
 

Masterʼs Thesis 
	  

	  
	  
	  
	  

	  
Frequent Users of Services in New York City 

Investigating Antecedent Factors, Life Experiences, and Triggers Associated with 
Cycles of Homelessness and Incarceration 

 
 

 
 
 
 

Anne K. Bozack 
Urbanism and the Built Environment Track 

 
 
 
 
 
 

Thesis Type: Research Report 
 

Sponsor: Angela A. Aidala, Ph.D. 
 

 
 
 
 
 

Department of Sociomedical Sciences 
Columbia University, Mailman School of Public Health 

In partial fulfillment of the MPH degree requirements, for graduation May, 2010 
 
 
 
 



Frequent Users of Services in New York City 

	   Bozack, 2	  

	  

Human Respondents Protection Statement 

This research report describes findings with human study participants from the Housing and 

Services Evaluation (HASE) study (Angela A. Aidala, Principal Investigator).  The protocol 

for this research, IRB-AAAE9816, was approved by the Columbia University Health 

Sciences Campus Institutional Review Board on March 16, 2010. 

 

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  

	  



Frequent Users of Services in New York City 

	   Bozack, 3	  

Table of Contents 
 

Abstract .................................................................................................................................5 

Introduction...........................................................................................................................6 

Literature Review ...............................................................................................................12 
The Co-Occurrence of Homelessness and Incarceration .................................................12 
Health Disparities and Service Needs of Frequent Users.................................................14 
Theoretical Frameworks ...................................................................................................17 
Current Research Findings ...............................................................................................23 
Policy Framework .............................................................................................................28 

Specific Aims ......................................................................................................................36 

Methods...............................................................................................................................40 
Research Design ..............................................................................................................40 
Data Source ......................................................................................................................40 
Sample..............................................................................................................................41 
Data Collection Method.....................................................................................................42 
Instrument and Measures .................................................................................................42 
Data Analysis ....................................................................................................................43 

Results.................................................................................................................................45 
Individual-Level Characteristics ........................................................................................45 
Life Experiences ...............................................................................................................50 
Treatment Experiences.....................................................................................................60 
Pathway to First Episode of Homelessness......................................................................61 

Discussion...........................................................................................................................71 
Findings ............................................................................................................................72 
Research Limitations ........................................................................................................81 
Policy Implications ............................................................................................................83 

Conclusions ........................................................................................................................86 

Literature Cited ...................................................................................................................88 

Appendix: Measures and Items Used in Data Analysis..................................................98 
 

	  



Frequent Users of Services in New York City 

	   Bozack, 4	  

Tables and Figures 
 

Figure 1: Paths of Influence Contributing Homelessness and Incarceration......................18 

Table 1: Demographic Characteristics................................................................................45 

Table 2: Education and Employment Characteristics .........................................................46 

Table 3: Family Characteristics ..........................................................................................47 

Table 4: Chronic Health Conditions ....................................................................................48 

Table 5: Mental Health Conditions and Substance Abuse .................................................50 

Table 6: Experiences in Childhood and Adolescence ........................................................51 

Table 7: Charges for which Respondents were Arrested ...................................................52 

Table 8: Age at First Episode of Homelessness and Incarceration ....................................53 

Figure 2: Age at First Episode of Homelessness and Incarceration. .................................54 

Figure 3: Year of First Eisode of Homelessness and Incarceration. ..................................55 

Table 9: Bivariate Analyses of Risk Factors for Homelessness and Incarceration Before 
Age 25 ............................................................................................................................57 

Table 10: Multivariate Analysis of Risk Factors for Homelessness and Incarceration Before 
Age 25.............................................................................................................................59 

Table 11: Age at First Engagement with Social Services ...................................................60 

Table 12: Proximal Trigger of First Episode of Homelessness...........................................65 

 

 



Frequent Users of Services in New York City 

	   Bozack, 5	  

Abstract 

This research investigates the antecedent factors and triggers of frequent episodes 

of homelessness and incarceration among individuals in New York City.  Prior studies have 

shown a high rate of homelessness among formerly incarcerated individuals and, 

conversely, a high rate of incarceration among homeless individuals.  In New York City, as 

many as one in five inmates was homeless immediately prior to incarceration and many 

return to homelessness upon discharge.  Individuals who cycle between homeless shelters 

and jails and prisons have distinct social and health service needs.  Improved knowledge of 

the factors and experiences associated with entrance into the cycle of homelessness and 

incarceration may improve the delivery and efficacy of services to help prevent and break 

the cycle. 

This research consists of a secondary analysis of data derived from the Housing and 

Services Evaluation (HASE) study of frequent users of New York City homeless shelters 

and jails.  Qualitative and quantitative analysis was used to address the following aims: 

The first aim was to examine risk factors antecedent to homelessness and 

incarceration by investigating individual-level characteristics including demographics, 

clinical conditions, human capital, and social ties.  The second was to investigate negative 

life experiences that appear to increase vulnerability of experiencing frequent homelessness 

and incarceration.  The third aim was to examine proximal events that trigger the initial 

episode of homelessness. 

Results showed high rates of limited human capital, limited family networks, chronic 

health conditions, mental illness, substance abuse, and negative experiences in childhood 

and adolescence.  Analysis of narrative responses identified events that commonly trigger 

homelessness, including involvement with the criminal justice system, interpersonal conflict, 

change in household composition, being “kicked out” of shared housing, and employment or 

other economic problems. 
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Introduction 

 

I thought that I was going to be stuck in the shelter for the rest of my life.  I 

didn't think there were any more shots for me.  I thought it was just shelter 

system and jail...now I know the doʼs and the don'ts.  I know the people and 

the things I have to avoid. 

 

I was trying to survive staying in that shelter.  People around you…the facility 

- really foul.  It's hard to keep focused.  I needed to work, to get a job to get a 

place.  It's hard to keep clean with other people coming in high. 

 

Every day hundreds of New York City jail inmates are released from custody, totaling 

approximately 100,000 individuals annually (New York City Department of Correction, 

2010).  Upon release most inmates are bussed from one of the Rikers Island detention 

centers to northern Queens where they are left with a MetroCard and the daunting tasks of 

securing housing and employment, reconnecting with friends and relatives, and remaking 

their lives (Feuer, 2002).  As former city detainees, most enter the community without the 

assistance or supervision of parole of probation officers, and many similarly lack the support 

of friends, family members, or social service workers. 

Faced with these adversities, released inmates often have no other choice but to 

seek assistance from the city's homeless shelter system and some even return to the 

shelter where they lived before incarceration.  Between 6.2 and 12.5% of inmates released 

in New York City utilize a homeless shelter within one month of their release (Metraux & 

Culhane, 2004; Nelson, Dees, & Allen, 1999).  Furthermore, approximately one quarter of 

New York City shelter residents have been incarcerated within the previous two years 

(Metraux & Culhane, 2006). 
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Among the reentry population, those returning to homeless shelters confront some of 

the greatest obstacles to community reintegration.  Although the City shelter system 

provides the necessities of “three hots, a cot, and a shower,” its environment offers little 

support to prevent recidivism.  Rather, as evidenced by the quotes above, it may facilitate 

access to social networks that encourage drug use and a return to the lifestyle that 

prompted releaseesʼ initial incarceration.  Compounding these external pressures, both 

incarcerated and homeless populations have a high prevalence of health and psychological 

conditions, including infectious diseases, mental illness, and substance abuse (Greenberg 

& Rosenheck, 2007), which are often co-occurring conditions (McNiel, Binder, & Robinson, 

2005).  Homeless former inmates also have fewer social and economic assets than their 

housed peers and consequently they have fewer resources to support their return to the 

community. 

A number of structural factors and public policies may also abet homelessness and 

incarceration.  The limited supply of affordable housing, economic opportunities, and 

government allotments serve as societal-level factors that increase vulnerability of 

experiencing homelessness and incarceration due to subsistence crimes.  Formal 

regulations and de facto discrimination further restrict employment and housing options for 

released inmates.  In addition, punitive law enforcement policies associated with the War on 

Drugs have increased rates of incarceration for non-violent and drug-related crimes, 

especially among minority and disadvantaged communities, while reducing programs for 

treatment and rehabilitation. 

For some individuals, these factors, among others, lead to a cycle of homelessness 

and incarceration.  As noted repeatedly by research and the records of agencies that serve 

them, individuals may become trapped in an institutional circuit (Hopper, Jost, Hay, Welber, 

& Haugland, 1997) – frequently moving between homeless shelters, criminal justice 

facilities, and other crisis care institutions.  Often individuals do not spend enough time at 

any one facility or under the jurisdiction of a single agency to obtain or qualify for housing 
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assistance or social services.  They become essentially institutional refugees (Cho, 2004), 

frequently transferred between facilities, released, or discharged without connections to 

social services programs. 

Observations by service providers have often reported the substantial coincidence of 

homelessness and incarceration.  However, only recently have policymakers begun to 

recognize that homeless and correctional agencies often act as imbricated institutions, 

rather than discrete entities.  For individuals who cycle between homelessness and 

incarceration, these systems frequently provide overlapping and substitutable health and 

social services.  However they also abet the cycle of housing instability and recidivism by 

failing to operate as an effective service delivery system for this population.  In response to 

the pattern of institutional cycling, social service and government agencies have recently 

begun to design aggressive interventions targeting individuals who alternate between the 

jurisdiction of the homeless and correctional systems (Metraux, Roman, & Cho, 2007).  By 

providing specialized and intensive case management frequently coupled with permanent or 

supportive housing, these programs aim to eliminate gaps in service provision and combate 

the cycle of homelessness and incarceration. 

In New York City, the Frequent Users of Jail and Shelter Initiative (FUSE) currently 

serves as an example of this type of targeted programming (Cho, 2007).  As a collaboration 

between the New York City Department of Homeless Services and the New York City 

Department of Correction, the FUSE program provides supportive housing and intensive 

case management to individuals who have had multiple episodes of homelessness and 

incarceration.  Participating social service agencies have undergone specialized training to 

enable them to provide more effective case management and housing services for 

individuals with criminal justice histories, substance abuse, and/or mental health problems.  

Preliminary research has shown this program to be successful in eliminating homelessness, 

reducing recidivism, and allowing individuals to break out of the institutional circuit to 

successfully reintegrate into the community (Montero, 2007). 
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Although recent recognition of the commonality of involvement in the institutional 

circuit has led to the development of demonstration projects like the FUSE program, scant 

research or knowledge exists regarding individual-level and system-wide factors that lead to 

the entrance into and self-propagation of the cycle of homelessness and incarceration.  

Current research has scarcely addressed the antecedents that may act as risk factors for 

frequent homelessness and incarceration.  Few studies have investigated the social and 

structural conditions and life history events under which an individual enters the institutional 

circuit.  Similarly, little is known regarding the dynamics of the continuation of the cycle and 

modifying effects of repeated episodes of homelessness and incarceration. 

Further knowledge is necessary to inform the design of current and future programs 

aiming to combat the cycle of homelessness and incarceration.  Developing a more 

thorough understanding of the population trapped in the institutional circuit will inform 

resource allocation and service prioritization.  Furthermore, service providers will be more 

equipped to tailor programs to meet the unique and complex needs of the clients whom they 

serve.  Given the high rates of health and psychological conditions among this population, 

more efficacious health and social service programs may not only reduce cycling between 

institutions but also lead to positive outcomes and a better quality of life for many 

individuals. 

In addition to these short-term benefits, further research has the potential to inform 

long-term reforms to the homeless and criminal justice systems.  Traditional homeless 

shelters or correctional facilities may not be appropriate for individuals who experience or 

are at risk of frequent homelessness and incarceration.  Individuals with specific risk factors 

and vulnerabilities may be better serviced through specialized housing with intensive case 

management, jail diversion programs, or other community-based alternatives to 

institutionalization. 

Reducing cycling between the homeless and criminal justice systems may also 

improve wellbeing on the family and community level.  Coupled with over-strained social 
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support systems in low-income neighborhoods, residential instability associated with high 

rates of incarceration increases social disorder and shifts social norms (Golembeski & 

Fullilove, 2005).  As a result, mass incarceration may increase, rather than decrease, rates 

of crime.  In addition, both the detention of convicted criminals and the reentry of former 

inmates can disrupt social networks.  The effect of high rates of incarceration and release 

concentrated in specific neighborhoods compromises social capital and collective efficacy, 

fundamental precursors to public health (Thompson Fullilove, 1998).  Incarceration may 

also directly impact public health through the transmission of diseases.  Incarcerated 

populations have a high prevalence of infectious diseases, including Hepatitis C and HIV, 

and consequently former inmates may spread these diseases to community members 

following release (Golembeski & Fullilove, 2005).  Therefore, by increasing social stability, 

interventions and policy changes that reduce homelessness and incarceration have the 

promise to improve public safety and health outcomes. 

This research will contribute to the understanding of the cycle of homelessness and 

incarceration through a secondary analysis of data obtained during the Housing and 

Services Evaluation (HASE) study.  The HASE study is an evaluation of the FUSE housing 

program and has collected extensive information regarding sociodemographics, physical 

and mental health status, health risks, housing history, experiences with the criminal justice 

system, and social networks and support.  The present research will address the following 

aims. 

The first aim will investigate individual-level factors antecedent to involvement in the 

institutional circuit by investigating personal characteristics associated with frequent 

homelessness and incarceration (i.e. demographics, clinical conditions, human capital, and 

social ties).  The second aim will investigate negative life experiences that appear to 

increase vulnerability of experiencing frequent homelessness and incarceration.  The third 

aim will investigate life events that trigger the entrance into the cycle of homelessness and 



Frequent Users of Services in New York City 

	   Bozack, 11	  

incarceration by analyzing proximal life events preceding the initial episode of 

homelessness. 

Results will be discussed with regard to the effects of individual-level factors on the 

continuation of the cycle of homelessness and incarceration and the role of structural and 

policy factors. 
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Literature Review 

The Co-Occurrence of Homelessness and Incarceration 

The term “homeless” has become a social cliché, associated with the typecast of 

urban poverty.  However, the homeless represent a diverse population, living in cities and 

rural areas and including individuals and families (Link et al., 1994).  For legal purposes and 

service provision, the United States Department of Housing and Urban Development 

defines a “homeless individual” as a person who “lacks a fixed, regular, and adequate 

nighttime residence” or who is living in a shelter, temporary housing, or public place (Office 

of the Law Revision Council, 2007).  Although other agencies and jurisdictions propose a 

more comprehensive definition to account for a spectrum of housing instability (FEANTSA, 

n.d.), the former has become standard of use in the United States. 

There are likewise several categories of incarcerated populations defined by severity 

of conviction and government jurisdiction under which they are detained.  Jail inmates are 

detained in city and county facilities whereas prisoners are detained in state or federal 

facilities (Metraux et al., 2007).  Jail inmates may receive a sentence that includes 

probation, or time spent living in the community under the continued supervision of law-

enforcement officials.  Prisoners generally serve longer sentences for more severe crimes.  

They may also serve probation or be released early under the conditions of parole. 

The high coincidence between homelessness and incarceration in the United States 

has emerged over the past several decades with disconcerting changes in the homeless 

and detained populations.  In the early 1980s, point-in-time estimates of the nation-wide 

homeless population ranged from 250,000 and 350,000 (Office of Community Planning and 

Development, US Department of Housing and Urban Development 2007).  However, by 

2005, this estimate had grown to over 750,000.  Similarly, the population served by the New 

York City Department of Homeless Services grew from approximately 7,500 in 1982 to 
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32,000 in 2006 (New York City Department of Homeless Services, 2010).  Simultaneously, 

increases occurred among incarcerated populations.  The national jail and prison population 

rose from just over 500,000 in 1980 to over 2.3 million in 2008 (Bureau of Justice Statistics, 

2010), far outpacing the growth rate of the population as a whole (Holzer, Raphael, & Stoll, 

2004). 

The dramatic increases in the homeless and incarcerated populations were not 

mutually exclusive.  Rather, they occurred in part because of the large overlap that emerged 

between these two groups.  Recent research has substantiated patterns of frequent 

homelessness and incarceration long observed by service providers.  Although exact 

numbers are difficult to determine, studies indicate that in 1997 over 15% of inmates in local 

jails (Greenberg & Rosenheck, 2007) and 9% of inmates in state prisons (Ditton, 1999) 

experienced homelessness within the year prior to incarceration.  Rates of lifetime 

incarceration may be as high as 54% among the homeless population (Burt et al., 1999).  

Within sub-populations, the association between homelessness and incarceration may be 

even higher.  In New York City jails, one out of five inmates was homeless immediately prior 

to incarceration (Re-Entry Policy Council, 2005).  The existence and strength of the 

association between homelessness and incarceration has been reaffirmed by a number of 

national and local studies (McNiel et al. 2005, Center for Poverty Solutions, 2003; Weiser et 

al., 2009; Metraux & Culhane, 2006; Greenberg & Rosenheck, 2007). 

In a similarly striking pattern, rising rates of homelessness and incarceration 

occurred along distinct economic and racial lines.  Disadvantaged and minority communities 

bore the majority of the social burden, challenging the paradigmatic image of the white male 

alcoholic mendicant that lasted into the 1970s (Hopper, 2003).  Exemplifying this 

demographic shift, two-thirds of New York City homeless shelter clients were African 

American by the early 1980s.  Nationwide trends lagged, but by 1990 over 40% of 

homeless shelter clients throughout the United States were African American.  The 

incarcerated population bore witness to an even more dramatic change.  In 1950, only 30% 
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of inmates were minorities but by the 2000s that number had risen to over 70% (Wacquant, 

2009).   Whereas the lifetime chance of incarceration for whites is currently 4%, that for 

African Americans is nearly 30%.  Especially among less-educated African American men, 

imprisonment became a disconcertingly common key life event (Western, 2010).  

