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INTRODUCTION

Building on Strengths and Advocating
Family Empowerment (BSAFE)
addresses the needs of families and
children living in unstable housing
circumstances by integrating essential
services and supports with their
housing. BSAFE is based on more
than 30 years of research and field
testing of programs and services for
families experiencing extreme housing
instability.
The provision of safe, decent,
permanent housing is the basic
foundation of housing stability (the
process of obtaining housing is beyond
the scope of this document, which will
focus solely on BSAFE services). This
requires a continuing commitment
from state and federal governments
to ensure that affordable housing is a
right for everyone in our society. Once
housing has been obtained, the role of
BSAFE is to ensure that families are able
to remain stably housed.
Developed within a social ecological
framework, BSAFE focuses on the
integral connections between
permanent housing, community-based
services and supports, and broader

systems of care. The primary goals of
BSAFE are to promote:
• Housing stability
• Physical and emotional safety
• Economic self-support
• Parental well-being
• Child development, self-regulation,
and school success

“The ache for home lives in all of us, the safe
place where we can go as we are and not be
questioned” (Angelou, 1986).

Housing is more than bricks and mortar:
“The ache for home lives in all of us,
the safe place where we can go as we
are and not be questioned” (Angelou,
1986). Housing provides an anchor for
families and children, characterized by
connection to community supports,
relationships with friends and family,
consistent schooling, reassuring
routines, belongings, pets, privacy, and
comfort.
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Addressing housing instability is challenging
because it involves both decent affordable
housing as well as the supports and services
necessary to maintain housing and ensure
that families and children have opportunities
to develop and thrive. Housing instability
is widely acknowledged to be a key social
determinant of health and well-being (Sandel
et al., 2018). Until housing can be stabilized,
the well-being of families and children
requires the continued provision of specific
services.
What is housing instability? It refers to a
range of difficult housing circumstances with
homelessness being the extreme example.
Sandel et al (2018) documented that “1 out
of every 3 low-income renter households
experienced at least one form of housing
instability” (p.7). Housing instability has many
aspects, including housing costs greater than
30% of gross monthly income or spending
of more than 50% of household income on
rent. This latter group included 21.3 million
households in 2014 (Healthy People 2020).
Key indicators of housing instability are
frequent moves, evictions, inability to keep
up with rent and utility costs, substandard
housing, overcrowding (more than two
people in the same bedroom or multiple
families in a single residence), and unstable
and unsafe neighborhoods (Sandel et al.,
2018; Healthy People 2020, 2020). Evictions
are especially troublesome since they often
become part of a permanent record that
precludes renting an apartment in the future.
The effects of housing instability on both
parents and children can be devastating.
Housing instability predicted poor health and
behavioral outcomes among children and

adolescents (Shinn, Samuels, Fischer, et al.,
2015). Researchers have specifically identified
multiple moves, homelessness, and difficulty
paying for housing costs (e.g., rent, mortgage,
utilities) as markers of housing instability
associated with inadequate access to health
care, leading to poor health outcomes for
caregivers and their children (Cutts et al.,
2011; Sandel et al., 2018; Suglia et al., 2011).
Other researchers have cited impacts on
school attendance, particularly absenteeism
and its long-range adverse effects on
education (Erb-Downward & Evangelist,
2018).

Homelessness is the most extreme and
devastating form of housing instability. It
provides a vivid snapshot of how housing
alone will not solve the problem. In addition
to the lack of decent affordable housing
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and adequate educational and employment
opportunities for parents, few acknowledge
the primary role of essential services in
stabilizing families. There is little question
about the scarcity of decent affordable
housing or permanent vouchers as well as a
dearth of adequate services and supports for
both the mothers and the children. A federal
randomized control trial (Abt Associates Inc.
et al., 2013) enrolled nearly 2300 participants
in 12 communities and compared four
different housing strategies: communitybased rapid rehousing, transitional housing,
permanent housing subsidy, and usual
care. Researchers found that permanent
housing subsidies had the best outcomes
in stabilizing families, while rapid rehousing
had the worst; yet, the latter was the least
expensive approach. Although various
service interventions were compared, the
structure of these services was not clearly
defined. Despite these methodological
drawbacks, researchers somehow concluded
that psychosocial interventions were
unnecessary.
Children and their parents need services
today. All families, regardless of their
socioeconomic status, are interdependent
and cannot survive in a society as complex
as ours without stable housing coupled
with the help and support of many others.
Despite emerging evidence as well as
field experience about the importance of
providing services, randomized control trials
are lacking, leaving room for unsupported
conjecture and biases to seep into the
knowledge gaps.
Studies indicate that to break the cycle of
poverty, ensure housing stability, and end

homelessness, interventions should ideally
begin in utero and continue as the child
fully develops. We present BSAFE, our ideal
service model, along with evidence that
supports the value of these services and
practices that implement these services
in a range of settings from shelters to
substandard unstable housing. The ideal
service model is a menu of possibilities ready
to be adapted by on-the-ground realities
such as the nature of the housing instability,

Studies indicate that to break the cycle
of poverty, ensure housing stability,
and end homelessness, interventions
should ideally begin in utero and
continue as the child fully develops.

staffing options, available budget and
resources, implementation strategies, referral
possibilities, neighborhood support, and
training opportunities.
BSAFE addresses the needs of all family
members by tailoring the approach to
their particular housing circumstances,
strengths, needs, goals, wishes, and priorities.
This family-oriented, trauma-informed,
recovery-oriented intervention is designed
to strengthen child and family coping skills,
relationships, and support networks. It aims
to enhance residential stability, ensure safety,
increase economic self-sufficiency, prevent
family separations, and improve child and
parent well-being.
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In this publication, we describe the services
that constitute BSAFE and provide guidance
on how services can be implemented to
help stabilize families and children over the
long-term in community-based housing.
Given the challenges that implementing
services in the short-term often present, we
urge programs and agencies to engage in a

brief planning period to assess their capacity
and needs as well as the community’s
resources. Based on this planning review,
staff can then prioritize and realistically
determine which services might be
implemented immediately, and which will
require additional funding and training.
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BSAFE:
E S S E N T I A L S E R V I C E S TO S TA B I L I Z E
HOUSING FOR CHILDREN AND FAMILIES

The ideal elements of the BSAFE
model for maximizing housing stability
include:
1. Establishing a Relational Culture
2. Assessing All Family Members
3. Offering Educational and
Employment Opportunities to
Parents
4. Implementing Organizational
Trauma-Informed Care
5. Addressing Health and
Behavioral Health Needs of
Parents and Children
6. Providing Parenting Supports
7. Optimizing the Workforce
Supporting These Families

Each of these elements are described
below, including rationale for the need
and outcomes for each service/support
along with guidance on how to
implement them in different settings.
It is essential that these services and
supports are offered in conjunction
with housing search services to identify
safe, affordable housing. To access
many of these services, most families
will require additional supports such
as childcare and transportation when
necessary.
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E S TA B L I S H I N G A R E L AT I O N A L
C U LT U R E

Forming a trusting relationship
between the families and the service
providers and service organizations
in the community—and engaging
families in this relationship building
process--is the anchor that helps
to stabilize families. Assuming the
availability of affordable housing for
families—which is beyond the scope
of BSAFE—this relationship becomes
the major vehicle for implementing
services and mobilizing supports,
motivating and engaging the
families, and supporting their
participation in the process. Strong
relationships become the major tool
for fostering change.

A relational approach begins with
the family members and focuses
on their hopes, aspirations, goals,
and dreams. The primary and most
crucial step in helping families
attain their goals is to identify their
needs and current circumstances,
and help them develop a greater
level of self-esteem, hope, sense of
control, power over their lives, and
greater connection to sustainable
supports. This is most likely to occur
if the provider is able to establish a
collaborative relationship built on

trust, understanding, compassion,
and respect.

Engaging families and establishing
a trusting relationship requires
that providers use a complex set
of skills, including: listening and
communicating empathically;
addressing immediate needs
including safety and housing;
identifying long-term needs;
understanding the family’s
priorities and wishes; encouraging
shared decision-making; defining
and collaborating on tasks; and
developing a consensus about
goals, all within the context of the
family’s cultural beliefs and norms.
The provider must empower the
family to be a partner in the process
of choosing services and setting a
direction to achieve their goals.

A relational approach begins with the
family members and focuses on their
hopes, aspirations, goals, and dreams.
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This relational approach can only be
implemented when supported by
organizational infrastructure and is based
on two major principles: (1) “motivating
deep participation” in the process of
change; and (2) “encouraging social
connections and contributions” (H.
Cottam, personal communication, May
2017). Relationship and network building
become a core competency for all staff
and, in turn, a model for families seeking
services; this approach also serves as the
vehicle for facilitating a change process
that can lead to stabilizing families in the
community.

In the 1940s, psychologist Abraham
Maslow developed a multitiered hierarchy
of needs grouped into basic needs,
psychological needs, and self-fulfillment
needs that remain applicable in the
consideration of social disciplines (Su et
al., 2013). BSAFE’s relational approach,

however, suggests that needs for
connection and esteem are primary and
equal in importance to basic needs. To
obtain the social capital required to find
and maintain housing, obtain employment
that pays livable wages, and support daily
activities such as childcare and grocery
shopping, families and communities must
be able to develop relationships and
connections with others (Daminger et al.,
2015).

When affordable housing is not
immediately obtainable, developing a
relational culture with providers and the
community is still required. A network of
ongoing relationships provides the anchor
for families while they remain in transition,
and is the consistent factor that supports
the family to make progress toward
stabilizing their housing and improving
their well-being over time.
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A S S E S S I N G A L L FA M I LY
MEMBERS

Comprehensive, strengths-based
assessment of all family members
is central to stabilizing families
and children. Assessment should
be aimed at engaging families,
gathering information, and planning
services to understand the context
of the family’s life as well as their
needs, wishes, priorities, and goals,
and to collaboratively work with
family members to create a plan for
ensuring residential and economic
stability, and support their wellbeing. To accomplish these goals, the
assessment must include questions
about all aspects of each family
member’s experience and needs.
Appendix A offers specific assessment
tools.

