < .001), youth of color (40.7% vs
24%, P < .001), receiving free school
lunch (45.5% vs 24.8%, P < .001), and
located in nonmetropolitan or rural
Minnesota (49.5% vs 48.2%, P < .001)
than nonhomeless youth. The
prevalence of family homelessness
decreased by grade (42.6% in eighth
grade versus 21.22% in 11th grade).

Emotional Distress, Self-Harm, and
Suicide Outcomes
Of youth who experienced family
homelessness, 42% had high levels

of emotional distress, 29.1% had SIB,
21% had suicidal ideation, and 9.3%
attempted suicide within the last
12 months (Table 1). In unadjusted
analyses, these outcomes occurred
over twice as often in homeless youth
versus housed youth. These results
remained after controlling for age,
sex, race, socioeconomic status, and
school location (emotional distress
adjusted odds ratio [aOR]: 2.0, 95%
CI: 1.9–2.1; SIB aOR: 2.5, 95% CI:
2.3–2.7; suicidal ideation aOR: 2.3,
95% CI: 2.1–2.5; suicide attempt
aOR: 3.2, 95% CI: 2.9–3). Among both
homeless youth and housed youth, all
negative emotional health outcomes
were most prevalent among
homeless girls (Table 2).

Developmental Assets

Family-homeless youth experienced
lower levels of developmental assets
compared with housed youth (Table 1).
Differences between these groups
were small to moderate (Cohen’s d =
0.15–0.46). The developmental asset
scores were concentrated toward
the high end of the distribution for
all assets (left skewed), regardless
of housing status. For homeless
youth, there were significant
differences between boys and girls
for positive identity, empowerment,
academic orientation, and positive
teacher assets (Table 2). There
were no significant differences
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TABLE 3 aORs of Emotional Health Outcomes by Developmental Moderators, Sex, and Housing Status
Boys
Homeless
Emotional distress
Positive identity
Social competency
Empowerment
Academic orientation
Positive teacher
Parent
connectedness
Self-harm
Positive identity
Social competency
Empowerment
Academic orientation
Positive teacher
Parent
connectedness
Suicide ideation
Positive identity
Social competency
Empowerment
Academic orientation
Positive teacher
Parent
connectedness
Suicide attempts
Positive identity
Social competency
Empowerment
Academic orientation
Positive teacher
Parent
connectedness

