Evidence Based
Stabilization:
A Solution to Reduce
Family Homelessness in
Massachusetts
Carmela J. DeCandia, Psy.D.
September 2017

Family Experiences of Homelessness in Massachusetts

Evidence Based Stabilization:
A Solution to Reduce Family Homelessness in Massachusetts
Carmela J. DeCandia, Psy.D.
September 2017
Homes for Families
with support from the Oak Foundation

Acknowledgements
_________________________________________________________________________________________________________________________________________________________________________

Evidence Based Stabilization: A Solution to Reduce Family Homelessness in Massachusetts was developed
to share evidence-based solutions to reduce family homelessness in Massachusetts. Homes For Families
wishes to thank the Oak Foundation for its ongoing support, and Dr. Carmela DeCandia for sharing her
expertise to improve the lives of families experiencing homelessness in Massachusetts.

About Homes for Families
_________________________________________________________________________________________________________________________________________________________________________

Homes for Families is a statewide advocacy organization committed to ending family homelessness through
permanent and emergency solutions. We are a collaborative of families who have experienced homelessness,
service providers and advocates. Together we educate, organize and advocate for improved public policies
to address the root causes of family homelessness with holistic community-based solutions. For more
information visit www.homesfofamilies.org.

About the Author
_________________________________________________________________________________________________________________________________________________________________________

Carmela J. DeCandia, PsyD, is a licensed psychologist who has dedicated her career to advancing best
practices and policies to support vulnerable children and families, and to improve the systems which serve
them. For more than 25 years, she has worked with children and families struggling against a variety of life
adversities, led direct service and national agencies including St. Mary’s Women and Children’s Center and
The National Center on Family Homelessness. Currently, Dr. DeCandia is the owner and president of
Artemis Associates, LLC where she provides training and consultation to organizations to build traumainformed and family centered services for children and families, and helps agencies develop evidence based
assessment protocols. She maintains a clinical practice in Watertown, MA where she provided clinical
assessment and neurodevelopmental and psychological testing of children birth - age 17, and is an Adjunct
Faculty at Boston College.

Suggested Citation
_________________________________________________________________________________________________________________________________________________________________________

DeCandia, C.J. (2016). Evidence Based Stabilization: A Solution to Reduce Family Homelessness in MA.
Homes for Families, Boston, MA. www.homesforfamilies.org

Evidence Based Stabilization

Table of Contents

Executive Summary

1

Introduction
Characteristics of Families Experiencing Homelessness: A Review of the
Research
• Families Headed by Single Mothers
• High Rates of Interpersonal Trauma and Clinical Depression
• Developmental Concerns for Children Experiencing Homelessness

3

What Works: National Evidence

5

Effectiveness of Prevention & Diversion
Stabilization
Appling What Works in Massachusetts
Family Assessment & Stabilization: The Cutting Edge
A New Paradigm
Cost Savings Will Offset State Investments in Family Stabilization