Furthermore, urban areas have suffered disproportionately from high rates of incarceration 

(Thompson, 2009).  Although homelessness and incarceration has become a national 

concern, those most affected reside in poor, urban, and minority communities. 

Health Disparities and Service Needs 

Research characterizing homeless and incarcerated populations has revealed high 

rates of premature mortality (Barrow et al., 1999) and elevated prevalence of physical and 

mental illness (Burt et al., 1999).  Beyond underscoring the importance of reducing 

homelessness, incarceration, and their co-occurrence, research provides empirical 

evidence that homelessness, incarceration, and health disparities may share common risk 

factors.  Furthermore, some physical and mental health conditions may have a bi-directional 

casual relationship with homelessness and incarcerations.  Therefore, understanding their 

association is necessary to inform service provision and policy decisions with positive health 

outcomes. 

Prior research has shown that high mortality rates have become inherent to 

homeless populations.  In a study of New York City shelter residents, the death rate among 

study participants was 2 to 3 times higher than that of the New York City population and 4 

times higher than that of the United States population (Barrow et al., 1999).  Notably, social 

variables, rather than clinical variables, were the strongest predictors of increased mortality 

among male participants.  Injection drug use, incarceration, and duration of homelessness 

were shown to be predictors of premature death.  These results indicate that health 

disparities among homeless populations may be attributed to social inequities rather than 

solely poor health maintenance and lack of access to medical services. 
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In addition, studies have indicated high rates of acute and chronic health conditions 

among homeless populations attributed to interactions between health and housing 

instability.  Some health conditions may be antecedents and causal agents of 

homelessness, some may be the result of homelessness, and some may be exacerbated 

by housing-related treatment complications (Committee on Health Care for Homeless 

People, Institute of Medicine, 1988).  Comprehensive literature reviews have cited national 

and local studies identifying elevated morbidity rates among homeless populations.  

Although the prevalence of chronic health conditions in the general population is 

approximately 25%, that in the homeless population has been estimated to be between 

30% and 50% (Zerger, 2002).  Among a 19-city sample of homeless adults served by health 

clinics, 31% were living with one or more chronic physical conditions, including 

hypertension, heart disease, peripheral vascular disease, chronic obtrusive pulmonary 

disease, diabetes, dental problems, and neurological disorders (Wright & Weber, 1987 in 

Zerger, 2002).  In a national survey, 46% of homeless respondents self-reported having one 

or more chronic conditions (Burt et al., 1999 in Zerger, 2002). 

High rates of mental health conditions and substance abuse are also common 

among homeless populations.  In their annual assessment of homelessness in major cities, 

the US Conference of Mayors has reported a relatively constant and high prevalence of 

mental illness among homeless populations over the last two decades.  Dipping to an 

estimated low of 16% in 2006 (US conference of Mayors, 2006), by 2009 the reported 

prevalence of mental illness had returned to a level of 27% (US Conference of Mayors, 

2009).  Similarly, the estimated annual prevalence of substance abuse among homeless 

populations has constantly ranged from 30% to 40%, except for a low of 26% in 2006 (US 

Conference of Mayors, 2006).  Notwithstanding these fluctuations, the high prevalence of 

mental illness and substance abuse among homeless populations in the United States 

highlights the need for effective counseling and treatment programs.  The scope of these 
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statistics has prompted researchers to reframe homelessness as a public health concern 

and call for a concerted effort for its elimination (Breakey, 1997). 

High rates of chronic physical health conditions are mirrored in the incarcerated 

population.  A national cross-sectional study of jail and prison inmates identified higher odds 

of hypertension, asthma, arthritis, cancer, and hepatitis relative to the general United States 

population (Binswanger, Krueger, & Steiner, 2009).  Although this study was not designed 

to detect a causal relationship between incarceration and poor health, the authors did note a 

number of health risks present in corrections facilities including exposure to infectious 

diseases, limited physical activity, inconsistent medical care, psychosocial stress and 

stigma, and loss of social ties.  Similarly, a study conducted by the Urban Institute estimated 

that one half of males and two-thirds of females released from prison have a chronic 

physical health condition (Mallik-Kane & Visher, 2009). 

Studies have indicated that mental health conditions and substance abuse problems 

are even more common among inmates than among the homeless population.  A survey of 

jail and prison inmates measured the prevalence of lifetime mental health problems to be 

45% among federal prisoners, 56% among state prisoners, and 64% among jail inmates 

(James & Gaze, 2006).  The prevalence of a clinical diagnosis or treatment within the year 

preceding the survey was 14% among federal prisoners, 24% among state prisoners, and 

21% among jail inmates.  Likewise, the prevalence of recent substance dependence or 

abuse symptoms was measured at 68% among jail inmates (Karberg & James, 2005).  As 

reported by the Urban Institute, prisoners frequently suffer from multiple chronic health, 

psychological, or substance abuse conditions (Mallik-Kane & Visher, 2009).  Approximately 

40% of male and 60% of female prison releasees had more than one health problem or a 

dual diagnosis. 

These statistics alone are startling; however, further attention must be given to 

individuals who experience both homelessness and incarceration.  Research indicates that 

among homeless individuals those with a history of incarceration have a higher odds ratio 
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for reporting fair or poor health, HIV infection, psychiatric hospitalization, substance abuse, 

and risky sexual behavior (Kushel, Hahn, Evans, Bangsberg, & Moss, 2005).  Similarly, 

homeless inmates are more likely to have a diagnosed mental disorder or dual diagnosis 

(McNiel et al., 2005).  Based on these findings, individuals who experience both 

homelessness and incarceration have a distinct need for and potential to benefit from health 

services. 

Research has also noted that these health disparities are not simply the effects of a 

lack of contact with health service providers; rather, they are as often due to poor continuity 

in care as individuals frequently move between institutions and jurisdictions.  Studies have 

noted the difficulties faced by newly homeless individuals in obtaining care (Schanzer, 

Domingues, Shrout, & Caton, 2007).  Recently released inmates likely experience breaks in 

their access to care and frequent changes in healthcare providers.  For individuals living 

with a chronic physical or mental health illness and/or substance abuse problem, this 

discontinuity can have dangerous and costly consequences.  Structural factors, including 

social class structure or income distribution, may also be significant causes of health 

disparities among homeless and incarcerated populations.  Therefore, better understanding 

of these unique needs and characteristics is necessary to inform service provision. 

Theoretical Frameworks 

Guided by previous studies, researchers have proposed several theoretical 

perspectives with which to investigate the antecedent risk factors and experiences 

associated with homelessness and incarceration.  These theories address individual-level 

factors, structural factors, and life history events associated with homelessness and 

incarceration.  As summarized in Figure 1, the following model draws on existing theoretical 

perspectives, directing attention to the dynamics of the cycle of homelessness and 

incarceration while building an analytical foundation for further research.  

 



Frequent Users of Services in New York City 

	   Bozack, 18	  

 
Figure 1: Model of possible paths of influence contributing to the cycle of homelessness 
and incarceration. 

 

Individual-Level Factors.  Based on personal characteristics associated with 

homelessness, researchers have proposed a conceptual framework with which to 

categorize individual-level factors that may increase the vulnerability to or trigger 

homelessness.  These frameworks also suggest a causal pathway leading to the 

experience of homelessness.  The three primary theoretical perspectives emphasizing 

individual factors are human capital, social ties, and personal disabilities (Piliavin, Sosin, & 

Westerfelt, 1992 in Entner Wright, Caspi, Miffitt, & Silva, 1998). 

Human capital describes the education, training, and experience necessary for an 

individual to obtain employment.  As noted by descriptive research, rates of unemployment 

and underemployment are high (Entner Wright et al., 1998) and rates of educational 
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attainment are low (Burt et al., 1999) among homeless populations, suggesting that 

homeless individuals lack the skills to attain living-wage jobs. 

Social ties refer to interpersonal relationships, which can act as both protective and 

risk factors for experiencing homelessness (Entner Wright et al., 1998).  In addition to 

providing emotional support, strong social ties can engender resources to maintain or obtain 

housing.  Specifically, friends and relatives can provide crucial financial assistance, 

information, and interim support that prevent homelessness and lead to stable housing.  

However, social ties associated with homelessness may also perpetuate housing instability 

by contributing to the acculturation to the homeless lifestyle (Piliavin, Entner Wright, Mare, & 

Westerfelt, 1996).  Social ties may also provide shared support for behaviors such as drug 

use and illegal activities (Fast, Small, Wood, & Kerr, 2009) that limit access to housing 

resources. 

Personal disabilities pertain to physical and mental health conditions that impair work 

or daily activities (Entner Wright et al., 1998).  These may include physical disabilities and 

chronic conditions, mental illness, substance abuse, and co-occurring conditions, all of 

which have a high prevalence among homeless populations (Zerger, 2002; US Conference 

of Mayors, 2009; James & Gaze, 2006; Karberg & James, 2005).  Personal disabilities may 

exacerbate human capital deficiencies and contribute indirectly to homelessness by limiting 

or preventing gainful employment and endangering supportive social ties (Entner Wright et 

al., 1998). 

These theoretical frameworks also suggest the role of individual-level factors in 

contributing to incarceration.  Lack of human capital or personal disabilities may place an 

individual at an economic disadvantage, thus prompting him or her to engage in criminal 

behavior as a form of subsistence.  Similarly, poor social ties may encourage an individual 

to participate in antisocial and criminal acts (Grendreau et al., 1996). 

Structural Factors. Some researchers have argued that an epidemiological 

approach focusing on individual-level risk-factor analysis is an insufficient means with which 
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to study social problems, specifically homelessness (Schwartz et al., 1999).  In assessing 

changes over time, such as the rapid rise of homelessness during the 1980s, this method of 

inquiry fails to identify the cause of change by focusing solely on what type of people may 

experience homelessness.  This distinction leads to the conclusion that “information about 

interindividual differences…is not necessary for reducing the rate of homelessness” 

(Schwartz et al., 1999, p. 1177). 

To address these shortcomings, researchers have focused on structural factors, or 

societal-level and external conditions that place some individuals or socioeconomic groups 

at a disadvantage (Elliott and Krivo, 1991).  They posit that structural factors, rather than 

individual-level factors, are the underlying and fundamental cause of housing instability.  

Structural factors must be present to force vulnerable individuals to experience 

homelessness.  The primary structural factors associated with homelessness are a 

shortage of affordable housing, high poverty, limited economic opportunities, and lack of 

mental health and substance abuse treatment facilities. 

Lack of affordable housing in a community occurs when the ratio of the number of 

individuals living near or below the poverty line to the number of low-income housing units 

exceeds unity (Wright & Lam, 1987 in Main, 1996).  Invariably, some individuals will not be 

able to afford the cost of housing and will therefore become homeless.  As this dimension of 

the structural theory of homelessness predicts, the number of homeless individuals will 

fluctuate with the supply of affordable housing. 

Linked to the supply of affordable housing, poverty can provide a pathway to 

homelessness (Elliott & Krivo, 1991).  Low-income individuals must often make difficult 

choices regarding how they allocate money among necessary expenditures such as food, 

clothing, and housing.  Homelessness results when individuals are unable to apportion a 

sufficient amount of their income towards housing.  Rates of poverty, and therefore 

homelessness, vary with levels of government appropriations, availability of benefits 

programs, and occupational possibilities to secure income. 
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General economic conditions also contribute to the rate of homelessness by 

destabilizing the labor market (Elliott & Krivo, 1991).  Individuals may lose otherwise secure 

jobs and income sources.  Poor economic conditions or economic shifts can lead to a 

devastating chain reaction observed on the level of the individual, leading to unemployment 

and subsequent homelessness. 

Lack of community mental health care facilities is attributed to high rates of 

homelessness among individuals with emotional and psychological conditions (Elliott & 

Krivo, 1991).  Researchers argue that following deinstitutionalization and the closure of 

psychiatric hospitalsʼ residential care facilities for the mentally ill beginning in the 1960s, 

poor policy implementation contributed to the failure to develop an adequate number of 

community-based care facilities to care for and house discharged individuals.  Countless 

individuals who were unable to care or provide for themselves eventually became 

homeless, resulting in the high rates of mental illness observed among homeless 

populations.  Researchers have recently identified a second wave of deinstitutionalization, 

referring to the release of inmates from prisons and jails (Metraux et al., 2007).  Like those 

individuals discharged from residential mental health care facilities, former inmates are 

often unequipped to support themselves in the community.  Contending with a landscape of 

punitive policies and a dearth of residential mental health and substance abuse treatment 

facilitates, they often have a high risk of homelessness. 

Structural factors have also been suggested as a cause of high rates of incarceration 

among young African American men.   Demand-side shifts in labor markets reduce their 

employability due to changes in desired skill sets, discrimination against African American 

men, effects of segregation, and a reliance on informal networks in the hiring process 

(Holzer, 2009).  As a means of subsistence, unemployed or underemployed individuals may 

be forced to participate in the extralegal economy or engage in other illegal survival 

techniques. 
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Life Experiences and Life Events.  Some researchers have conceptualized 

homelessness as part of a long-term process and stage in the trajectory or lifetime housing 

careers of individuals (Anderson 2001), outlining the role of major life events or biographical 

factors in the casual pathway leading to homelessness.  Life experiences and events may 

be classified by their temporal relationship to the experience of homelessness (Muñoz, 

Vázquez, Bermejo, & Vázquez, 1999).  Events can begin and end prior to homelessness, 

occur immediately before and/or during the entrance into homelessness, occur during the 

period of homelessness, or fall within more than one of these categories. 

Life experiences and life events can lead indirectly or directly to homelessness 

through several mechanisms.  Some life experiences may be characterized as individual-

level risk factors, which increase susceptibility to housing instability (Anderson, 2001).  

Similarly, major events (i.e. job loss, divorce, death of a close friend or relative) produce 

stress and reduce coping mechanisms that would otherwise act as protective factors 

against homelessness.  Finally, life events may act most directly along the causal pathway 

by operating as triggers of homelessness (Anderson, 2001), such as a natural disaster or 

loss of income.  For vulnerable individuals, life events immediately preceding and most 

proximal to the experience of homelessness can upset an already precarious housing 

situation. 

There are countless combinations of life experiences and events that constitute 

pathways to homelessness.  However, commonly observed life experiences may be roughly 

classified by age and gender (Anderson, 2001).  Individuals in specific demographic groups 

are more likely to be subjected to given risk factors and are therefore more likely to travel 

along certain pathways towards homelessness.  Some individuals may also be especially 

vulnerable to experiencing trajectories with repeated or episodic homelessness (Robinson, 

2003). 

The experience of incarceration may appear at several points along the causal 

pathway to homelessness.  First, negative experiences in childhood may be shared risk 
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factors associated with both homelessness (Anderson, 2001) and criminal behavior 

(Viemerö, 1996) as an adolescent or adult.  Second, serving time in jail or prison can act as 

an individual-level risk factor for homelessness later in life (Anderson, 2001).  Finally, 

release from incarceration can act as trigger resulting in immediate homelessness 

(Anderson, 2001) or increasing vulnerability to housing insecurity (Thompson, 2009). 

The theoretical frameworks described above suggest that rates of homelessness 

and incarceration are not a function of any one specific factor or event.  Rather, individual-

level factors, structural factors, and life events interact along the causal pathway leading to 

the experiences of homelessness and incarceration (Maine, 1996).  Furthermore, the same 

factors can prevent individuals from regaining life stability, essentially trapping them in the 

cycle of homelessness and incarceration. 

Some factors may play only an indirect role while others lead directly to 

homelessness or incarceration.  Describing an interaction between these factors, 

researchers have developed the political model of homelessness, suggesting that some 

individuals may be especially vulnerable to structural changes (May, 2000).  For example, 

the human capital framework must only be considered with the corollary that structural 

factors, such as the availability of employment, may act as modifying factors (Elliott & Krivo, 

1991).  Similarly, individual-level and structural factors may increase susceptibility to 

homelessness following a traumatic or stressful event.  Especially on a population scale, a 

combination of internal and external conditions must be considered in analyzing the co-

occurrence and interaction of homelessness and incarceration. 

Current Research Findings 

There is a growing body of research investigating the relative importance of risk 

factors and experiences contributing to homelessness, incarceration, and their co-

occurrence, as derived from theoretical perspectives.  As mentioned previously, numerous 

studies, largely relying on administrative data matches, have provided point-in-time 
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estimates of the prevalence of homelessness and incarceration among specific populations.  

Studies have also begun to explore the antecedent factors associated with both 

homelessness and incarceration.  However, fewer studies have specifically addressed the 

individual-level and structural factors and life experiences that precede the cycle of frequent 

homelessness and incarceration. 

Individual-Level Factors.  Research has provided evidence to support theories that 

emphasize individual-level factors risk factors that increase vulnerability to experiencing 

homelessness.  Risk factors of homelessness in early adulthood identified by research 

include substance abuse, mental health problems, and socioeconomic disadvantage.  

However, research involving older populations has provided contradictory evidence of the 

role of individual-level factors.  Specifically addressing the role of concurrent factors in 

predicting adult homelessness, research has found that individual-level factors including 

human capital, social ties, and personal disability only account for a small proportion of the 

variation in length of time since the initial episode of homelessness and length of 

homelessness (Calsyn & Roades, 1994).  Age was found to be the strongest predictor of 

extent of homelessness, perhaps because it acts as a proxy for personal problems that 

accumulate over a lifetime.  However, findings based on qualitative analysis indicate that 

personal disabilities may play a central role in contributing to homelessness through their 

association with more proximal causes of housing instability (Shinn et al., 2007).  

