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Violence and the Homeless: An Epidemiologic 
Study of Victimization and Aggression 

Carol S. North,' Elizabeth M. Smith,' and Edward L. SpitznagelZ 

The present study is a random, systematic study of 900 homeless subjects in 
St. Louis that describes violence in their lives, both in terms of victimization, 
by specijic violent traumatic events, and victimizing with recognized aggressive 
behaviors. Many subjects had experienced a traumatic event, and 
post-traumatic stress disorder was very common. Substance abuse and other 
Axis I disorders were associated with a history of a traumatic event. The 
majority of men and a substantial proportion of women aLFo had a history of 
physically aggressive behaviors, open beginning in childhood Aggressive adult 
behavior was associated with substance abuse and major depression. The 
aggressive behaviors usually predated homelessness, and about half continued 
ajler the individual had become homeless. Therefore, it is seen that violence 
is very much a part of the lives of the homeless, and it seems to be part of a 
broader picture of problems associated with risk fo r  and experience of 
homelessness. 
KEY WORDS: homeless; post-traumatic stress disorder; trauma; victimization; violence. 

INTRODUCTION 

Among the many discomforts and hardships endured by the homeless 
is the problem of violence in their day-to-day existence. Frequently from 
backgrounds of broken and abusive families (Bassuk et aL, 1986; Bassuk 
and Rosenberg, 1988; Wood et al., 1990) homeless individuals have 
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emerged into a life of risk for victimization on the streets and in shelters, 
and by spouses, partners, and acquaintances. 

The childhood histories of homeless people have often been difficult, 
with abuse and violence introduced into their lives at  an early age. Growing 
up in economically deprived neighborhoods exposed many of them as 
youngsters to dangerous and violent experiences. Often reared in dysfunc- 
tional families, many of the homeless were physically or sexually abused as 
children (Bassuk et aL, 1986; Bassuk and Rosenberg, 1988). The pattern 
of violence established in their youth has often continued into their adult 
life (Bassuk and Rosenberg, 1988). Assortative mating leads women raised 
in abusive environments to pair off with partners who may have substance 
abuse problems and antisocial behaviors and who may be physically abusive 
to them (Guze et al., 1970). Many women who become homeless are bat- 
tered women escaping bad relationships with men upon whom they had 
been dependent (Bassuk et al., 1986; Bassuk and Rosenberg, 1988; Hagen, 
1987; Wood et aL, 1990). While Milburn and D’Ercole (1991) suggested 
that victimization may be one path to homelessness for women, Goodman 
(1991) found no higher rates of abusive experiences among homeless 
women than among low-income controls, although both groups had rates 
of greater than 90%. 

It is intuitive that public locations to which homeless individuals gravi- 
t a t d o w n t o w n  areas of large urban cities-are dangerous places, particu- 
larly at  night, posing risk for those who sleep on the street. Homeless 
individuals are frequently disaffiliated from human ties and thus they typi- 
cally must navigate the streets alone (Fischer and Breakey, 1986). Because 
of safety risks in sleeping in the open at night, street people may be forced 
to stay alert at night and sleep in the open in the daytime. Sleep obtained 
on busy daytime sidewalks such as those on the  crowded, noisy, and dirty 
streets of central New York City can hardly be restful, and thus fatigue 
may further contribute to risk of nighttime victimization among street peo- 
ple. Substance abuse may diminish alertness and judgment, thereby increas- 
ing risk for victimization (Fischer, 1991). 

While public shelters might afford some reprieve from many danger- 
ous elements of street life, they pose problems of their own. In shelters 
homeless individuals may be vulnerable to victimization and violence from 
other shelter guests. Some feel the streets are actually safer than shelters 
and therefore choose the street life over the shelters (Hagen, 1987). Be- 
cause the experience of homeless can be physically dangerous, some carry 
weapons. Ending up in jail is known to be a frequent occurrence among 
the homeless (Breakey et af., 1989) due to vagrancy, public intoxication, 
criminal behavior, assaultiveness, or public exposure. Jails may provide an- 
other unwelcome source of exposure to violence for homeless individuals. 
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While the homeless are afflicted by violence from outside, they may 
also participate in initiation of violence when they themselves become ag- 
gressive or abusive toward others. Outbursts might be anticipated in this 
population with elevated rates of longstanding problems of substance abuse, 
antisocial personality (Bassuk and Rosenberg, 1988; Breakey et aL, 1989), 
and impulsivity coupled with the overwhelming frustrations and stresses of 
homelessness. 

