
 

 

 

 

 

ABSTRACT 

Targeting Intergenerational Homelessness: Addressing Cognitive Deficits with 

Parent-Child Intervention Therapy 

Maneesha Julakanti 

Director: Charles A. Weaver III, Ph.D. 

 

 Homelessness is a prevalent problem in modern day society. It is perpetuated 
by conditions of poverty that contribute to cognitive deficits. These cognitive deficits 
further the chance of chronic homelessness by decreasing the coping ability and 
decision making processes of individuals facing homelessness. Additionally, these 
cognitive deficits and prior history of homelessness predispose individuals to re-
experience homelessness chronically. However, early childhood therapy targeting 
improvement of parent-child understandings and relationships may provide a 
meaningful intervention to stop intergenerational homelessness and poverty. This 
paper discusses the specific model of PACT Therapeutic Nursery as an effective 
means of holistically addressing parent-child bonding. It also notes the efficacy of 
PCIT in mitigating the negative consequences of conditions associated with poverty, 
such as child abuse, interparental violence, ADHD, foster care environments, and 
increased parental stress. It concludes that PCIT may offer a meaningful and practical 
method for targeting intergenerational poverty and homelessness.  
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CHAPTER ONE 

Introduction to Homelessness 

 On January 2014, 578,000 homeless individuals were documented in the 

United States. Of these individuals, nearly one-third lived in unsheltered locations. 

Nearly one quarter were unaccompanied children under the age of 18. These were the 

conditions after a 2% decline in homelessness since 2007, meriting both humanitarian 

and economic concern. Only more disquieting is the difficulty in presenting these 

individuals with viable resources to alleviate their situation. One potential option is 

improving parent-child connection among the homeless.  

 

Homelessness Overview 

 As an aspect of social welfare, funding for programs such as parent-child has 

been an important topic in American politics since before Lyndon B. Johnson’s war 

on poverty. It is generally agreed that the current rate of 18.3 homeless persons per 

10,000 general persons is far from the nation’s ideal. More frequent and longer 

hospitalizations cost the healthcare system up to $2000 excess medical costs per 

homeless individual. Untreated substance abuse problems cost California hospitals an 

average of $15,000 per individual, compared to the treated cost of $8,000. Each 

incarcerated individual costs taxpayers approximately $14,000 each year, primarily 

for overnight prison stays. Even when resting outside of cells and in emergency 

shelters, homeless individuals can cost the HUD $8,000 more than they would in 

federally-subsidized housing. Yet of all these costs, the most pronounced is the cost 
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of forgone education, with the average homeless child facing lower test scores and 

absentee rates than his/her counterpart. This later translates into productivity, and 

therefore employability (Henry, 2014). Parent-child connection has been shown to 

improve all the above listed outcomes, balancing its startup cost by increasing 

productivity.  

Clearly, homelessness is expensive, whether measured in financial or social 

terms. The controversy then lies in determining the causes – is homelessness a 

function of the intrinsic nature of individuals experiencing homelessness or extrinsic 

socioeconomic variables driving homelessness? Cognitive declines among the 

homeless suggest that it is a combination of the two: The external conditions of 

homelessness impair productivity. Similarly, the homeless are more likely to suffer 

from internal conditions, such as maladaptive behaviors or thoughts, enabling 

cognitive decline. Social welfare – or treatment – is highly contested due to the 

controversy in identifying the etiology of homelessness.  

This paper seeks to identify parent-child connection as an effective treatment 

that cuts across political boundaries. First, it discusses common cognitive deficits 

among the homeless and the impact of these deficits on measures of productivity. It 

discusses them through the lens of society’s impact on the individual and also the 

impact of the individual on society. Next, it discusses the efficacy of parent-child 

connection programs in addressing these deficits and their outcomes on measures of 

productivity. Finally, it conducts an in-depth analysis of specific programs conducted 

by a middle-sized urban therapeutic nursery that seeks to improve parent-child 

connection.  
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Common Cognitive Deficits among the Homeless 

Cognitive deficits are common among the homeless. Among a study of nearly 

3000 homeless individuals, approximately one-quarter suffered from cognitive 

impairment (Depp, Vella, Orff, & Twamley, 2015). Overall, deficits were found in 

measures impacting communication, decision-making, and overall processing 

capacity. These include: executive functioning, processing speed, global cognitive 

functioning, IQ, attention, visual memory and perceptual functioning, verbal memory 

and learning, and total memory.  

 Executive functioning is the process of assessing external social cues and 

environmental factors and internal physiological responses, memories, and emotions 

to make appropriate decisions. This is vital in situations of poverty and homelessness, 

where danger is imminent and it is necessary to maximize a small, limited quantity of 

resources to enable survival. However, Bousman et al. finds 15% impairment among 

never-homeless samples and a 37% impairment among ever-homeless samples, 

suggesting that this crucial element of executive functioning is more impaired among 

the homeless (Bousman et al., 2010). While there is evidence that group housing 

improves measures of executive functioning among the homeless, substance abuse 

has been shown to eliminate those gains: In an RCT studying the causal relationship 

of social environment – group homes vs individual apartments – and deficient 

executive functions, group home participants scored lower perseverative responses on 

the Wisconsin Card sorting test from baseline to 18 months and diminish at a lower 

rate from 18 months to 48 months. Participants in individual apartments and 
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substance abusers in both groups showed no significant effect (Caplan, Schutt, 

Turner, Goldfinger, & Seidman, 2006). Increased group housing and separate 

substance abuse group housing may improve decision-making and productivity 

among the homeless. However, in a study assessing problem-capabilities between 

homeless veterans and community-domiciled veterans, controlling for race, diagnosis, 

history of psychopathology, age, education, and length of psychiatric illness, Stroop 

scores were only one standard deviation below the mean standardized age-appropriate 

norm – common for psychiatric patients. These results suggest that frontal lobe 

integrity is preserved and that deinstitutionalization may also be a worthy option. 

However, homeless veterans even performed better than population norms on the 

Porteus maze, perhaps due to military training requiring foresight and executive 

motor functioning, suggesting that these results are only partially generalizable to 

most homeless individuals (Foulks, McCown, Duckworth, & Sutker, 1990). 

Functional implications of executive decline included decreased ability to prioritize 

and decreased motivation, resulting in poorer economic choices. This is an important 

consideration for parent-child intervention programs that are frequently conducted 

with populations with a history of substance abuse and with individuals situated in 

shelters.  

 Processing speed is the time it takes to input, integrate, and output 

information. It comprises a vital part of human conversation, since attentive listening 

requires the ability to understand the other person’s speech and appropriately respond 

to it without significant delay. Consequently, it also plays a notable role in individual 

success in institutionalized learning and performance settings, where all transactions 



5 
 

require efficient communication. However, homeless individuals tend to struggle with 

processing speed. In a 2009 literature review, a homeless London sample’s 

performance on Information Processing Task B from the Adult Memory and 

Information Processing Battery resulted in 80% of the sample scoring below 50th 

percentile – significantly impaired – when adjusting for age. Results imply a decline 

in processing speed, suggesting that homeless samples take longer to input and apply 

information (Burra, Stergiopoulos, & Rourke, 2009).  

 Attention is the process of selectively allocating cognitive resources to 

pertinent stimuli. Efficient allocation of attention not only involves the ability to 

focus on pertinent stimuli but also to tune out irrelevant stimuli. Consequently, 

effective attention allocation processes make information processing more efficient 

and consequently assist individuals in performance, decision making, and everyday 

interactions. However, according to Gonzalez et al., homeless samples performed 

significantly worse than controls at visual attention and task switching task 

Trailmaking Tests A and B, suggesting impairment (Burra et al., 2009). Similarly, in 

a Boston sample by Caplan et al., the Auditory Performance test baseline results were 

impaired relative to controls. While test results showed significant improvement 18 

months and 48 months after group housing, they were still impaired relative to 

controls (Burra et al., 2009). Caplan et al. suggests that like with executive 

functioning, deficits in attention may also improve with housing, even among 

substance abusers.  Caplan et al. also reports an improvement in memory story recall 

and auditory attention over time in all groups – apartment housing, group housing, 
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and with and without substance abuse – as determined by CPT results (Caplan et al., 

2006).  