While gathering assessment
information, the provider can identify
problems, barriers to achieving
stated goals, available supports,
and strengths and capacities of
family members. At the same
time, the provider can begin to
establish rapport with the family
and engage them in the process,
while establishing a collaborative
relationship that will help families
achieve their goals. This process

should begin when the family enters
the program/agency/system and
should then be carried out in a timely
but flexible manner. Although it
is useful to begin the assessment
early, it is important that the family
be allowed to set the pace, and
the assessment is viewed as an
evolving process that unfolds as the
relationship strengthens. Providers
should consider the timing of asking
about sensitive topics such as family
conflict, trauma exposure, and

Assessment is not a single event,
but an ongoing process.

behavioral health issues. Assessment
is not a single event, but an ongoing
process. Using assessments to
engage families in a trusting,
collaborative relationship can anchor
the family and will more likely lead
to positive outcomes and the active
participation of each family member

10

in essential activities that will improve their
well-being.

Throughout the assessment process,
service providers can use Motivational
Interviewing (MI), a rigorously researched
evidence-based practice, to enhance
client motivation and support positive
behavioral change. MI is characterized by
a collaborative and empowering style. The
skills of MI—open questions, affirmations,
reflective statements, and summaries—are
used to engage clients, set an agenda,
explore ambivalence, elicit change,
respond to resistance, and strengthen
commitment (Miller & Rollnick, 2013).

The assessment process in its entirety
should be comprehensive, and guided by
clear and relevant questions. Starting with
the initial steps in assessment, intake goals
require that the provider understand the
needs and characteristics of families and
children living in unstable situations. It is
common for intake forms to include only
historical questions and omit questions
about the current circumstances of the
family as well as their needs, strengths,
and priorities. To facilitate this process,
comprehensive standardized assessment
tools should be used, whenever possible,
that assess issues such as housing and
economic status, trauma history, parental
depression, and child developmental
delays (DeCandia, 2015; DeCandia, Bassuk,
& Richard, 2017).

Assessment is more than information
gathering and completing numerous
forms. It is an opportunity to engage

family members by developing a
safe, trusting relationship. It is a multigenerational approach that can guide the
way to improving the trajectory of families
and children experiencing housing
instability (DeCandia, 2015). Training staff
about the importance of understanding
the characteristics and needs of all family
members is essential for developing
comprehensive and useful assessment
that will lead to positive outcomes for
families and children. Useful assessment
should include the following components:

•

Family demographics

•

Safety and immediate needs (e.g.,
intimate partner violence, health
crises)

•

Housing situation, including
evictions

•

History of homelessness

•

Self-sufficiency, such as income and
benefits, education, work skills and
history, transportation, and child
care

•

Parental functioning and supports
(including parenting skills)

•

Childhood and adult trauma
exposure

•

Health issues, including medical,
mental health (e.g., depression,
PTSD, anxiety) and substance use

•

Criminal justice involvement

•

Service use, including history of
medication use and hospitalizations

•

Family separations

•

Children’s issues, including
developmental status, early
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intervention, child care, health,
emotional, and behavioral
issues, educational status, peer
relationships, and presence of
protective factors
•

Family supports and services

•

Social networks and systems of care

•

Family strengths

•

Parents’ and children’s wishes,
priorities, and goals

RECOMMENDATIONS
FOR IMPLEMENTING
COMPREHENSIVE
ASSESSMENTS
All assessments should be multigenerational. Both parents and children
should be assessed to identify their unique
needs and priorities and ensure that both
receive services. Screening tools can be
used to assist providers to identify needs
and appropriately target services, assuming
that providers are adequately trained
in administering the tools. Additionally,
resources must be available that help
agencies evaluate the appropriateness,
adequacy, and comprehensiveness of their
assessments (DeCandia, Bassuk, & Richard,
2015).
The assessment should be viewed as an
evolving process in which information
is gathered and a collaborative, trusting
relationship between provider and the
family is developed. This can be supported
by active listening and learning about a
family’s experiences, maintaining privacy
and confidentiality, and following through
on commitments while establishing

appropriate boundaries. The overall aim is
to empower the family to attain stability
and self-sufficiency.
It is important to recognize the family as an
equal partner in the process by identifying
and honoring the family’s preferences
and building on the strengths of each
family member. Service plans should be
negotiated and driven by shared decisionmaking. The process should be flexible
and built on the family’s circumstances and
schedules (e.g., working parents).
The assessment process must be
conducted through a trauma lens with
awareness that a significant majority of
families and children have complex trauma
histories, including the experience of
homelessness (Bassuk, Weinreb, Buckner,
et al., 1996; Hayes et al., 2013). Traumainformed assessment must be conducted
in a private, safe, and comfortable
environment, respect confidentiality, allow
for breaks in the assessment, be sensitive
to family members’ trauma histories, and,
when appropriate, include safety plans.
The assessment should consider different
traditions and view the information
gathered in the context of the family’s
cultural beliefs and norms (DeCandia &
Guarino, 2015). Staff should be trained in
culturally-informed assessment processes
and provided with opportunities for
ongoing self-reflection to recognize and
work through their own biases.

STRATEGIES FOR
CONDUCTING THE
ASSESSMENT
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Meet with family members frequently
during the first few weeks to gather
information and build rapport; assessment
is not a one-time event and may
sometimes take considerably longer.
Initially assess physical and emotional
safety of all family members as well as other
immediate needs.
Include multiple dimensions of the parents’
and child(ren)’s experiences as well as
learning about their current and historical
living circumstances.
Use existing intake forms, but expand and
adapt them if all relevant components
are not included (e.g., trauma exposure,
behavioral health).
Add standardized measures with strong
psychometric properties, if possible.
Ask more sensitive questions only after a
relationship is established.

and related issues to ensure that they
can appropriately complete children’s
assessments.
Teach staff how to apply Motivational
Interviewing as an effective tool for
negotiating aspects of the service plan as
well as ongoing services and supports.
Reassess family members’ needs as the
family’s circumstances change. This may
lead to necessary adaptations in the service
plan.

Resources to Guide Family Assessment
Assessment Checklist for Families Experiencing Homelessness
(DeCandia, Bassuk, & Richard, 2015). An easy-to-use checklist to
assist service providers in conducting comprehensive, evidenceinformed assessments of the families they are serving. The
checklist provides guidance on what to assess, types of questions
to include, and standardized instruments to apply.

Address cultural differences.
Determine the need for specific services.
Inquire about existing formal (e.g., services)
and informal supports (e.g., religious
groups, friends, and extended family).
Identify the different systems of care that
may be involved with the family.
Establish the family’s wishes, preferences,
priorities, and goals. (Again, this may occur
over time.) Ask about parents’ wishes both
for themselves and for their children.
Build a service plan once the family’s
needs and goals are clear. This should be a
collaborative process.
Train staff on the assessment process and
create opportunities for practicing skills that
increase rapport with the family.
Instruct staff about child development

Assessment of Families Experiencing Homelessness: A Guide for
Practitioners and Policy Makers (DeCandia & Guarino, 2015).
A guide to help service providers, policymakers, community
leaders, and state agencies conduct comprehensive assessments
of homeless families. Implications for policy and practice are also
discussed.

TICOMETER (Bassuk, Unick, Paquette, et al., 2016). A 35-item
standardized measure that assesses the level of organizational
trauma-informed care. It can also be used to monitor progress
and change in an organization.

U.S. Administration for Children and Families: Early Childhood SelfAssessment Tool for Family Shelters (Administration for Children
and Families (ACF), 2015). This guide provides a checklist and
resources to help shelter staff create safe and developmentally
appropriate environments for children 0 to 5 years.
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O F F E R I N G E D U C AT I O N A L A N D
EMPLOYMENT OPPORTUNITIES
T O PA R E N T S
Families need sufficient income
to be stably housed. Whenever
possible, education and employment
opportunities for parents should
be available. This includes General
Education Development (GED)
and English as Second Language
(ESL) programs, job training, and
related work opportunities. Various
philanthropic foundations have
developed supported employment
and educational pilot programs for
low-income, at-risk, and homeless
families with the goal of helping them
enter the job market and earn a wage
that will allow them to get back on
their feet and find and sustain an
affordable apartment.
Agencies, programs, and service
systems can identify and develop
education and employment
opportunities for the parents using
various models and approaches:
• Build on supported educational
and employment programs
developed for other populations
(e.g., people with mental illness
and severe disabilities) and
adapt components of these
program for families living
in unstable circumstances,
including shelters. For example,

review the Individual Placement
and Support (IPS) model
of supported employment
developed by Robert Drake for
people who have behavioral
health needs. This helps
people who are experiencing
homelessness to develop skills to
find and maintain satisfying jobs
(Bond et al., 2012; Hoffman et al.,
2014).

Supports for parents must address barriers
to participating in education and job
training programs, consistently going to
work, and keeping medical appointments.

• The Secure Jobs Initiative,
a demonstration program
supported by the Paul and
Phyllis Fireman Charitable
Foundation, was launched in
five regions in Massachusetts in
2013, including in a shelter. The
program facilitates partnerships
among workforce development,
homeless service agencies,
and state agencies. Parents in
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short-term rapid rehousing and rental
voucher programs are identified;
their work plans, skills, and readiness
are assessed; and supports are put in
place to help them overcome barriers
to employment (Meschede et al.,
2013).
• Inspired by the Fireman
Charitable Foundation program in
Massachusetts, the Melville Trust
partnered with grant makers in
Connecticut to launch a similar
program, Secure Jobs CT, that is
“a two-year demonstration pilot
designed to increase the income
of families with children exiting
homelessness into housing by
connecting them to the education,
training, childcare, and other supports
they need to secure and maintain
stable, competitive employment.”

or when programs have hours that do not
align with parents’ work schedules. These
supports are also necessary to attend
health and behavioral health appointments
that are almost always scheduled at
specific times without regard to parents’
scheduling conflicts. Parents must also
be able to arrange childcare coverage for
their children when medical problems
(e.g. asthma) or disabilities result in erratic
school attendance and cause unforeseen
work interruptions.