8

Conclusion

11

Endnotes

13

pg. 2

Evidence Based Stabilization

Evidence-Based Stabilization:
A Solution to Reduce Family Homelessness in Massachusetts
EXECUTIVE SUMMARY
For three decades, states and communities
across the country have seen the numbers
of families experiencing homelessness
While the failure to properly address the issue of homelessness in steadily climb. Although declines are
our state has become a financial problem, it is first and foremost reported in some years and in some
a human tragedy…the status quo is simply unacceptable”
locales, overall the numbers have
Governor Charlie Baker, 2013
increased to levels not seen since the Great
Depression.1
Massachusetts is one of five states that
accounts for the 53 percent of the population of families experiencing homelessness2. As of 2016,
13,174 families with children experienced homelessness in the state; this represents a 7 percent
increase in the family homeless population3. As the number of families without homes increases, so
do collateral costs in the state’s systems of emergency housing (e.g. motel use), health care,
schooling, and child welfare. In response to resource-based policies and funding priorities, and
inconsistent public awareness of and political will for the plight of vulnerable families, the
pendulum swings from increased numbers to reductions, and back again.
The continued rise and seemingly intractable problem of family homelessness can be tied directly to
how it has been conceptualized. For 30 years, family homelessness has been viewed primarily as a
housing problem, instead of the result of a complex interaction of events and experiences that
compound over time and cascade to the catastrophe of homelessness.4 The dominant narrative has
repeatedly led policy makers to endlessly reform the system in search of a magic bullet, without
sufficient evidence of its effectiveness. Although some reduction in numbers occur as a few new
partnerships are formed, inevitably the pendulum swings back as the numbers of families becoming
homeless eventually rebounds.
Family homelessness is more complex than a housing problem. The vast majority of families
experiencing homelessness are headed by single mothers caring for young children. They have
limited income or opportunity in a job market that provides low wages and little support for single
parents. Most mothers have experienced severe trauma from interpersonal violence that increases
their isolation and compromises their ability to function as the sole breadwinner for their families.
Mainstream supports are often unavailable or insufficient. Support from family and friends,
something no family can live without, are often absent or limited. Under such extreme
circumstances, parents can quickly become depleted. As a result, many children experiencing
homelessness become anxious or depressed, demonstrate behavioral problems, and suffer ill health.
Considering more than half of homeless children are between the ages of birth to five, this kind of
instability directly impacts brain development and places their very futures at risk.
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Effective solutions to reduce family homelessness address a myriad of structural, individual, and
sociocultural influences. The complex interaction of factors must be recognized not just as part of
the narrative of family homelessness, but as its core feature. Until family homelessness is viewed in
this context, policies and system reforms aimed at reducing shelter usage will continue to miss the
mark and ultimately fail.
The United States Interagency Council on Homelessness [USICH]
set a goal of ending family homelessness by 2020.5 To do so, housing
and service models that approach the problem from an integrated,
evidence based perspective are sorely needed. Although the evidence
base is still developing,6 three strategies form the bases of an effective
response: Prevention, Diversion, and Stabilization.

A Three-Pronged Approach to
End Family Homelessness
✓
✓

PREVENT families from
becoming homeless;
DIVERT families from
shelter to stabilize in their
local communities;
STABILIZE families from
shelter through transition
into the community.

To date, most states, including Massachusetts, have focused their
✓
efforts on two of these three strategies: prevention and diversion.
Prevention targets families at risk for homelessness;7 Diversion targets
families entering shelter to help locate alternative, safe, community
placements.8 As a result of these targeted efforts, in the past year Massachusetts has seen a
significant reduction in the number of families sheltered in hotels and motels,9 a major achievement
by shelter and housing providers, the Department of Housing & Community Development [DHCD]
and the Baker Administration.
Prevention and diversion approaches are effective in reducing family homelessness, if routinely
funded and supported. However, on their own, prevention and diversion will not succeed in ending
family homelessness. Evidence-based stabilization for families who have entered shelter and are
transitioning back to the community is also needed. However, stabilization as a practice has yet to
be fully developed, implemented, standardized, or rigorously evaluated.
Key Features of Effective Stabilization
✓
✓
✓
✓

Housing.
Income Supports.
Education & Jobs.
Homeless and mainstream programs
to address the needs of culturally
diverse families, especially single
mothers.
✓ Services within homeless and
mainstream programs to target:
o Domestic violence
o Interpersonal trauma.
o Clinical parental depression.
o Children’s developmental
needs and behavioral health.