 Memory is the process of storing and retaining information. Visual memory is 

specific to visual information just as verbal memory is specific to verbally 

communicated information. Studies suggest that the homeless suffer deficits with 

respect to visual, verbal, and total memory. With respect to visual memory, Burra et 

al. reported overall normal results for homeless samples. However, a Milwaukee 

sample reported impairment in immediate and delayed recall accuracy (Burra et al., 

2009). Verbal memory was likewise affected. The Burra et al. study found that the 

Orange County homeless sample scored in the impaired region for the verbal memory 

test – the CVLT –relative to the population norm. Similarly 50% of the Milwaukee 

homeless sample scored in the impaired verbal learning region for the AVLT (Burra 

et al., 2009). However, deficits in verbal memory did not translate to impairments in 

language, making communication more feasible. Similarly, total memory was also 

lower among homeless samples. In the Burra et al. literature review, two samples 

produced significantly lower scores than controls on the WAIS-R on verbal memory, 

visual memory, delayed recall and logical memory (Burra et al., 2009). Similarly, 

Pluck et al. found current memory to be significantly lower than pre-homeless 

estimates for the same sample, to the extent that total memory showed greater decline 

than IQ. Overall deficits in memory translate to a decreased capacity for productivity.   

 Cognitive deficits among the homeless are not isolated to these specific 

processes; rather they reflect overall impairments in the ability to intake, synthesize, 

remember, and apply knowledge. In a 2009 literature review, Burra et al. found a 
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weighted average of 4.22% of the homeless samples scoring below the cutoff for 

cognitive impairment on the MMSE. Similarly, Fischer et al. reported a general 

cognitive impairment rate that was 3.4x higher among the Baltimorean homeless 

shelters than normal households. Soliday-McRoy et al. similarly found an 80% 

cognitive impairment rate using Cognistat whereas Gilchrist et al. reported an 82% 

cognitive impairment rate using the Addenbrookes Cognitive Examination (ACE) in 

Glasgow. Likewise, Fichter et al. also reported a mean one month Global Assessment 

of Functioning (GAF) score in homeless samples that was 15.9 points lower than that 

of controls (Fichter & Quadflieg, 2001). This same trend is visible with respect to IQ: 

In a 2009 literature review, Burra et al. found that pre-morbid IQ was significantly 

lower in general homeless populations; According to Bremner et al., pre-morbid IQ 

was significantly lower in homeless populations, suggesting that it is a risk factor 

mandating long-term intervention as effective prevention.. Cotman and Sandman 

reported below average IQ using the WAIS-R and a similar study conducted by 

Soliday-McRoy et al., found an average of homeless samples scoring at the 9th 

percentile. These results held steady, with no significant difference in 18 month 

follow-up. According to Soliday-McRoy et al., the Weshler Abbreviated Scale of 

Intelligence found verbal, performance, and full-scale IQ in the low-average range as 

well, with digit-span subtest also impaired (Burra et al., 2009). Overall IQ deficits 

imply an increased difficulty in achieving job productivity and higher income, 

translating to measures of productivity. 
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Conditions of Homelessness 

 Homelessness can be characterized by the social, economic, and cultural 

factors typically encountered by the homeless. These factors include education, 

employment, insurance, psychiatric services, and the typical onset of homelessness. 

As shown below, these influences lend to the cognitive decline facilitated by 

homelessness.  

The homeless suffer from a decreased quality of education; in turn, this lends 

to cognitive decline and costs in productivity. In a Munich study, Fichter & Quadflieg 

reported less average education among the homeless relative to population norms; the 

homeless men were 14.5 times less likely to have completed secondary school 

(Fichter & Quadflieg, 2001). Similarly, Saperstein et al. found that among homeless 

youth housed in a multi-site vocational program, only half had graduated from high 

school and 15% had GEDs. Decreased levels of education are costly notwithstanding 

of cognitive decline: completion of higher education is linked to higher future 

earnings (Carnevale, Rose, & Cheah, 2013). Additionally, in today’s market, over 

70% of the jobs suited for those with a high school degree or less are occupied by 

higher-educated workers. However, more than a quarter of these youth had not 

completed any formalized education, decreasing their competiveness for even the 

lowest paying jobs. This is particularly important, as higher levels of education have 

been shown to buffer the negative effects of stress on cognition and the homeless tend 

to face both high levels of stress and lower levels of education, further perpetuating 

the cycle (Tschanz et al., 2013). Furthermore, lower parent education is linked to 
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lower child achievement, illustrating a mechanism that perpetuates poverty (Davis-

Kean, 2005).  

Decreased education among the homeless may be partially attributed to the 

unstable lifestyle of homelessness: homeless teenagers face a mean number of 6.4 

schools attended up through high school (Saperstein et al., 2014). Frequently 

changing schools causes less consistency in education and may impair motivational 

factors for learning, such as relationships with teachers and peers. For example, 

frequent geographic relocation from ages 13-21 is indicative of greater vital 

exhaustion during middle age, a predictor of other health outcomes such as CVD and 

depression (Lin, Twisk, & Huang, 2012). As a result, homeless individuals are less 

likely to find lifestyles leading out of poverty.  

 One consequence of decreased education can be found in the decreased 

employability of the homeless. In an adolescent vocational support program, 

Saperstein et al. found low rates of employment; 85% of adolescents worked a mean 

of 25.20 hours/week, which is even lower than part time work – 35 hours/week 

(Saperstein et al., 2014). Similarly, Fichter & Quagflieg showed high rates of 

unemployment among the Munich homeless population, with 42.3% of men were 

searching unsuccessfully for a job, 48.9% living on welfare and 12.1% earning 

income from begging (Fichter & Quadflieg, 2001). Having a lower income 

consequently contributes to a decreased ability to earn resources such as education 

and transportation that could insulate from the cognitive declines associated with 

homelessness.  
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 Psychiatric disability is another factor that prevails among the homeless, 

contributing to lasting cognitive impairments when not adequately addressed. For 

example, 8.4% of the homeless received treatment at Munich psychiatric facilities as 

compared to 1.1% of population controls, indicating higher mental health needs 

among the homeless. However, even this rate of facility use was inadequate relative 

to prevalence of psychiatric disorders among the population, indicating inadequate 

treatment, resulting in even greater long-term cognitive impairment (Fichter & 

Quadflieg, 2001). One contributing factor in the US may be Medicaid eligibility; 

twice as many non-homeless psychiatric patients had Medicare compared to homeless 

psychiatric patients in California (Folsom et al., 2005). This decreased access to 

psychiatric services is clearly prevalent and contributes to cognitive decline. 

 The timing and duration of homelessness also contributes to a decline in 

productivity. Males typically become homeless at an average age of 35.3+/-0.8 (SE) 

with an average duration of 8.0 years +/- 0.7. The peak years of a human’s 

productivity coincides with this number: past middle age, individuals typically show 

declines in word fluency and overall productivity, suggesting that homelessness prior 

to middle age decreases the potential productivity of an individual over the course of 

their lifespan. Essentially, the opportunity cost for homelessness is higher at younger 

ages (Skirbekk, 2004). Additionally, homeless individuals are likely to experience 

homelessness chronically. In Munich, out of all surveyed men, 27.7% experienced 2-

5 episodes of homelessness and 9.5% experienced even more. The first episode of 

homelessness may only last around 60 months. However, because it persists 

chronically, it continues to cost the homeless valuable time (Fichter & Quadflieg, 
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2001). Psychosocial and environmental factors associated with homelessness may 

perpetuate the cycle of repeated homelessness. Additionally, homelessness may 

prevent upward mobility in other aspects, such as employment, income, safety, 

nutrition, etc., that these individuals had the potential to otherwise attain.   

 

Conditions Contributing to Homelessness 

Similarly, cognitive declines among the homeless increase the risk of their 

exposure to risk factors for homelessness. Consequently, they contribute to a cyclic 

pattern of homelessness. The following factors, listed in decreasing order of 

frequency as self-reported causes for homelessness, will be discussed with respect to 

this cycle: Drugs (29%) & Alcohol (24%), Family Issues (29%), Money/Housing 

(7%), Leaving Prison (5%), and Mental Health (2.5%) (Pluck et al., 2012). The next 

few paragraphs provide evidence for their presence in homeless communities and 

note neurocognitive conditions with which they are associated. 

Substance abuse disorders are common among the homeless and affect 

measures of IQ and memory. Additionally, they are associated with other factors that 

are detrimental to cognition. Folsom et al. and Bousman et al. found that homeless 

psychiatric patients were more likely to have experienced substance abuse compared 

to never-homeless controls (Folsom et al., 2005). Noticeably, Bousman et al. records 

a 17% difference among the two groups, suggesting that substance abuse is associated 

with mental health decline among the homeless (Bousman et al., 2010). Both studies 

controlled for demographic variables, with neither having a sample size over 100, 

implying possible limitations in generalizability. A subset of the mental health 
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declines can be attributed to measures of memory and IQ. Pluck et al. found that 

among the same eighty individuals, pre-homeless and homeless measures of IQ and 

memory varied noticeably between individuals with a record of substance abuse or 

mental health disorders and individuals without these records. These variations were 

clinically significant, as determined by the mean psychopathology score (89.3 +/- 

14.2), previous psychiatric contact (72.5%), and psychiatric hospital admission (25%) 

(Pluck et al., 2012). Pluck et al. also suggests an interaction between substance abuse 

and homelessness.   