Controlling for age, another study concluded that lack of employment history, the 

experience of foster care in childhood, and acculturation to the homeless lifestyle were 

associated with increased duration of homelessness among adults (Piliavin et al., 1992). 

Researchers have investigated similar risk factors associated with incarceration and 

recidivism.   Low educational achievement and lack of employment experience were found 

to be positive predictors of incarceration (Freeman, 1996).  In a meta-analysis of 

longitudinal prospective studies, researchers related behavioral and mental health problems 
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in childhood to subsequent criminal justice involvement (Leschied, Chiodo, Nowicki, & 

Rodger, 2008). 

Specifically addressing recidivism, researchers have described static and dynamic 

individual-level risk factors including sociodemographics, human capital, and interpersonal 

relations.  Results of a meta-analysis identified the strongest predictive factors of adult 

recidivism to be age, criminal history, and criminogenic factors including anti-social or 

criminal social networks and behaviors (Grendreau et al., 1996).  Research also suggests 

that experiences during incarceration can affect human capital and therefore influence 

recidivism rates following release.  Ex-offenders who have not received vocational training 

or education during their sentence have fewer legal employment prospects than prior to 

incarceration (Freeman, 1996).  Given that individuals are more likely to commit crime while 

unemployed, lack of training and educational programming in detention facilities may 

contribute to recidivism. 

Although researchers have recognized an association and have proposed a bi-

directional causal relationship between homelessness and incarceration, few studies have 

specifically addressed the individual-level factors that contribute to their co-occurrence.  

Furthermore, existing studies have seldom distinguished between single contacts and 

episodic or chronic involvement in the homeless and criminal justice systems. 

Some studies have recognized demographic characteristics that may act as risk 

factors leading to the cycle of homelessness and incarceration.  Commonly identified 

characteristics that have high prevalence among individuals who have experienced 

homelessness and incarceration include being an older minority male (Kushel et al., 2005, 

McNiel et al., 2005) and having less education (Kushel et al., 2005).  Researchers have 

also suggested that mental illness and substance abuse are primary risk factors for 

experiencing more extensive involvement in homelessness and criminal justice systems, 

noting that individuals with these conditions and co-morbidities are overrepresented among 

homeless and incarcerated populations (Draine, Salzer, Culhane, & Hadley, 2002).  In a 
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study of the San Francisco jail population, researchers confirmed these observations and 

found that homeless inmates with dual diagnoses were more likely to serve longer 

sentences (McNiel et al., 2005).  Given these findings, they posited that individuals with 

mental illness are less able to navigate the criminal justice system to secure early release, 

therefore causing detention facilities to serve as “de facto” service delivery systems. 

Structural Factors.  Researchers have also investigated the role of structural 

factors as serving as the primary cause of homelessness on the community level.  In a 

retrospective macro-level analysis of data collected by the US Census and the US 

Department of Housing and Urban Development, researchers concluded that the supply of 

low-income housing and availability of community mental health services were predictors of 

prevalence of homelessness (Elliott & Krivo, 1991).  Other research has implicated the rate 

of poverty as the most powerful structural factor in predicting homelessness (Ji, 2006).  

Contrary to these findings, some researchers have provided evidence that structural factors 

play a secondary role in contributing to homelessness, with personal disabilities accounting 

for the majority of variation in prevalence of homelessness (Maine, 1996).  Qualitative data 

collected on the level of the individuals has reaffirmed that both personal and structural 

factors contribute to homelessness; however, this type of analysis is not able to determine 

the relative importance of these factors (Dickson-Gomez, Convey, Hilario, Corbett, & 

Weeks, 2008). 

Research investigating the structural factors contributing to incarceration has 

concentrated on labor market supply and demand.  Empirical evidence links decreases in 

the demand for unskilled labor and increases in unemployment rates with increases in 

antisocial and criminal behavior (Holzer, 2009). 

Few studies have specifically addressed structural factors in the pathway leading to 

frequent homelessness and incarceration.  However, some researchers have challenged 

the conclusion that individual-level characteristics, namely mental health conditions, act as 

the primary risk factor for entering into the cycle of homelessness and incarceration.  In a 



Frequent Users of Services in New York City 

	   Bozack, 27	  

review of studies from psychiatric service literature, Drain et al. (2002) argue that this 

conclusion is an alarmist response to the effects of deinstitutionalization by overestimating 

the significance of mental illness among the homeless and incarcerated populations.  

Rather, they conclude that the observed effects are moderated by social problems including 

poverty and unemployment. 

Life Experiences and Life Events.  Research investigating the role of life 

experiences in the pathway to homelessness has focused primarily on young adults.  In 

studies of adolescents, adversity in childhood, including poor family relations, parental or 

family separation, low socioeconomic status (Shelton, Taylor, Bonner, & van den Bree, 

2009; Koegel, Melamid, & Burnam, 1995), and parental incarceration (Foster & Hagan, 

2007), predicted homelessness in early adulthood.  These measures may increase 

vulnerability to individual-level factors manifest later in life, such as extent of social networks 

and availability of support. 

A number of studies have also identified similar experiences in childhood and 

adolescence that are associated with later criminal behavior.  In a meta-analysis, 

researchers found an association between early life experiences, including weak family 

structure, poor parenting techniques, family violence, and family interpersonal problems, 

and subsequent criminal justice involvement (Leschield et al., 2008).  Similarly, aggressive 

and punitive behavior by a parent has been associated with criminal behavior later in life 

(Viemerö, 1996). 

Life experiences have also been identified as risk factors for the co-occurrence of 

homelessness and incarceration.  In a national study of recent homelessness among jail 

inmates, researchers used an extensive variable set including social and life history factors 

(Greenburg & Rosenheck, 2008).  Results indicated a higher prevalence of mental illness 

among homeless inmates; however, they also revealed higher rates of unemployment, 

economic disadvantage, and traumatic experiences and lower rates of marriage.  Although 

these findings do not trivialize the importance of personal disabilities and mental illness, 
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they provide evidence of a significant association between social factors and the co-

occurrence of homelessness and incarceration. 

Beyond this research, studies have identified incarceration as a gateway to 

homelessness and risk factor for episodic homelessness.  In a study of the Norwegian 

prison population, researchers found high rates of homelessness prior to incarceration 

(Dyb, 2009).  However, these rates increased from one-third to two-thirds following release, 

consistent with the proposition that imprisonment leads to homelessness by eroding 

personal characteristics that protect against housing instability.  Likewise, ethnographic 

researchers in San Francisco and St. Louis have found that incarceration can lead directly 

to homelessness by disrupting life course, limiting prospects for employment, and 

weakening family ties (Gowan, 2002). 

Empirical evidence has also implicated homelessness and housing instability as risk 

factors for incarceration.  In a study of marginally housed individuals in San Francisco, 

those who spent time on the streets had a higher odds of recent incarceration than those 

residing in a single room occupancy hotel (Weiser, 2009).  A study in New York City also 

found time spent in a city homeless shelter to be predictive of incarceration (Metraux & 

Culhane, 2004).  Ethnographic and qualitative research has confirmed the association 

between homelessness and incarceration, noting that study participants were frequently 

arrested for crimes committed due to extreme poverty, minor violations of anti-homeless 

ordinances, and their associations with high-crime areas and individuals (Gowan. 2002).  

Homelessness has also been associated with social networks involving individuals who 

have experienced incarceration and engage in risky or illegal behaviors (Tucker et al., 

2009), therefore increasing personal exposure to a criminogenic lifestyle.  

Policy Framework 

Researchers have implicated specific policy decisions as contributing to the coupling 

of homelessness and incarceration.  Although public policy may act as a structural factor 
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contributing to homelessness and incarceration, most directly by allowing for or inhibiting 

access to effective social services, it has seldom been explicitly included in theoretical 

frameworks and is more difficult to study though empirical research.  However, some 

researchers argue that legislation, punitive rather than rehabilitative correctional programs, 

and a dearth of social service provision have led to the incarceration of large numbers of 

homeless individuals.  Simultaneously, released inmates face a lack of reentry programs 

and countless barriers to community reintegration, increasing vulnerability to experiencing 

homelessness.  The combined effects of these factors trap some individuals in the 

institutional circuit. 

Politicizing Crime and Discriminatory Policing.  The ballooning of the rate of 

incarceration in the United States, especially among African American and Hispanic 

populations, largely coincided with the federal declaration of the War on Drugs, initiated by 

the Nixon administration in the late 1970s (Sharp, 2010) and intensified under the Reagan 

administration (Thompson, 2008; Human Rights Watch, 2008).  During the following 

decades, local law enforcement officials intensified their efforts to increase arrests for drug-

related crimes.  Spurred by augmented federal funding, anti-crime politics, and a skewed 

media representation of public safety concerns, authorities concentrated their efforts on 

major “fronts” (Human Rights Watch, 2008, p. 2), or primarily low-socioeconomic, urban 

communities.  Although research indicates that African Americans are equally or even less 

likely to use drugs than whites, law enforcement tactics discriminately targeting offenders in 

communities of color contributed to the overrepresentation of minorities among the 

incarcerated population (Thompson, 2008; Human Rights Watch, 2008). 

Within New York City, the War on Drugs was heightened in 1994 under the Mayor 

Guiliani (Committee on Government Reform, House of Representatives, 2000).  

Emphasizing the role of local law enforcement in reducing drug-related crimes, initiatives 

were concentrated in low-income minority areas such as east and central Harlem, southern 

Brooklyn, southeast and northern Queens, and central Bronx.  Between 1993 and 1998, 
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narcotics arrests increased 90% but with startling racial disparities.  By 2003, among prison 

admissions in New York for drug offenses, nearly 60% were African American but fewer 

than 20% were white (Human Rights Watch, 2008). 

Sentencing policies also placed undue burden on African American communities.  

For example, in the mid-1990s, federal guidelines allowed penalties for crack cocaine, a 

less expensive form of the drug associated with minority communities, to dwarf penalties for 

powdered cocaine, associated with more affluent communities, by a ratio of 100-to-1 

(Thompson, 2008).  In New York, convicts faced even harsher penalties.  The Rockefeller 

dug laws, enacted in the 1970s to reduce frequent and short-term incarceration of repeat 

offenders (Nakdai, 2001), mandated sentencing for the possession or sale of a controlled 

narcotic (Cooper, 2004).  Under these laws, even first-time and non-violent offenders 

convicted of possession of four ounces of drugs were penalized with 15 years to life in 

prison.  Although couched in unbiased language, the laws effectively targeted urban 

minorities.  By 2002, among the approximately 19,000 convicts serving sentences in New 

York State under the Rockefeller drug laws, 78% were from New York City and 94% were 

African American or Hispanic (Drucker, 2002).  From a public health perspective, 

incarceration resulting from these laws resulted in the equivalent of 286,000 years of life 

lost, or nearly 8,700 deaths. 

Despite these policies, by the late 1990s indicators showed that drug abuse had 

increased since the 1980s (Massing, 1998).  The price of cocaine had fallen and number of 

cocaine-related emergency room visits had risen.  Furthermore, studies demonstrated that 

punitive policies were more costly and less effective than treatment programs.  Compared to 

domestic law enforcement, treatment could achieve equivalent reductions in the rate of drug 

use at one-seventh of the cost (Rydell & Everingham, 1994). 

The War on Drugs continued for decades even though evidence indicated that it did 

not affect the sale and use of drugs.  The combined effects of law enforcement 

concentrated in communities of color and discriminatory federal and state sentencing 
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policies dramatically disrupted the lives of millions of individuals.  Especially in New York 

City, these policies not only increased the rates and lengths of incarceration among 

minorities, but they also had the indirect effect of increasing vulnerability of housing 

instability and homelessness. 

Barriers to Reentry: Employment and Housing.  Recently released inmates face 

numerous legal and regulatory barriers to regaining independence and stability.  Finding a 

job is perhaps one of the first priorities as well as one of the largest obstacles for former 

inmates.  The majority of ex-offenders in the United States return to a small number of 

communities (Re-Entry Policy Council, 2007) with over-saturated job markets for low and 

unskilled labor.  Furthermore, most employers are hesitant to hire a person with a criminal 

conviction, citing the liability risk if that individual commits another offence while on the job 

(Thompson, 2009, Holzer et al., 2007).  Individuals with a criminal history, especially 

involving a felony, are barred from obtaining licensing for many occupations (Thompson, 

2009).  Seeming unaware of these restrictions, prisons may offer training programs in areas 

former felons are prohibited from entering, wasting time and resources while giving 

prisoners a false hope of future success.  Some former prisoners have the advantage of 

contact with a parole or probation officer who can help them navigate the difficult path of 

reentry; however, the officerʼs role in job-placement assistance is limited (Nelson et al., 

1999).  Faced with these obstacles, released individuals who fail to quickly find employment 

are at risk of financial insecurity and homelessness. 

Formerly incarcerated individuals may face even greater immediate barriers to 

obtaining housing and housing assistance.  Those serving long sentences in state and 

federal prisons are frequently incarcerated in rural areas, far from the urban areas in which 

they lived before incarceration (Metraux et al., 2007).  Discharge programs offer limited 

housing assistance to released prisoners moving long distances back to their former 

neighborhoods.  Upon returning home, former inmates are unfamiliar with the housing 

market, unaware of how to conduct a housing search, or disconnected with former family or 
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friends.  Also facing barriers imposed by government regulations, former felons are 

frequently prohibited from obtaining a housing subsidy or living in public housing, therefore 

restricting their options to the more costly private market (Thompson, 2009). 

Former inmates who return to the communities from which they left commonly rely 

on family and friends for financial assistance, interim housing, and other types of support 

(Holzer et al., 2007; Mallik-Kane & Visher, 2009).  However, parole or probation stipulations 

may restrict contact with former social networks and therefore limit housing opportunities 

(Rodriguez & Brown, 2003).  Some families residing in public housing may be reluctant to 

offer housing assistance.  Allowing a former convict to reside in a public housing unit may 

be a violation of lease stipulations and place the entire family at risk of eviction (Thompson, 

2009). 

Time in jail or prison also changes the social position of individuals upon returning to 

their community.  The experience of incarceration often strains interpersonal relationships, 

jeopardizing an important source of support during the critical time of reentry (Nelson et al., 

1999).  On the community level, neighborhoods commonly resist providing affordable 

housing for ex-offenders, particularly those convicted of felonies or sex crimes (Metraux et 

al., 2007).  Compounding these problems, returning prisoners with physical or mental 

illness, substance abuse problems, or co-morbidities frequently encounter even more 

difficulty reintegrating into the community (Mallik-Kane & Visher, 2009). 

Individuals who are homeless prior to incarceration have even fewer housing options 

following release and may be less able to obtain housing and social services.  After serving 

a long jail or prison stay, they may be unfamiliar with the system of homeless services and 

less likely to quickly obtain assistance.  Immediately following release, homeless ex-

offenders who are not under the supervision of parole or probation fall under the jurisdiction 

of neither the correctional nor homeless systems (Metraux et al., 2007).  These institutional 

refugees are not formally classified as homeless and therefore are not immediately eligible 

for housing programs targeted to the general homeless population. 
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Discharge Programs.  The difficulties faced by released inmates are compounded 

by a lack treatment for health and substance abuse problems and limited reentry programs 

provided by jails and prisons.  As suggested by the term second wave of 

deinstitutionalization (Metraux et al., 2007), jail and prison inmates are frequently released 

with no or insufficient preparation to obtain employment and housing and successfully 

reintegrate into the community. 

Studies indicate that only 27% of prison inmates receive vocational training and 35% 

receive any type of education (Lawrence, Mears, Dubin, & Travis, 2002).  Similarly low 

numbers of inmates receive treatment for physical or mental health conditions and 

substance abuse problems.  The Urban Institute reported that among prisoners with a 

physical health condition, only two-thirds of men and three-quarters of women received any 

treatment while incarcerated (Mallik-Kane & Visher, 2009).  Among prisoners with a mental 

health condition, only 60% received treatment in prison.  Rates of drug treatment reported 

by the Department of Justice are even lower.  Among inmates who used drugs regularly 

before incarceration, approximately 15% of jail inmates (Karberg & James, 2005) and 30% 

of prisoners (Mumola, 1999) received any type of treatment, with the majority participating 

in self-help groups.  Furthermore, only one New York State prison provides medication-

assisted therapy (i.e. methadone or buprenorphine) for opioid dependence (Human Rights 

Watch, 2009). 

Rates of contact with health services drop following release from prison, indicating 

lack of release planning and poor continuity of health service utilization (Mallik-Kane & 

Visher, 2009).  In a national study, less than one year following release from prison, 

treatment for physical health conditions declined to 50% among men and 60% among 

women.  Treatment for mental health conditions declined to 50% among men and 40% 

among women. 

Inmates who do not receive necessary supportive services are even more vulnerable 

to the effects of incarceration and experiencing homelessness or recidivism following 
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release. Inmates who do not receive treatment for health conditions may be released 

without a proper diagnosis and connection to post-release services (Mallik-Kane & Visher, 

2009).  Untreated conditions may exacerbate difficulties finding employment and stable 

housing.  Moreover, without further education and vocational training, former inmates have 

even fewer employment prospects than before their incarceration (Thompson 2009).   