Evidence-based stabilization is the third leg of an
integrated approach to reduce, and ultimately end,
family homelessness. An effective approach to
stabilization is grounded in the evidence of who
homeless families are, what they need, and the best
practices to meet those needs. A stabilization
component to shelter contracts and the
Massachusetts HomeBASE program—already in
place to help homeless families—provides a solid
foundation on which to build an evidence-based
model for family stabilization. Using existing
stabilization programs as a starting point,
Massachusetts can interrupt the cycle and reduce
the numbers of families needing shelter. This
singular signature initiative can change
Massachusetts’ position from a state that leads the
nation in the growth of family homelessness, to one
that leads the nation to end it.
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Evidence Based Stabilization:
A Solution to End Family Homelessness in Massachusetts
INTRODUCTION
Since it was first recognized as a growing social problem in the early 1980s,10 the number of
families experiencing homelessness has reached epidemic proportions. In 2016 the United States
[U.S.] Department of Housing and Urban Development [HUD] reported 549,928 people were
homeless on a given night in January, including 194,716 people in 61,265 families with children,
representing 35 percent of the total homeless population11. Five states, including Massachusetts,
accounted for more than half of homeless families in 2015 and 2016.12, 13
In Massachusetts, an estimated 28,683 children were homeless in 2010; by 2013 that number had
grown to 31,516.14 By the end of 2014, 4,900 families were living in shelters, transitional housing,
and motels.15 The Point-in-Time count from 2007-2015 indicates a 116 percent increase in the
numbers of families experiencing homelessness in Massachusetts.16 The most recent 2016 HUD
Point-In Time count reported another 7 percent increase in family homelessness in Massachusetts.
Health and safety issues (e.g. domestic violence, irregular housing, housing not meant for human
habitation) are cited as the most common reasons for homelessness.17
To address the continued increase in family homelessness in Massachusetts, we must first
understand the root causes. While family homelessness is certainly caused by a lack of housing and
income, addressing these two factors alone will not solve the problem. A closer look at the
characteristics of homeless families points the way to an effective solution.
Characteristics of Families Experiencing Homelessness: A Review of the Research
To effectively deliver housing and services to women, we must respect, embody, and value the diversity among
women experiencing homelessness. We should be choosing policies that benefit women.
USICH, 2016

The profile of homeless families has remained consistent over the past 30 years. The individual risk
factors of homeless families have been firmly established by a robust literature.18 Although a
heterogeneous group, the majority of families experiencing homelessness share three key features:
single parenting for racially diverse mothers, high rates of traumatic stress and major depression,
and developmental concerns for the children. As such, approaches to address families’ needs cannot
be simply copied from the work done with other homeless subgroups, but instead must be tailored
to target the specific risk factors of families.
Families Headed by Single Mothers
Most homeless families are comprised of single mothers in their late twenties with young children,
at least one of whom is under age six.19 HUD’s most recent Annual Homeless Assessment Report
[AHAR] report to Congress20 reported that 60 percent of homeless parents in shelter are women,
and the HUD Family Options Study21 reported that 78 percent of adults in sheltered families are
women.

pg. 3

Evidence Based Stabilization

Racial minorities are disproportionately represented in the shelter system. For example, Census data
indicate that African Americans make up 15 percent of the U.S. population,22 but represent almost
four times that many families in shelters (51 percent).23 Similarly, 26 percent of families in shelter
are Hispanic, though they represent only 17 percent of the general population.24 Although single
father and two parent households entering shelter increased after the foreclosure crisis,25 the data
overwhelmingly indicate that homelessness among families is primarily a problem of inequity that
disproportionately affects low-income, racially diverse, single mothers.26
In Massachusetts, the gap between income and rental costs places an extraordinary burden on
families, especially those headed by single mothers. These families live in extreme poverty and
often struggle with limited education, low wages, and unemployment.27 Accessing affordable child
care is a significant hurdle to finding and maintaining employment.28 As a result, single female
headed families often face eviction.29 To address these
underlying gender and racial inequities, a recent federal
“If incarceration had come to define the
lives of men from impoverished black
summit recommended that policies and practices be tailored
neighborhoods, eviction was shaping
primarily to the strengths and needs of racially diverse women
the lives of women.
30
and children.
Poor black men were locked up.
Poor black women were locked out.”
Matthew Desmond, 2016

High Rates of Interpersonal Trauma and Clinical Depression
Homeless Families are resilient. In the face of overwhelming
stress, parents routinely care for their children, work, and
go to school. That said, we still cannot ignore or minimize
Risk Profiles of Homeless Mothers
their health and mental health needs.
78% Women in sheltered families
(most in their late 20’s)
4x
More likely to be African American
1.5x More likely to be Latina
93% Interpersonal trauma (assault)
91%
Childhood abuse
81%
Multiple traumas
60-70% Domestic violence
45-85% Clinical depression
36-56% PTSD