Family issues are another factor predisposing individuals to conditions of 

homelessness. According to Riley et al., 50% of women and 34% of men at a free 

food service program in 2007 reported having only one available residence, placing 

them at risk for homelessness should they lose their current residence (Riley et al., 

2007). Lacking additional residences implies no offer of residence from friends and 

family. Similarly, in a study assessing reported causes for homelessness among 

homeless young adults ages 18-23 having used drugs in the last 30 days, 88% of 

participants entered homelessness as minors with 50% discussing intense familial 

conflict (Hyde, 2005). Early entry into homelessness is promoted by family issues. 

Low income and money difficulties are additional factor contributing to 

homelessness. Riley et al. found that the relationship between monthly adjusted 

income and homelessness had an odds ratio of 0.27. This relationship means that after 

accounting for other variables, individuals with higher monthly income had a quarter 

of the likelihood of becoming homeless than individuals with lower monthly income 

(Riley et al, 2007). Additionally, Saperstein et al. found that the mean monthly 
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income of 73 young adults in a vocational program with work requirements was 

$839.94, much less than a livable wage of $1600. To correspond, their mean savings 

were only $87.17. Accounting for cognitive impairment, age, and education level, 

current employment status, livable wage, total hours worked in the last month, mean 

monthly savings, and months of employment were all significant positive predictors 

of one another. Accounting for age, gender, education, but not mental health 

symptoms, cognitive impairment was a significant negative predictor of livable wage, 

with an odds ratio of 10.96, suggesting a positive association with homelessness. 

Additionally, earnings in the last month was negatively correlated with scores on the 

Beck Anxiety Inventory (BAI) (Saperstein et al., 2014). Early mothers under 

significant duress as marked by the BAI performed significantly worse on the simple 

RT test and in the compatible and incompatible parts of the choice RT test (Loomans 

et al., 2012). Taken in conjunction, heavy anxiety can impair cognitive performance 

and increase the difficulty of earning livable wage and avoiding homelessness.  

Incarceration, cited as a cause for homelessness, has been shown to be associated 

with cognitive deficits as well. Attention deficits, working memory, and problem 

solving were noted as specific executive functions that were impaired among 

offenders (Meijers, Harte, Jonker, & Meynen, 2015). These same behaviors that lend 

to incarceration and are fostered by environments of incarceration also lend to 

homelessness. Increased measures of homelessness are found among the incarcerated 

as are increased measures of incarceration found among the homeless. Several studies 

support the first assertion: Greenberg and Rosenheck found that among nearly 7000 

jail inmates, 15% were homeless prior to incarceration. This means that in 2008, 
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recent homelessness among inmates was 8 to 11 times greater than in the general 

population (Greenberg & Rosenheck, 2008). Pluck et al. also supports an increased 

prevalence of homelessness among the incarcerated: 63% of the homeless sample was 

formerly incarcerated. For a comparison, the US incarceration rate that same year was 

0.5%. The counter is also true – there are disproportional rates of incarceration among 

the homeless; 54% of homeless individuals have experienced incarceration. Similarly, 

among a sample of 45 women and 279 men at a free food service program, 

individuals who had previously been homeless were 7.16 times more likely to have 

experienced incarceration than individuals who had not been homeless (Riley et al., 

2007). As mentioned above, incarceration shares a bidirectional interaction with 

substance abuse, further contributing to the likelihood of homelessness. While arrest 

rates of non-substance abusing homeless individuals is 10%, the rate for substance 

abusers is double – 20% (Burt et al., 1999). Consequently, treating substance abuse 

decreases homelessness directly and indirectly. A 2006 literature review concludes 

that overall substance abuse offenders that participate in rehabilitation programs 

during incarceration have significantly better community re-entry than offenders who 

do not participate (Bales et al., 2006). While declines in executive functioning also 

lend to increased risk of repeated offense, these effects can be mitigated through 

intervention immediately after release from jail.  

 Psychiatric disorders and cognitive impairment, notably Severe Mental Illness 

(SMI), are also prevalent predictors of homelessness. Bousman et al. found an 8% 

difference of neuropsychiatric impairment between ever-homeless and never-

homeless psychiatric outpatients (Bousman et al., 2010). Additionally Fichter et al. 
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found that mental health disorder was most to least prevalent before, during, and after 

homelessness (Fichter & Quadflieg, 2001). These data suggest a relationship between 

time of SMI diagnosis and homelessness entry and exit. 

 

Confounding Variables 

 In addition to the negative circumstances of homeless both contributing to and 

propelled by homelessness, it is important to consider confounding variables that may 

make the effect of these other considerations appear larger. By addressing 

interventions for mental illness and individuals with at-risk demographics, it is 

possible to make homelessness interventions more effective.  

Mental Illness. Since some samples did not control for mental illness, 

psychiatric disorders may have contributed to the above listed cognitive deficits 

among homeless samples. This is significant because mental illness is particularly 

common among the homeless. Saperstein et al. found a DSM-IV Axis-I disorder 

prevalence of 83.6% among homeless transition-age youth at a vocational support 

program. Nine out of seventy-three individuals had more than one condition 

(Saperstein, Lee, Ronan, Seeman, & Medalia, 2014). In the Fichter sample, overall 

prevalence of DSM-IV Axis I disorders was also higher than the norm, with 93.2% 

prevalence of homelessness over the course of a lifetime and a 73% prevalence for 

one month. Similarly, Axis-II condition antisocial personality disorder showed 25.1% 

lifetime prevalence among homeless as opposed to a 0.6% among controls. 

Psychiatric comorbidity was high: one diagnosis only (49.7% 1 month vs 53.5% 

lifetime), two diagnoses only (17.5% vs 27.2%), three (6.3% vs 10.4%), and four 
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(0.9% vs 2.2%). The major combinations included substance abuse disorder – mainly 

alcoholism – and mood disorder or anxiety disorder and psychiatric disorder (Fichter 

& Quadflieg, 2001).  

Mood disorders are also more common among the homeless, contributing to 

the listed cognitive deficits. Folsom et al. found a 17% prevalence of bipolar disorder, 

with homeless populations 1.6 times as likely to suffer from bipolar disorder as 

population norms (Folsom et al., 2005). Bousman et al. suggests that higher 

prevalence of mood disorders among ever-homeless (95% vs. 82%) is concerning 

considering that patients with mood disorders show cognitive deficits in episodic and 

working memory, spatial attention, and problem solving (Bousman et al., 2010). 

Depression is another prevalent mood disorder. However, Folsom et al. only reports a 

9% prevalence among the homeless sample, with an equal likelihood of homeless 

individuals and population norms having depression (Folsom et al., 2005). More 

concerning, Saperstein et al. found a significant correlation between anxiety disorders 

and depression among the sample, increasing the difficulty for the homeless to 

reintegrate into society (Saperstein et al., 2014). While not a disorder, Folsom et al. 

also reports a 20% prevalence of schizophrenia among the homeless, with the 

probability of having schizophrenia 2.4 times more likely among the homeless 

(Folsom et al., 2005). This suggests an increased difficulty of community 

reintegration for the homeless. Transition would be facilitated with increased 

accessibility and availability mental health services for the homeless.  

Demographic Variables. While most studies accounted for sample 

demographics, like mental health, they are also considerable influences on cognition 
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among the homeless. Caplan et al. suggests that high socioeconomic status is linked 

to better executive functioning. Not accounting for homelessness, the number of 

perseverations on the Wisconsin Card Sorting task decreased as socioeconomic status 

increased (Caplan et al., 2006).  

Ethnicity was also a factor associated with homelessness and cognition. 

Caplan et al. found that minority status is significantly correlated to a decreased 

improvement on the Cognitive Performance Test from time 1 to time 2 (Caplan et al., 

2006). Additionally, Folsom et al. found that minority status was associated with 

lower socioeconomic status and to increased family disaccord, both of which are 

factors contributing to cognitive deficits and increased homelessness. More 

specifically, African Americans faced greater rates of childhood poverty, whereas 

Caucasians faced more family issues (Folsom et al., 2005). Rates of each ethnicity in 

the Saperstein et al. study - 74.3% Black, 18.6% Latino, 5.7% Caucasian, and 1.4% 

other ethnicity – illustrate a far greater prevalence of African Americans among the 

homeless (Saperstein et al., 2014).  