Lack of treatment, reentry programs, and discharge preparation provided by carceral 

facilities can be attributed in part to recent shifts in Americaʼs law enforcement policy and 

overall correctional philosophy.  During much of the 1900s, the dominant approach to 

managing convicts was through the provision of rehabilitative services intended to curb 

subsequent criminal behavior (Cullen & Gendreau, 2000).  However, beginning in 1970s 

and consistent with the penal approach of the War on Drugs, rehabilitative programs were 

increasingly portrayed as ineffectual.  Although these reports could not be substantiated by 

empirical evidence, prevailing political and public opinion favored a punitive, rather than 

rehabilitative, approach by the criminal justice system.  

Criminalization of Homelessness.  The United States has recently witnessed a 

proliferation of various forms of “anti-homeless legislation and regimes of special control” 

(Amster, 2003, p. 195) as a means of sanitizing urban space and disposing of the perceived 

threat of social dissidents, namely the visible homeless.  Reinforcing the historical pattern of 

social marginalization, officials have responded to the growing numbers of homeless 

individuals in the 1980s though the criminalization of many behaviors associated with 

homelessness, including panhandling; sitting, sleeping, or eating in public spaces; and 

public urination (National Coalition for the Homeless & The National Law Center on 

Homelessness and Poverty, 2006).  Over one-quarter of major US cities prohibit lying or 

sitting in many public spaces and almost half prohibit panhandling.  Although ordinances 

may be pretexted by neutral language, they clearly target the homeless (Amster, 2003).  

Furthermore, ordinances may be selectively enforced, especially those prohibiting vagrancy 

and loitering (National Center for the Homeless & The National Law Center on 
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Homelessness and Poverty, 2006).  Although a violation of an anti-homeless ordinance is 

generally classified as a misdemeanor and therefore carries only minor penalties, it can 

lead to a jail sentence for homeless individuals who are unable to pay a fine or fail to appear 

in court (Metraux et al., 2007). 

Homeless individuals may also face incarceration for minor “crimes of desperation,” 

such as shoplifting, prompted by severe poverty or stress (Gowan, 2002, p. 517).  

Homeless individuals who perform more serious crimes or felonies that lead to long 

sentences may also do so as a survival strategy, committing trespass or burglary to obtain 

food, shelter, money, or drugs (Solomon & Draine, 1995).  These crimes may be most 

common among individuals with a mental health condition who therefore lack other coping 

mechanisms. 

Formation of the Institutional Circuit. Researchers have focused on the function 

of the homeless and social services systems in the causal pathway to homelessness, 

describing a form of informal reinstitutionalization to provide shelter and treatment for 

mentally-ill individuals (Hopper et al., 1997).  Termed the institutional circuit, this 

jurisdictional configuration consists of an archipelago of facilities providing haphazard 

support, including but not limited to hospitals and shelters.  Individuals served by the 

institutional circuit are frequently shuffled through a series of facilities but are unable to 

obtain the coordinated care and housing stability previously afforded by psychiatric 

institutions and other residential treatment facilities.  Policy and programmatic regulations 

underlying the institutional circuit prevent individuals from obtaining adequate services 

tailored to their specific needs.  Although the propagation of the institutional circuit has only 

recently become a target of academic interest and service provision reforms, it has long 

been an implicit practice among social service agencies and providers.  Even in the early 

1900s, it was routine “to lose people in the process of shuttling them from one agency or 

type of care to another” (Governorʼs Commission on Unemployment Relief, 1936 in Hopper, 

2003). 
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The cycle of homelessness and incarceration is one dimension of the institutional 

circuit that commonly serves individuals with a range of health care and social service 

needs (Metraux et al., 2007).  Although specialized housing programs with supportive 

services may best serve these individuals, current forms of service allocation frequently fail 

to address their complex needs.  As a result, some individuals pass through repeated 

cycles of homelessness and incarceration, unable to regain overall stability including 

employment and housing.  For some individuals, the cycle between homelessness and 

incarceration may represent only one component of a larger institutional circuit including 

hospitals and residential treatment programs.  However, for many frequent users, contact 

with the homeless and correctional systems is the centerpiece and most common linkage in 

the institutional circuit. 

As housing and social service programs are increasingly designed to meet the 

unique needs of distinct populations, it has become evident that more extensive knowledge 

is necessary regarding individuals who cycle between homelessness and incarceration.  

Further research is indispensable to inform programs designed both to prevent and reduce 

cycling between the homeless and criminal justice systems.  Specifically, research must 

address the dynamic relationship between homelessness and incarceration by exploring 

factors and events that increase vulnerability to and result in extensive involvement with this 

facet of the institutional circuit. 
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Specific Aims 

In light of the limitations of existent studies and the exigency of further 

understanding, the goal of the present research is to examine antecedents and triggers of 

the cycle of frequent homelessness and incarceration among individuals in New York City.  

Using data derived from a sample of individuals in New York City, the research has the 

following specific aims: 

Aim 1: To examine individual-level characteristics (i.e. demographics, health and 

substance abuse conditions, human capital, and social ties) as factors associated 

with frequent homelessness and incarceration. 

Prior studies direct attention to sociodemographic characteristics and clinical 

conditions associated with homelessness.  Research also suggests that many of these 

characteristics may be overrepresented among incarcerated populations.  These 

characteristics include being older, male, and African American (Kushel et al., 2005; McNiel 

et al., 2005); having a lack of human capital and social capital (Entner Wright et al., 1998; 

Calsyn & Roades, 1994; Piliavin et al., 1992; Draine et al., 2002; Greenberg & Rosenheck, 

2008; Freeman, 1996); and suffering from a mental illness, substance abuse problem, or 

both (Shelton et al., 2009; US Conference of Mayors, 2006; James & Gaze, 2006; Karberg 

& James, 2005; Leschield et al., 2008; Draine et al., 2002; McNiel et al., 2005).  Given 

these prior findings, it is expected that these individual-level characteristics will be common 

among participants in the current study sample.  

Receipt of treatment and services to address mental health and substance abuse 

problems may affect vulnerability to the above risk factors associated with homelessness 

and incarceration.  Research suggests that effective treatment experiences may act as 

protective factors to prevent homelessness among individuals who suffer from substance 

abuse problems or mental illness (Metraux et al., 2007).  However, it is not evident if 
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individuals who cycle between homelessness and incarceration are engaged with treatment 

services prior to entering the institutional circuit.  Therefore, the current research will 

investigate the temporal relationship between treatment experiences and the experience of 

homelessness and incarceration. 

Aim 2: To examine antecedent negative life experiences associated with frequent 

homelessness and incarceration. 

 Life experiences may act as risk factors preceding frequent homelessness and 

incarceration by jeopardizing resources that may protect against entry into the cycle.  

Researchers have identified traumatic events in childhood as associated with 

homelessness (Shelton et al., 2009; Koegel et al., 1995, Foster & Hagan, 2007), 

incarceration (Leschield et al., 2008; Viemerö, 1996), and their co-occurrence (Greenburg & 

Rosenheck, 2008) later in life.  Therefore, it is expected that a high proportion of participants 

will report stressful and traumatic childhood experiences.  Furthermore, individuals who 

report negative experiences in childhood may be more likely to experience homelessness 

and incarceration at an earlier age. 

Aim 3: To examine life events that trigger entrance into the cycle of homelessness 

and incarceration. 

 Specific events, such as imprisonment (Dyb, 2009; Dickson-Gomez et al., 2008), 

loss of income or benefits (Dickson-Gomez et al., 2008), or health conditions (Shinn et al., 

2007), are commonly associated with the initial experience of homelessness.  After this 

trigger, individuals unable to overcome health, economic, and/or social disadvantage 

experience homelessness (Anderson, 2001) and may enter the cycle of homelessness and 

incarceration.  This research will examine events most proximate to and triggering the initial 

episode of homelessness. 

 The discussion will focus on three primary points of interest of the current research.  

First, it will address the role of individual-level factors and life experiences that may increase 
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risk of or protect against experiencing frequent homelessness and incarceration.  Second, 

the discussion will address the significance of results in the context of structural and policy 

factors that may function as risk or protective factors.  These societal-level conditions may 

act directly or play an important role in moderating the effects of individual-level factors and 

life experiences along the pathway to the cycle of homelessness and incarceration.  Finally, 

the discussion will address the role of individual-level, structural, and policy factors in the 

continuation of the cycle of homelessness and incarceration. 
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Methods 

Research Design 

 This research consists of a secondary analysis of data collected by the Housing and 

Services Evaluation (HASE) study administered by the Mailman School of Public Health at 

Columbia University.  Through descriptive data analysis, this research has evaluated the 

health conditions, social factors, economic factors, and life experiences associated with 

frequent homelessness and incarceration.  Further qualitative analysis of narrative answers 

has been performed to investigate life events associated with the first episode of 

homelessness.   

Data Source 

 All data has been collected by the HASE Study.  The HASE study is an ongoing two-

group pre/post design evaluation of the New York City Frequent Users of Jail and Shelter 

Service Enhancement Initiative (FUSE), a supportive housing program that serves 

individuals in New York City who have a recent history of multiple homeless shelter stays 

and jail admissions.  FUSE is directed by the Corporation for Supportive Housing in 

conjunction with the New York City Department of Corrections, New York City Department 

of Homeless Services, New York City Housing Authority, and New York City Department of 

Health and Mental Hygiene. 

 The primary data source for the HASE study consists of in-depth, semi-structured 

personal interviews.  The present research used a pooled data set derived from both 

intervention-group and comparison-group baseline interviews.  All identifying information 

(i.e. birthdates, addresses, and zip codes) was removed prior to analysis.  At the time of 

analysis, a total of 153 baseline interviews had been completed, consisting of 62 

intervention-group and 62 comparison-group interviews. 
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Sample 

The intervention group consists of all individuals who obtain housing and services as 

part of the FUSE program.  At the time of program enrollment, FUSE-eligible individuals 

must be residing in a New York City Department of Homeless Services shelter for single 

adults and must have had at least two shelter stays and two jail admissions within the past 

five years.  Approximately 300 to 400 individuals at any point in time, or 1,200 per year, 

meet the requirements for FUSE eligibility.  Initial FUSE eligibility is determined by the New 

York City Departments of Homeless Services and Corrections based on a data match of 

agency records.  A list of FUSE-eligible clients residing in the Department of Homeless 

Services shelter system is generated periodically throughout program enrollment.  Non-

profit housing providers recruit FUSE participants from homeless shelters in New York City.  

Housing providers have additional criteria for housing placement, including abstinence from 

substance use, receipt of substance abuse treatment, diagnosis of a psychiatric illness, 

and/or receipt of psychiatric treatment or therapy.  FUSE participants receive permanent 

housing and intensive case management during the first year of being housed.  Participants 

are contacted and enrolled in the HASE study on a rolling basis with the assistance of 

housing providers.  

The non-intervention comparison group consists of FUSE-eligible individuals.  Due to 

the limited scope of the FUSE program, approximately 5% of FUSE-eligible individuals are 

enrolled in the program to receive housing.  After placements are filled, comparison group 

respondents are recruited from New York City Department of Homeless Services shelters 

following the same approach used by FUSE service agencies.  As described above, initial 

eligibility is determined by the New York City Departments of Homeless Services and 

Corrections.  Additional eligibility requirements reflect program requirements and selection 

criteria of participating FUSE housing providers.  Comparison group participants must either 

(a) have received substance abuse treatment services within the previous 12 months, have 

not used alcohol or a controlled substance in the previous 45 days, and be willing to attend 
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substance abuse treatment to be eligible for housing, or (b) have received counseling or 

therapy for an emotional or psychological difficulty within the previous 12 months and have 

been diagnosed with an emotional or psychological condition.  Exclusion criteria include 

being younger than 20 years old, having incapacity to give informed consent, and only 

speaking a language other than English or Spanish. 

Informed consent is obtained at the time of study enrollment and prior to each 

interview.  HASE study participants may withdraw at any time.  Study participation does not 

affect participantsʼ receipt of housing and social services. 

Data Collection Method 

Data for the HASE study is collected through in-depth computer-assisted personal 

interviews consisting of closed and open-ended questions.  Interviews are administered by 

trained interviewers and conducted at the project office, respondentsʼ homes, or community 

settings including homeless shelters and treatment facilities.  Interviews are administered at 

baseline and approximately every six months over two years past baseline.  Intervention-

group baseline interviews are conducted following housing placement.  Comparison-group 

baseline interviews are conducted immediately following screening and study enrollment.  

The present research used data collected at baseline. 

Instrument and Measures 

 Data is collected by the HASE study using a questionnaire designed by the principal 

investigator and researchers at Columbia University.  The questionnaire utilizes open-ended 

questions and standardized measures developed for prior research with comparable 

populations.  Data collected includes sociodemographic characteristics, housing history, 

experiences with the criminal justice system, traumatic and stressful events, alcohol and 

drug use, physical and mental health conditions, health risks, access to health and 

supportive services, and connections to social networks and support. 
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The present research has specifically utilized (a) measures of individual-level 

characteristics (i.e. sociodemographics and clinical conditions), (b) descriptors of 

antecedent life events including stressful and traumatic experiences in childhood (i.e. 

physical or sexual abuse, family violence, and out-of-family placement), and (c) responses 

to the open-ended questions of date and cause of initial episode of homelessness.  The 

Appendix includes a complete list of questionnaire items used in this research. 

Missing data resulted if the respondent stated that he or she did not know the 

answer to a question or the respondent refused to answer.  Missing data accounts for slight 

variations in the number of cases for the analyses that follow. 

Data Analysis 

 The first and second aims of this research are to investigate individual-level 

characteristics and early life experiences associated with frequent homelessness and 

incarceration.  Descriptive statistics were calculated to determine the frequencies of 

variables of interest among the study participants.  Measures of association relied on cross 

tabulation and bivariate chi-square tests.  A series of tests were performed to calculate odds 

ratios and determine which individual-level characteristics and antecedent experiences were 

associated with institutional involvement at an earlier age (i.e. experiencing both 

homelessness and incarceration before the age of 25).  Multivariate regression was 

subsequently performed to determine if observed relationships remained after controlling for 

the other variables. 

 The third aim is to investigate life events that trigger the entrance into the cycle of 

homelessness and incarceration.  The primary analytical approach to address this aim was 

content analysis (Boyatzix, 1998) of narrative responses to the question regarding first 

episode of homelessness.  The responses were read and coded using open coding 

methods to identify dominant themes in reported triggers of the initial episode of 

homelessness.  They were systematically recoded based on the operational constructs 
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drawn from the proposed theoretical framework (i.e. individual-level factors, structural 

factors, life experiences, housing trajectory, and policy).  An iterative approach was used if 

new categories emerged to be included in the coding scheme. 
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Results 

Individual-Level Characteristics 

 Table 1 displays the basic demographic characteristics of research participants, 

including gender, age at the time of interview, race, and, place of birth.  Participants were 

predominantly male (88%), middle aged, minorities (65% African American and 23% 

Hispanic), and born within the United States (85%).  Respondents ranged in age from 23 to 

68 years old with a mean age of 45.  Despite this large age range, over three-fourths were 

middle-aged, between 35 and 54 years old.  Among participants born within the United 

States, over two-thirds were born within the New York City metropolitan area.  Few 

respondents were born outside of the Tri-State Region.  Among respondents born outside of 

the United States, the majority were born in Latin American countries, namely Puerto Rico 

and the Dominican Republic. 

 
Table 1: Demographic Characteristics (N = 153) 
Variable N % 
Gender   

Male 134 88 
Female 17 11 
Transgender 2 1 

Age, mean (SD) 45 (9) yrs  
20-24 4 3 
25-34 14 9 
35-44 48 31 
45-54 70 46 
55-64 15 10 
65 or older 2 1 

Race   
African American 100 65 
Hispanic 35 23 
White 12 8 
Other 6 4 

Place of Birth   
United States 130 85 
Other 23 15 
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Education and Employment Characteristics.  Measures of human capital, 

including level of education attainment and employment characteristics, are reported in 

Table 2.  Overall, respondents reported low levels of educational attainment.  Over one-

fourth of respondents reported that they had not earned any type of degree, diploma, or 

certificate.  Almost half had received a G.E.D. or high school diploma.  Less than one-fifth 

had received any type of post-high school diploma or certificate.  Only a small percentage of 

respondents (8%) reported military service. 

Most respondents reported a history of employment.  Nearly three-quarters had held 

a full-time job for a year or more.  Respondents commonly reported that their usual type of 

work was in a blue-collar industry requiring little training, such as maintenance, 

construction, food service, driving, or security.  

 

Table 2: Education and Employment Characteristics (N = 153) 
Variable N % 
Highest educational degree received   

No degree 45 29 
Technical certificate (no high school diploma) 12 8 
High school diploma or G.E.D. 68 44 
Technical certificate (post high school) 12 8 
Two-year college degree 11 7 
Four-year college degree, graduate degree, or professional 

degree 
5 3 

Military service  12 8 
Ever had a full-time job for a year or more  110 72 

 

Family Characteristics.  Family characteristics, a measure of the extent of social 

ties, networks, and possible sources of support over time, are displayed in Table 3.  Over 

two-thirds of respondents reported never being married.  Among those respondents who 

had been married, most reported that they were legally separated, divorced, or widowed.  

Approximately 5% of respondents reported that they were currently married but not living 

with their spouse, suggesting a strained or tenuous relationship. 
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Approximately 60% of respondents reported that they had biological children; 

however, there were notable differences between males and females.  Nearly 90% of 

female respondents had children while slightly over half of male respondents had children.  