Girls
Nonhomeless

Homeless

Overall
Nonhomeless

Homeless

Nonhomeless

aOR

95% CI

aOR

95% CI

aOR

95% CI

aOR

95% CI

aOR

95% CI

aOR

95% CI

0.37
0.46
0.45
0.48
0.6
0.55

0.32–0.43
0.4–0.53
0.4–0.51
0.4–0.56
0.52–0.68
0.25–1.78

0.26
0.43
0.37
0.46
0.55
0.27

0.25–0.27
0.41–0.44
0.36–0.39
0.44–0.48
0.53–0.57
0.21–0.34

0.29
0.39
0.39
0.47
0.47
0.2

0.24–0.34
0.33–0.46
0.34–0.41
0.39–0.57
0.4–0.55
0.06–0.69

0.2
0.28
0.32
0.35
0.41
0.26

0.19–0.2
0.27–0.3
0.31–0.33
0.33–0.36
0.4–0.43
0.21–0.33

0.33
0.43
0.42
0.48
0.54
0.38

0.28–0.39
0.37–0.50
0.37–0.46
0.40–0.57
0.46–0.62
0.16–1.24

0.23
0.36
0.35
0.41
0.48
0.27

0.22–0.24
0.34–0.37
0.34–0.36
0.39–0.42
0.47–0.50
0.21–0.34

0.36
0.39
0.42
0.41
0.62
0.34

0.31–0.42
0.34–0.46
0.37–0.48
0.34–0.49
0.53–0.72
0.16–0.73

0.27
0.34
0.36
0.37
0.50
0.18

0.26–0.29
0.33–0.36
0.35–0.38
0.35–0.39
0.48–0.52
0.14–0.22

0.30
0.37
0.39
0.37
0.55
0.18

0.26–0.36
0.31–0.43
0.34–0.44
0.30–0.44
0.47–0.64
0.07–0.49

0.18
0.24
0.29
0.31
0.41
0.22

0.17–0.19
0.23–0.25
0.28–0.30
0.29–0.32
0.40–0.43
0.18–0.28

0.33
0.38
0.41
0.39
0.59
0.26

0.29–0.39
0.33–0.45
0.36–0.46
0.32–0.47
0.50–0.68
0.11–0.61

0.23
0.29
0.32
0.34
0.46
0.20

0.22–0.24
0.28–0.31
0.31–0.34
0.32–0.36
0.44–0.48
0.16–0.25

0.26
0.36
0.35
0.40
0.53
0.46

0.21–0.31
0.30–0.44
0.30–0.41
0.32–0.49
0.45–0.64
0.20–1.07

0.21
0.35
0.30
0.39
0.48
0.20

0.19–0.22
0.33–0.37
0.28–0.31
0.37–0.42
0.45–0.50
0.15–0.26

0.27
0.32
0.36
0.43
0.48
0.16

0.23–0.32
0.27–0.38
0.31–0.41
0.36–0.52
0.41–0.56
0.06–0.42

0.17
0.26
0.28
0.34
0.40
0.23

0.16–0.18
0.25–0.27
0.27–0.29
0.32–0.35
0.38–0.42
0.18–0.29

0.27
0.34
0.36
0.41
0.51
0.31

0.22–0.32
0.29–0.41
0.31–0.41
0.34–0.51
0.43–0.60
0.13–0.75

0.19
0.31
0.29
0.37
0.44
0.22

0.18–0.20
0.29–0.32
0.27–0.30
0.34–0.39
0.42–0.46
0.17–0.27

0.25
0.33
0.37
0.29
0.54
0.15

0.20–0.32
0.26–0.43
0.30–0.46
0.22–0.38
0.42–0.69
0.07–0.34

0.20
0.25
0.28
0.31
0.41
0.16

0.18–0.22
0.23–0.28
0.25–0.30
0.28–0.35
0.38–0.46
0.11–0.24

0.30
0.33
0.39
0.38
0.51
0.21

0.24–0.37
0.26–0.42
0.33–0.47
0.30–0.49
0.41–0.63
0.09–0.49

0.16
0.21
0.26
0.27
0.36
0.28

0.15–0.17
0.20–0.23
0.25–0.28
0.25–0.30
0.34–0.39
0.21–0.38

0.28
0.33
0.38
0.33
0.53
0.18

0.22–0.35
0.26–0.43
0.31–0.47
0.26–0.43
0.42–0.66
0.08–0.41

0.18
0.23
0.27
0.29
0.39
0.22

0.17–0.20
0.22–0.26
0.25–0.29
0.27–0.32
0.36–0.43
0.16–0.31

Adjusted for age, race and/or ethnicity, poverty (free and reduced-price school lunch), and school location (metropolitan versus nonmetropolitan).

between homeless boys and girls
for parent connectedness and social
competency. For nonhomeless boys
and girls, there were significant
differences for all assets except
parent connectedness.

Moderation of Emotional Health
Outcomes by Developmental Assets
All developmental assets reduced
the odds of emotional distress,
SIB, suicidal ideation, and suicide
attempts for all youth. Nonetheless,
these developmental assets generally
had a stronger protective effect
among housed than homeless youth
(Table 3, “Overall” columns). For
example, although positive identity
reduced the odds of attempted
suicide by 82% among housed
youth, this asset only reduced

the odds among homeless youth
by 72%. (Figure 1 illustrates the
results for attempted suicide). These
findings did not reach statistical
significance for all assets and all
emotional health outcomes (as
demonstrated by overlapping
CIs between aORs for homeless
and housed youth); for example,
positive identity and empowerment
were significantly different across
all 4 emotional health outcomes,
whereas social competency was
significantly different only for
self-harm and suicide attempts,
and academic orientation and
parent connectedness were never
significantly different. Stratification
of these results by sex (Table 3)
revealed that some assets were more
protective for girls than boys. For

example, homeless girls with high
levels of parent connectedness had
lower odds of suicidal ideation and
SIB than homeless boys with high
levels of this asset.

DISCUSSION
This study documents the past-year
incidence of emotional distress,
suicidal ideation, nonsuicidal selfinjury, and suicide attempts among
youth living in families experiencing
homelessness in the past year. These
adolescents have over twice the
risk of severe emotional distress,
self-injury, suicidal thinking,
and attempted suicide than their
peers with homes. These findings
remained even after controlling for
sociodemographic factors linked to
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FIGURE 1

aORs for attempted suicide for homeless versus nonhomeless youth by developmental assents.

both homelessness and mental health
problems.

The underlying risk factors that could
explain these results are adverse
childhood experiences (ACEs),
which are common among homeless
youth.20 For example, authors of a
previous observational study found a
twofold increased risk of depressed
mood and a 2.5-fold increased risk
of suicide attempts among adults
who reported high residential
mobility (>7 moves) during
childhood, which was attenuated
after statistically controlling for
ACE scores.21 The increased odds of
suicidality among homeless youth
in our study is similar in magnitude
to that in population-based samples
of adults who experienced multiple
ACEs (but not necessarily also
homelessness).22,23
 Our study did
not assess ACE scores because of
limitations of the school-based
measures used. Our results imply
that family homelessness during
childhood and adolescence is
itself a potential clinical marker of
mental health risk, as reinforced by
6

numerous epidemiologic studies
that link residential mobility with
adolescent emotional-behavioral
problems.24 Housing status is often
easily ascertained during routine
clinical care, whereas ACEs are often
impractical to obtain, difficult to
interpret, or remain undisclosed.25,26

Clinicians should be prepared
to provide more frequent and
trauma-informed mental health
surveillance, screening, and care
when encountering youth who have
experienced family homelessness.