Another demographic affecting homelessness and the outcome of 

homelessness is age. Mortality rates among homeless women differ by age. Cheung et 

al. reports: 1981independent homeless women and 8933 independent men aged 18-64 

according to Toronto shelters in 1995 were observed for death a mean of 2.6 years 

from a database. Number and cause of death were compiled by comparing Ontario 

death certificates from 1995 to 1997. Mortality rates for homeless women were also 

compared from studies in Montreal (479 youths from 1995-1998), Copenhagen (70 

women and 509 men in 11 year follow-up), Boston (5547 women and 11745 men 
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from 1988 to 1993), New York (311 women and 949 men from 1987-1994), 

Philadelphia (987 women and 6378 men from 1985-1988) and Brighton, UK (297 

women and 630 men from 1981 to 1992). Among all homeless women, 26 died per 

5221py (498/100000py) with mean age of death at 39. Mortality rates among 18-44 

year-old homeless women in Toronto (515/100000py) were higher than their 45-64 

year-old counterparts (438/100000py) and were 10x more likely to die than the 

general Toronto population, with common causes of death of HIV/AIDS Risk of 

death in 7 cities for younger women was 4.6 to 31.2 with a 95% CI and was 1.0 to 2.0 

for older women relative to general women (Cheung & Hwang, 2004). As the study 

illustrates, younger homeless women are significantly more likely to die than older 

homeless women.  

The study also shows that gender is a significant predictor in determining 

outcomes of homelessness. When compared to men, rate ratios ranged from 0.4 to 1.1 

(0.8 in Toronto independent of HIV/AIDS, injury, and external causes) among the 

younger homeless men and women, tending to exceed the rate ratios of general men 

to women. RRs ranged from 0.3 to 0.7 among older homeless women to men vs the 

general population. Mortality rates between homeless men and women were not 

significantly different in younger ages in 6 of 7 cities and were lower for women in 

older ages for 4 of 6 cities. While women of any age are ordinarily predicted to live 

longer than their male counterparts, this survival advantage does hold true for all 

homeless women. Results suggest that younger homeless women lose their innate 

survival advantage and have higher rates of mortality reaching that of men, while 

older homeless women retain their survival advantage. Other studies confirm 
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mortality rates 5 to 30 times higher among homeless women than general women. 

However, no more than a twofold increase is present among older women. These 

differences in the survival advantage of younger men and women is more pronounced 

among low-income populations, despite being equalized among the homeless, 

suggesting that homelessness is a particularly severe environment (Cheung & Hwang, 

2004). 
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CHAPTER TWO 

Treatment and Rehabilitation 

 

Treatment of cognitive deficits is complicated; to a large degree, much of the 

damage of mental processes is irreversible once established. However, there are two 

methods of treatment. The first method is to address factors contributing to 

homelessness in adults. This would include amelioration of above discussed factors 

such as mental illness, incarceration, inadequate finances, substance abuse, and 

domestic conflict. These methods have shown efficacy with addressing SMI and 

financial poverty. Another method is to prevent the development of cognitive deficits 

that could contribute to homelessness by addressing child development.  

 

Treating Adult Homelessness by Mitigating Factors Contributing to their 

Development 

One method of addressing cognitive deficits is to treat severe mental illness. 

Folsom et al. found that targeting homeless patients with SMI for mental health 

treatment not only improves overall health outcomes, but also decreases total cost of 

treatment by inpatient hospitalizations, which tend to be the costliest part of treatment 

(Folsom et al., 2005). Treatment of psychiatric illnesses is specific to the disorder and 

reduces the cost of homelessness and mental illness on society.  

It is also effective to offer individuals income subsidies in order to treat 

homelessness. Riley et al. found that homeless individuals receiving at least half of 



21 
 

their income from government subsidies were 60% more likely to be sheltered. 

Government subsidies keep homeless individuals off of the street, where they face 

harsh conditions that contribute to decreased memory, IQ, etc. (Riley et al., 2007). In 

turn, their higher cognitive abilities allow them the opportunity to contribute to 

societal productivity.  

 

Preventing the Development of Cognitive Deficits Contributing to Homelessness 

The alternative to addressing socioeconomic variables that contribute to 

homelessness in adults is to prevent the development of cognitive deficits in children. 

Evidence suggests that it is best to start early. Providing stimulation and promoting 

parent-child attachment among populations at risk of homelessness can drastically 

decrease homelessness and improve productivity. The Knudsen et al. literature review 

condenses neurobiological, economic, and behavioral studies on childhood cognitive 

development to determine a cost-effective method of increasing U.S. workforce 

productivity. Findings suggest that enriching the environment of the disadvantaged 

provides maximum gains due to the impact of early environment on the foundation of 

adult productivity, temperament and social development, perceptual and cognitive 

abilities, brain architecture, gene expression and neurochemistry, and circuit 

maturation (Knudsen, Heckman, Cameron, & Shonkoff, 2006).  

The study cites evidence from Perry Preschool Program and Abecedarian 

Program – randomized controlled trials exposing one group of severely disadvantaged 

children to intensive preschool programs and comparing them with a control then 

studying the longitudinal effects of the program exposure after the completion of the 



22 
 

program – as evidence for the holistic productivity benefits of early intervention 

(higher rates of high school graduation, higher education, skilled job acquisition, 

home ownership and lower rates of special education, welfare, grade repetition, and 

smoking) (Currie, 2005). IQ was mostly found to be independent, and it steadily 

decreased in the years following the experiment. The efficacy of early learning 

derives from two premises: learning spurs self-motivation, increasing the desire to 

learn more and early mastery of skills facilitates later learning with relative ease. The 

rate of return to investment in human capital is significantly higher for preschool 

programs compared to exponentially decreasing schooling or job training programs, 

with the opportunity cost of funds being lower than the rate of return only for 

preschool programs (Cunha et al, 2005). However, the benefits of early intervention 

are compounded with continuous childhood intervention.  

Early life experience exerts a significant impact in the development of a 

child’s cognitive ability. Particularly important in development is the establishment of 

a secure parent-child relationship. Monkeys raised in a rich home and social 

environment but separated from their mothers displayed an increase in self-

comforting behaviors, fewer affiliative behaviors, and increased aggressive behaviors. 

These effects were only lessened by the introduction of a nurturing surrogate mother 

within the first 1 month of age (McCormick et al, 2004). Similar evidence is shown 

for monkeys reared in isolation and with only other young monkeys, suggesting that 

providing children with consistent caregivers is a potential method for reducing future 

cognitive deficits, and consequently, future homelessness. Likewise, rodents reared 

by high grooming arched-back nursing mothers in the first week of life are more 



23 
 

calm, adventurous, less reactive to stress and fear than their less well-groomed 

counterparts regardless of whether the mother is biological or a surrogate. The former 

also continue to become high-grooming mothers vs. the latter, who become low-

grooming mothers, illustrating the long-term cyclic social and temperamental of early 

social experience (Knudsen et al., 2006). This study suggests that improving parent 

sensitivity and reducing parent stress can offer a mechanism to improve healthy child 

behaviors that would otherwise place them at a risk for low achievement, poverty, 

and homelessness.  

Early childhood intervention also offers the opportunity to correct 

developmental delays that cannot be rectified later. One example is language mastery, 

a critical life skill and predictor of future success that can only be acquired prior to 

the age of seven. Prior exposure from infancy to the age of seven results in better 

learning outcomes in later life; if children are not exposed during this time, they may 

lack an ability to adequately process language. Among Korean and Chinese-

American immigrant populations, proficiency decreases progressively after age 7, 

although sensitive periods for grammar and syntax occur prior to those of semantics 

and vocabulary. Better earlier outcomes facilitate improved later outcomes, because 

language learning is hierarchical (Knudsen et al., 2006). Consequently, early 

childhood language intervention has a worthwhile potential of improving the learning 

ability in institutionalized settings, and consequently, in improving future success and 

buffering against homelessness. This may be most true in disadvantaged children, as 

they have had a decreased opportunity to engage in developmental influences that 

contribute to neural circuit maturation.  
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PACT Therapeutic Nursery: A Case Study in Early Childhood Intervention 

Preventing Future Homelessness. The goal of PACT Therapeutic Nursery in 

Baltimore, MD is to prevent the development of cognitive deficits in at-risk homeless 

children. Children experiencing trauma or exhibiting behavioral or developmental 

deficits are referred to the nursery, where their needs are addressed in a familial 

context. The therapeutic center is a small nursery housing approximately 24 homeless 

infants and toddlers; it promotes parent-child attachment and through  with the 

parents. Increased connection promotes decreased homelessness and improved health 

for both parents and children.  