Over 90 percent of homeless mothers have experienced
interpersonal trauma in their lifetimes; most report
repeated victimization in childhood and adulthood.31
Domestic violence impacts between 60-70 percent of
homeless families.32 As a consequence, approximately
two-thirds of homeless mothers suffer with clinical
depression,33 and rates of Post-Traumatic Stress Disorder
[PTSD] are three to four times greater than the general
population.34 These life-altering experiences and clinical
disorders are rarely assessed or addressed among homeless families;35 most never receive treatment.
In addition, although not captured by threshold-based assessment instruments, many more women
struggle with subclinical post-trauma responses that exact a debilitating toll on parental functioning.
Developmental Concerns for Children Experiencing Homelessness
One in 30 children in the United States experiences homelessness each year, according to 2013
data.36 This is an increase from one in 50 in 2006.37 Race is again a factor. One study indicated that
African American children under the age of five are 29 times more likely than White children to be
in homeless shelters.38
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The impact of homelessness on child development is well
established. Children in families living in unstable housing
arrangements are 59 percent more likely to have been
51% Under age 6
hospitalized and 52 percent more likely to be at risk for
83% Exposure to violence by age 12
developmental delays compared to those in housing secure
40% School age mental health issues
25% Witnessed family violence
families.39 More than one-third of children who are
25% Preschool developmental delays
homeless have been involved in a child protection
5x
Gastrointestinal problems
investigation.40 Homeless children are also more likely to
4x
Respiratory infections
experience hunger, be separated from caregivers, witness
2x
Ear infections
violence, struggle in school, and experience a host of
medical illnesses at greater rates than their housed
counterparts.41 Homelessness during infancy has been linked to later poor health outcomes.42 This
includes developmental delays in language and communication among preschoolers,43 and mental
health and learning difficulties for school age children.44
Risk Profiles of Homeless Children

The Adverse Childhood Experiences (ACEs) study demonstrated a
progression from early adversities to medical, social, emotional,
and cognitive impairments in later life.45 ACEs are more likely to
be associated with poverty, unsafe communities, unstable home
environments, and family separations. This type of early adversity,
common among many children facing homelessness, can create
toxic stress and negatively alter a child’s brain development.46
Despite exposure to significant early adversity, most homeless
children rarely receive interventions known to prevent or
ameliorate developmental concerns.

“Healthy development of young
children in the early years of life
literally provides a foundation for
just about all of the challenging
social problems that our society
and other societies face.”
Jack Shonkoff, M.D.
The Science of Early Childhood

Children are also resilient. Even for those experiencing adversity, when early interventions are
provided to address developmental needs, children respond; problems can be ameliorated or
prevented. Given the grave and long-lasting impact homelessness can have on children,
policymakers should especially be concerned about responding to their needs. As most children
experiencing homelessness are under the age of six, policies should be crafted to prevent and
minimize the impact of early adversity on the child’s developing brain. Not doing so is more than a
missed opportunity; it fuels the intergenerational issues that often plague homeless families. In both
human and economic terms, the cost of not addressing these known risks is immeasurable.

WHAT WORKS: NATIONAL EVIDENCE
Prevention and diversion assistance may include a combination of financial assistance, mediation, housing
location, or other supports. When the intervention is aimed at helping families stay in their current housing,
safety should be a primary consideration.
USICH, 2014