The questionnaire did not specifically ask respondents if they maintained a relationship with 

their children.  Only a small proportion of respondents reported having parenting 

responsibilities, indicating that the majority either had minimal contact with their children or 

their children are now adults. 

 

Table 3: Family Characteristics (N = 153) 
Variable N % 
Marital status   

Never married/single 118 77 
Married and not living with spouse 7 5 
Legally separated, divorced, or widowed 28 18 

Has biological children 90 59 
Males (N = 134) 75 56 
Females (N = 17) 15 88 

 

Chronic Health Conditions.  Table 4 describes chronic physical health conditions 

that commonly appear early in life and are therefore likely to have been diagnosed prior to 

the initial episode of homelessness or incarceration.  Over one-fourth of respondents 

reported being diagnosed with asthma.  Although asthma is a chronic condition with onset 

that can occur at any stage in life, it is most commonly associated with a diagnosis at a 

young age.  The incidence of asthma is over twice as high for children than adults (Rudd & 

Moorman, 2007). 

Although fewer respondents reported being diagnosed with other chronic diseases, 

these numbers were not trivial.  Over 8% of respondents reported being diagnosed with 

epilepsy.  New diagnoses of epilepsy are most common among young children and older 

adults (National Center for Chronic Disease Prevention and health Promotion, 2010).  
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Fewer respondents reported being diagnosed with sickle cell anemia, a condition normally 

diagnosed at birth (National Center on Birth Defects and Developmental Disabilities, 2009). 

Nearly one-third of respondents reported being diagnosed with at least one chronic 

health condition with an early age of onset (i.e. asthma, epilepsy, or sickle cell anemia.  

Approximately 3% of respondents reported being diagnosed with two or more of these 

health conditions.  

 

Table 4: Chronic Health Conditions (N = 153)1 
Variable N % 
Asthma  39 26 
Seizure disorder/epilepsy  13 9 
Sickle cell anemia  2 1 
Any chronic condition 49 32 
Two or more chronic conditions 4 3 
1Age of onset not known.   

 

Mental Health Conditions and Substance Abuse.  Respondents self-reported 

high rates of mental illness.  Although some participants screened into the study due to a 

mental health condition, two-thirds of all respondents reported being diagnosed with at least 

one condition and one-sixth reported being diagnosed with two or more conditions. 

Over one-third of all respondents reported being diagnosed with conditions 

associated with an onset early in life, namely bipolar disorder (i.e. manic-depressive 

disorder) or schizophrenia.  Bipolar disorder is commonly diagnosed in the late-teenage or 

early-adult years (National Institute of Mental Illness, 2008a) and schizophrenia is 

commonly diagnosed between the late-teenage years and age 30 (National Institute of 

Mental Illness, 2009).  Among these respondents, nearly one-fifth reported being diagnosed 

with both bipolar disorder and schizophrenia.  Unfortunately, data is not available to 

resolutely determine if the onset of mental illness occurred prior to the first experience of 

homelessness and incarceration. 
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Among other mental illnesses reported by respondents, depression and 

posttraumatic stress disorder were the most common.  Nearly one-third of respondents 

reported that they had been diagnosed with depression.  The age of onset of depression 

extends into middle and later life; however, existing research has suggested that half of all 

depressed persons have their first episode of depression before the age of 25 (Sorenson, 

Rutter, & Aneshensel, 1991).  Approximately 7% of respondents had been diagnosed with 

posttraumatic stress disorder.  Posttraumatic stress disorder can begin at any age from 

childhood to adulthood, commonly caused by experiencing a traumatic or stressful event 

(National Institute of Mental Health, 2008b).  Unfortunately, given available data, it is not 

possible to sequence the onset of posttraumatic stress disorder relative to the experiences 

of homelessness and incarceration. 

Respondents also reported high rates of lifetime substance abuse.  Some 

respondents were eligible for study participation if they had recently received substance 

abuse treatment.  However, over one-third of all respondents reported having a problem 

with alcohol, almost all respondents reported the use of illicit drugs over their lifetimes, and 

85% of all respondents reported ever using illicit drugs weekly or more often, an indicator of 

substance abuse or dependence. 

Unfortunately, the age of first use and patterns of lifetime alcohol and substance 

abuse are not known; therefore, it is not possible to determine the temporality of use relative 

to the first experience of homelessness and incarceration.  However, respondents 

commonly reported the use of substances associated with an early age of initiation.  

Nationally, over 85% of individuals who begin using alcohol are under the age of 21.  

Likewise, marijuana, used by 85% of respondents, has a mean age of initiation of 

approximately 18; cocaine, used by 69% of respondents, has an age of initiation of 20; and 

heroine, used by 37% of respondents, has an age of initiation of 22 (Office of Applied 

Statistics, Substance Abuse and Mental Health Services Administration, 2008). 
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Results also indicate a high rate of co-occurring conditions among respondents.  

Nearly 60% of respondents reported having both a lifetime diagnosis of a mental health 

condition and a history of alcohol or substance abuse. 

 

 

Life Experiences 

Experiences in Childhood and Adolescence.  As shown in Table 6, acute stress 

and trauma in childhood or adolescence were common among respondents.  Over two-

thirds of all respondents reported having experienced one or more stressful or traumatic 

events as a child or teenager.  Witnessing physical abuse or interpersonal violence among 

family members was the most common event, reported by half of all respondents.  In 

addition, over one-third of respondents reported experiencing the death of a parent or 

Table 5: Mental Health Conditions and Substance Abuse (N = 153) 
Variable N % 
Mental health conditions1   

Bipolar (manic-depressive) disorder  38 25 
Schizophrenia 29 19 
Depression 49 32 
Posttraumatic stress disorder 10 7 
Any mental health condition 100 66 
Two or more mental health conditions 28 16 

Alcohol abuse2 52 34 
Substance use or abuse3   

Marijuana 130 85 
Powdered cocaine 105 69 
Crack or freebase 91 59 
Heroine or speedball 56 37 
Other illicit drug or drug use without a prescription 50 33 
Any illicit drug or drug use without a prescription 144 94 
Substance use weekly or more often 129 85 

Co-occurring mental health condition and substance abuse4 88 59 
1Age of onset not known 
2Reported problem with alcohol in lifetime.  Age of first use not known. 
3Use of drug 5 or more times in lifetime.  Age of first use not known. 
4Reported lifetime diagnosis of a mental health condition and lifetime problem with alcohol or use of 
illicit drugs weekly or more often. 
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someone who was like a parent, over one-fourth reported being physically assaulted or 

abused, and over one-eighth reported being sexually assaulted or raped in childhood or 

adolescence.  More than half of the respondents who reported experiencing a traumatic 

event, or approximately one-third of all respondents, reported experiencing two or more of 

these traumatic events during childhood or adolescence. 

Respondents also frequently reported experiencing out-of-family placement during 

childhood or adolescence, another indicator of acute stress and trauma as well as an 

indicator of strained or non-existent of family networks.  Over one-fifth of respondents 

reported living in either foster care or a group home, with slightly fewer respondents 

reporting an experience in foster care than in a group home.  Among these respondents, 

over one-third, or 8% of the total respondents, reported that they had lived in both foster 

care and a group home when they were growing up. 

 

Table 6: Experiences in Childhood and Adolescence  
Variable N % 
Traumatic or stressful experiences (N = 151)   

Physical assault or abuse as a child or teenager 44 29 
Sexual assault or rape as a child or teenager 21 14 
Witnessing physical abuse among family members 76 50 
Death of a parent or parental figure before age 18 55 36 
Any traumatic experience as a child or teenager 103 68 
Two or more traumatic experiences 58 38 

Out-of-family placement (N = 153)   
Ever lived in foster care 19 12 
Ever lived in a group home 26 17 
Ever lived in either foster care or a group home 33 22 
Lived in both foster care and a group home 12 8 

 

Involvement with the Criminal Justice System.  Table 7 describes the charges for 

which respondents reported ever being arrested.  The overwhelming majority of 

respondents reported being arrested and charged with non-violent and quality of life crimes 

commonly associated with substance abuse, alcohol abuse, and the homeless lifestyle.  
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Most notably, over three-fourths of respondents had been arrested for drug charges.  

Approximately half of the respondents had been arrested for vagrancy or trespassing; 

shoplifting, vandalism, or jumping turnstiles; or disorderly conduct, public intoxication or 

public urination.  Only 5% or fewer respondents had ever been arrested for each of more 

serious charges including prostitution or pimping, or actual or attempted arson, rape, or 

homicide or manslaughter. 

Unfortunately, the age or date of arrest for any of these violations is not known.  

Therefore, it is not possible to determine if the arrest occurred for a minor juvenile status 

offence.  Furthermore, although many of the charges may be the direct result of behaviors 

associated with homelessness, it is not possible to determine if they occurred after the first 

episode of homelessness or during a time period that the respondent was homeless.  The 

outcome of the arrest is also not known and it is not possible to determine if the respondent 

was convicted or detained for the charge. 

 

Table 7: Charges for which Respondents were Arrested1(N = 151)  
Charge N % 
Drug charges 115 76 
Vagrancy or trespassing 86 57 
Shoplifting, vandalism, jumping turnstiles 83 55 
Disorderly conduct, public intoxication, or public urination  74 49 
Assault 61 40 
Parole or probation violations 60 40 
Weapons offense 38 25 
Robbery 35 23 
Burglary, larceny, or breaking and entering 30 20 
Driving while intoxicated or other driving violations 17 11 
Contempt of court 16 11 
Forgery 13 9 
Prostitution or pimping 8 5 
Homicide/manslaughter or attempted homicide/manslaughter 7 5 
Arson or attempted arson 3 2 
Rape or attempted rape 2 1 
1Age of arrest not known   
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First Experience of Homelessness and Incarceration.  Respondents reported a 

wide range of ages of first episode of homelessness and incarceration, as displayed in 

Table 7 and Figure 2.  The proportion of respondents who experience their first episode of 

homelessness increases up to the age range 35 to 44 years.  The proportion decreases 

sharply in age groups 45 to 54 and 55 to 64, with the lowest percentage of respondents 

becoming homeless after the age of 55. 

The distribution of age of first incarceration displays a trend similar to that of 

homelessness, initially increasing then decreasing with age.  However, first incarceration 

peaks at an earlier age, between 18 to 24 years.  The proportion drops over half between 

the age groups 18 to 24 and 35 to 44, with approximately 15% of respondents reporting 

their first incarceration after the age of 35. 

 

Table 8: Age at First Episode of Homelessness and Incarceration 
Variable N % 
Age of first episode of homelessness (N = 131), mean (SD) 33 (11) yrs  

17 or younger 10 8 
18-24 24 18 
25-34 35 27 
35-44 42 32 
45-54 17 13 
55-64 3 2 

Age of first incarceration (N = 140), mean (SD) 24 (10) yrs  
17 or younger 43 31 
18-24 51 36 
25-34 24 17 
35-44 16 11 
45-54 6 4 

Age by which respondents had experienced both homelessness and 
incarceration (N = 119), mean (SD) 35 (11) yrs  
17 or younger 6 5 
18-24 19 16 
25-34 29 24 
35-44 45 38 
45-54 17 14 
55-64 3 3 
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Unfortunately, data were not obtained regarding the charge of the first episode of 

incarceration and therefore it is not possible to determine the severity of crime or length of 

sentence.  However, examining charges over lifetime may allow for inferences to be made.  

Among respondents reporting incarceration before the age of 18, all reported that they had 

been arrested for crimes usually classified as minor juvenile status offences, such as 

vagrancy or drug offences (Center for Children and the Law, American Bar Association, 

n.d.). 

The age at which an individual had experienced both homelessness and 

incarceration can be indicative of point at which he or she entered the cycle of 

homelessness and incarceration.  Just over one-fifth of respondents had experienced both 

homelessness and incarceration before the age of 25.  Over half of all respondents did not 

experience both homelessness and incarceration until after the age of 35. 

 

 
Figure 2: Distribution of age at which respondents experienced the first episode of 
homelessness and incarceration. 
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Further analysis indicates that the first episode of homelessness generally did not 

occur until 1985 or later, with over 85% of respondents reporting that they first experienced 

homelessness during or after this year (Figure 3).  Unexpectedly, a spike in the rate of first 

episode of homelessness occurred between 2000 and 2004.  However, over 65% of 

respondents were first incarcerated between the mid-1970s and 1990s, with a spike 

occurring in the rate of incarceration in 1975.  

Given that the first episode of homelessness for the majority of respondents 

occurred over one decade ago and the first episode of incarceration occurred over two 

decades ago, it can be concluded that many respondents have had a long history of 

involvement with the homeless and criminal justice and systems.  Further analysis indicates 

that a mean of 11 years (SD = 9) had elapsed between the date at which respondents had 

first experienced both homelessness and incarceration and the date of the interview (i.e. the 

date of FUSE eligibility based on homeless and incarceration history during the previous 

five years).  Furthermore, over half of the respondents reported being convicted or four of 

more charges and being incarcerated ten or more times over their lives. 

 
Figure 3: Distribution of year at which respondents first experienced homelessness and 
incarceration. 
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Results indicate that experiences with the criminal justice system generally preceded 

homelessness  (Figures 2 and 3).  This trend is also confirmed on the individual level, with 

approximately 80% of respondents reporting that their first episode of incarceration 

occurred at a younger age than their first episode of homelessness.  Approximately 5% of 

respondents reported they occurred at the same age. 

Bivariate and Multivariate Analyses.  The association between first early age of 

homelessness and incarceration and risk factors previously discussed (i.e. demographics, 

human capital, family characteristics, clinical conditions, and traumatic experiences as a 

child or teenager) were assessed.  Separate bivariate analyses were performed to calculate 

an odds ratio between the dependent variable of experiencing both homelessness and 

incarceration before the age of 25 and the independent variables of individual-level factors 

and life experiences.  Results of these analyses are displayed in Table 9. 

Consistent with trends suggested by existing research, results indicated higher odds 

of experiencing both homelessness and incarceration at an early age for many of the risk 

factors.  Individuals who reported low educational attainment, having one or more clinical 

conditions over their lifetimes (i.e. chronic health condition, mental health condition, 

substance abuse, or co-occurring condition), experiencing physical or sexual abuse as a 

child or teenager, or experiencing out-of-family placement (i.e. living in either a foster or 

group home and living in both a foster and group home) were more likely to experience 

homelessness and incarceration before the age of 25.  However, only out-of-family had 

statistically significant odds ratios (p < .05).  Experiencing physical or sexual assault in 

childhood or adolescence had a marginally significant increased odds ratio (p = .08).  All 

statistically significant factors were associated with experiences at an early age, rather than 

demographics, human capital, or clinical conditions including mental health conditions, 

substance abuse, and co-morbidities. 

Several expected risk factors had lower odds ratios of experiencing both 

homelessness and incarceration at an early age.  Respondents who were male, African 
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American or Hispanic, born outside of the United States, or had witnessed family violence 

as a child or teenager had a lower odds ratio of experiencing homelessness and 

incarceration at an early age.  As expected, the independent variables of having post-

secondary education, having lifetime work experience, ever being married, or having 

biological children resulted in lower odds ratios.  However, none of these lower odds ratios 

were statistically significant at a level of significance of p < .05. 

 

Table 9: Bivariate Analyses of Risk Factors for Homelessness and Incarceration Before 
Age 25 (N = 119) 
Variable %1 OR (95% CI) p 
Demographics    

Gender    
Male2 20 1  
Female 27 1.47 (.36-5.99) .59 

Race    
White 33 1  
African American 20 .50 (.11-2.22) .36 
Hispanic 17 .40 (.07-2.31) .31 
Other 33 1.00 (.11-8.95) 1.00 

Place of birth    
Within the US 22 1  
Outside of the US 18 .78 (.21-2.96) .71 

Education    
Less than high school or no degree or certificate 22 1  
High school diploma or G.E.D. 25 1.14 (.42-3.11) .80 
Post-secondary degree or certificate 13 .54 (.145-2.00) .36 

Employment experience    
Never had a full-time job  31 1  
Ever had full-time job for a year or more 18 .48 (.19-1.25) .13 

Family characteristics    
Never married/single 24 1  
Ever married 13 .47 (.15-1.51) .21 
Does not have biological children 27 1  
Has biological children 17 .57 (.23-1.39) .22 

Chronic health conditions3, 4     
No chronic conditions 17 1  
Any chronic conditions 23 1.44 (.52-3.97) .44 
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Table 9 (cont.): Bivariate Analyses of Risk Factors for Homelessness and Incarceration 
Before Age 25 (N = 119) 
Mental health conditions and substance abuse    

No mental health condition 13 1  
Any mental health condition4 25 2.2 (.76-6.4) .15 
No alcohol or substance abuse 18 1  
Alcohol or substance abuse5 21 1.22 (.25-6.03) .81 
No co-occurring condition 15 1  
Co-occurring mental health condition and 

substance abuse6 
25 1.94 (.74-5.09) .18 

Negative experiences in childhood and adolescence    
No negative experiences 18 1  
Witnessing physical abuse among family members  9 .46 (.11-1.848) .27 
Physical or sexual assault or rape as a child or 

teenager 
35 2.41 (.90-6.47) .08 

Out-of-family placement    
Never lived in a foster or group home 14 1  
Ever lived in either foster care or a group home 37 3.59 (1.19-10.80) .02 
Lived in both foster care and a group home 71 15.39 (2.70-87.77) <.01 

1Percentage of respondents within each group who experienced both homelessness and incarceration 
before age 25. 