Supports for parents must address barriers
to participating in education and job
training programs, consistently going to
work, and keeping medical appointments.
Families may need transportation,
childcare, and appropriate workplace attire.
These supports are especially necessary
for families with children of different ages,
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I M P L E M E N T I N G O R G A N I Z AT I O N A L
TRAUMA-INFORMED CARE

Trauma creates a sense of fear,
helplessness, or horror, and overwhelms
a person’s coping resources (Browne,
1993; Hopper et al., 2010). When
trauma is coupled with economic
disadvantage, it has a more significant
adverse impact on adult and child
functioning, often undermining
parenting efforts, family relationships,
and family functioning, each of which
can contribute to housing instability
(Kosciulek et al., 1993; Appleyard &
Osofsky, 2003; Scheeringa & Zeanah,
2001). Not surprisingly, many trauma
survivors develop associated medical,
mental health, and substance use
disorders that compromise education,
steady employment, and daily
functioning (Campbell et al., 2016;
Chapman et al., 2004; Croucha, 2017;
Downey et al., 2017; Dube et al., 2003;
Giovanelli et al., 2016; Kreatsoulas et al.,
2014a; Kreatsoulas et al., 2014b; National
Healthcare for the Homeless Council &
The Bassuk Center, 2019; Remigio-Baker
et al., 2015).
For families who lack a stable home,
adequate services, and community
supports, rates of exposure to both
interpersonal and community violence
are extremely high (Bassuk, Weinreb,

Buckner, et al., 1996; Guarino & Bassuk,
2010; Hayes, et al., 2013). Families
experiencing homelessness, the
extreme edge of housing instability,
have typically been exposed to

For families who lack a stable home,
adequate services, and community
supports, rates of exposure to both
interpersonal and community violence are
extremely high.
multiple traumatic stressors, especially
interpersonal and community violence
(Browne & Bassuk, 1997; Guarino &
Bassuk, 2010; Stainbrook, 2006; Weinreb,
Buckner, Williams, et al., 2006; Zugazaga,
2004). More than 90 percent of mothers
experiencing homelessness have
been exposed to at least one severe
traumatic stressor (Bassuk, Weinreb,
Buckner, et al., 1996; Hayes et al., 2013).
Compared to the general female
population, mothers experiencing
homelessness are more frequently
assaulted by partners, relatives, or
friends (Bassuk, Weinreb, Buckner, et al.,
1996; Browne, 1993; Browne & Bassuk,
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1997; Hayes et al., 2013; Perlman et al.,
2012; Shinn, Knickman, & Weitzman, 1991;
Stainbrook, 2006; Weinreb, Buckner, Williams,
et al., 2006; Williams & Hall, 2009). Forty-three
percent of these mothers reported being
sexually abused by age 12, often by multiple
perpetrators (Bassuk, Weinreb, Buckner, et
al., 1996); violence continues into adulthood
with more than two-thirds reporting severe
physical assault by an intimate partner,
27 percent of which require medical
care (Guarino & Bassuk, 2010). A notable
longitudinal study of families experiencing
homelessness suggests that post-traumatic
stress disorder (PTSD) may be the primary
driver of many families’ inability to maintain
stable housing (Hayes et al., 2013).
Trauma during early childhood—
including abuse, neglect, and disrupted
attachments—provides a subtext of many
people’s experiences of housing instability
(Hopper et al., 2010). Early studies of
Adverse Childhood Experiences (ACEs)
indicate that when children are exposed
to multiple, unrelenting stresses over time,
they experience negative mental health and
medical outcomes in adulthood (Felitti et.
al., 1998). These data have been duplicated
in multiple subsequent trials (Campbell et
al., 2016; Chapman et al., 2004; Croucha,
2017; Downey et al., 2017; Giovanelli et al.,
2016; Kreatsoulas et al., 2014a; Kreatsoulas
et al., 2014b; National Healthcare for the
Homeless Council & The Bassuk Center,
2019; Remigio-Baker et al., 2015). Children
who live below the federal poverty level
are five times more likely to experience four
or more ACEs than their counterparts in
financially stable households (Halfon et al.,

2017). As an individual’s number of ACE’s
increases, the odds of developing multiple
adult health conditions also increases. Data
indicate a strong association between the
number of ACES and increased risk of later
developing cancer, heart disease and stroke,
chronic obstructive pulmonary disease,
substance use, clinical depression, and
suicidality (Campbell et al., 2016; Chapman
et al., 2004; Croucha, 2017; Downey et al.,
2017; Giovanelli et al., 2016; Kreatsoulas et
al., 2014a; Kreatsoulas et al., 2014b; National
Healthcare for the Homeless Council &
The Bassuk Center, 2019; Remigio-Baker et
al., 2015). Given the unrelenting stresses,
children in unstable residential situations
may develop “toxic stress responses” that
alter brain architecture and have lifelong
effects (Shonkoff et al., 2012).

To respond to the extremely high prevalence
of exposure to traumatic stress (including
intimate partner violence) and its mental
health consequences (especially PTSD,
major depressive disorder, and substance
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use disorders), all agencies serving families
experiencing housing instability, including
homelessness, should provide traumainformed care (TIC)—a strengths-based
organizational approach in which all services
are provided through a lens of trauma
(Hopper et al., 2010). TIC is grounded in
an understanding of and responsiveness
to the devastating impact of traumatic
stress and post-trauma reactions (Bloom,
1997). It emphasizes physical, psychological,
and emotional safety for both providers
and residents, and creates opportunities
for survivors to rebuild a sense of control
and empowerment (Hopper et al., 2010).
It implies that recovery is possible for
everyone, regardless of the individual’s
degree of vulnerability and the extent of
their exposure.

IMPLEMENTING
TRAUMA-INFORMED
CARE
Implementing TIC often involves a cultural
shift at all levels of an organization (Bassuk,
Unick, Paquette, et al., 2016; DeCandia &
Guarino, 2015). Staff may need to adjust
their values, principles, and practices,
resulting in a paradigm shift to a relational
context in which the voices of the families
receiving services are integrated into service
delivery and an organization’s procedures
and policies. With input, feedback, and
involvement from the families, all practices
and policies can be adapted to become
trauma-informed. Every person on the staff
should receive training about the nature
(including neuroscience), extent, and
impact of trauma on all family members
(parents and children alike), mental health
consequences, and how best to respond.

Concepts such as toxic stress, complex
trauma, and ACEs should be included in all
trainings.
Establishing trusting, supportive
relationships is the foundation of the BSAFE
approach. It is also essential to creating a
trauma-informed environment that prevents
re-traumatization and creates opportunities
for survivors to develop a sense of safety,
control, agency, and self-efficacy, all of which
increase the likelihood that families can
achieve residential stability and become selfsufficient. Every staff member and service
provider in an organization or facility should
be trained to understand how trauma
operates and how best to reduce “triggers”
of post-trauma responses, encourage
consumer choice, support empowerment,
and level power differentials. For example,
involving families in the governance process
for the organization and the design and
implementation of services ensures that
services are responsive to families’ needs and
facilitates parents’ personal agency, selfconfidence, and belief in themselves.
It is necessary to provide outside training
for all staff, including administrative
and security staff, board members, and
volunteers. Training sessions offered by the
Bassuk Center, which are central to assessing
and implementing organizational TIC, are
designed to promote an understanding of
trauma and its impact, including discussion
of the definition and nature of trauma;
impact of trauma on the brain and body;
medical, mental health and substance
use consequences of trauma; and the
concept of TIC. Topics addressed include
child development, relationships, supports,
housing stability, and appropriate services.
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In addition to knowledge about traumatic
stress, training facilitates development of the
skills necessary to implement TIC both in the
organization and in its services and service
delivery. Implementation includes ongoing
consultation and support to reinforce
trauma-informed concepts and strategies as
a vital part of maintaining organizational TIC
over time.

THE TICOMETER
The TICOMETER© is a scientifically
validated instrument developed and used
exclusively by the Bassuk Center to evaluate
an organization’s needs and progress in
implementing trauma-informed care and
ensuring its sustainability.
Using 35 items across five domains, the
TICOMETER© measures an organization’s
level of engagement in trauma-

informed practices. The assessment takes
approximately 15 minutes for staff members
to complete online and scores for the
organization are available immediately.
The five TICOMETER© domains include:
• Building trauma-informed knowledge
and skills
• Establishing trusting relationships
• Respecting service users
• Fostering trauma-informed service
delivery
• Promoting trauma-informed policies
and procedures
The Bassuk Centers uses the TICOMETER© as
part of our trauma training engagements. A
further look at implementing organizational
TIC is offered in Appendix B. To learn more
about TIC training, please contact the Bassuk
Center (www.bassukcenter.org)
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A D D R E S S I N G H E A LT H A N D
M E N TA L H E A LT H N E E D S O F
PA R E N T S A N D C H I L D R E N

Family members living in
unstable housing situations have
disproportionately high rates of
medical, dental, mental health, and
substance use issues compared to the
general population (Buckner, 2008;
Rog & Buckner, 2007). Their access
to preventive, routine, acute, and
specialized care is limited, despite many
unmet and complex health needs.
With trauma as a primary driver of
housing instability, understanding and
addressing health and mental health
needs is perhaps the most crucial
element of the BSAFE approach.

UNDERSTANDING
THE HEALTH AND
MENTAL HEALTH
NEEDS OF MOTHERS
Many economically disadvantaged
mothers have inadequate access to
health and mental health care, and
as a result have various unmet health
and mental health needs. Many do
not obtain regular preventive care
including prenatal visits, Pap tests, and
mammograms compared to women
who are stably housed. Common
medical problems among this

population include: anemia, asthma,
bronchitis, hypertension, and ulcers
(American College of Obstetricians and
Gynecologists, 2013).

With trauma as a primary driver of
housing instability, understanding and
addressing health and mental health
needs is perhaps the most crucial
element of the BSAFE approach.