 PACT Therapeutic Nursery is part of larger PACT structure committed to 

“helping children with special needs”. The organization originated as a university 

project, attaining an independent status as the non-profit Intervention with Parents 

and Children Together, Inc. in 1981. Known in the community as PACT, it later 

changed its official name to PACT: Helping Children with Special Needs. In 1988, 

Kennedy Krieger Institute (KKI) incorporated PACT as an independent affiliate with 

a separate 501 (c)(3) status, Board of Directors, and fundraising requirement for its 

programs. As an affiliate, PACT benefited from financial security while KKI was 

able to extend its community involvement. In addition to state and federal 

requirements for childcare and mental health services, PACT also complies with KKI 

healthcare requirements. In addition to securing community donors, PACT receives a 

large portion of funding from state, federal, and local government grants.  
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Aside from direct funding, PACT is assisted by a local network of Baltimorean 

Baltimore-area homeless shelters, social workers, healthcare workers, free food 

services, and local charities with similar missions of assisting those in need. The 

symbiotic relationship between PACT and local charities recently prompted the 

Therapeutic Nursery’s relocation within a homeless shelter within the West Baltimore 

network ("PACT: Helping Children with Special Needs"). In addition to PACT 

Therapeutic Nursery, PACT is also comprised of two additional facilities in the 

Baltimore area. Each structure is research-driven and strives to incorporate the latest 

psychological understandings in its individual purpose.  

At PACT’s World of Care facility, staff work with infants and toddlers requiring 

daily care. This includes children with gastroenterological, respiratory, neurological, 

other – genetic, endocrine, orthopedic, etc. – and cardiac disorders, in order of 

prevalence. Additionally, children with diagnosis of one condition only account for 

26.2% of the patients, while children with two and three diagnoses account for 61.5% 

and 12.3% respectively. This is due to World of Care’s preference for medically at-

risk, disabled, or developmentally disabled children. To promote child development, 

World of Care is equipped with wheelchair accessible outdoor and indoor 

playgrounds, a multisensory room, and adaptive equipment. On-site nursing staff, 

therapists, social workers and an infection-controlled environment are able to provide 

immediate medical care. In addition to standard child care, education, and emotional 

and physical development, the nursery also provides tube feeding, post-surgical care, 

catheterization, specialized gross motor groups, and the like. Additionally, there is a 
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special group for children 18-36 months diagnosed with autism spectrum disorder 

(“PACT’s Medical Child Care for Children with Special Needs”).  

While PACT’s Growing Together also serves special needs children, it focuses on 

providing parents with intellectual disabilities with children under three years old the 

necessary resources for parenting. These resources include parent-child play 

activities, parent groups, community outings, service referrals, home-based training, 

and transportation to support child development and improved parenting and 

independent living. Growing Together is subsidized by State Department of Health 

and Mental Hygiene and the Developmental Disabilities Administration. 

Additionally, it is a member of the Association for Successful Parenting, the 

Maryland Food Bank, and is a partner with the Maryland Cooperative Extension 

through the University of Maryland. These partnerships and affiliations provide 

Growing Together the resources to impact parents within their communities 

(“Growing Together”). Growing Together shares the facility with PACT’s 

administrative center. The center focuses on PACT’s long-term funding and 

management processes.  

Like PACT’s other two centers, the Therapeutic Nursery is available for free to 

those referred by an agency or clinician. However, it focuses on providing mental 

health support to sheltered families with children under the age of three. The Early-

Head Start program is funded by the Administration for Children and Youth & 

Families Head Start Bureau as provided by the Maryland Family Network. The 

Therapeutic Nursery’s mission is to offer homeless families stability through 

improved parent child attachment. This facilitates improved parent and child mental 
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health and in turn, supports improved child development and parent goal-

achievement. The Therapeutic Nursery achieves these outcomes through several 

programs (“Therapeutic Nursery”).  

An additional video-learning experience that the Nursery offers is knowledge 

about the Circle of Security. Parents gather with trained clinical workers to watch a 

video that provides the basis for a child’s actions. By viewing themselves as a child’s 

source of love and security, parents can understand their child’s tendency to stick 

close or their child’s need to receive their parent’s attention during play sessions. As a 

result, parents are less frustrated and better able to respond to their children’s cues for 

delight, protection, and attention. In addition to promoting better child-development 

and parent mental health, this cultivates understanding and connection between the 

parent-child duo (Melley et al., 2010).  

The Nursery systematically offers three of these programs every Thursday 

morning. The first of these is the Family Traditions Breakfast. Parents and siblings 

are invited to join the children for breakfast at the children’s routine regular feeding 

breakfast time. Together, the parents and children learn to wait for food through 

nursery rhymes equipped with hand motions. A favorite is the Nursery’s “Wheels on 

the Bus,” where mommies and grandparents tell children they love them and offer 

them hugs. These songs encourage parents to express their feelings to their children 

and assure the children of their parents’ presence. Additionally, they give parents 

tools to address hungry, tantrum-prone children without losing their temper. The 

songs are broken with a moment of silence offered by three rings from tingsha bells. 

This practice imparts the value of maintaining peace and taking a moment for 
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yourself to both the children. Once food is served, parents serve their children by 

noticing their child’s cues and by engaging them in mealtime conversation. Staff 

attend to the parents by serving them food and by drawing attention to the children 

and interpreting their nonverbal signals to teach parents the process. This is 

particularly important since children are more receptive to learning in between bites 

than they are in most other situations; mealtime conversation improves speech 

development. Additionally, it allows parents the opportunity to introduce new foods 

and mealtime habits for children. Establishing family mealtime is an important 

tradition that introduces structure and support for both children and parents (Melley et 

al., 2010). 

 After the Family Traditions Breakfast, the mothers participate in a Circle 

Time activity with the children and nursery. The group gathers on mats in a circle 

with parents holding their children. The closeness promotes increased connection. 

One by one, children alternate in coming up to the nursery staff and picking out a 

song. This fosters a visual representation of the Circle of Security for parents to 

observe and also promotes the children’s self-expression. Additionally, a picture book 

displaying each mother and child pairing is sung at the end of each Circle Time song 

repertoire. These pictures serve as reminders that “Mommy comes back” and allow 

children to connect their pictures of their mothers with their mothers’ physical 

presence (Melley et al., 2010). Circle time occurs as a daily activity for the children, 

where they learn to sign, identify their names, and select songs before the class. 

However, in the day-to-day routine, their parents are not present and the teachers do 
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not read from the Beautiful Children Book. These activities promote speech 

development and the children’s education.  

 After Circle Time, children return to the daycare until it is their turn to 

participate in a parent-child play therapy session. Children enter the room with their 

mothers and sit down before a red box. Parents encourage their children to open the 

box and explore its contents – a feather, peek-a-boo cloth, a hand-mirror, etc. – at the 

child’s pace. By engaging them en face and prompting the children to be curious 

explorers, the parents learn to support their children’s creativity and to attend to their 

child’s engagement and disengagement cues. The therapist may assist the parent in 

noting certain cues or prompting the parent to call a clear end to the activity and 

transition to the next. As a result, the parent feels supported by the nursery while the 

parent improves their ability to parent independently (Melley et al., 2010).  

 One specific type of play therapy performed by the nursery is traumatic play 

therapy. Since the Therapeutic Nursery deals with children experiencing severe 

duress under conditions of homelessness, children may exhibit signs of trauma. One 

particular example is when a child is prone to repeating the same ending for a given 

activity, dejectedly as though there was no alternative. The goal of therapy is to 

disrupt the set ending and offer the child relief and promote their creativity. The 

parent and clinician first suggest alternatives, slightly adjust play set-up, and 

intervene directly to block the alternative ending if required. The process connects 

parents to their children’s feelings and provides them a deeper understanding of their 

children’s trauma.  
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 After play therapy sessions, there is a mindfulness group for the mothers. 

Licensed clinicians head the group and promote parent-to-parent support through a 

safe environment. The group focuses on mindfulness activities; by teaching parents to 

be more aware of themselves, their emotions, and actions, parents are able to 

complete actions that are closer to their ideals. Mindfulness activities include ringing 

of tingsha bells, meditation on sea shells, use of stress balls, visualizations of the 

meaning of awareness, and more. Through better emotional control, parents are able 

to give children clear direction and also better interpret their children’s feedback. 

Ultimately, this connection provides a comprehensible parenting structure and 

security. Additionally, awareness and emotional control support the mothers’ ability 

to achieve work goals, will ultimately affect their financial dependents (Melley et al., 

2010). 