The story of “what works” emerges from three sources. First, there exists a remarkable consistency
in the national data on population characteristics and risk profiles of homeless families. Second is
the ever growing convergence of research from such varied disciplines as economics, child
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development, and neuroscience identifying best practices to support vulnerable children and
families. Third, anecdotal reports are increasingly being supported with qualitative and quantitative
data capturing the voices of providers47 and families.48 For example, in Massachusetts, families
from across the state met at the Homes for Families Annual Visioning Day event to share their
perspectives on what families need. Families advocated for affordable housing, child care, living
wages, community based supports, and “to be treated with dignity and respect through traumainformed, culturally competent, and inclusive practices.”49 Research and families suggest it is time
for an evidence-based, three-pronged approach to family homelessness.
Effectiveness of Prevention and Diversion
Preventing families from becoming homelessness is a goal anyone combating this complex social
problem desires. To do so, it is important to understand its causes and identify predictive factors
specific to the population.50 This has been a challenge for researchers due to the complexity of the
issue.51 The tendency to narrow and target approaches – focusing on one issue at a time – makes it
easier to target resources. However, this specialized approach does not fully appreciate the
interrelated structural and individual factors that conspire to lead to homelessness.52
Housing assistance plays a critical role in primary homelessness prevention.53 When families are
granted priority access to long-term housing subsidies, significant improvements are seen in
housing stability and certain aspects of family functioning.54 Stable housing is linked to better
educational outcomes for children.55 In addition, stable housing improves health outcomes for all
family members while reducing costs to the healthcare system.56
Housing subsidies are the most effective means of preventing homelessness for poor families.57
Additionally, effective prevention strategies include: increasing access to income supports (e.g.
TANF), housing court mediation to preserve tenancies, and eviction prevention.58 Data sharing,
cross system collaboration, and appropriate resource allocation enables states and communities to
target families in need.59
Diversion offers another housing response to individual instances of homelessness. Diversion
targets families entering shelter to help locate alternative, safe, community housing placements.60 In
addition to identifying housing options, diversion programs may also connect families with services
and financial assistance that will help them return to permanent housing without entering shelter.
Diversion programs can decrease the number of families becoming homeless and reduce the
demand for shelter placements.61
The initial outcomes of diversion programs suggest it is a worthwhile approach to explore for use
with families applying for shelter. Early pilot projects reported diversion rates between 25-46
percent among those seeking shelter.62 For example, a pilot program in Boston, MA diverted 42
percent of families seeking shelter. After 7 weeks, only 14 percent had returned to the shelter.63 In
Columbus, OH, a pilot program diverted one in four families seeking shelter, of which less than five
percent returned to the shelter system.64 More recently, a diversion project in New London County,
CT diverted 80 percent of families seeking emergency shelter to alternative housing. Initial
outcomes indicate that only one in six of those families later returned seeking shelter.65 Current data
in Massachusetts indicates that 20 percent of families were diverted from shelter in 201666.
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Despite these reported successes, it is important to note that there is a lack of longitudinal evidence
regarding the outcomes of families who have been diverted from shelter. As such, the practice must
be approached cautiously and be accompanied by a comprehensive model that fully assesses issues
of eligibility, the appropriateness of placement outcomes, whether needed services are accessed, and
the family’s functioning once diverted. To fully know whether diversion is effective in stabilizing
families in housing and improving wellbeing, routine outcome monitoring needs to be embedded
into the system to track families over time. This will require data sharing to be successful.
Stabilization
Stabilizing homeless families involves use of emergency shelter and the creation of rehousing plans
combined with services to address educational, employment, and individual needs. However, what
constitutes an effective stabilization program has not yet been carefully defined and studied.
The current focus on the need for affordable housing is perhaps the most critical component of an