Mothers who are pregnant or parenting
young children face unique challenges.
Poverty and unstable housing
circumstances (e.g. being doubled
up, living in substandard housing, or
residing in shelter) compound the stress
levels for moms and soon-to-be moms
(Bassuk & Weinreb, 1993; Richards et
al., 2011). The challenges translate into
increased risks for the mothers and
babies. Children born into poverty are
often set on a lifelong course of health
disparities. They have higher rates of
preterm birth, decreased intrauterine
growth, and neonatal or infant death.
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As they grow, many children have cognitive
delays, poor school performance and
behavioral disorders.
Mothers experiencing homelessness (the
most extreme form of housing instability) who
are pregnant are less likely than a comparison
group of mothers in stable housing to
receive prenatal care and more likely to have
neonates with medical problems (Richards
et al., 2011). Four to 10 percent of mothers
experiencing homelessness are pregnant
(Bassuk & Weinreb, 1993; Richards et al., 2011).
Women experiencing homelessness who
are pregnant tend to be younger, single, and
uninsured, and are less likely to breastfeed
their babies, obtain prenatal care, and sustain
well-baby visits. Their infants have lower birth
weights, are more often in neonatal intensive
care units (NICUs), and sustain longer hospital
stays (Richards et al., 2011; Stein et al., 2000).
Given the poverty of many families living in
unstable housing situations combined with
their high exposure to interpersonal and
community violence, it is not surprising that
they are extremely stressed and have high
rates of mental health issues. Current and
lifetime rates of major depressive disorders
(MDD), posttraumatic stress disorder (PTSD),
and substance use disorders (SUD) among
mothers experiencing homelessness are far
higher than in the general female population
(Weinreb, Buckner, Williams, et al., 2006; Bassuk
& Beardslee, 2014).
Despite the high rates of mental health
disorders in the general population and the
even higher rates among low income people
living in unstable housing or in shelters,
mental health issues tend to be overlooked,

ignored, unrecognized, and untreated.
Stigma and discrimination abound. Instead of
assessing parents for the presence of disorders
that may interfere with their functioning,
their behavior is misunderstood and they are
sometimes viewed as “lazy,”“irresponsible,”
“poor parents,” and “unmotivated.” This
misplaced perspective is common. Mental
disorders are highly stigmatized and people
with these concerns are often excluded,
isolated, and misunderstood (Corrigan &
Watson, 2002). Furthermore, providers
sometimes view identifying mental disorders
as “pathologizing” the parents and blaming
the victim, rather than understanding that
these disorders have multiple biopsychosocial
determinants requiring treatment.

Need to add new photo here

To mitigate misplaced perspectives,
comprehensive training and ongoing
supervision of direct service providers that is
‘case-based’ is essential. Training should be
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contextualized within a recovery framework
in which recovery from mental disorders
is understood as possible and achievable,
and that even the most vulnerable person is
capable of living a life that has purpose and
meaning (SAMHSA, 2012b; Sibitz et al., 2013).
People living in unstable housing are not
a homogeneous population. The various
subgroups of people in these circumstances
have different mental health profiles. For
example, schizophrenia is common in
individuals experiencing homelessness
and is not disproportionately represented
among parents experiencing homelessness
(Bassuk, Weinreb, Buckner, et al., 1996).
Instead, the most common disorder among
mothers living in unstable circumstances
or experiencing homelessness is major
depressive disorder, followed by posttraumatic stress disorder (Bassuk, Weinreb,
Buckner, et al., 1996; Hayes et al., 2013).
Substance use disorder is prevalent, although
its frequency is difficult to measure.

Major Depressive Orders
Depression is a major public health problem
for low-income mothers, especially those
experiencing housing instability. Stressed
by their circumstances, it is not surprising
that current and lifetime prevalence rates of
major depressive disorders in mothers living
in substandard housing or experiencing
homelessness are much higher than in
the general female population (Bassuk
& Beardslee, 2014). Approximately 12
percent of women from all socioeconomic
groups experience depression (Grote et al.,
2007; Kessler et al., 2003). This percentage
approaches 25 percent for those living in
poverty and for ethnic/racial minorities, and

40 to 60 percent for low-income mothers
with young children, as well as pregnant
and parenting teens (Knitzer et al., 2008).
Lifetime rates of depression among mothers
experiencing homelessness range from 45
to 85 percent (Bassuk & Beardslee, 2014;
Bassuk, Weinreb, Buckner, et al., 1996; Weinreb,
Buckner, Williams, et al., 2006).
Major depressive disorders (MDD) and their
co-occurring disorders are common among
mothers experiencing housing instability
and can significantly interfere with effective
parenting as well as with obtaining and
maintaining housing and services. Lack of
access to critical services, because of barriers
such as undiagnosed and therefore untreated
clinical depression, limits the opportunity
for mothers to become self-supporting
and to fully care for their children. For these
reasons, preventing, diagnosing, and treating
depression must be a primary focus of
any effective solution to address housing
instability.
At an extreme, a related problem that has
not been sufficiently investigated is the high
rate of suicide attempts among mothers
experiencing homelessness. Nearly one-third
have made at least one suicide attempt,
usually by overdose; 55 percent have made
two or more attempts (Bassuk, Weinreb,
Buckner, et al., 1996; Medeiros & Vaulton,
2010).
Depression is often unrecognized and viewed
as a circumstantial issue that will resolve with
housing rather than as a medical disorder
requiring treatment (Bassuk & Beardslee,
2014). Many mothers feel dejected, depressed,
and sometimes despairing—feelings that
reflect their challenging circumstances. For
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some mothers, a change in circumstances
will help to resolve the depressive feelings.
But the view that “You, too, would be
depressed if you were living in these
unstable circumstances” (Gowen, 2008) does
not consider the complex psychobiological
factors that contribute to developing a MDD
requiring intervention. It is imperative that
a distinction be made between depressive
feelings and a disorder requiring treatment.1
The impact of maternal depression on
children is profound. A meta-analysis of
193 studies demonstrated that poverty
seems to be a broad-scale enhancer of
risk in relation to depression in mothers;
but, when controlling for socioeconomic
status, maternal depression alone predicted
greater adverse outcomes among children
(Goodman, Rouse, Connell, et al., 2011;
Kiernan & Huerta, 2008; Riley et al., 2009;
Reinherz et al., 2000; Nomura et al., 2002).
Children living with a depressed parent
have poorer medical, mental health, and
educational outcomes compared to children
without a depressed parent (Center on the
Developing Child at Harvard University, 2009;
Knitzer et al., 2008; National Research Council
& Institute of Medicine, 2009).
Depression adds to a mother’s difficulty in
parenting effectively and may compromise
her children’s growth, development, and
school readiness (Knitzer et al., 2008).
Depression is not merely part of a mother’s
experience, but a predictor of poor child
outcomes and associated with negative
parenting behaviors. Despite these adverse
impacts, depression among many low-

income mothers remains unacknowledged,
unrecognized, and untreated (Bassuk &
Beardslee, 2014).
A great deal is known about how to treat
depression (Bassuk & Beardslee, 2014).
Studies have documented that when
mothers are treated for depression (e.g.,
medication, psychotherapies, behavioral
interventions), their children develop
fewer emotional and behavioral problems
(National Research Council & Institute
of Medicine 2009; Weissman Pilowsky,
Wickramaratne, et al., 2006). Some of the
promising preventive interventions for
low-income families can result in better
outcomes as well (National Research Council

& Institute of Medicine, 2009). However, in
general, these treatments have not been
adapted and implemented for use with
mothers and children experiencing housing
instability. Gewirtz et al. (2008) reported
that “housing agencies lack infrastructure
or expertise in children’s mental health”

Major depressive disorder is characterized by feeling down and blue all of the time, or having no energy, plus five out of nine associated symptoms
drawn from biological domains (e.g., trouble eating, sleeping, concentrating) and psychological domains (e.g., feeling hopeless, helpless, that life is not
worth living, and feeling suicidal). These symptoms last two weeks or more and may be accompanied by functional impairments. The symptoms cannot
be caused by substance use, medical diagnosis, or bereavement. Dysthymia is a condition with fewer symptoms that last at least two years. In standard
psychiatric practice, treatment is indicated for both diagnoses (American Psychiatric Association, 2013).

1
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and these agencies do not screen or assess
mothers experiencing homelessness for
depression.

Posttraumatic Stress Disorder
As mentioned, many women living
in poverty have been victims of both
interpersonal and community violence. They
have endured oppressive circumstances
and unspeakable abuses throughout their
lifetimes. Survivors may be psychologically
and medically traumatized by these violent
experiences. Trauma takes a toll on a person’s
body, mental and emotional responses, and
on relationships with others, resulting in
an array of distressing feelings, symptoms,
and behaviors. Originally organized as a
coping response to horrific circumstances,
the behaviors may seem maladaptive as
the child grows into adulthood, and can be
misunderstood by providers. Trauma not
only results in severe distress and impaired
functioning, but may also result in residential
instability, employment challenges, and
an inability to establish a sense of safety,
parent effectively, and respond to a child’s
needs. This may lead to poorer outcomes for
children (Hayes et al., 2013).
As a result of their high exposure to
traumatic experiences, many mothers
develop PTSD. In a recent study of mothers
experiencing homelessness, for example,
48 percent met the criteria for PTSD—a
rate three to four times greater than in the
general female population (Hayes et al.,
2013). PTSD is characterized by intrusive
memories, recurrent dreams and flashbacks,
or other dissociative occurrences that are
related to the traumatic experiences, as
well as marked physiological reactions,

such as alterations in reactivity and arousal
to internal or external cues related to
the traumatic events. The survivor tries
to avoid any reminder of the traumatic
experience, often leading to avoidance and
marked constriction in their activities. They
experience alterations in cognition and
mood as well as problems in relationships
(American Psychiatric Association, 2013).
Survivors may be hypervigilant, irritable,
and prone to angry outbursts, and may
demonstrate self-destructive behavior,
difficulty concentrating, and withdrawal
from important activities. Additionally, as
Van Der Kolk (2014) has described, “the
body keeps the score,” with survivors coping
with their painful emotions by “somatizing”
their feelings, causing them to misinterpret
physical sensations, hold feelings in their
body, or experience physical pain. Somatic
complaints may also represent “body
memories” of the abuse. The severity of
trauma symptoms has also been linked to
residential instability (Hayes et al., 2013).
Post-trauma responses commonly co-occur
with depression and anxiety as well as
substance use, which is often used to selfmedicate distressing feelings accompanying
these disorders. These compromise a parent’s
ability to form safe and trusting supportive
relationships, work consistently, maintain
housing, and parent effectively (Guarino &
Bassuk, 2010).