 Outside of Thursday morning traditions, the Therapeutic Nursery also has 

speech therapy, occupational therapy, physical therapy, educational, and mental 

health traditions they implement regularly within the classrooms. The Therapeutic 

Nursery is associated with a social service agency that contracts nurses and therapists. 

Each week, OT, speech, and PT therapists perform rounds of the nursery and work 

specifically with children referred by parents or staff. Additionally, they schedule 

sessions with parents during the day as required to extend the therapy within the 

home. The daycare also contracts a psychologist from the University of Maryland for 

the most-part of the week. As both a mental health worker and a social worker, she 

implements nursery-wide mental health policies to support the children, parents, and 

staff. These include parent-child play therapy, mindfulness group, peek-a-boo play 
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therapy, the “Mommy Comes Back” lullaby, separation anxiety desensitization, and 

more (Norris-Shortle et al., 2006). The nursery recently hired an education director 

who is implementing new changes within the nursery. These include regular reports 

on educational gains form classroom teachers, promoting understanding of healthy 

interactions with peers, and altering circle time songs to promote learning signing, 

Spanish, the alphabet, etc. The nursery promotes learning through exploration.  

 An example of the mental health protocol is the nursery’s procedure for 

resolving severe separation anxiety. Upon a child’s introduction to the nursery, 

parents and children may both exhibit feelings of abandonment and neglect. As a 

result, the two-clinician model for separation anxiety sets one clinician with the 

parent and the other with the child. The parent makes a clear good-bye, leaves with 

the other clinician, and both the parent and child are comforted by the clinicians that 

they will see one another shortly. After a thirty seconds, the parent warmly welcomes 

the child, makes a clear goodbye, and repeats the procedure with a slightly longer 

delay. The procedure is repeated a third time, and the parent leaves till the end of the 

day. This procedure reassures children that their parent exists even when they cannot 

be seen and that they will return. As a result, they are willing to accept a temporary 

caregiver and grow and learn while they attend daycare (Melley et al., 2010). This 

model is based off Kiser’s Strengthening Family Traditions group intervention model, 

which suggests that families undergoing trauma benefit from family rituals through 

increased communication, feelings of safety, and improved emotion and behavior 

regulation. The model suggests multiple programs for families experiencing trauma 

which are modified by the nursery for better specificity. The model is supported by 
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the following theories: “coping theory, family systems theory, family ritual and 

routine theory, attachment theory, social support theory, and family resilience theory” 

(Kiser, Donohue, Hodgkinson, Medoff, & Black, 2010).  

 Additionally, the nursery sets up Exit Interviews and asks for regular parent 

feedback to evaluate its program efficacy. When a child is ready to leave the nursery, 

parents are asked to fill out questionnaires evaluating parent mental health and child 

development and answer a series of questions about the above listed programs. They 

are urged to give specific examples from their day-to-day lives regarding the 

nursery’s impact. The answers are taped and transcribed with the interviewee’s 

consent. Additionally, consent is also taken to post answers or video clips on the 

nursery’s website. The interviews range from ten to thirty-five minutes and 

transcriptions are copied by hand word for word. These transcriptions are later 

compiled and analyzed qualitatively in teams of two to five for common themes. The 

information supports funding for programs that made the desired impact and provides 

suggestions to provide programs that better support parent-child connection. 

 

Exit Interviews. The following unpublished data summarizes the results of exit 

interviews. The seven interviews from 3/24/15 to 7/16/15 ranged in duration from 

11:39 to 34:30 minutes. All were attended by mothers, expressed delight towards 

child, and touched on themes of mindfulness. The How are We Doing Interviews, 

conducted several months before exit, and Exit interviews, conducted immediately 

before exit, differed only on the theme of thinking before reacting (7/7 Exit, 2/4 

HWD).  
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They found the following themes among parents: delight, deriving strength 

from child, mindfulness, motivation, solidarity from parent group, family connection 

and involvement, and learning parenting tips. These results can be further subdivided, 

as summarized in Table 1 below: 

 

  General Themes  Subcategories  Number of 

Individuals that 

Reported these 

Characteristics 

(n=7) 

THEMES       

  Delight    7 

  Deriving strength 

from child 

   

    Feeling gratitude 

for the child 

6 

    Deriving inspiration 

from the child 

3 

  Mindfulness     

    Thinking before 

reacting 

5 

    Patience  2 
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    Awareness  4 

    Slowing down and 

taking things one 

step at a time 

3 

    Accepting what 

cannot be changed 

2 

    Taking peaceful 

moments for self 

6 

    Balancing kindness 

and assertiveness 

2 

  Motivation     

    Self‐Discipline  1 

    Responsibility   2 

  Solidarity from 

parent group 

  3 

  Family connection 

and involvement 

   

    Connection or 

involvement 

3 

    Promoting Family   3 

  Learning parenting     
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tips 

    Tough love to break 

tantrums 

3 

    Increased 

communication to 

break tantrums 

1 

    Maintaining control 

through calm 

commands rather 

than yelling 

3 

    Mindfulness coping 

strategies 

2 

    Maintaining 

children’s schedules

1 

    Mother’s actions 

result directly in the 

child’s reactions 

2 

    Proactivity with 

goals 

1 

    Listening better   2 

 

Table 1: Exit Interview Themes 
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Specific feedback was also taken on several nursery programs. Five out of 

seven parents remarked that they benefited from learning about the Circle of Security. 

However, only three out of seven parents mentioned benefiting from MAPS Play 

sessions. Parents receive mindfulness CDs once they have attended at least five 

sessions. Out of the seven, five individuals earned the CD. Of those, one individual 

did not receive the CD, and two out of four parents listened to the CD. The two that 

reported listening to it also reported that it was helpful.  

 

Efficacy on other measures of child development. In a 2006 study conducted 

by Norris-Shortle et al., 40% of children showed play development delays and 32% 

of parents and children were identified with a problematic attachment. Additionally, 

32% of mothers and 8% of children scored below the 10th percentile on parent-child 

play therapy session NCAST scores upon introduction to the nursery. This is 

clinically identified as ‘worrisome’. At the play-therapy sessions conducted upon 

parent exit, NCAST scores from the final therapy session showed significant 

improvement: only 10% of mothers and 2% of children scored under the 10th 

percentile. Moreover, NCAST Contingency scores, measuring clear communication 

and interpretation of behavior cues, showed a 12% improvement during the same 

time period. Areas of improvement include caregiver sensitivity to cues, response to 

child’s distress, social-emotional growth fostering, cognitive growth fostering, child’s 

clarity of cues, responsiveness to caregiver (Norris-Shortle et al., 2006). When this 

study was repeated in 2010, Melley et al. found that 40% of mothers and 3% of 
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children initially scored in the “worrisome” category on the NCAST. Improvement 

was shown again, with 9% of mothers and 1% of children scoring below the 10th 

percentile at the end of the study. Scores improved more for scorers in the bottom 

40% of the study at time 1 than they did for the top 40% despite no significant 

demographic differences. The amount of time spent at nursery activities was also 

significantly correlated with changes in scores. Pre-intervention NCAST scores 

explained 65% of variance with parental participation scores explaining an additional 

8% of variance (Melley et al., 2010 ). 

 

Parent-Child Intervention Therapy. As demonstrated through PACT’s 

example, improving parent-child connection can be a powerful tool in improving 

child developmental outcomes. Cognitive deficits in homelessness propagate through 

a variety of mechanisms. Parent-child intervention therapy (PCIT) is effective at 

mitigating the cognitive and behavioral consequences of many of these mechanisms, 

resulting in improved productivity and decreased likelihood of recurrent 

homelessness.  

 One method that PCIT buffers against cyclical poverty and homelessness is by 

mitigating the negative effects of childhood abuse. A 2014 meta-analysis of 9,730 

individuals shows that childhood physical and sexual abuse is much more common 

among the homeless than the general population – 37% vs. 4-16% (Sundin & 

Baguley, 2015). Both childhood abuse and neglect have been shown to lend to 

cognitive deficits, such as a lower IQ, lower visual episodic memory, and executive 

functions required for initiation (Berthelot et al., 2015). These long-term cognitive 
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impairments likely impair the functional ability of these individuals. Consequently, 

child abuse is both directly and indirectly predictive of chronic homelessness. 

Childhood abuse often leads to physical abuse, depression, and a lowered self-esteem, 

which in turn are predictive of chronic homelessness and substance abuse, which in 

turn is predictive of chronic homelessness (Stein, Leslie, & Nyamathi, 2002). 