effective policy response to stabilization; families do indeed benefit from housing subsidies.67
Although the dominant paradigm has created models that target resources to structural needs and
system reforms,68 it falls short in creating approaches that integrate services. In general, these
models, though they are not without benefit, do not incorporate evidence for, or understanding of,
trauma and its impact on women, parenting, and child development. That said, a review of the two
models most commonly applied to families – Rapid Rehousing and Housing First – provides insight
into what works, as well as into the gaps in current stabilization models for families.
Rapid Rehousing is the most common stabilization practice. Endorsed by the federal government,
Rapid Rehousing was developed to quickly rehouse families and reduce shelter usage. Its goal is to
create quick shelter exists (generally within 30 days or less) with minimal services. Rapid
Rehousing helps reduce length of shelter stays and move families more quickly into housing,69 but
has yet to demonstrate significant improvement in housing stability or family well-being.70
Rapid Rehousing makes use of a stabilization model known as “progressive engagement.”71 This
approach aims to provide minimal services to families upon exit from shelter, and to only increase
services if they fail to show improvement. Fundamentally, progressive engagement forces families
to “fail-up” to needed services. The practice is not in line with the science for addressing risk and
protective factors of vulnerable families, and lacks a more complex frame that makes use of
comprehensive assessment to guide the process.
Comprehensive assessment of a family’s strengths and needs is essential to guide effective
stabilization. Currently, there is a high degree of variability across providers in practices and
models,72 and most assessments are not standardized. As a result, assessment outcomes often miss
significant areas of family need.73 Federal policy requires that all Continuums of Care (CoCs)
develop and implement a centralized or “coordinated assessment,”74 but coordinated assessment of
families experiencing homelessness is in its infancy. The Family Service Prioritization Decision
Assistance Tool (F-SPDAT), and the abbreviated Prescreen for Families, are increasingly being
adopted by communities. However, the evidence base on their effectiveness has yet to be
established. A review of its components identified it as a good tool to identify basic housing needs,
but weak in assessing specific risks relevant to homeless children and mothers.75
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Housing First is an integrated approach to housing and services that makes use of Critical Time
Intervention (CTI), an evidenced based, time limited, phased approach to stabilization. CTI was
developed to integrate housing and services for chronically homelessness individuals with serious
mental illness.76 CTI is listed in the Substance Abuse and Mental Health Services Administration’s
(SAMHSA) National Registry of Evidence-Based Programs and Practices (NREPP) and is widely
acknowledged to be a strong evidence-based model for addressing homelessness. Family Critical
Time Intervention (FCTI) is an early adaptation of this model for families,77 although it did not
include comprehensive services for children. To date, CTI/FCTI’s effectiveness for homeless
families has not been well studied;78 however, it provides a strong foundation on which to build an
evidence-based stabilization program for homeless families.
Even with the provision of housing, stabilization post-shelter is challenging for some families. For
example, the Services and Housing Interventions for Families in Transition (SHIFT) study found
that severity of mothers’ trauma symptoms predicted residential instability for homeless families 30
months after leaving shelters or housing programs.79 Walsh et al (2014) examined barriers and
facilitators of residential stability for homeless families and identified services that were needed to
maintain residential stability.80 These include: education and training to improve employment
opportunities; mental health and substance abuse treatment, especially related to trauma; and access
to child care and parenting supports. For most homeless families these types of supports are often
difficult to obtain both within and outside of the homeless system. For example, mainstream
behavioral health services are often unavailable or difficult to access. In addition, although “traumainformed care” is being advanced as a cost-effective, organizational strategy for homeless
programs,81 the degree to which such services are implemented varies widely.82
The evidence is clear. Policies to house and stabilize homeless families must include a focus on
factors that can compromise their ability to maintain stability. Along with housing support,
education, employment, and services to address trauma and mental health treatment for mothers and
developmental needs of children are necessary components of an effective response to stabilization.