Substance Use Disorders
The prevalence of substance use disorders
is difficult to estimate among mothers
living in unstable housing circumstances.
When directly questioned, many mothers
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are reluctant to answer because of fear of
losing their shelter/housing placement,
being separated from their children,
violating shelter/agency rules with dire
consequences, and shame associated with
the use of alcohol or drugs. However, most
studies suggest that the rates of alcohol
and marijuana use are high among this
population.
Lifetime rates among mothers experiencing
homelessness vary widely depending
on the study and methodology: in one
study, alcohol-related disorders were at
least twice as high as the general female
population, approaching 31 percent; other
forms of drug abuse were nearly three
times as high (Bassuk, Weinreb, Buckner,
et al., 1996). Lifetime prevalence of any
substance use disorder was approximately
41 percent (Bassuk, Weinreb, Buckner, et al.,
1996). A recent study of 11 Health Care for
the Homeless sites reported that mothers
experiencing homelessness have a four
times higher rate of alcohol abuse and 12
times higher rate of a substance use disorder
compared to the general population (Upshur
et al., 2017). When inquiring about substance
use, some researchers found that asking
about attendance at Alcoholics Anonymous
(AA) or Narcotics Anonymous (NA) yielded
much higher rates and suggested that this
line of questioning might be a good proxy
for obtaining more accurate prevalence rates
(Hayes et al., 2013).
Research has suggested that many people
who use substances are self-medicating to
relieve feelings of distress associated with
traumatic experiences and various mental
health disorders, especially depression
and post-trauma responses. The Services

and Housing Interventions for Families in
Transition (SHIFT) Study documented high
rates of co-occurring disorders. They found
that 83 percent of women with depression
also had a substance use disorder (Hayes et
al., 2013).

UNDERSTANDING THE
HEALTH AND MENTAL
HEALTH NEEDS OF
CHILDREN IN UNSTABLE
HOUSING
Children living in unstable housing
conditions may not know the comforts
and safety of living in a “permanent” decent
home and some do not even know where
they are going to sleep at night or eat each
day. Mothers of children experiencing
homelessness are more likely to report
that their children are in fair or poor health
compared to their housed counterparts
(Weinreb, Goldberg, Bassuk, et al, 1998).
Children’s poor health begins at birth with
many low birth weight babies and NICU
admissions. They tend to have higher rates of
acute and chronic illnesses including anemia,
gastrointestinal disorders, ear infections,
and asthma and other respiratory illnesses.
Asthma rates are especially high and may
be related to substandard and overcrowded
housing, exposure to passive smoke, and
higher rates of emotional stress (Weinreb,
Goldberg, Bassuk, et al, 1998). For children of
lower socioeconomic status, parent-reported
lifetime prevalence of asthma rises by 18
percent (Pulcini et al., 2017). Furthermore,
because of their transient situations, many
children do not have regular health care
providers and experience delays in routine
health screenings and immunizations
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(Weinreb, Goldberg, Bassuk, et al, 1998).
Dental care is generally limited. Rather
than seeking care from a pediatrician or
a community health center, they tend to
frequent emergency departments. Children
commonly feel afraid and distressed, and
often resonate with their parents’ anxiety
about their circumstances.
Children living in poverty are more likely
to experience housing instability and its
adverse consequences. According to a 2016
report from the Centers for Disease Control
and Prevention (CDC), approximately 21
percent of all children in the United States
live in families with incomes below the
federal poverty level (FPL) (National Center
for Children in Poverty, n.d.). However,
this measurement has been shown to
underestimate the real needs of these
households (Cree et al., 2018; Koball &
Jiang, 2018; National Center for Children in
Poverty, n.d.). Research demonstrates that,
on average, families require an income
that is twice the calculated FPL income to
cover their most basic expenses. Thus, it is
more accurate to report that 43 percent of
children live in a low-income family (Cree
et al., 2018; Koball & Jiang, 2018; National
Center for Children in Poverty, n.d.).
Poverty comes with significant financial
and human costs. A wide range of research
has linked poverty to lower ratings on
measures of well-being across the life cycle
(National Center for Health Statistics, 2012).
Children living in poverty face unrelenting
stresses including frequent moves, evictions,
exposure to violence, maltreatment,
erratic school attendance, hunger, greater
susceptibility to illness and injury, and
the looming threat of family separation.

These events can lead to physiologic stress
responses such as high cortisol levels and
high blood pressure (Weissman, Pratt, Miller,
et al., 2015). Further, poverty is associated
with mental, behavioral, and developmental
disorders in children. According to the
CDC, 8.7 percent of people with incomes
below the FPL report severe psychological
distress (Weissman, Pratt, Miller, et al., 2015).
Prolonged exposure to poverty can turn
children’s stress responses into disruptions in
the developmental process that can impair
a child’s capacities for learning and relating
to peers, which ultimately lead to longterm adverse physical and mental health
outcomes (Center on the Developing Child
at Harvard University, 2013).

Among children living below 100 percent
of the FPL, more than 1 in 5 (22 percent)
had a mental, behavioral, or developmental
disorder, compared with children with
higher-income households at 13.9 percent
(Cree et al., 2018; Ghandour et al., 2018;
Visser et al., 2013). A wide range of research
has shown that low family income is
associated with higher levels of depressive
symptoms in children and adolescents
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(Call & Nonnemaker, 1999; Goodman, 1999;
Goodman, Huang, Wade, et al., 2003; Kubik et
al., 2003; Tracy et al., 2008). Children who live
in consistently low-income or decreasingincome households are also at higher risk
for attention-deficit/hyperactivity disorder
(ADHD) (Akinbami et al., 2011; Pastor &
Rueben, 2008; Pulcini et al., 2017; Russell et
al., 2015).
Many children in these circumstances,
especially those who move multiple times
or are experiencing homelessness, face
unrelenting stresses and have different
and more pronounced worries and fears
than other children. Most identify with their
mother’s distress. Although babies may
appear oblivious to their mother’s mounting
tension and turmoil, toddlers can become
irritable and clingy, and can regress in toilet
training and speech. Older children worry
about changing schools, being separated
from friends and peers, or being seen as
different. Their worries can result in lethargy,
indifference, poor school performance, or
anger at their parents who they may blame
for their circumstances.
Trauma has profound effects on children.
The constant barrage of stressful life events
has a significant impact on the cognitive and
emotional development of many children
experiencing homelessness. Younger
children may manifest developmental
delays. As children grow, they may have
problems with working memory, emotional
self-regulation, coping skills, and academic
performance.
Homelessness is the most extreme form
of housing instability. According to the
American Psychological Association,

97 percent of children experiencing
homelessness have moved at least once in
a year, resulting in the potential of up to 3
to 6 months of education loss (American
Psychological Association, 2016). Their
social relationships may also suffer and
they may manifest symptoms of insecure
or disorganized attachments, suggesting
the presence of complex trauma. In a
recent study of children 18 to 41 months,
researchers documented that children
experiencing homelessness had poorer
outcomes than national norms 20 months
after being sheltered (Brown, Shinn, &
Khadduri, 2017). These children had a
higher risk of developmental delays; more
behavioral challenges such as hyperactivity,
conduct problems, and difficulties with
peers; and lower reading readiness. A
recent systematic review and meta-analysis
of mental health disorders in children
experiencing homelessness documented
the high prevalence of children requiring
further clinical evaluation of mental health
problems compared to housed children
(Bassuk, Richard, & Tsertsvadze, 2015).
Findings from the Child Behavioral Checklist
(CBCL) showed emotional problems in 10 to
26 percent of homeless preschoolers, and
24 to 40 percent of homeless school-aged
children (Bassuk, Richard, & Tsertsvadze,
2015). The rates among school-aged children
were two to four times higher than poor
housed children in the National Survey
of America’s Children (Bassuk, Richard, &
Tsertsvadze, 2015). Despite the high rates
of mental health problems in children
experiencing homelessness, few receive
appropriate clinical evaluation or ongoing
care.
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Although many children living in unstable
housing situations have mental health issues,
the population is not homogeneous. One
study using cluster analysis versus a variable
centered approach found that some children
experiencing homelessness were resilient in
the face of extreme adversity (Huntington
et al., 2008). The researchers combined
behavior problems, adaptive functioning,
and school achievement and identified
two clusters: higher and lower functioning
children. The two groups were differentiated
by maternal mental distress and a history
of childhood physical and sexual abuse.
Protective factors included the following:
stable housing, positive parenting, healthy
secure attachments, community supports
for the family, self-regulation, and good
problem-solving skills.
The impact of housing instability on
children can have a profound effect. Given
the high rates of exposure to violence
and its long-term medical and mental
health consequences (e.g., see ACE study;
Felitti et al., 1998) and recent findings
about the effects of “toxic stress” on brain
architecture in children, it is imperative that
the mental health needs of these children
be immediately addressed. Similarly, given
the invidious and long-term adverse effects
of maternal depression and co-occurring
disorders on children, prevention and
treatment of parents’ mental health issues
should also be a priority. Interventions for
children should begin at birth.

ADDRESSING HEALTH
AND MENTAL HEALTH
NEEDS OF MOTHERS
AND CHILDREN

The health care setting can potentially be
an ideal location for addressing the complex
issues of both parents and children living in
housing insecure circumstances. To begin
from a systemic view, access to regular care
must be improved. Also, families must feel
comfortable with their primary medical
providers, meaning that trust and mutual
respect need to be established. This process
is facilitated by laying the foundation of
Relational Culture and Trauma-Informed Care
for providers. Providers for both children and
parents should be identified and become
part of the healthcare team. Strategies
should be applied to secure primary medical
and dental providers who will see family
members regularly.
Barriers to access must be addressed,
including knowledge of the value of
regular medical visits, setting up timely
appointments, insurance or Medicaid
coverage, child care, and transportation. All
health and mental health care interactions
should be person-centered, traumainformed, and culturally sensitive, with
providers aware of the high rates of exposure
to traumatic stresses and their mental health
consequences. Specific recommendations
include:
• Encourage case managers to work
with mothers to ensure they know
about the availability of routine,
preventive, and acute care services.
• Help identify primary healthcare and
dental providers who can consistently
see family members. Support the
formation of trusting relationships with
healthcare providers.
• Train case managers about the
connection between medical and
behavioral health.
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Coordinate regular visits of home
visiting teams with pregnant mothers
and during the child’s infancy.
Assist parents in scheduling regular
well-baby and pediatric visits.
Implement some combination of the
following in shelter settings:
º Establish in-house medical clinics
that have regularly scheduled
times for specific health providers
to meet with the families.
º Connect with family teams from
Health Care for the Homeless (if
available) who provide regular
medical care for family members
experiencing housing instability.
º Ensure access to communitybased health centers by using
outreach workers from the
health center or from Health Care
for the Homeless Programs to
connect with families.
º Refer to community-based
medical clinics that give families
experiencing housing insecurity
priority.
º Coordinate all systems that
provide care to family members.