2Includes 2 transgender respondents, male to female. 
3Includes asthma, epilepsy, and sickle cell anemia. 
4Age of onset not known. 
5Reported problem with alcohol or use of illicit drugs weekly or more often in lifetime.  Age of first use 

not known. 
6Reported diagnosis of a mental health condition and problem with alcohol or illicit drugs over lifetime. 

 

Multivariate analysis was performed to assess the relationship between the risk 

factors and being homeless and incarcerated before the age of 25.  Results are displayed in 

Table 10.  Unexpectedly, ever being diagnosed with a chronic health condition was 

marginally significant (p = .07) as a protective factor.  However, overall results are 

consistent with the bivariate analyses in that negative experiences in childhood and 

adolescence remained the strongest predictors of experiencing both homelessness and 

incarceration at an early age.  Experiencing physical or sexual assault, the loss of a 

parental figure, and out-of-family placement in childhood or adolescence were statistically 

significant predictors (p < .05) after controlling for demographics, human capital, family 

characteristics, and clinical conditions.  The odds of experiencing both homelessness and 
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incarceration at an early age were five to seven times greater among respondents who 

reported abuse or parental separation as a child or teenager than among respondents who 

did not have these experiences. 

 
Table 10: Multivariate Analysis of Risk Factors for Homelessness and Incarceration 
Before Age 25 (N = 112) 
Variable OR (95% CI) p 
Demographics   

Gender   
Female .83 (.13-5.29) .83 

Race   
African American .27 (.04-1.62) .15 
Hispanic .26 (.03-2.13) .21 

Education   
High school diploma or G.E.D. .74 (.20-2.73) .65 
Post-secondary degree or certificate .45 (.09-2.34) .34 

Employment experience   
Ever had full-time job for a year or more .78 (.19-3.25) .73 

Family characteristics   
Ever married .44 (.10-1.93) .28 

Chronic health conditions1, 2   
Any chronic conditions .14 (.02-1.15) .07 

Mental health conditions and substance abuse   
Any mental health condition2 1.46 (.39-5.41) .56 
Alcohol or substance abuse3 4.22 (.35-51.50) .26 

Negative experiences in childhood and adolescence   
Physical or sexual assault or rape as a child or 

teenager 5.14 (1.24-21.42) .02 
Loss of a parental figure 5.01 (1.24-22.78) .04 

Out-of-family placement   
Ever lived in either foster care or a group home 7.31 (1.87-28.59) <.01 

1Includes asthma, epilepsy, and sickle cell anemia. 
2Age of onset not known. 
3Reported problem with alcohol or use of illicit drugs weekly or more often in lifetime.  Age of first use 

not known. 
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Treatment Experiences 

Receiving treatment or counseling for a substance abuse problem or mental health 

condition can be used as an indicator of engagement with social services.  Table 11 reports 

the patterns of treatment utilization among respondents.  Approximately 40% of all 

respondents reported that they had ever received treatment or counseling for an alcohol 

problem.  The majority first received treatment between the ages of 25 and 44.   Over half of 

these respondents received treatment at the same age or prior to their first episode of 

homelessness.  However, only approximately one-quarter received treatment at the same 

age or prior to their first experience of incarceration. 

 

Table 11: Age at First Engagement with Social Services (N = 153) 
Variable N % 
Ever received treatment for an alcohol problem  62 41 

Age of first treatment (N = 58), mean (SD) 33 (10) yrs  
17 or younger 3 5 
18-24 11 19 
25-34 19 33 
35-44 16 28 
45-54 8 14 
55-64 1 2 

Received treatment at same age or prior to first episode 
homelessness (N = 49) 28 57 

Received treatment at same age or prior to first episode of 
incarceration (N = 56) 15 27 

Ever received treatment for a substance abuse problem 117 76 
Age of substance abuse treatment (N = 110), mean (SD) 34 (10) yrs  

17 or younger 3 3 
18-24 19 8 
25-34 38 35 
35-44 30 32 
45-54 18 16 
55-64 2 2 

Received treatment at same age or prior to first episode of 
homelessness (N = 90) 41 46 

Received treatment at same age or prior to first episode of 
incarceration (N = 105) 20 19 

Ever received treatment for a mental health condition (N = 152) 113 74 
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A larger proportion of respondents, approximately three-fourths, reported receiving 

counseling or treatment for a substance abuse problem other than alcohol.  Similar to the 

trend noted for treatment for an alcohol problem, most of these respondents began 

treatment between the ages of 25 and 44.  Among these respondents, slightly less than half 

began treatment at the same age or before their first episode of homelessness.  Only one-

fifth received treatment at the same age or before their first experience of incarceration. 

Nearly three-fourths of respondents reported receiving any type of treatment or 

counseling for a mental health condition.  Unfortunately, data did not include age of first 

treatment and it is not possible to determine the temporal relationship between treatment 

and homelessness or incarceration. 

Pathway to First Episode of Homelessness 

 Respondents provided a diversity of descriptive answers to the series of questions, 

“When was the first time you did not have a regular place to live?  What happened then?”  

The majority of responses explicitly referenced the initial and most proximal trigger of 

homelessness; however, many also included information about more distal factors that had 

acted along the pathway to homelessness.  Many of the responses reflected the factors 

emphasized by theoretical perspectives described previously, including antecedent 

individual-level factors, structural factors, and life experiences that acted along the 

pathways to homelessness. 

The ability to code the relative importance of antecedent factors was contingent upon 

the amount of information respondents openly shared.  Some responses were succinct, 

such as, “I was just released from prison,” or “I was kicked out by my wife.”  Unfortunately in 

some cases the interviewer did not probe for a more complete answer.  Others responses 

were intricately detailed, referencing a chain of events that led to homelessness, such as,  

I had my own place and was working up at Lake George.  I came back to the 

city and didnʼt have a place to stay.  I was homeless for a few months.  I 
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stayed with my mother but I didnʼt have a regular place…my own place.  I 

went up there [to the Catskills] for the summer because itʼs bust and they 

need lots of help.  Then it was September or October and the people go back 

to school.  The summer is over so I had to come back.  There werenʼt any 

jobs anymore. 

 Despite the range of responses, respondents frequently cited specific triggers of the 

first episode of homelessness.  Among the responses, emergent themes can broadly be 

classified as problems with interpersonal and family relations, economic problems, personal 

disabilities, experience of incarceration, and structural factors that extend beyond the 

proximate trigger to contribute to frequent episodes of homelessness and incarceration. 

 Analysis was based on 129 responses.  In two cases, respondents refused to 

answer the question about cause of first episode of homelessness.  In one case, the 

question was inadvertently skipped.  

Proximal Trigger of Homelessness.  As enumerated in Table 12, the proximal 

triggers of the first episode of homelessness most cited by respondents were involvement 

with the criminal justice system, interpersonal problems, changes in household composition, 

being kicked out or shared housing, and employment or economic problems.  Other triggers 

mentioned can be classified as inability to afford rent, desire to establish independence, 

eviction or other landlord behaviors, personal drug use, release from treatment, problems 

with a group home or foster care, and crime or victimization.  Four respondents referenced 

circumstances beyond these classifications, namely a house fire, overcrowding, and being a 

victim of crime.  Three respondents did not directly describe the trigger of the first episode of 

homelessness. 

Involvement with the criminal justice system.  Involvement with the criminal justice 

system was the triggering event most commonly cited by respondents.  Close to one-fifth of 

respondents indicated that incarceration or parole or probation restrictions directly led to 

their first episode of homelessness.  Some respondents provided no information beyond 
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stating, “I went to jail,” or “I became incarcerated.”  Other respondents stated that upon 

release they were not able to pay rent or simply had nowhere to stay.  Two respondents 

described difficulties with parole restrictions.  One respondent stated that he was unable to 

move out of New York to live with his family and one respondent stated that he was 

assigned to a shelter after violating his curfew.  These responses are consistent with 

analyses that cite policies failing to provide sufficient discharge services or presenting 

barriers to community reintegration as contributing to the institutional circuit. 

Interpersonal problems.  Nearly one-sixth of respondents stated that interpersonal 

problems directly contributed to their first episode of homelessness.  Many of these 

responses mirrored those that reported being kicked out of shared housing; however, in 

these cases, the respondent had the agency to remain in or leave the household.  Several 

of these respondents cited having problems with their parents or older family members, 

stating “they were strict,” or, “I did not want to deal with my parents.”  Like those responses 

associated with changes in or being kicked out of the household, these answers suggest 

the central, although potentially fragile, role of social ties in housing patterns.  In these 

cases, social ties are problematic in that their fragility can upset insecure housing 

arrangements and lead to homelessness for those individuals who lack economic resources 

to secure independent housing. 

Employment or economic problems affecting ability to pay rent.  Over one-tenth of 

respondents attributed their first episode of homelessness directly to employment problems.  

Among these respondents, the majority provided minimal information regarding their 

difficulties with employment, stating only, “I lost my job.”  From this response, it is not 

evident if these respondents were fired, quit, became disabled, were laid off due to 

economic shifts or changes in employer needs, or became unemployed due to another 

reason.  Given the limits of these responses, this trigger may be associated with individual-

level factors, structural factors, or their interaction.  However, two respondents explicitly 

stated that they experienced health problems and were not able to work, two respondents 
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stated that they were laid off, and one respondent indicated that drug use contributed to his 

unemployment.  These answers implicate a role of both individual-level and structural 

factors. 

Four respondents stated that they became homeless simply because they were not 

able to afford rent.  One respondent attributed his financial difficulties to an increase in rent 

and one stated that he was not being “financially responsible.”  Although not specified, job 

loss and loss of shared housing arrangements are also possible reasons for an inability to 

pay rent.  Therefore, this trigger may be classified as having both individual-level and 

structural components. 

Change in household composition affecting ability to remain in housing.  Slightly 

more than one-eighth of respondents reported experiencing a change in household 

composition, which caused them to become homeless.  The majority of these cases were 

the death of a relative who was the primary leaseholder.  Half of these cases involved the 

death of a parent, usually the mother, and half did not specify the relation of the family 

member.  The remaining respondents stated that a household member, usually a relative, 

had moved.  Both the death and relocation of a member of the household are an example of 

the extent to which social ties can have a protective role in ensuring housing.  However, as 

evidenced by many responses, these sources of support and housing are can also be 

fragile and impermanent. 

Kicked out of household.  Nearly one-eighth of respondents reported that they first 

became homeless after being kicked out or forced to leave a shared housing arrangement 

by a family member, partner, or spouse.  Most of these respondents reported that they were 

living with a family member at the time.  In at least two cases, it can be inferred that the 

respondent had been living with his or her parents and was asked to leave upon reaching 

adulthood.  Three respondents indicated that they were kicked out due to drug use.  These 

responses also reflect the function of social ties in maintaining housing and its contingency 

on interpersonal relationships.   
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Table 12: Proximal Trigger of First Episode of Homelessness (N = 129) 
Trigger N % 
Involvement with the criminal justice system 22 17 

Incarceration 20 16 
Parole restrictions 2 2 

Interpersonal problems, lacked resources for other housing 20 16 
Interpersonal problems, family 11 9 
Interpersonal problems, spouse or partner 8 6 
Interpersonal problems, friends 1 <1 

Employment or economic problems effecting ability to pay rent 18 14 
Laid off 2 2 
Lost job due to disability 2 1 
Lost job or no job, not elsewhere classified 10 8 
Inability to afford rent not associated with employment 4 3 

Change in household composition affecting ability to remain in housing 17 13 
Household member deceased 10 8 
Household member moved 7 5 

Kicked out of or asked to leave, lacked resources for other housing 16 12 
Kicked out by family 12 9 
Kicked out by spouse or partner 4 3 

Personal drug use, no further information 9 7 
Eviction or other landlord behaviors 8 6 

Eviction due to violation of lease 4 3 
Lack of maintenance or harassment 2 2 
Eviction due to sale of building 1 <1 
Eviction, not elsewhere classified 1 <1 

Problems with foster care or group home 5 4 
Released from treatment (residential for mental health, alcohol, drugs) 4 3 
Desire to establish separate household 3 2 
Other or unspecified 7 5 

 

Personal drug use.  Some respondents reported that personal drug use was 

associated with their first episode of homelessness.  One respondent stated that his drug 

use prevented him from paying rent; however, the majority of these respondents failed to 

describe the more proximal trigger of homelessness.  Although these respondents provided 

limited information about the event immediately preceding their first episode of 
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homelessness, they do indicate the relevancy of substance addiction as a personal 

disability acting along the pathway towards homelessness. 

Eviction or other landlord behaviors.  A number of respondents reported becoming 

homeless due to eviction or difficulties with their landlords.  Several respondents stated that 

their eviction was due to drug use or “questionable traffic.”  Among those respondents 

evicted for other reasons, such as the sale of their building, or those who left due to 

difficulties with their landlord, all lacked resources to secure other stable housing.  Reasons 

for insufficient resources are not clear; however, in New York City, loss of a rent-stabilize or 

rent-controlled apartment may be a factor. 

Problems with foster care or group home.  Five respondents reported that they first 

became homeless due to problems with foster care or a group home.  Three respondents 

stated that they ran away from a foster home or group home, one stated that he was forced 

to leave, and one stated that he aged out of the foster care system.  These responses may 

be indicative of both interpersonal problems and the inadequacy of institutional-level 

policies. 

Release from treatment.  Several respondents stated that they first became 

homeless after being released from substance abuse or mental health treatment.  One 

respondent explicitly stated that although the “program was supposed to help with an 

apartment,” he was discharged without stable housing.  Like those respondents released 

from a correctional facility, poor policy or policy implementation contributed directly to the 

initial episode of homelessness. 

Desire to establish a separate household.  Three respondents reported that they first 

became homeless after leaving their parentsʼ home or because they did not want to live in 

shared housing with family members.  It is not evident from these responses if this decision 

was prompted by interpersonal problems or why their attempt to live independently was not 

successful. 
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Interpersonal and Family Relations as a Contributing Factor.  Interpersonal and 

family relations were prominently featured in many of the narrative responses.  The majority 

of respondents described their living arrangements prior to becoming homeless as relying 

on others for housing assistance, highlighting the importance of shared or “doubled-up” 

housing in many housing histories.  Approximately one-third of all respondents stated that 

they were living independently; however, the vast majority reported living doubled-up, 

usually with a relative and occasionally with a friend or partner. 

The commonality of doubled-up housing arrangements suggest that many of the 

respondents had reasonably secure social networks prior to their initial episode of 

homelessness.  They were often able to rely on family and friends to avoid homelessness 

when their own resources failed or when they experienced a disruptive life event.  As one 

respondent explained, “Iʼd just been released from prison, so I went to stay with my father.”  

However, in the chance that these networks were disrupted (i.e. due to the death or 

relocation of a family member), homelessness was too common an outcome, as exemplified 

by the response, “It was the last time I got out of jail, but both my adoptive parents passed 

away while I was in jail.  It was the first time I got out of jail and I couldnʼt go stay with them, 

that I didnʼt have anywhere to go.” 

Although doubled-up housing arrangements do not constitute literal homelessness, 

they are frequently very fragile living arrangements sustained only by the perseverance of 

social relationships.  Living doubled-up, individuals often lack an agency to control their 

housing arrangement, but rather rely on the emotional and financial tolerance of the 

leaseholder.  As expressed by respondents, doubled-up housing arrangements are 

especially tenuous when unemployment, drugs, or alcohol are also involved.  One 

respondent who had been living with his sister explained, “…but then I got caught up in a 

bad environment with drugs.  It wasnʼt good for me to be around my nieces and nephews.”  

Respondents in these situations are often only one argument away from residing on the 

street or entering the shelter system.  Insomuch as the option of doubled-up housing 
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provided by family and friends acts as a protective factor against homelessness, it is also 

represents a very precarious housing situation associated with events that commonly trigger 

homelessness. 

Economic Problems as a Contributing Factor.  As the fundamental prerequisite of 

obtaining and maintaining stable housing, financial security was a common theme in many 

of the narratives.  Although some respondents provided little information about their 

financial problems, respondents frequently described their inability to find or continue 

working, thus jeopardizing their housing stability.  As described previously, respondents 

attributed these difficulties to a number of factors including personal disabilities as well as 

shifts in labor market demand. 

Some respondents also cited drug use as contributing to their financial problems.  

Drug use indirectly led to economic insecurity through its bi-directional relationship with 

employment.  Several respondents described losing their job due to interference from their 

drug use while others noted that their drug use increased after losing their job.  

Respondents also expressed a more direct relationship between drug use and 

homelessness, implying that they were unable to afford rent due to the expense of their 

drug use. 

Personal Disabilities as a Contributing Factor.  Personal disabilities, although 

seldom described as the immediate trigger of homelessness, were frequently mentioned by 

respondents.  Approximately one-fourth of respondents referred to a substance abuse 

problem, mental health condition, or physical disability. 

In some narratives, respondents described substance abuse as a mediating factor in 

the pathway to homelessness, namely increasing their vulnerability to the loss of a job or 

apartment or being kicked out of a doubled-up housing arrangement.  For example, one 

respondent stated, “I wasnʼt working and didnʼt have any income.  I was just getting high 

and [my sister] didnʼt want that in her house.”  Another respondent stated that his substance 

abuse contributed to his path from “somebody to nobody.” 
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Some respondents also referred to the contributing role of personal disabilities of 

family members or friends.  This theme was especially common among respondents who 

reported that their first episode of homelessness occurred at an early age.  One respondent 

stated, “My mom was too sick to care for me.  She put me in a group home and I ran away.”  

Another respondent stated that he was residing with his girlfriend but “she was excessive 

with drugs.” 