APPLYING WHAT WORKS IN MASSACHUSETTS
“The governor’s multifaceted approach demonstrates that this crisis must be addressed on several fronts in order to
achieve real success and break the cycle of homelessness and poverty. A safe place to live is the foundation, but
customized support services are also essential.”
Deborah Hughes, CEO Brookview House
Boston Globe 5/26/2016

Massachusetts has long led the nation in implementing best practices. Historically, the
Massachusetts Interagency Council on Housing and Homelessness (ICHH) has worked to create
policies and initiatives targeted to the needs of homeless individuals and families.83 In 2014,
Massachusetts was ranked 2nd in the nation for its state policy and planning efforts, and third in the
nation overall for its handling of child homelessness.84 Although families were not formally
identified as a priority population by the ICHH from 2007-2014, key interagency initiatives with
member agencies addressed families’ needs. Some examples included use of HomeBASE and
Flexible Funds for housing support, focusing on family unification, and cross training on early
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education resources and screening for child care and homeless providers. The current ICHH, cochaired by the Secretaries of Health and Human Services and Housing and Economic Development,
provides a structure for collaboration across state agencies. Pending legislation requires state
agencies to enter in a Memorandum of Understanding (MOU) to share data and develop protocols
to prevent homelessness and have a more coordinated response to housing instability85.
Prevention and diversion efforts represent two effective strategies that have been applied in
Massachusetts. Through a variety of initiatives, the numbers of families in motels in Massachusetts
has declined. Since taking office in January 2015, Governor Baker and the Department of Housing
and Community Development (DHCD) sustained focus on prevention and diversion and improved
system management practices leading to an impressive 97 percent reduction of families living in
motels, a statewide diversion rate of 20 percent, and a 20 percent reduction in the total caseload in
the Emergency Assistance (EA) system .86 In addition, efforts to better integrate housing and
healthcare systems are being explored. Research indicates that one cross-system prevention strategy
worth pursuing is to make screening for housing status an integral part of health care. A recent
study in Boston reported that screening of low-income mothers during well-child visits at
community health centers, combined with referrals for housing and health care supports, helped
prevent homelessness among at-risk families.87
Despite the progress being made, it is estimated that the percentage of families across
Massachusetts with a severe housing burden (paying more than 50 percent of income on housing
costs) increased 8.4 percent between 2013 and 201488 and that more and more families are still
living on the edge of homeless. With the shelter contracts and Massachusetts HomeBASE program
providing the structural basis of its stabilization model, all sheltered families are now eligible for 12
months of housing support of $8,000, up from the original amount of $4,000 per year.89 Although
still lower than the true need for most families to attain long-term residential stability, the program
demonstrates the current administration’s commitment to addressing the structural gap between low
wages for poor families and single parents, and their housing costs.
Family Assessment and Stabilization: The Cutting Edge
The cutting edge of policy and practice in family homelessness lies in how we approach
stabilization. Although providing a 12-month subsidy through HomeBASE is commendable
considering the lack of federal resources available to combat homelessness, shallow subsides alone
are not effective in reducing homelessness. Knowing that one-year subsidies can only go so far, it is
especially critical that any amount of housing support be accompanied by an evidence-based
stabilization model if family homelessness is to be permanently reduced.
Researchers support enhancing stabilization services in Massachusetts to support the transition from
shelter to the community for families struggling with the combined effects of structural and
individual risk factors.90 Still needing to be developed, tested, and brought to scale, this third leg of
an effective response represents the forefront of innovation in the homelessness field. Leadership,
the courage to embrace a new paradigm, and bold action are needed if these innovative models are
to be implemented and evaluated.
A New Paradigm
Housing and income are essential to end family homelessness. However, for too long the dominant
paradigm for addressing family homelessness has stubbornly refused to acknowledge the role that
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race, gender, and interpersonal violence have in perpetuating this national tragedy. In doing so, the
need for housing support for the homeless population remains the focus, while individual risk
factors specific to the subgroup of families are blurred. After 30 years, this paradigm has failed to
permanently reduce the number of homeless families. Now, armed with 30 years of research about
who families are and what they need, it is time to base policies on a new paradigm.
A more appropriate paradigm to address family homelessness falls within what is referred to as the
population/ high-risk framework91. This model is focused on the combined effects that structural
factors and sociocultural inequities have on life outcomes.92 This framework “draws attention to the
need for direct intervention among those at most risk, and also for modifying the overall context…
only the population/ high-risk approach focuses on identifying and targeting the causes of
homelessness at multiple levels.”93
Although better suited to address the complexity of homelessness, the population/high risk
paradigm is not without its challenges. Prevention resources are limited and cannot be spread across
the entire population. Similarly, targeting scarce resources to only those at highest risk is a difficult
task requiring assessment and screening tools to be highly sensitive to predictive factors –
something not yet well developed in the homelessness field. The dangers are that the right
interventions are not delivered to the right persons, and that many families are missed altogether.94
Despite these challenges, the hard reality is that policies and
practices must address both population needs and individual risks.
Providers have long been aware of the need to address housing and
services simultaneously for families experiencing homelessness.
Many have done so for years, but without a clear unifying model
tested for its effectiveness. New models are being developed. One
model that targets population needs for housing and income
supports as well as subgroup individual risk factors is BSAFE: Building Strengths and Advocating
Family Empowerment.95 BSAFE provides a framework for the delivery of various evidence-based
approaches (e.g., CTI, trauma-informed care) to stabilize homeless families from the point of shelter
into the community. In line with the research, and consistent with the population/high risk
paradigm, BSAFE targets both the structural and individual issues impacting homeless families.
With HomeBASE and MRVP as rehousing tools, Massachusetts is well positioned to lead the
nation in adopting a population/high risk approach to ending family homelessness.
“It is likely that families will
require both affordable housing
and special services in order to
prevent homelessness or remain
stably housed”
Apicello, 2010, pp.45.