Screen and Assess Each
Family Member
All mothers living in unstable circumstances
should be screened for major depression
and its co-occurring disorders, especially
PTSD, substance use disorders, and anxiety
disorders. The assessment will be most
accurate if standardized assessment
measures are used. For example, the Patient
Health Questionnaire (PHQ-9) contains a
module consisting of a nine-item self-report
scale that screens for depressive symptoms
over the previous two weeks and assesses

severity (Kroenke & Spitzer, 2002). It is
based on the diagnostic criteria for major
depressive disorders in the Diagnostic and
Statistical Manual Fifth Edition (DSM-5) and
can help identify depression. Scores of four
or more indicate the presence of depressive
symptoms that warrant evaluation by a
clinician. Endorsed by Substance Abuse
and Mental Health Services Administration
(SAMHSA), the PHQ-9 is the most common
screening tool used to identify depression
and can reliably alert staff to a parent’s need
for mental health services.

If screening suggests a likelihood of major
depression, a mental health clinician may
want to complete a full assessment, possibly
using the Beck Depression Inventory II. As
noted above, assessments should be familyoriented to include an evaluation of the
needs of the children as well.

Engage Family Members in
Services
The cornerstone of all services is the
relationship between the program staff and
the family. Whenever possible, ‘meet the
family where they are at.’ Outreach requiring
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patience and persistence is often necessary
to build a strong relationship that will help
encourage family participation in services.
Asking about the family’s concerns and
wishes and addressing them is one of the
most important ways to build rapport and
alliances with families. Begin by creating a
service plan in collaboration with the family
with stated goals based on the results of the
assessment and implement organizational
TIC.

Provide Parenting Supports
and Therapeutic Interventions
Research indicates that programs benefitting
parents with depression and their children
should be family-oriented, strengths-based,
and trauma-informed. These programs
include developmentally oriented
daycare and child care as well as home
visiting. Psychoeducational and parenting
support programs can also be effectively
implemented in shelter environments
(Herbers, Cutuli, Monn, et al., 2014; Herbers,
Cutuli, Supkoff, et al., 2014; Sanders, 2008).
The most effective approaches include:
• Psychoeducation Groups: These
groups, or various curricula integrated
into parenting support programs (see
below), promote effective parenting
practices and information about issues
such as child development and mental
health (e.g., Family Talk). There is a strong
evidence base for the effectiveness
of these programs with low-income
families.
• Parenting Supports: Parenting
supports have been demonstrated
to reduce minor and some moderate
depression in mothers with young
children (Bassuk & Beardslee, 2014;
National Research Council & Institute

•

of Medicine, 2009). For example, staff
emphasize the importance of parental
roles by supporting effective parenting
(e.g., help parents provide routines
and positive discipline, teach them
how to reassure their children, and
help them understand their child’s
experiences). Staff can also support
parents by encouraging them to ask
their children how they are doing, to
talk to staff about what they need (e.g.,
health care, schooling, transportation),
and to help their children understand
what they have been through and help
them make sense of their experience.
Parenting supports reassure parents that
the family unit will survive. Staff should
view the provision of these support
services as a way of taking care of the
family unit and preventing or reducing
depression in both mothers and
children. Whenever possible, families
should be linked to appropriate home
visiting programs.
Other Therapies: For mothers with
MDD, Cognitive Behavioral Therapy
(CBT) can be combined with
antidepressant medications. This will
require referral to community-based
mental health agencies. For mothers
with SUD, substance use counseling
and detox or rehab may be indicated.

Refer Families to CommunityBased Mental Health Services
For mothers with significant symptoms
of depression and depressive disorders,
especially when combined with PTSD and/
or substance use, referral to treatment
is essential. Minimizing symptoms and
attributing them exclusively to the
challenges of poverty and homelessness
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further burdens women who are already
severely stressed (Miranda et al., 2006).

Remove Barriers to Care and
Provide Ancillary Services
It may be necessary to provide services that
address barriers to receiving treatment, such
as transportation and childcare. Providing
essential services may increase the likelihood
that parents with behavioral health disorders
will participate in treatment over time.

Establish Relationships and
Coordinate Care Among
Community-Based Agencies
Community agencies providing direct
care for mental health disorders should be
identified and partnerships established.
Referral routes should be clear and intake
processes should be straightforward, thus
increasing the likelihood that mothers will
engage in treatment.

Train Staff in Motivational
Interviewing
Motivational Interviewing (MI) has been
widely used in medical and behavioral
health settings to enhance motivation and
support behavior change for underserved
populations (Rubak et al., 2005). First
described by psychologist William Miller in
the early 1980s, MI was developed to treat
alcohol abuse. It is now used in mental
health, primary care, housing services, HIV
care, smoking cessation, and corrections
settings. In 1991, Miller and Rollnick
published Motivational Interviewing:
Preparing People for Change, a landmark
text that described the philosophy and skills
of MI. Since then, at least 72 randomized
controlled trials have assessed MI,
demonstrating improvements in physical

To effectively address children’s mental health needs, programs should:
• Train all staff in child development, traumatic stress and its
neuroscience, ACEs, parenting supports, protective factors, and
assessment strategies.
• Provide ongoing consultation to staff about the children’s needs.
• Ensure that all interventions are trauma-informed.
• Universally screen all children and formally assess those with
indicators of emotional and/or cognitive problems.
• Ensure positive parenting supports, especially home visiting
programs.
• Refer infants and children to early intervention programs,
beginning at birth.
• Ensure high quality child care.
• Advocate for school-aged children.
• Ensure that school-aged children with mental health challenges
receive necessary and appropriate accommodations (e.g.,
Individualized Education Programs [IEP], 504 plans) (National
Center for Homeless Education/Education for Homeless
Children and Youth, 2016)
• Meet the tangible needs of the family, prioritizing and
supporting the search for permanent affordable housing.

health, mental health, and substance use in
a wide variety of populations. (Rubak et al.,
2005)
Outcomes directly attributable to use of MI
include enhanced medication adherence,
reduced psychiatric symptoms, improved
housing stability, weight loss, lessened
tobacco use, and diminished high-risk sex
and drug-related behaviors (Rubak et al.,
2005; SAMHSA, 2012a). Training staff in MI
offers a concrete set of skills they can use
to address the health and behavioral health
needs of families and help them to maintain
stable housing. Contact the Bassuk Center
(www.bassukcenter.org) to learn more about
MI training opportunities.
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P R O V I D I N G PA R E N T I N G S U P P O R T S

Researchers have documented that
children in families exposed to severe
adversities and stress have high rates
of behavior problems and depression,
often due in part to impaired parenting
practices (Gewirtz & Taylor, 2009;
Herbers, Cutuli, Monn, et al., 2014;
Herbers, Cutuli, Supkoff, et al., 2014).
Given the extreme stress experienced
by families living in unstable housing
situations, it is not surprising that
parents tend to provide less structure
and stimulation, may be more irritable,
and express less warmth toward their
children. They also tend to use coercive
disciplinary practices more often than
parents in stable housing (Perlman et al.,
2012). Positive parenting practices are
especially important in families living in
adverse circumstances.
According to the Center for the
Developing Child website, “Early
experiences affect the development
of brain architecture, which provides
the foundation for all future learning,
behavior, and health. Just as a weak
foundation compromises the quality
and strength of a house, adverse

Positive parenting practices are especially
important in families living in adverse
circumstances.

experiences early in life can impair
brain architecture, with negative
effects lasting into adulthood.” As the
prefrontal cortex and associated neural
systems mature between the ages of
three and six years, self-regulation skills
continue to develop. Through empathic
interactions between the child and
mother, the child develops increasing
ability for autonomy, appropriate
emotional responses, and cognitive
control. Children of mothers who were
less controlling, restrictive, and harsh,
and who provided more cognitive
stimulation and physical affection,
tended to have better behavioral
control, attention, and executive
function (Herbers, Cutuli, Monn, et al.,
2014; Herbers, Cutuli, Supkoff, et al.,
2014).
Many systematic studies of parenting
supports for low-income mothers
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have shown promising outcomes that
include stronger parent-child relationships,
improved adjustment and functioning for the
child, improved parenting practices, greater
knowledge of child development on the
part of mothers, and decreased prevalence
of maternal depression (Bassuk & Beardslee,
2014; National Research Council & Institute of
Medicine, 2009).
Parenting programs are a form of secondary
prevention aimed at reducing the impact
of stressors that families have experienced.
The Institute of Medicine proposed a
developmental framework for creating and
implementing interventions for children,
youth, and families (National Research
Council & Institute of Medicine, 2009).
Principles driving these interventions
included strengthening parenting through
psychoeducation, addressing the needs of
children and families in which parents are
depressed, and using various preventive
and therapeutic interventions. For example,
psychoeducational approaches that combine
information about strong parenting practices
and mental health have a robust evidence
base for use with low-income families.
Many of these programs are suitable to be
adapted for use with families experiencing
homelessness.
When children are surrounded by positive
caregivers and a supportive environment,
they can fare well (Masten, 2001; Masten,
Cutuli, Herbers, et al., 2014; Masten, Fiat,
Labella, et al., 2015; Huntington, 2008). The
presence of a stable, nurturing caregiver
serves as a buffer against ACEs which are
prevalent in minority and low-income groups
and have been associated with diminished
resilience in children and negative health

and mental health outcomes in adults. A
strong foundation for resiliency is built by
diminishing the number of ACEs in a child’s
life and building protective factors.