Mental health problems were cited by respondents primarily in the context of 

hospitalization or institutionalization.  One respondent described “spending more time in 

mental hospitals.”  Another respondent stated “…they sent me to the Childrenʼs Psych 

Center in Manhattan.  They had me so bombed out on medications…they sent me to 

another place in Brooklyn and I ran away and was on the streets.”  These situations depict 

the inadequate or ineffective support available to individuals suffering from mental illness.  

Rather than serving as a point of positive intervention, experiences with mental health 

treatment resulted in the deterioration of already fragile living arrangements. 

Experience of Incarceration as a Contributing Factor.  As previously described, a 

large proportion of respondents implicated their involvement with the criminal justice system 

as a direct trigger of homelessness.  In addition to these cases, several respondents 

conveyed that incarceration played an important, although more distal, role in the pathway 

to homelessness.  Common narratives sequenced a progression from jail or prison to 

doubled-up housing and subsequent homelessness.  As one respondent described,  

I had just got out of prison and my sister allowed me to live with her.  But then 

I got caught up in a bad environment with drugs.  It wasnʼt good for me to be 

around my nieces and nephews.  She got me information to come to a 

shelter…so I came into the system. 

Even though some respondents did not proceed directly to homelessness after 

incarceration, their experiences with the criminal justice system were not trivial in the 

pathway to homelessness.  Many respondents relied on shared housing arrangements 
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following incarceration.  These situations represent a state of housing insecurity and 

indicate a potential failure of discharge planning to ensure housing stability following 

release.  Furthermore, as expressed in the quotation above, the experience of incarceration 

can exacerbate the tenuous nature of doubled-up arrangements, therefore increasing the 

likelihood of eventual homelessness. 

Factors Contributing to Repeated Homelessness and Incarceration.  Although 

respondents were only specifically prompted to describe the cause of their initial episode of 

homelessness, their narratives frequently illustrated circumstances that affected subsequent 

and frequent cycling between the homeless and criminal justice systems.  Respondents 

who lost housing support due to the death or relocation of family or friends often described a 

situation in which they “did not have anywhere to go.”  These respondents also lacked 

social support networks to protect against future episodes of homelessness and 

incarceration. 

Several respondents reported being released from jail or prison while struggling with 

a substance abuse problem.  These narratives indicate that the respondents neither 

received necessary treatment while incarcerated nor were they connected to supportive 

community services through post-release planning.  For these respondents, substance 

abuse coupled with a lack of access to treatment likely exacerbated already weak prospects 

for obtaining employment and housing and avoiding the cycle of homelessness and 

incarceration. 
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Discussion 

 The United States has witnessed rapid increases in its homeless and incarcerated 

populations during the last decades of the twentieth century, especially among young, 

African American men.  Recently, service providers have become increasingly aware that 

these occurrences did not take place independently.  Analyses of service utilization have 

revealed that a significant number of individuals have repeated contact with both the 

homeless and correctional systems, seemingly stuck in the institutional circuit.  These 

observations have unsettled long-established paradigms of social service provision as well 

as theoretical underpinnings of social science and criminology, prompting researchers to 

reexamine previously accepted constructs and presumed pathologies of homelessness and 

incarceration. 

 The twentieth-century image of the stereotypical inebriated and homeless mendicant 

suffering from the primary inflictions of indolence and social deviance has since been 

replaced by a more complex characterization (Hopper, 2007).  Contemporary homeless 

individuals are commonly young or middle-aged and more likely to be a minority than white 

(Burt et al., 1999).  They frequently have limited education and are diagnosed with chronic 

health conditions, mental illnesses, and substance additions.  Despite their seemingly bleak 

prospects, homeless individuals often maintain community ties through family networks 

(Hopper, 2007), indicating the potential for stabilization and reintegration as well as the 

criticality of effective social services. 

Among this population, those who experience frequent homelessness and 

incarceration may face the largest barriers to obtaining employment and housing.  Although 

their repeated pattern of institutional involvement potentially allows for frequent contact with 

medical and social services, high rates of reoccurring homelessness and recidivism suggest 

that service systems fail to address the distinct needs of many clients.  Imbricated 

institutionalization effectively leads to a disjoint system of service provision.  Individuals are 
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shuffled between service providers and various levels of supervision and independence, yet 

many remain inadequately equipped to regain stability in many aspects of their lives.  Only 

recently have agencies and service programs begun to address the abiding concurrence of 

homelessness and incarceration. 

This paper has sought not only to give consideration to a population commonly 

overlooked by researchers, but also to examine a broad range of factors that may act as 

risk factors and triggers of the cycle of homelessness and incarceration.  This analysis has 

been guided by the need inform service providers and policymakers by developing a more 

specific understanding some individuals experience chronic involvement in the institutional 

circuit. 

Findings 

Drawing on existent literature, the current research has expressly addressed 

individual-level characteristics, antecedent life experiences, and triggers of homelessness 

among individuals in New York City who are frequent users of the homeless and 

correctional systems.  The results of this research reinforce previous findings while 

highlighting the complexity of individual trajectories among individuals who experience both 

homelessness and incarceration.  This research has noted that although individual-level 

and structural factors are common antecedents to homelessness and incarceration, they 

are neither necessary nor sufficient causes.  To avoid a myopic conceptualization of a 

complex social phenomenon, it is crucial to include these factors within a broader 

perspective including life experiences and life events.  The following conclusions will 

discuss these results within the context of proposed theoretical frameworks, previous 

findings, and structural and policy factors. 

Individual-Level Factors.  Individuals eligible for the FUSE program targeting 

frequent users of homeless shelters and jails shared basic demographic characteristics with 

the larger homeless and incarcerated populations; that is, they were predominantly males, 
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middle-aged, and minorities.  However, beyond these generalizations, there were distinct 

differences between respondents and other groups of homeless and incarcerated 

individuals.  Compared to all individuals in the New York City adult shelter system, 

respondents were more commonly male (88% compared to 77% of the shelter population), 

slightly older (29% were 50 years or older compared to 21%), and more commonly African 

American (65% compared to 59%) (New York City Department of Health and Mental 

Hygiene & New York City Department of Homeless Services, 2005).  When comparing 

results to the demographic characteristics reported by the National Survey of Homeless 

Assistance Providers and Clients, these differences are even more extreme (Burt et al., 

1999).  The demographic profile of participants also differed from the New York State 

inmate population in that respondents were less likely to be male, more likely to be older, 

and more likely to be African American (New York State Department of Correctional 

Services, 2009).  Although some of these distinctions likely reflect geographic differences, 

they may also indicate that demographic characteristics act as a proxy for other individual-

level and structural risk factors for homelessness and incarceration.  

Among study participants, educational attainment closely mirrors that of the national 

homeless population; however, participants were slightly more likely to have a high school 

diploma or G.E.D. (44% compared to 36%) and slightly less likely to have completed 

education past high school (18% compared to 28%) (Burt et al., 1999).  The pattern of 

educational attainment among study participants is nearly identical to that of the national jail 

population (James, 2004).   These results suggest that a lack of human capital may act as a 

risk factor for experiencing both homelessness and incarceration by limiting employment 

options, especially among demographic groups who may not have other means of self-

support. 

Family characteristics also differed among participants and the national homeless 

and incarcerated populations.  Participants were more likely than both other groups to have 

never been married (77% compared to 50% and 60%, respectively) (Burt et al., 1999; 



Frequent Users of Services in New York City 

	   Bozack, 74	  

James, 2004).  However, despite a low rate of marriage, nearly 60% of respondents 

reported having biological children.  These results indicate that although participants may 

have had strong social ties over their lifetime, their current social networks may be more 

limited or precarious than other homeless or incarcerated populations.  Therefore, 

respondents may lack crucial social ties that can protect against repeated homelessness 

and incarceration by serving as social capital and providing financial, housing, and 

emotional support in times of need. 

In addition to these individual-level characteristics, respondents also reported high 

rates of personal disabilities including chronic health conditions, mental illness, substance 

abuse, and co-morbidity.  Nearly half of all respondents had been diagnosed with one or 

more early-onset chronic health conditions, namely asthma, epilepsy, and sickle cell 

anemia.  Although research indicates that rates of chronic health conditions are also high 

among other incarcerated and homeless populations (Binswanger et al., 2009; Burt et al., 

1999), there is limited information regarding the relative distribution of specific conditions.  

However, the lifetime prevalence of these conditions among study participants was 

markedly higher than that among the general United States population.  The prevalence of 

an asthma diagnosis among participants was nearly twice as that among adults nationally 

(26% compared to 14%) (National Center for Chronic Disease Prevention and Promotion, 

2009).  Similarly, the prevalence of epilepsy and sickle cell anemia were also higher among 

respondents than among the general adult population (9% compared to 3% and 1% 

compared to 0.2% of African Americans, respectively) (Centers of Disease Control and 

Prevention, 2009; National Center on Birth Defects and Developmental Disabilities, 2010).  

The elevated prevalence of these diseases suggests that chronic health conditions may act 

as risk factors for experiencing frequent homelessness and incarceration.  Individuals with 

disabilities have limited employment opportunities.  Furthermore, individuals suffering from 

chronic health conditions may have a compromised ability to work or maintain steady 
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employment, therefore increasing their vulnerability to subsequent episodes of 

homelessness and incarceration for subsistence crimes. 

Mental health and psychological conditions were also common among respondents, 

with over two-thirds reporting a lifetime diagnosis of a psychiatric disorder, many of which 

included conditions with an early age of onset.  This rate of mental illness was higher than 

among homeless individuals in the United States (57%) (Burt et al., 1999) as well as among 

jail and prison inmates in New York State (44-61%) (James & Glaze, 2006).  Unfortunately 

there is limited research regarding the prevalence of specific diagnoses or time of onset 

among these populations and therefore it is not possible to determine the temporal 

association between mental illness, homelessness, or incarceration.  However, a large 

proportion of study respondents reported being diagnosed with mental illnesses associated 

with an early age of onset.  These results suggest that mental health conditions frequently 

occurred prior to the initial episode of homelessness and/or incarceration and possibly 

acted as risk factors.  Even in the case of a later age of onset, it is not unlikely that mental 

illness would inhibit community reintegration and therefore exacerbate repeated cycling 

between homelessness and incarceration. 

Results regarding individual-level factors support theoretical perspectives 

emphasizing the role of limited human capital, personal disabilities, and fragile social ties in 

increasing vulnerability to homelessness and incarceration. Although it is not possible to 

resolutely determine the temporality or onset of these risk factors, in the present sample it 

appears that these are important risk factors for repeated cycling between homelessness 

and incarceration and precipitate the initial involvement in the institutional circuit.  Although 

respondents shared many of the characteristics of other homeless or incarcerated 

populations, results suggest that individuals who experience frequent homelessness and 

incarceration may be more likely than others to experience more than one of these risk 

factors.  Synergistic effects of multiple risk factors act along the causal pathway to increase 
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vulnerability to experiencing both homelessness and incarceration and becoming trapped in 

the institutional circuit.   

Life Experiences.  Results suggest that traumatic or negative experiences in 

childhood and adolescence may figure significantly into the life trajectories of homeless and 

incarcerated individuals, and especially frequent users.  Findings of this research parallel 

those of previous studies, identifying high rates physical and sexual abuse.  Half of all 

respondents reported witnessing interpersonal family violence, one-third experienced the 

death of a parental figure, one-quarter experienced physical abuse, and one-eighth 

experienced sexual abuse.  Rates of experiencing physical abuse or sexual abuse in 

childhood or adolescence were slightly higher among respondents than among the national 

homeless population (Burt et al., 1999).  However, compared to the general population, 

these rates are substantially elevated.  For example, national survey data indicates that only 

approximately 3% of men and 5% of women experienced abuse as a child (Fullilove et al., 

1999).  In Harlem, a low-income and predominantly African American community, these 

rates are approximately 10% and 13%, respectively, still much lower than among the 

sample of frequent users.  Unfortunately, rates of witnessing interpersonal family violence 

and death of a parental figure are not available for the national homeless and general 

populations. 

Respondents also reported high rates of out-of-family placement in childhood and 

adolescence.  Similar to the national homeless population (Burt et al., 2004), approximately 

one-quarter of respondents experienced placement in a foster or group home.  Interestingly, 

however, these rates of out-of-family placement were over twice as high as those among 

the national jail population (James, 2004).  Moreover, respondents who experienced out-of-

family placement had a seven times higher odds of experiencing both homelessness and 

incarceration before the age of 25 than respondents who did not experience out-of-family 

placement.  Although out-of-family placement may be a risk factor for incarceration in early 

adulthood, it may have a stronger or more proximal relationship with homelessness.  Out-of-
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family placement may be indicative of a lack of family ties, which can protect against 

homelessness later in life.  The protective function of family ties may be especially crucial 

for vulnerable individuals during the time of transition from adolescence to adulthood. 

The above findings support theoretical perspectives, which propose a relationship 

between traumatic events in childhood and adolescence and homelessness and 

incarceration later in life, especially in early adulthood.  Although traumatic events may not 

directly cause homelessness or incarceration, they may act indirectly along several 

pathways.  Traumatic events can produce psychological stress, therefore reducing coping 

abilities (Anderson, 2001) and potentially triggering long-term mental illness (National 

Institute of Mental Health, 2008a).  Furthermore, such early life traumas are a manifestation 

of weak family bonds and problematic interpersonal relationships; however they can 

exacerbate these factors and limit the possibility of positive relationships that might protect 

against criminal behavior and housing instability later in life. 

Findings also direct attention to the event of incarceration along the pathway to the 

institutional circuit.  Given that over 80% of respondents reported that their first episode of 

incarceration occurred prior to their first episode of homelessness, incarceration may 

substantially increase vulnerability to homelessness.  Incarceration may act both directly 

and indirectly to affect housing stability.  Most immediately, incarceration disrupts means of 

support and housing arrangements.  Individuals with existing substance abuse and mental 

health problems may be especially vulnerable to the destabilizing effects of incarceration, 

especially when they are released with minimal discharge planning.  Preliminary analysis of 

past five-year housing histories reported by the HASE study indicates that very few 

respondents accessed housing associated with mental health or substance abuse treatment 

following release from incarceration (McAllister, Aidala, Apicello, Yomogida, & Bozack 

2009).  Although this population is characterized by high rates of mental illness and 

substance addition, only 5% of jail or prison releases were followed by entering any type of 

residential treatment. 
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Incarceration may also lead indirectly to homelessness.  Similar to traumatic events 

in childhood, incarceration can reduce coping mechanisms, have negative effects on mental 

health, and lead to the onset of psychological illness.  Incarceration also affects both 

employment and long-term employability, frequently resulting in immediate job loss and 

reducing prospects for future employment (Thompson, 2009; Holzer et al., 2007).  

Furthermore, the experience of incarceration may strain family relations and social ties that 

could protect against homelessness in times of financial insecurity.  Although researchers 

have suggested that there is a bidirectional relationship between homelessness and 

incarceration, the findings of this study suggest that this relationship may be weighted 

toward the incarceration-to-homelessness path. 

The temporality of the first episode of incarceration and homelessness reported by 

respondents also suggests a relationship to criminal justice policies.  Over three-fourths of 

respondents were arrested for drug charges and the majority of respondents were first 

incarcerated during the amplification of policing in minority communities and intensification 

of sentencing guidelines associated with the War on Drugs (Thompson, 2008; Cooper, 

2004).  These policies likely led to the incarceration of significant proportion of respondents, 

given that the majority were incarcerated, often more than once, for non-violent and drug-

related offences.  Furthermore, these findings suggest that policies may have had the 

indirect effect of increasing vulnerability to a subsequent episode of homelessness.  The 

observed spike in the rate of first episodes of homelessness that occurred beginning in 

2000 may be due in part to stringent sentencing guidelines for drug offenses.  Respondents 

sentenced to long prison terms in the 1990s may have first become homeless following their 

release in the early 2000s. 

Respondentsʼ experience with substance abuse treatment supplement these 

observations of the punitive nature of drug control policies.  Findings indicate that only one-

quarter of respondents received treatment for an alcohol problem and one-fifth received 

treatment for a substance abuse problem prior to their first experience of incarceration.  
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This pattern is consistent with other studies showing the prioritization of incarceration over 

treatment for use of illicit drugs. 

Triggers of Homelessness.  This research has also provided insights regarding 

pathways into the institutional circuit by examining the proximal triggers of the initial episode 

of homelessness.  Qualitative analysis of narrative responses has identified several primary 

triggers reported by over 10% of respondents: experience with the criminal justice system, 

interpersonal problems, employment or other economic problems, change in household 

composition, and being kicked out or forced to leave a shared housing situation.  

Furthermore, this analysis has helped to discern the sequencing of events in housing 

histories and the role of commonly cited risk factors in the pathway to homelessness and 

incarceration. 

The frequency with which respondents cited incarceration and other involvement in 

the correctional system as the proximal cause of their initial episode of homelessness 

cannot be discounted.  These results reaffirm findings described above and imply that 

incarceration has punitive effects that extend beyond the time of imprisonment, disrupting 

life stability and basic subsistence.  For many frequent users of homeless shelters and jails, 

a sentence constituting a relatively brief period of lost freedom may result in subsequent 

years of personal anomy, often including lost employment, income, social support, and 

housing. 

The triggering of homelessness by incarceration also reflects the dissolution of the 

penitentiary as a rehabilitative institution (Cullen & Gendreau, 2000).  These responses 

suggest that detention facilities fail to provide inmates with crucial treatment, supportive 

services, and adequate discharge planning to ensure successful reentry into the community.  