Additionally, individuals that began homelessness at earlier ages were more likely to 

have been abused as children (Mar, Linden, Torchalla, Li, & Krausz, 2014) However, 

PCIT has been shown to counter the likelihood that abused children will go on to 

experience homelessness. Among a sample of 110 chronically physically abusive 

parents, at 850 day follow-up, only 19% of parents that underwent PCIT treatment 

had been re-reported for abuse, as opposed to 49% of controls. The experimental 

group also reported fewer negative parent-child interactions (Chaffin et al., 2004). 

PCIT improves cognitive, emotional, and behavioral outcomes, including self-

regulation behaviors among children with a history of trauma and abuse (Herbers, 

Cutuli, Monn, Narayan, & Masten, 2014). Additionally, since PCIT works with both 

parents and children, it improves parent stress and the decreases the likelihood of 

future abuse (Timmer, Urquiza, Zebell, & McGrath, 2005; Chaffin et al., 2004; 

Kennedy, Kim, Tripodi, Brown, & Gowdy, 2016).  

 PCIT also buffers against cyclical homelessness by improving speech 

impediments and language delays at earlier ages. Language delays are a low 

attainment of speech and communication milestones in early childhood. These delays 

can make it difficult to excel in formal schooling or to develop rich verbal social 

skills. Unfortunately, homelessness severely affects the language development of 
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children (Whitman, Accardo, Boyert, & Kendagor, 1990). Homeless children have 

shown “moderately low” to “extremely low” receptive vocabulary scores across 

studies, with pre-K Pennsylvanian students scoring two standard deviations below 

average on the Peabody Picture Vocabulary Test and 80% of homeless children in St. 

Louis scoring below average (Parks, Stevens, & Spence, 2007). These literacy scores 

are independently predictive of achievement (J. Snowling, Adams, Bishop, & 

Stothard, 2001). Additionally, language delays translate into long-term gaps in 

achievement: English homeless cohorts with a prior history of language delays had 

lower standardized secondary examination scores than controls and were more likely 

to choose lower-paying vocational support programs over higher education (J. 

Snowling, Adams, Bishop, & Stothard, 2001). Parent-child connection is one 

potential factor contributing to language delays. In addition to the busy schedule of 

homeless mothers and the general trauma of homelessness, homeless parents may 

simply not have the same language skills as the general population to transfer to their 

children. In one study, over 50% of homeless mothers and children shared language 

deficits in either reading, auditory comprehension, writing, or verbal expression 

(O’Neil-Pirozzi, 2003). However, PCIT targets both child developmental delays and 

parent mindfulness and communication skills to improve parent-child attachment. 

Consequently, PCIT has been shown to be effective in significantly reducing 

stuttering within 12 therapy sessions among homeless children with over a 12 month 

prior history (Millard, Nicholas, & Cook, 2008). Additionally, PCIT increases the 

average length of child speech and the proportion of time that they responded to 

parent initiations of communication. These data illustrate that PCIT can improve 
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speech delays at earlier ages, therefore making it more likely for individuals to have 

improved achievement measures and be less likely to transfer speech impediments to 

their children (Falkus et al., 2016).  

 PCIT can also protect against intergenerational homelessness by mitigating 

the negative consequences of interparental violence (IPV). IPV is common among 

homeless youth; among a Los Angeles sample of 386, one-fifth had encountered IPV 

within the last year (Petering, Rice, Rhoades, & Winetrobe, 2014). Unfortunately, 

exposure to IPV during childhood can have detrimental effects: individuals who 

experience IPV as children are more likely to be both victims and perpetrators of 

domestic abuse (Franklin & Kercher, 2012). Domestic abuse is a leading factor for 

female housing instability and homelessness, partially since past homelessness is tied 

with future poverty and unemployment (Baker, Billhardt, Warren, Rollins, & Glass, 

2010). For example, 33% of women seeking last resort housing through a major 

Australian housing assistance program had prior history of domestic abuse; 48% of 

them are turned away (Allison, 2005). Likewise, perpetrators of domestic violence are 

more likely to encounter homelessness due to their greater likelihood of incarceration, 

which is particularly high since incarceration rates in the US have increased fivefold 

since the mid-1970s (Wildeman & Western, 2010). Not surprisingly, sons that 

witnesses IPV initiated by their fathers faced higher future incarceration rates, 

contributing to intergenerational incarceration (Wildeman, 2010). In turn, 

incarcerated individuals are more likely to become homeless, partially attributed to 

decreased employability due to stigma, decreased time in the labor force, and the 

proliferation of behaviors that are not suited to the workforce (Western & Pettit, 
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2010). Additionally, domestic violence recidivism rates are higher among 

incarcerated unemployed individuals than non-incarcerated unemployed individuals – 

the process of incarceration encourages further abuse, placing both the victim and the 

perpetrator at risk for further, chronic homelessness (Babcock & Steiner, 1999). 

There are additional detrimental effects of IPV on children that encourage future 

homelessness. A 2008 systematic literature review finds children and adolescents 

from families with IPV are more likely to experience future emotional, sexual, and 

physical abuse in addition to emotional and behavioral problems (Holt, Buckley, & 

Whelan, 2008). These traumatic life experiences further increase the likelihood of 

victims encountering chronic homelessness (Deck & Platt, 2015). However, a strong 

relationship to a primary caregiver can effectively buffer against the probability of 

future abuse and psychological distress (Holt et al., 2008). This includes decreasing 

aggressive, defiant, and anxious behaviors relative to controls among children ages 2-

7 with previous history of IPV exposure (Timmer, Ware, Urquiza, & Zebell, 2010). 

PCIT has been shown effective for reducing behavioral disturbances in general, 

improving parenting and increasing the ability of children to cope with adversity such 

as trauma (Bjørseth & Wichstrøm, 2016). Consequently, by mediating negative 

behavioral patterns encouraged by IPV, PCIT is able to buffer against the likelihood 

of future homelessness.  

 PCIT can also break a pattern of cyclical homelessness by improving 

hyperactivity behaviors among homeless youth. ADHD is one example of a 

hyperactive disorder characterized by inattention to pertinent stimuli. While ADHD is 

ordinarily genetically driven, exposure to environmental factors prevalent among 



42 
 

homelessness such as poverty, violence, poor prenatal and perinatal healthcare can 

alter epigenetics and produce hyperactivity among otherwise not-at-risk children 

(Webb, 2013). Additionally, in a 33-year prospective study among 271 men, 

individuals with ADHD were more likely to have “worse educational, occupational, 

economic, social, and marital outcomes,” increased psychiatric illnesses, substance 

abuse, and incarceration rates than age-matched controls (Klein et al., 2012). 

Consequently, ADHD is also prevalent among the homeless (Hesse & Thiesen, 

2013). In a 33-year longitudinal study, childhood ADHD was associated with an 

increased rate of future homelessness (García Murillo, Ramos-Olazagasti, Mannuzza, 

Castellanos, & Klein, 2016). Additionally, ADHD is correlated with social cognition 

deficits, particularly prosody and emotional face perception and likely empathy and 

theory of mind deficits (Uekermann et al., 2010). Understanding one’s own emotions 

and other’s emotions is critical to effective communication, and consequently, to 

standard employability, particularly in the lower barrier-of-entry service sector jobs. 

Decreased employability could increase the likelihood of poverty and homelessness, 

contributing to further cognitive deficits. However, PCIT improves ADHD outcomes 

among children, preventing further developmental deficits and future homelessness 

(Leung, Tsang, Ng, & Choi, 2017). Additionally, PCIT reduces hyperactivity relative 

to waiting-list controls and decreases the number of criteria that qualify for ADHD 

diagnosis, therefore serving to prevent ADHD in younger children as well (Nixon, 

2001). PCIT is likely effective in part because it addresses of one ADHD’s 

contributing factors. Families where children were diagnosed with ADHD were more 

likely to engage in negative parent-child interactions and were characterized by poor 
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parenting skills and increased parent stress and psychological distress (Anastopoulos, 

Sommer, & Schatz, 2009). Since PCIT improves both parenting skills and mental 

health, it is able to decrease ADHD rates and improve ADHD outcomes. This makes 

it more likely that PCIT can decrease substance abuse and incarceration and increase 

employability and social stability, therefore decreasing opportunities for 

homelessness.  