HOME VISITING
PROGRAMS
A plethora of evidence-based home visiting
programs, targeted to at-risk and lowincome families, exist that support families
throughout pregnancy and through the
entry of their children into kindergarten.
Many of these programs have demonstrated
effectiveness with impressive outcomes.
Home visiting has become a primary strategy
for delivering services to families with young
children within the context of the settings
where they live (including shelters). Home
visiting is based on the belief that the parentchild relationship is a primary factor in child
development. Optimally, these relationships
feature stable and predictable caregiving with
primary caretakers emotionally available to
their children and serving as ‘secure bases’
from which children can go out into the
world (Bires et al., n.d.).
Home visiting services are family-oriented
and include: information about effective
parenting techniques; supportive preventive
health and prenatal practices; breastfeeding
and infant care support; education in child
development; assessing health and nutrition
needs; assessing school readiness; identifying
disabilities; and linking families to communitybased programs, resources, and supports.
Services are provided by a home visitor or a
team that may include a social worker, nurse,
case workers, or other human service staff
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knowledgeable about parent and child
issues.
Home visitors also coordinate services
and systems, help parents communicate
about unmet needs, and follow families as
they move. The Ounce of Prevention Fund
highlights the importance of interagency
cooperation, especially when engaging
and serving high-risk populations (People’s
Emergency Center, 2017; Bires et al., n.d.).
Depending on the home visiting program,
services are provided at different intervals
and may include regular appointments
with individual families, parenting
classes, fatherhood workshops, and peer
involvement (People’s Emergency Center,
2017).
Since 2010, the Health Resources and
Services Administration (HRSA) and the
Administration for Children and Families
(ACF) have administered Maternal, Infant,
and Early Childhood Home Visiting (MIECHV)
programs that are evidence-based and
aimed at improving the lives of at-risk
families and children through home visiting
and service coordination (Michalopoulos
et al., 2015). They are generally targeted
toward pregnant mothers, expectant fathers,
and families with children from birth to
kindergarten. At-risk families are a priority
population and include those with history
of child abuse or neglect, substance use,
low student achievement, children with
developmental delays and disabilities,
and families with individuals in the Armed
Services. These programs provide funding
to states, territories, and tribal entities to
develop and support communities to
implement voluntary programs that best
meet their local needs.

Overall, these programs aim to support the
healthy development of young children and
to overcome some of the problems faced by
low-income families by strengthening family
functioning. According to HRSA’s Maternal
and Child Health Bureau (www.mchb.hrsa.
gov/programs/homevisiting), specific goals
are:
•
•
•
•

Improving maternal and child health
Preventing child abuse and neglect
Encouraging positive parenting
Promoting child development and
school readiness
• Reducing the risk of family separations
due to child welfare involvement
The composition of the home visiting team
varies considerably depending on the
program, as does the nature and frequency
of visits and interventions. They may range
from individual sessions to group meetings
and may include individual assessments
as well as linkages to other agencies. For
example, during the one-month assessment
period, the home visiting program Child
First visits families twice weekly and then
decreases visits to weekly, or more often
depending on the family’s needs. Visits last
from 60 to 90 minutes and continue for
six to 12 months or longer if the family has
ongoing unmet needs.
The most widely used evidence-based
Home Visiting models offered by MIECHV
include:
• Early Head Start – Home-Based Option
(EHS-HV)
• Healthy Families America
• Nurse Family Partnerships
• Parents As Teachers (ACF, 2013)
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• Home Instruction Program for
Preschool Youngsters (HIPPY)
• Healthy Steps
• Family Check-up
• Child First
In addition to these programs, several
focus on newborns. This includes, for
example, the Newborn Home Visiting
Program, established by the New York City
Department of Health and Mental Hygiene.
This program supports mothers and infants
during the first few weeks after birth (zero to
two months). The program focuses on the
health of family members, development of
the baby, breastfeeding support, safe sleep
practices, ways to bond with a newborn,
support if parents are feeling depressed, and
connection to other necessary resources and
supports.

EVIDENCE-BASED
PARENTING SUPPORT
PROGRAMS
The evidence base describing the
effectiveness of parenting support
programs that have been adapted for
families experiencing homelessness
residing in shelters and for those living
in supportive housing is beginning to
emerge and the outcomes are promising
(Gewirtz & Taylor, 2009; Perlman et al., 2012).
Some research has specifically focused
on parenting practices within settings of
adversity (Herbers, Cutuli, Monn, et al., 2014;
Herbers, Cutuli, Supkoff, et al., 2014). Since
homelessness is the most extreme form of
housing instability, various programs have
been targeted to the needs of these families
and children. The following parenting

programs have shown early success with
families experiencing adversity:
• Parenting Through Change (PTC) is an
evidence-based program that has
been implemented in shelters in
Minnesota. PTC targets five parenting
practices: skill encouragement,
problem solving, limit setting,
monitoring, and positive involvement.
PTC has been modified and tested for
families in an emergency domestic
violence shelter setting (Gewirtz &
Taylor, 2009) and in supportive housing
agencies (Gewirtz, 2007). Preliminary
outcome data indicate high retention
rates and satisfaction among
participants.
• Family Care Curriculum (FCC) is a
strengths-based, six-week program
for women with children who are
living in emergency and transitional
housing (Hudson & Sheller, 2010). This
intervention integrates best practice
knowledge from four frameworks
including Effective Black Parenting,
trauma-informed care, attachment
theory, and self-care. FCC has been
piloted in seven shelters in a large,
northeast city. Through learning to
consider what they and their children
are thinking, feeling, and need, parents
become more consistently sensitive
and receptive to their children’s needs,
leading to sustained behavioral
changes.
• Triple P–Positive Parenting Program®
(Sanders, 2008) is an evidence-based,
tiered suite of parenting support
programs. The full five-tiered system is
associated with reduced child behavior
problems, increased positive parenting,
and reduced child maltreatment.
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•

The Home Visiting for Homeless Families
Demonstration Project (HVHF),led by
the Ounce of Prevention Fund, is a
project that piloted and evaluated
different strategies for designing and
implementing home visiting programs
for families experiencing homelessness.
The following is recommended based
on the outcomes of this research:
º Add a specialist in homelessness to
home visiting teams.
º All members of home visiting
teams should be knowledgeable
about homelessness.
º Provide training for homeless
service agencies so that home
visiting can be integrated into their
programs.

When home visiting was provided to families
experiencing homelessness, the evaluators
identified various barriers to serving the
families. These barriers are also present in
families living in unstable circumstances.
They include: (1) addressing basic needs
rather than specific mother-child issues; (2)
time spent reaching out to clients who are
mobile rather than providing services; (3)
the stressfulness of the work which requires
“reflective supervision” (Eggbeer et al., 2007);
and (4) stereotypes and myths about very
poor and homeless families (Bires et al., n.d.).

RECOMMENDATIONS
FOR IMPLEMENTING
HOME VISITING

their strategies for delivering services to
ensure engagement and effective outreach,
understanding of the challenges faced
by these families, flexible follow through,
adequate training, and close partnerships
between the program and MIECHV’s
evidence-based home visiting programs.
To ensure that these steps are carried out,
a case manager in the family’s program
or service agency should be given
the task of identifying and forming a
partnership with potential home visiting
programs in their community so that
the family receives appropriate services.
If possible, a designated staff person
can be appointed as a child advocate to
ensure the implementation of an effective
home visiting program. The following are
recommended action steps:
• Appoint a case manager or create a
position who is dedicated to ensuring
that children’s needs are met.
• Identify programs such as Healthy
Families America and Nurse Family
Partnerships that can provide services
to families.
• Explicitly prioritize and increase
referral of families to home visiting
programs.
• Increase training and professional
development for members of home
visiting teams and specifically
for providers serving families
experiencing homelessness (e.g.,
shelter case managers) (Bires et al.,
n.d.)

PROGRAMS
Home visiting programs that seek to
serve families who are transient or living
in unstable circumstances must modify
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OPTIMIZING THE WORKFORCE
SUPPORTING FAMILIES

Many programs and agencies serving
economically disadvantaged families
are under-resourced and inadequately
staffed. Although many service
providers are dedicated, compassionate
people, they are often faced with
overwhelming challenges. These
include large caseloads, low salaries,
long hours, inadequate training,
and families with complex needs.
Furthermore, the level of unrelenting
stress experienced by the families may
lead to a vicarious traumatization of the
workforce and must be addressed. As
the numbers of families and children
living in unstable housing situations
has grown, staffing problems have
worsened.
Our ideal service model urges that all
staff understand and embrace familyoriented assessments, organizational
trauma-informed care, application of
MI, and the importance of parenting
supports using a home visiting model.
Service settings that transition families
to stable housing in the community
should also be trained in Critical Time
Intervention (CTI), an evidence-based,
time-limited case management
model originally developed to prevent

homelessness and other adverse
outcomes in people with mental health
disorders following discharge from
hospitals, shelters, prisons, and other
institutions (Herman & Mandiberg,
2010; Susser et al., 1997). Emerging
evidence about CTI with families
experiencing homelessness suggests
its effectiveness for this subgroup as
well (Shinn, Samuels, Fischer, et al.,
2015; Samuels et al., 2006). CTI was

To be effective, staff training must involve
a comprehensive approach to the needs
of families and children, must be ongoing
with appropriate coaching and support,
and must address all the elements
described in our ideal service model.

developed and tested by researchers
and clinicians at Columbia University
and New York State Psychiatric Institute
with support from the National Institute
of Mental Health (NIMH) and New York
State Office of Mental Health, and was
cited as an effective practice by the
President’s New Freedom Commission
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on Mental Health (2003). CTI addresses the
transition out of shelter once housing is
identified, using a community-based, harm
reduction approach that features small
caseloads, weekly team supervision, and
regular, full caseload review. Since adequate
services are essential for stabilizing families
in permanent housing, CTI can also be used
to work with families in unstable housing
situations.
A sustained staff training effort will be
required to fully integrate new knowledge
and skills across the entire organization, from
leadership and administration to the front
desk and maintenance staff. This, of course,
includes all security personnel in service
settings where there will be frequent—and
potentially more stressful—contact between
security personnel and family members.
Security personnel should be trained to be
human service providers while they carry out
their safety responsibilities. This step alone
will dramatically alter the organizational
culture.
Many programs claim they already provide
staff training, including TIC and MI, but
there is often little evidence that these
trainings achieve the desired outcomes. To
be effective, staff training must involve a
comprehensive approach to the needs of
families and children, must be ongoing with
appropriate coaching and support, and must
address all the elements described in our
ideal service model.
A more difficult element of workforce
optimization requires addressing
unmanageable caseloads for caseworkers,
the complexity and intensity of working
with families who are economically

disadvantaged, and the understaffing and
low pay of the workforce. All of this leads to
staff overload and burnout that may erode
the organization’s culture and undermine
any chance for success with helping families.