Our results also highlight the
mental health-promoting influence
of developmental assets, such as
parent connectedness and a sense
of positive identity, for all youth. We
found these to be strongly present
even in homeless contexts; the
relatively small differences between
the mean self-reported levels of these
assets in homeless and nonhomeless
youth could be deemed clinically
insignificant or undetectable (despite
their statistical differentiation, which
might be expected given the large
sample size). Some of these factors

were equally beneficial for homeless
and housed youth (eg, parent
connectedness). Nevertheless, some
of these factors (eg, empowerment)
were less protective for familyhomeless youth. The reasons for
this are unclear and should be
explored by authors in future
research and could include so-called
developmental cascades of mutuallydependent factors operating across
functional domains.2 In other words,
it is plausible that the provision of
stable housing is a critical factor
that must be intervened on to fully
“activate” the putative protective
effects of some developmental
assets on mental health risk among
homeless youth. For example, young
people who have a strong, positive
sense of self might optimally manifest
the full benefits of that asset when
living in a safe and reliable home that
allows them to invite friends over,
complete their homework, and rely
on supportive adults who live next
door.

The methodological strengths of
this study include the large, staterepresentative sample, allowing
for robust comparisons of potential
developmental moderators of lowfrequency mental health outcomes
(eg, suicide attempts) between
groups such as homeless girls versus
homeless boys. The delivery of the
survey in schools also allows for the
collection of data on adolescents who
have been homeless with a family
member, a group that is otherwise
challenging to reach. Likewise,
suicidality and emotional distress
may be difficult for youth to disclose
under other circumstances, and
although these items in the current
study are not otherwise validated,
we know that youth self-report is
more accurate than caregiver report
for internalizing symptoms and
suicidality.27– 29
 Our study is limited
by its cross-sectional nature; thus,
our results represent correlations,
and causation or change over time
cannot be inferred. Furthermore,
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besides ACEs, a number of other
predictors of adolescent emotional
health were not measured, such as
coping behaviors, sleep, and daily
hassles and/or minor stressors.30
Adolescent self-report of past-year
family homelessness is of uncertain
validity and reliability, and other
information about housing status
was not asked (such as duration of
homelessness). However, self-report
of housing status using a broad
description of what constitutes
family homelessness may be more
accurate than head counts31,32
 ;
parent reports can also be a viable
alternative.33 Furthermore, although
the school-based nature of this
study enabled data collection among
this difficult-to-reach population,
homeless youth are more likely than
nonhomeless youth to experience
school absenteeism,34 introducing
a possible source of selection bias.
The generalizability of our results
is also limited by the regional and
periodic administration of the MSS,
representing a large cohort within
just 1 year and 1 state; longitudinal
research is needed to ascertain
emotional health during and after
episodes of homelessness. Finally,
some of the stratified logistic
regression models examining
moderation of emotional health
outcomes by developmental assets
had small sample sizes, increasing
the chances of type II errors (failing
to reject false null hypotheses). Our

analyses should thus be replicated
in a nationally-representative
longitudinal sample, and secular
trends monitored over time, to
better inform program and policy
development.

The relationship between
homelessness and emotional
health outcomes has important
implications for clinical practice
and policymaking. Our results
reinforce the practices endorsed
by the 2013 American Academy of
Pediatrics Policy Statement, such
as screening for housing status and
innovating to deliver pediatric care
across housing contexts (such as
mobile services and shelter-based
care).1 Clinicians can also use these
results to discuss resilience with
children and parents experiencing
homelessness or unstable housing,
including the importance of family-,
school-, and individual-level factors
that promote children’s emotional
health even under circumstances of
severe adversity. At the same time,
our results highlight the importance
of conducting clinical surveillance
and screening (for all youth) that
is sensitive to highly prevalent
emotional-behavioral disorders
(including doing so in nontraditional
contexts such as acute visits to best
meet the needs of youth with housing
instability). Likewise, policy makers
can advocate for programs and
funding to provide “housing first”

and related mental health supports
to homeless children, youth, and
families as preventive public health
strategies.

CONCLUSIONS

Youth experiencing family
homelessness are at greater risk
of emotional distress, SIB, suicidal
ideation, and attempted suicide than
their nonhomeless peers. However,
positive factors are frequently
present in the lives of homeless
youth as well. Although these factors
serve to promote emotional well-being
among all youth, they may not be as
protective for youth who are homeless,
implying a gap in programs and
policies to fully meet their emotional
health needs. Potential solutions that
await further investigation include the
provision of trauma-informed health
and educational services, and policies
that support stable and sustainable
family housing.
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