Rather, facilities may only offer minimal support and release inmates who are ill equipped to 

live independently.  As evidenced by respondentsʼ statements, upon release many former 

inmates not only lack resources to secure employment and stable income, but also the most 

basic necessity of “a place to stay.”  For these individuals, the shelter becomes their only 
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option and the homeless system takes on a role akin to the correctional system as an 

intermittent source of lodging and food. 

The central role of family members and friends in housing histories also emerged as 

a dominant theme in many responses.  As noted by previous research and ethnographic 

studies (Hopper, 2003), doubled-up housing arrangements have historically provided not 

only a stop-gap solution to occasional periods of housing instability, but they have also 

served as a de facto shelter system, especially in African American communities.  Although 

kinship bonds may be resilient in times of crisis, doubled-up living arrangements can strain 

relations both on the side of the leaseholder and the lodger.  As suggested by this 

reasoning, being kicked out or willfully leaving housing were commonly reported as proximal 

causes of homelessness as the tolerance of kinship reached it limits.   

Loss of housing also frequently occurred following the death or relocation of a family 

member who was the primary leaseholder.  Unable to take on the lease or continue rent 

payments, following this event respondents commonly lost otherwise stable housing.  

Furthermore, these respondents lacked other family resources that could provide a source 

of housing support.  The large proportion of respondents who reported living doubled-up 

prior to their first episode of homelessness underscores the fundamental significance of 

informal housing arrangements as well as the long history of housing instability experienced 

by many respondents.  Furthermore, it suggests the challenges faced by individuals with 

restricted kinship networks. 

Narrative responses also reflected the high prevalence of individual-level risk factors 

indicated by quantitative analyses.  Respondents commonly referenced personal disabilities 

as a distal cause of homelessness.  Physical health conditions, mental health problems, 

and substance abuse were all mentioned as contributing factors in the pathway to 

homelessness.  Some respondents indicated that these conditions contributed to 

unemployment.  In addition, respondents kicked out of doubled-up living arrangements 

expressed the exacerbating consequences of their criminal history, drug abuse, or mental 
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health problems.  Although less often, respondents also explicitly mentioned structural 

factors, specifically a lack of jobs and the high price of rent.  These results provide crucial 

insight into the interaction between life events and individual-level or structural risk factors 

along the path to homelessness and incarceration. 

Research Limitations 

Through quantitative and qualitative analyses, this research has provided findings 

that support theoretical explanations suggested by existing studies of homelessness and 

incarceration.  It has also provided evidence suggesting that proposed risk factors for either 

outcome may be even more pronounced within populations who experience both 

homelessness and incarceration.  Furthermore, through the flexibility provided by qualitative 

analysis, this research had explored factors and triggering events associated with 

homelessness and incarceration that may otherwise escape the purview of investigators 

relying exclusively on quantitative analyses or administrative data matches between 

correctional systems, homeless service systems, and other public agencies.  However, this 

research also has a number of limitations that must be considered in the interpretation of 

results. 

First, the study sample is limited to individuals residing in New York City and 

therefore caution must be used in generalizing findings to other jail and homeless 

populations.  Relying on secondary data, this research used a sample frame determined by 

the HASE study.  Respondents were all residing in the New York City shelter system at the 

time of or shortly before study enrollment.  Consequently, they reported a recent residential 

history punctuated by relatively short stays in the New York City jail system, rather than 

involvement with the state or federal prison systems.  The effect of this sample frame limits 

generalizability to populations in other geographic areas who may have access to varying 

levels of social services.  Furthermore, populations with more extensive involvement in 

prison systems may have received different levels of rehabilitative services and discharge 
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planning associated with their incarceration.  However, the effects of this limitation may be 

minimal given that jail admissions are usually shorter and more episodic than prison 

admissions and therefore may be more characteristic of individuals who cycle between the 

homeless and criminal justice systems. 

Second, enrollment biases may have skewed findings.  Study participants were not 

randomly selected from the FUSE-eligible population, but rather they were selected based 

on a number of eligibility criteria used by FUSE housing providers.  This enrollment 

technique may have biased the sample to be over representative of individuals with 

substance abuse and mental health problems.  However, the relative rates of these 

conditions compared to other homeless and incarcerated populations suggest a minimal 

effect.  In addition, respondents may have been more amenable to receiving social services 

than the general FUSE-eligible population and therefore may have had a more extensive 

history of service utilization.  Nonetheless, research findings are most likely applicable to 

service providers working with populations who experience frequent homelessness and 

incarceration. 

Additionally, this research used a specific operationalization of the cycle of 

homelessness and incarceration.  As determined by FUSE eligibility requirements, all 

respondents had experienced a minimum of two shelter stays and two jail admissions in the 

previous five years.  For some respondents, these criteria may not constitute extensive or 

frequent involvement in the homeless or criminal justice systems.  For other respondents, 

these minimum requirements may dwarf the actual number of shelter and jail stays that they 

have experienced.  Therefore, FUSE eligibility criteria do not account for the variation within 

the study population in the length and number of jail and prison stays.  These criteria also 

fail to account for forms of homelessness that do not include shelter stays or other forms of 

institutional involvement.  Given these restrictions, further analysis of data regarding recent 

residential and criminal history is necessary to determine if the extent of institutional 



Frequent Users of Services in New York City 

	   Bozack, 83	  

involvement differed significantly among study participants and the effects, if any, of such 

differential histories. 

Finally, this research is also limited by reliance on previously collected data.  

Questionnaire items were predetermined by their exigency to the HASE study and therefore 

were not explicitly designed to address the aims of the current research.  Data were limited 

regarding several important measures, namely the temporal relationship between specific 

life experiences and entrance into the cycle of homelessness and incarceration.  This 

research was also limited by the sample size of the HASE study and as a result there was a 

reduced ability to detect statistically significant results. 

Despite these limitations, this research was able to analyze a number of proposed 

risk factors and life experiences that preceded the first experience of homelessness and 

incarceration.  The use of quantitative and qualitative analysis allowed for the inclusion of 

factors and experiences not anticipated by investigators, therefore enabling the formation of 

a more inclusive framework for analysis of the pathways to homelessness and incarceration 

that can inform future research.  The results of this analysis not only serve the immediate 

research aims of examining antecedent factors and experiences associated with 

homelessness and incarceration, but they also offer insight to enable service providers and 

policymakers to intervene in and prevent the cycle of homelessness and incarceration. 

Policy Implications 

These findings may inform both short-term and long-term service provision and 

policy changes.  Most immediately, they illustrate the service needs of individuals who 

currently cycle between the homeless and criminal justice systems.  In addition, the findings 

highlight the potential of short- and long-term interventions and policy revisions to reduce 

involvement in the institutional circuit. 

This research has the primary immediate implication of informing the delivery of 

health and social services for individuals who frequently cycle between homelessness and 
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incarceration and lack resources for exiting this pattern.  As shown by this investigation, 

such individuals commonly have complex and multiple long-standing service needs that 

may lead to and exacerbate the cycle of homelessness and incarceration, including chronic 

health conditions, mental illnesses, emotional problems, substance abuse, and a lack of 

education and vocational training.  To address these factors that may lead to and 

exacerbate involvement in the institutional circuit, service providers must first direct 

resources to identifying individuals who cycle between the homeless and criminal justice 

systems.  Such individuals may spend little time under a single jurisdiction and therefore 

evade the purview of traditional service systems.  Providers must also increase the 

accessibility, coordination, and consistency of health and supportive services for individuals 

who may have limited access and eligibility due their criminal history and sporadic patterns 

of service utilization. 

Beyond emphasizing the need for more effective service provision, this research also 

suggests points of intervention that may prevent and mitigate cycling between the homeless 

and criminal justice systems.  For individuals who experience frequent homelessness and 

incarceration, especially marked by short jail stays for petty crimes, housing may be the 

missing link to achieving stability.  As expressed in narrative responses, unstable housing 

arrangements and the environment in homeless shelters often offer minimal assistance for 

addressing problems such as mental health difficulties and substance addictions.  Such 

environments may exacerbate, rather than assuage, problems associated with these 

conditions.  Although recent programs coupling housing with intensive case management 

have begun to address this dearth, there is still an unmet need for housing interventions 

targeting this commonly excluded population.  Service delivery models providing intensive 

case management coupled with coordination of housing benefits, treatment for chronic 

health conditions and mental illness, and rehabilitation for substance abuse may be the 

most effective approach.  Services must be extended beyond institutionalization to enable to 

regain stability in the community. 
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Incarceration, although it may act as a trigger leading directly to homelessness, also 

offers a point of intervention.  Discharge planning provided by both jails and prisons can 

ensure that released inmates have stable housing following release.  Furthermore, 

rehabilitative programs may provide former convicts with the resources and skills necessary 

to obtain their own employment and housing and therefore lead independent and stable 

lives following release. 

Finally, these findings suggest the possibilities of long-term innovations in the 

criminal justice system to avert the potentially devastating effects of incarceration.  For 

example, community-based justice and rehabilitative measures may offer the most 

significant effects by minimizing family and community disengagement that may be caused 

by incarceration (Thompson, 2009).  Given that many respondents conveyed the 

importance of kinship ties, such supportive programs may increase stability following 

release, foster successful community reintegration, and prevent individuals from entering 

into the cycle of homelessness and incarceration. 

Jail and prison diversion programs may be most important for individuals with 

complex needs including mental illness, substance abuse problems, and co-morbidities.  

Such programs are not only less costly than traditional jails and prisons (Sharp, 2010), but 

they may also be able to provide treatment and rehabilitation in a more appropriate 

environment and improve outcomes (Steadman & Naples, 2005).  Therefore, reconsidering 

traditional criminal justice systems promises to have positive short- and long-term social 

dividends on the individual and community level. 

Policymakers must also reassess legislation and implementation policies related to 

the War on Drugs. Punitive and carceral policies should be deemphasized in favor of 

prevention and treatment programs, which have been shown not only to reduce drug use 

but also to be more cost-effective than law-enforcement initiatives (Massing, 1998).  Such 

reforms also will immediately reduce rates of incarceration as well as reduce recidivism by 

addressing a root cause of drug-related criminal behaviors.  
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Conclusions 

This research has explored antecedent factors of involvement in the institutional 

circuit and triggering events of the first episode of homelessness, attempting to discern the 

complex and interacting life circumstances that can lead to the cycle of homelessness and 

incarceration.  Although the results of this research begin to offer insight, they also raise 

new sets of questions and highlight the need for further research and inquiry. 

Researchers must continue to investigate the relationship between homelessness, 

incarceration, and preceding factors and experiences.  Future studies must not simply use a 

prescriptive approach, identifying sets of bivariate characteristics that seem to destine 

specific individuals to involvement in the homelessness and criminal justice systems.  

Similarly, they must avoid a focus exclusively on life experiences associated with 

involvement in the institutional circuit.  While these methods of inquiry may be convenient 

for researchers, they are insufficient to thoroughly answer the question of why individuals 

become homeless.  Researchers must weight the relative importance of individual-level 

factors and life experiences with structural conditions and existing policy.  Although these 

factors may have more distal relationships to homelessness and incarceration, they also 

play a necessary role in precipitating involvement with the institutional circuit. 

Researchers must also work with service providers to evaluate and inform 

interventions that prevent and mitigate the cycle of homelessness and incarceration.  This 

approach will not only allow researchers to construct a better understanding of the dynamic 

interaction between homelessness and incarceration but also ensure that study results are 

applicable to practitioners. 

Finally, researchers should expand their scope of investigation to include diverse 

populations.  By incorporating both urban and more rural areas studies may provide a more 

comprehensive description of antecedents of homelessness and incarceration.  Similarly, 

research must also include individuals who experience a variety of patterns of service 
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utilization to identify similarities and differences in both antecedent factors and current 

needs.   

This area of research has the potential to inform service provision though evidence-

based programming as well as guide long-term policy changes.  Such interventions and 

reforms promise to reduce homelessness and recidivism while leading to positive outcomes 

in the fields of social services, criminal justice, and public health.  However, most 

importantly, these reforms provide hope and prompt positive outcomes in the lives of 

countless individuals. 
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Appendix: Measures and Items Used in Data Analysis 
	  

Measure Interview Question Source 
Individual-level characteristics 
Gender And you are (male/female). CHAIN study (Aidala et al., 

2002) 
Date of birth When were you born? US Census Bureau (2002) 
Race Do you consider yourself…Black or 

African American, White, Asian, American 
Indian or Alaskan Native, Native Hawaiian 
or other Pacific Islander, Other (specify)? 

OMB 

Immigration 
status 

Where were you born? US Census Bureau (2002) 

Education What is the highest diploma, degree or 
certificate that you have gotten, if any? 

Adapted from General Social 
Survey (National Opinion 
Research Center, 1998; 
Smith 1997) 

Military service Have you ever served in the US military?  
Include the Armed Forces, active duty, the 
military Reserves, or the National Guard. 

NSHAPC (Urban Institute, 
1999) 

Past attachment 
to labor force 

Have you ever had a full-time job for a 
year or more? 

Adapted from NSHAPC 
(Urban Institute, 1999) 

Past attachment 
to labor force 

What has been your usual occupation or 
the type of work that you have normally 
done? 

Adapted from NSHAPC 
(Urban Institute, 1999) 

Marital status Which or the following best describes your 
current marital status? (married and living 
with your husband/wife, married and not 
living with your husband/wife, legally 
separated, divorced, widowed, never 
married/single) 

Adapted from the AIDS Cost 
and Services Utilization 
Study (ACSUS) and HIV 
Cost and Services Utilization 
Study (HCSUS) (Bozzette et 
al., 1998; Hays et al., 2000) 

Children Have you given birth to any children? or 
Are you the biological father of any 
children? 

Adapted from General Social 
Survey (National Opinion 
Research Center, 1998; 
Smith, 1997) 

Chronic health 
conditions 

Has a doctor of other medical provider told 
you that you have ever had any of the 
following diseases or conditions? (asthma, 
seizure disorder, sickle cell anemia) 

CHAIN study (Aidala et al., 
2002) 
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Emotional and 
psychological 
difficulties over 
lifetime 

Have you ever been diagnosed with an 
emotional or psychiatric condition?  What 
was the diagnosis? 

Adapted from 
ACSUS/HCSUS (Bozzette et 
al., 1998; Hays et al., 2000) 
and CHAIN study (Aidala et 
al., 2002) 

Problems 
associated with 
drinking over 
lifetime 

Did you or anyone close to you ever think 
you ad a problem with alcohol? 

Addiction Severity Index 
(McLellan et al., 1992) 

Substance use 
over lifetime 

Have you used any of the following drugs, 
even one time? (Marijuana or hashish, 
powdered cocaine, crack or freebase, 
heroin or speedball, methadone without a 
prescription or more than a doctor told you 
to use, other opiates without a 
prescription, barbiturates without a 
prescription, other sedatives of 
tranquilizers without a prescription, 
amphetamines or methamphetamines with 
a prescription, hallucinogens, inhalants, 
any other drug?) 

CHAIN study (Aidala et al., 
2002) 

Substance use 
over lifetime 

Would you say you have used ____ (drug) 
more than 5 times in your lifetime? 

CHAIN study (Aidala et al., 
2002) 

Substance use 
over lifetime 

Was there ever a time when you used ay 
of these drugs weekly or more often? 

CHAIN study (Aidala et al., 
2002) 

Life Experiences 
Exposure to 
trauma and 
violence 

Please tell me if you ever 
experienced…physical assault or abuse 
as a child or teenager, seeing people 
hitting or harming one another in your 
family when you were growing up, sexual 
assault or rape as a child or teenage, loss 
of a parent or someone who was like a 
parent to you before age 18. 

ETAC-CDQ Short Form 
(Aidala et al., 2004; Spitzer 
et al., 1994) 

Past housing 
stability 

Have you ever lived in a foster home or 
group home? 

Adapted from CHAIN study 
(Aidala et al., 2002) 

Past housing 
stability 

When was the first time you did not have a 
regular place to live? 

Developed for HASE study 

Criminal justice 
experience 

When was the first time you were ever in 
jail, prison, or a detention center? 

Adapted from Addition 
Severity Index (McLellan et 
al., 1992) 

Substance use Have you ever received any type of Adapted from 
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treatment treatment for a drinking problem?  When 
was the first time you received any type of 
treatment for an alcohol problem? 

ACSUS/HCSUS (Bozzette et 
al., 1998; Hays et al., 2000) 
and CHAIN study (Aidala et 
al., 2002) 

Substance use 
treatment 
utilization 

Have you ever received any type of 
treatment for a drug problem?  When was 
the first time you received any type of 
treatment for a drug problem? 

Adapted from 
ACSUS/HCSUS (Bozzette et 
al., 1998; Hays et al., 2000) 
and CHAIN study (Aidala et 
al., 2002) 

Mental health 
service 
utilization 

Have you ever in your lifetime received 
any counseling, therapy, or other help for 
emotional or psychological difficulties 
including talking to a religious or spiritual 
counselor or participating in a support 
group? 

Adapted from 
ACSUS/HCSUS (Bozzette et 
al., 1998; Hays et al. 2000) 
and CHAIN study (Aidala et 
al., 2002) 

Proximal Trigger of Homelessness 
First homeless 
experience 

Was there ever a time when you did not 
have a regular place to live – when you 
slept in a shelter, one the street or other 
public place, in temporary program 
housing, or in somebody elseʼs home 
where you were temporarily doubled-up?  
When was the first time you did not have a 
regular place to live?  What happened 
then? 

Developed for HASE study 

 

 
 
 