Recommendations for
Optimizing the Workforce
•

•

•

•

•

•
•

•
•

Commitment by leadership to
ongoing training with follow-up
consultation and technical assistance,
and ensure that critical skills are fully
adopted by all staff at all levels.
Diversity in staff including leadership
to reflect the culture of the population
they serve.
Use an effective approach to training
staff at all levels. Staff should be trained
in each of the components of the
BSAFE service model. Time should be
allocated for helping staff translate
new skills into everyday practice.
Inclusion of all security personnel
in training so that they will be best
equipped to interact with family
members while they carry out safety
responsibilities.
Maintenance of ongoing and focused
training in terms of both knowledge
and skills that can be translated into
everyday practice. ‘One-shot’ training
has little impact over time.
Make training interactive, experiential,
and culturally relevant.
Provide opportunities for all staff to
practice new skills with feedback on
progress.
Periodic ‘booster’ trainings to update
and freshen new skills are essential.
Formal supervision and staff evaluation
should be available at all levels of the
organization.
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•

•

•

Promote self-care among the
workforce with professional training
to minimize secondary traumatization
and burnout.
Reduce the burden of documentation
and paperwork on all staff to allow
increased time to meet directly with
families.
Advocate for greater allocation of

•

government resources to support an
increase in human service staff with
an aim toward reducing caseloads and
preventing burnout.
Salaries for staff, including security
personnel, should provide a living
wage.
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APPENDICES
APPENDIX A: EXAMPLES OF ASSESSMENT TOOLS

Adults

Children

SF-8 Health Survey – Assesses the degree
to which health issues have interfered
with functioning in the past month.

Ages and Stages Questionnaires (ASQ)
– Screens for developmental delays in
children ages 4 months to 5 years.

Clinician-Administered PTSD Scale (CAPS)
– Structured interview to assess PTSD.

Behavior Rating Inventory of Executive
Function (BRIEF) – Parent/teach/provider
questionnaires to assess behavioral
regulation for children ages 5 -18 years.

Beck Depression Inventory-II – Measures
the intensity, severity, and depth of
depression.
Michigan Alcohol Screening Test (MAST),
Revised – Identifies substance use
issues.

Behavior Rating Inventory of Executive
Function Preschool Version (BRIEF-P) Parent/teach/provider questionnaires to
assess behavioral regulation for children
ages 2 to 5 years, 11 months.

Drug Abuse Screening Test – Identifies
substance use issues.
The Parenting Daily Hassles Scale –
Assesses frequency and impact of
potential “hassles” for parents.
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APPENDIX B: IMPLEMENTING ORGANIZATIONAL
TRAUMA-INFORMED CARE
Implementing organizational traumainformed care (TIC) requires training,
guidance, and ongoing support from
professionals. The outline below of some
major aspects of providing TIC is intended
to help organizations understand the nature
and scope of the implementation process as
they consider how to move forward. To learn
more about TIC training and implementation,
including a tailored approach for your
organization, contact the Bassuk Center
(www.bassukcenter.org).
Identifying Family Members Who Have
Experienced Trauma
• Screening for trauma exposure and
its aftermath should be conducted
routinely in settings where
economically disadvantaged families
and children are commonly seen (e.g.
emergency rooms, community social
service agencies, pediatrician offices,
community health centers).
• Screen and assess all family members
for exposure to trauma and its mental
health consequences. At the same
time, questions should be asked
about the family’s living situation
and their economic circumstances.
Strengths-based assessment should be
conducted early in the intake process
and should be dictated by the family’s
needs.
• Include questions about a family’s
language, work hours, and ability to
access services such as transportation
and childcare.
• Include questions about the family’s

•

•

•

•

•
•

•

•

wishes and desires.
Include questions about medical and
behavioral health, as well as each family
member’s needs. Whenever possible,
standardized measures should be used
in assessing mental health issues.
Comprehensively address the
developmental needs of children of
different ages.
Help families reclaim some control in
their lives. Provide choices about their
care and the nature of services and
supports. Solicit families’ perspectives
about treatment and service planning.
Encourage staff to use person-first
language in describing families (e.g.,
persons experiencing homelessness).
Focus on strengths and resiliency.
Understand trauma triggers for family
members. Work collaboratively with
families to define and develop coping
strategies to manage these triggers.
Make plans for de-escalating crises
including what is and is not helpful.
Develop this plan in collaboration with
the family.
Respect diversity among residents.
Identify cultural differences in a family’s
understanding of trauma and adapt
interventions. Create written guidelines
for how to ensure that differences in
cultural traditions are respected.

Adapting Organizational Policies and
Procedures
• Develop a process that allows
buy-in and commitment from both
leadership and staff about creating a
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•

•

•

•

trauma-informed environment. This
can begin by forming a TIC Work
Group that includes representatives
from administration, program and
safety staff, and residents.
Provide transparent and written
procedures and policies. These
should be clearly posted. Examples
might include: What is the intake
and/or orientation process? What
expectations do staff have of
residents (e.g., in a shelter setting)?
How are new residents introduced to
routines and policies? What are the
rules and their consequences?
Establish guidelines and
expectations of appropriate
behaviors for both parents and
children. Review these guidelines
together with parents. These will
vary depending on the type of
organization or facility.
Establish predictable and consistent
routines, but at the same time,
be flexible and respond to an
individual’s unique needs.
Ensure privacy and confidentiality of
information and inform families of
these policies.

Integrating Input from the Family
• Prioritize hiring staff with trauma
histories, including peer specialists.
• Involve families in developing
services, procedures, and policies,
and invite them to participate in
governance.
• Include families in evaluating
services and monitoring the progress
of implementing TIC.
• Develop a written grievance policy
and ensure that families understand

how to use it.
Modifying Physical Space & Facilities
• Assess whether the agency is
welcoming and promotes safety. This
includes the orientation process and
physical structure of the residence
(e.g., rooms, bathrooms, lighting,
exits). Current residents can be part
of the orientation and welcoming
process.
• Establish an “environment
committee” to address these issues
and ways to improve the physical
spaces so that families can take pride
in where they are temporarily living.
• Work with residents around how
to manage their small living spaces
(e.g., how to best store their clothes,
manage very active children, and
keep their spaces clean and orderly,
especially when living with young
children).
• Determine the location and use of
common spaces where residents
can interact and provide informal
peer support. The ultimate goal is to
form a well-functioning community
milieu.
• If space allows, consider developing
a ‘Zen Room’ that residents can
use to decompress when needed.
Consider including a water cooler,
soft seating and lighting, options for
playing calming music, and reading
materials.
• If space allows, provide a
developmentally appropriate play
space for children staying at the
facility.
• Ensure that laundry equipment
is updated and working, and that
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•

rules for use are established and
posted. This reduces the potential for
conflict and ensures that parents can
consistently count on their family
having clean clothes.
Establish clear, manageable (also,
realistic and achievable) rules for the
use of the kitchen and storage of
food.

Using an Evaluation Plan to Monitor
Progress and Determine Outcomes
• Establish an Evaluation Committee
that includes the families.
• Solicit input from staff and the
families.
• Use the TICOMETER to measure
progress in implementing TIC (see
www.bassukcenter.org).
• Determine a process for
implementing an evaluation.2

2

Section on Trauma-Informed Care adapted from:
1.
2.
3.
4.
5.

Guarino, K., Soares, P., & Konnath, K. (2007). Trauma-informed organizational self-assessment for programs serving families experiencing homelessness. Center
for Mental Health Services, Substance Abuse and Mental Health Services Administration.
Hopper, E. K., Bassuk, E. L., & Olivet, J. (2010). Shelter from the storm: Trauma-informed care in homelessness services settings. The Open Health Services and
Policy Journal, 3(2), 80-100.
The Center for Social Innovation. (2016). Measuring trauma-informed care in human services: How to use the TICOMETER. The Center for Social Innovation.
Bassuk, E. L., Unick, G. J., Paquette, K., & Richard, M. K. (2016). Developing an instrument to measure organizational trauma-informed care in human
services: The TICOMETER. Psychology of Violence. Advance online publication. Available at http://dx.doi.org/10.1037/vio0000030.
Bassuk, E. L., Olivet, J. S., DeCandia, C. (2015). Building on Strengths and Advocating Family Empowerment (BSAFE) Implementation Guide. The Bassuk Center.
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APPENDIX C: BRINGING BSAFE SERVICES TO FAMILY
SHELTERS
As discussed in this document, the science
of ACEs explains why families experiencing
housing instability need services. Children
living in shelters will benefit from BSAFE
services while they are still in shelter since
many shelter stays are lengthy. Very long
shelter stays during critical developmental
years compound the ACEs already prevalent
in the lives of infants and young children
who are experiencing homelessness, leading
to higher rates of serious disease and early
death, as well as recurring episodes of
homelessness. The following steps can be
taken to gain immediate payoff with modest
investment:
1.

Shelters should undertake a
planning process to assess their
ability to implement at least some of
the BSAFE services by asking “What
is really possible here?” Critical areas
of inquiry should include: (a) the
number of families the shelter serves
and their critical needs; in every case,
interventions should be put in place
to address children’s development; (b)
available shelter staff and skills, including
when social workers might be available,
hired, and integrated into the shelter;
(c) determine what can be done in the
short, medium, and longer term; and
(d) develop ways to measure and share
progress. A shelter administrator can
be assigned to oversee and drive the
implementation plan.

2.

When making choices about where to
start, we recommend:
• Changing the current shelter
assessment process to learn more
about the health and mental health
needs of all family members as well as
their priorities.
• Training all staff to provide shelterwide trauma-informed care,
including security personnel. This
may require the addition of trauma
coaches who are available to the
shelter on an ongoing basis.
• Bringing parenting supports into
the shelters using the evidencebased Home Visiting model presented
in this document.

The Bassuk Center is available to help
individual shelters understand, prepare,
and implement essential BSAFE services for
the children and families they serve. Please
contact us at info@bassukcenter.org.
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