 PCIT can also be effective in improving foster care outcomes, thereby 

reducing their chances of homelessness. Foster children come from broken families, 

with The Institute for Children, Poverty & Homelessness citing 5% of children in 

New York City foster care being removed from their parents for reasons of 

homelessness in 2014. This number increases for children removed before their first 

birthdays, with a 31% removal from homeless families as opposed to a 20% removal 

from non-homeless families. Homelessness contributes to child placement in foster 

care, particularly for younger children. Simultaneously, foster care placement is also a 

risk factor for homelessness. Among a sample of 937 Canadian street-involved youth, 

49% had been in the government foster care system during their childhood (Barker et 

al., 2014). Likewise, of 444 youth ages 18-21 in a New York crisis housing center, 

35% had a history of foster care. Clearly, this is a problem both within and outside of 

the US. One major cause of homelessness among foster children is running away – 

foster care youth are twice as likely to run away as their same-age general population 

counterparts and between 46 and 52% of Wisconsin 17 year-olds reported running 

away from foster care at least once. Consequently, they are at greater risk for 

exposure to delinquency and victimization and face worse educational achievement 
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and employment outcomes (Crosland & Dunlap, 2015). Additionally, they are eight 

times as likely to become homeless than foster children that did not run away 

(Dworsky & Courtney, 2009). Foster children are more likely to run away within the 

first few months of housing placement and found that they preferred caregivers with 

calmer, more positive attitudes (Crosland & Dunlap, 2015). This suggests that more 

secure establishment within their new homes can help prevent runaway behavior, a 

goal that PCIT targets with both parent-directed and child-directed intervention 

(Damodaran, 2013). Additionally, as previously mentioned, PCIT addresses 

emotional and behavioral problems with abuse, which otherwise triples the risk of 

foster children becoming homeless (Dworsky & Courtney, 2009). Another major 

contributing factor for homelessness among foster children is the process of aging out 

of the program. While most individuals ages 18-21 can rely on support and stable 

housing from family, many foster children are not able to make these connections. 

However, perceived closeness to an adult family member reduced the likelihood of 

homelessness by 68% and perceived social support reduced the odds by 40%, further 

suggesting that PCIT can be beneficial in decreasing cyclical homelessness among 

foster-care youth (Dworsky & Courtney, 2009). Consequently, PCIT intervention 

with both foster parents and biological parents is shown to increase the success of 

reunification of the children with their biological parents. Since placement instability 

and “running to” biological family or friends are risk factors for running away and 

consequently homelessness, PCIT is likely effective in reducing homelessness by 

increasing stability and decreasing opportunities to run away (Lin, 2012; Crosland & 

Dunlap, 2015; Forte, 2015). Additionally, PCIT is also shown to be feasible in 
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reducing externalizing behavior, decreasing parenting stress, and improving parenting 

skills at four-month follow-up through brief, intensive sessions, suggesting its 

viability in foster care environments (Graziano et al., 2015). Likewise, a study of 102 

foster children that underwent either brief PCIT, wait-list control, or extended PCIT 

revealed significantly lower externalizing and internalizing behaviors in both PCIT 

groups relative to controls, providing evidence for the efficacy of PCIT in foster care 

environments (Mersky, Topitzes, Grant-Savela, Brondino, & McNeil, 2016). 

Consequently, these improvements in behavior can improve parent-child relationships 

and contribute to greater social support and stability, buffering against homelessness.  

 Finally, PCIT alleviates cyclical homelessness by mitigating the negative 

consequences of parental stress on child rearing and development. Conditions of 

poverty and homelessness pose significant physical and psychological stress – these 

include scarcity of food, exposure to violence, inadequate shelter from cold, heat, and 

disease, difficulty of managing multiple jobs, and the added concerns of caring for 

children in these environments. Not surprisingly, low SES is frequently considered a 

chronic stressor due to the high frequency of acutely stressing stimuli that it presents 

to individuals (Smyth, Zawadzki, & Gerin, 2013). Unfortunately, exposure to chronic 

stress can negatively impact the health of parents. Chronic stress is known to wear 

down cognitive processes and to increase vulnerability to mental illness (Marin et al., 

2011). Decreased long-term potentiation, declines in dendritic branching, and 

increased dendritic atrophy have been noted in the hippocampus – the center for 

learning and memory – in response to chronic stress, corresponding to these deficits. 

Similarly, structures in the limbic forebrain have shown deficits in endocannabinoid 
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receptor functioning in response to chronic stress, potentially affecting executive 

functioning, flexibility, and decision-making processes (Hill et al., 2004). These 

deficits in memory and executive functioning processes may influence child cognition 

and performance. Parent anxiety and negative interpretations of ambiguous stimuli 

are modeled by children, contributing to an intergenerational transfer of anxiety and 

promoting further cognitive deficits in children (Burstein & Ginsburg, 2010; Lester, 

Seal, Nightingale, & Field, 2010). In turn, higher trait anxiety is associated with 

difficulties gathering prefrontal attentional resources required to filter out distractors, 

even for tasks requiring low attentional demand (Bishop, 2009). Increased parental 

stress can also impact parenting style. Among a sample of over 3000 women, mothers 

that reported increased stress due to their child’s temperament were more likely to 

favor corporal punishment (Clément & Chamberland, 2009). Additionally, only 

mothers experiencing higher levels of stress were both found to implement harsh 

parenting and have greater difficulty with planning in unemotional situations (Monn, 

Narayan, Kalstabakken, Schubert, & Masten, 2017). Cyclically, parenting style can 

influence child temperament: controlling, harsher parenting is associated with higher 

child trait anxiety – linked to attentional deficits – decreased self-efficacy and 

positivity (Bishop, 2009; Thirlwall & Creswell, 2010). Additionally, parenting style, 

particularly willingness to support child autonomy, is predictive of child brain 

development and executive functioning (Bernier, Carlson, & Whipple, 2010). 

Consequently, increased parental stress can increase the likelihood of cognitive 

deficits in children. Notably, this has been shown to be true among a sample of 32 

children with ADHD; increased ratings of parent stress corresponded with increased 
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overall deficits in child executive functioning (Joyner, Silver, & Stavinoha, 2009). 

Unfortunately, this can lead to a cyclical pattern of poor parenting, where children 

with lower cognitive outcomes at 2 years were more likely to receive less cognitive 

stimulation from parents at 4 years (Tucker-Drob & Harden, 2012). In turn, parent 

health and parenting style are linked to child health. In a sample of 800 Indian 

children, children of parents experiencing higher stress levels were more likely to 

have dental caries than children whose parents were not stressed (Menon, 

Nagarajappa, Ramesh, & Tak, 2013). Likewise, increased caregiver stress is 

associated with a greater risk of child asthma onset and of a worse prognosis of 

disease (Yamamoto & Nagano, 2015). In addition to basic concerns for child health, 

these outcomes are concerning because worse child health places families at risk for 

further homelessness or overcrowding (Curtis, Corman, Noonan, & Reichman, 2010). 

However, PCIT breaks the cycle of intergenerational poverty and homelessness by 

improving parenting stress and parenting skills. Among a sample of 110 Chinese 

parents, parents that underwent PCIT reported lower levels of parenting stress, 

practiced more positive parenting skills, and viewed their child’s behavior more 

positively (Leung, Tsang, Heung, & Yiu, 2009). Additionally, families of 

underserved youth ages 2-7 experienced significant improvements in child 

functioning, parenting stress, and parent behavior through PCIT intervention (Lyon & 

Budd, 2010). Overall, PCIT was developed to improve parenting skills and reduce 

parenting stress and is shown to have long-term efficacy (Damodaran, 2013).  

 Homeless children are exposed to significant stressful life events such as child 

abuse, interparental violence, and foster care that can manifest in maladaptive 
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behaviors such as language delays and hyperactivity. Secure relationships with a 

primary caregiver can buffer against the trauma and adverse consequences of these 

difficult life events, as demonstrated by the improvements associated with decreased 

parenting stress through PCIT. By fostering this relationship, PCIT can buffer against 

the likelihood of future poverty and homelessness in these children and improve their 

chances of success.  

 

 

 

 

 

 

 

 

 

 

CHAPTER THREE 

Conclusion 

 Cognitive deficits are prevalent in poverty and homelessness. They are both a 

factor of the severe environment of homelessness and they further the likelihood that 
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an individual will encounter homelessness and fall into a pattern of cyclical 

homelessness. Childhood experience of these factors can contribute to cognitive 

deficits and further their own likelihood of homelessness, contributing to an 

intergenerational cycle of homelessness. Through early-life intervention, PACT 

Therapeutic Nursery has demonstrated improvements in language, education, mental 

health, and cognitive outcomes suggesting the feasibility of this intervention on a 

larger scale. Studies of Parent-Child Interaction Therapy suggest the generalizability 

of this case study; PCIT addresses numerous factors contributing to cyclical poverty 

and homelessness. Expanded use of PCIT in at-risk child populations may improve 

child health and productivity and also ease the societal burden of homelessness. 

Additional longitudinal studies of the efficacy of PCIT in these populations are 

needed to verify its potential benefits.  
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