Cost Savings Will Offset State Investments in Family Stabilization
Prevention, diversion, shelter, and stabilization all have a place in the fight to end family
homelessness. Cost savings are noted when investments are made. The Bush and Obama
administrations allocated an annual increase of 500 million dollars by 2008, and a one billion dollar
increase in annual funds by 2014 to provide housing and services for chronically homeless
individuals and homeless veterans, respectively. As a result, homelessness among both subgroups
has declined by over 30 percent since 2007.96
In Massachusetts, use of evidence-based stabilization (Housing First) with chronically homeless
individuals also led to cost savings across other systems of care. Costs for acute medical care,
substance abuse treatment, health and incarceration all dropped by an estimated $11,000 per person
over 6 months – a savings of more than 25 percent.97

pg. 10

Evidence Based Stabilization

The same cannot be said for family homelessness, where similar levels of investment have yet to be
made. However, preliminary data indicate that significant cost savings are possible when targeted
investments are made in prevention, diversion, and stabilization for families. In a 2016 presentation
to the Massachusetts ICHH, Culhane reported cost savings in central Massachusetts using diversion,
rehousing, and stabilization services versus shelter and stabilization for families.98 Estimated
savings were $77 per day per family, and $14,053 per family over six months. Culhane
recommended that to improve system outcomes, strategies should include incorporating CTI into
service delivery, and making funds flexibly available for prevention, diversion, shelter and
stabilization.
Cost saving models indicate that investing in housing and services targeted to the specific needs of
homeless subgroups saves money and improves lives. Continued prevention and diversion efforts,
coupled with a robust, evidence-based response to stabilize homeless families from shelter into the
community will be lower than what is now spent on keeping families in emergency shelters for
prolonged periods of time. The data indicate that, as has been shown with other subgroups, doing so
will reduce public spending across systems; for families it is expected that the biggest savings will
be seen in health care services and child welfare involvement. Additionally, parents who join the
state’s workforce will be better able to support their households, and become greater contributors to
the state’s economy.

CONCLUSION
“The challenge for policymakers is to make use of these data to steer policy and practice
in line with the emerging evidence base.”
DeCandia, 2015

Over the past 30 years, we have learned a great deal about what works and what is needed to end
family homelessness. We know who homeless families are; we know about their strengths; and we
know about the risk factors in their lives. We know that support for housing works. We know
prevention works. We know that some families, with careful assessment, can be diverted from
shelter to alternative, safe housing. We also know that most families will require services, ongoing
support, and access to opportunities to move from shelter to long-term stability.
After decades of changing policies and cycles of reform, the solution lies in the evidence. New
paradigms point to simultaneously addressing population-level structural factors and individual risk
factors. With 2020 a mere three years away, to reduce the numbers of families experiencing
homelessness in Massachusetts, evidence-based practices must be intensified, brought to scale, and
where absent, developed and rigorously evaluated.
In the case of family homelessness, effective policies and practices must target three things: 1)
prevention and diversion for those in emergent need; 2) structural factors that affect the homeless
population as a whole (e.g. affordable housing, and access to child care, income supports and
jobs/careers), and; 3) stabilization programs and services to address known subgroup individual risk
factors (e.g. trauma, domestic violence, trauma, child development).
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Massachusetts has already developed a good base for delivering prevention, diversion, and
stabilization services; efforts should continue in that direction, and wherever possible, be
strengthened. How we build stabilization models, in line with the evidence, to meet the needs of
families remains the critical question and gap to be filled, in practice as well as in policy. CTI
models adapted for families show great promise, as outlined in the newly developed framework,
BSAFE. Massachusetts is now in a position to pilot the first evidence-based stabilization model
adapted for families, and lead the way forward in a cutting-edge response to ending family
homelessness.
If prevention and diversion efforts continue at the current pace, with continued support from the
Commonwealth, the numbers of families in motels in Massachusetts will reach zero. Stabilizing
families as they leave shelter, so they do not return, will also likely lead to significant reductions in
the homeless population. As history has demonstrated, not doing so will inevitably lead to the
pendulum swinging back to increased numbers. Evidence from multiple fields indicates the time is
right to create a statewide, evidence-based, approach to stabilization and put an end to family
homelessness.
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