Although violence is a serious and painful side of homeless life, it 
has not been addressed as a primary focus of investigation in published 
literature on this population. While this study was not originally designed 
with the expectation of examining violence in lives of the homeless, our 
earlier finding of high rates of trauma and post-traumatic stress disorder 
(PTSD) among the homeless (North and Smith, 1992) has now prompted 
us to more closely examine victimization and other traumas in their histo- 
ries. Moreover, our previous findings of relatively high rates of antisocial 
personality (Smith et af., 1992; Smith et af., 1993) have suggested further 
attention to the reverse side of violenc- aggressive acts originating from 
within this population. 

METHODS 

Sampling 

The sample was drawn from all of the overnight and daytime shel- 
ters located in the city of St. Louis that serve the homeless, as  well as 
locations on the street or other public areas where the homeless are 
known to congregate. For this study subjects were considered homeless 
if they had no stable residence and were living in a public shelter or in 
an unsheltered location without a personal mailing address, such as on 
the streets, in a car, in an abandoned building, or in a bus station. Sub- 
jects staying at flophouses or cheap motels were also included if they 
had been there for less than 30 days. Subjects living doubled up  with 
friends or relatives or living in single room occupancy facilities were not 
included in the sample. 

All fourteen of the night shelters for men and all but two of the thir- 
teen night shelters for women, all day centers, and both rehabilitation pro- 
grams agreed to  cooperate with the project. Participating programs 
included temporary shelters open only during winter months, drop-in cen- 
ters and daytime programs, several long-term programs designed to provide 
rehabilitation for homeless men with substance abuse or other emotional 
or physical problems, and general overnight shelter programs. Women’s 
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shelters specializing in serving particular subgroups of women such as preg- 
nant women or abused women were not included, because overrepresen- 
tation of these special groups would be expected to skew the sample away 
from representativeness. Data to be presented later in the Results section 
of this paper will document that members of these special groups were 
well represented within the general shelters from which we sampled. We 
attempted to sample from street locations, and although we found plenty 
of homeless men on the streets we were unable to find homeless women 
to interview from these locations. 

Because each night shelter and day center tended to attract a slightly 
different subpopulation of the homeless, sampling was conducted propor- 
tionally to the number of persons in the various programs. The list of shel- 
ters and day centers was randomized, and a set of random numbers was 
generated by computer to select subjects from the daily log of residents 
occupying beds in the night shelters or attending the day centers. This ran- 
dom sampling procedure provided this study with a sample that is believed 
to be truly representative of homeless men and women in St. Louis who 
utilize shelters and day centers. Interviewing was conducted at the various 
sites a t  different times during each month of interviews. 

The majority (85%) of the  600 male subjects and all of the 300 women 
were sampled from shelters. From overnight shelters, 195 men and 251 
women were interviewed; 150 men and 29 women were interviewed from 
day centers; 76 men were sampled from specialized rehabilitation programs; 
and 20 women were sampled from 24-hour emergency shelters. 

The remaining male subjects (N=179) were drawn from the streets, 
parks, and other public areas. Sampling this “street” population required 
different techniques. As a first step, key informants, including shelter staff, 
casemanagers, and staff of outreach to the homeless programs provided 
information about which areas in the inner city are frequented by homeless 
persons. These areas were then surveyed at various times to determine the 
number of individuals who might be found at these locations. From this 
information, four street sampling routes (both walking and driving) were 
developed. Each route was a loop circuit with characteristic places along 
the route identified for inclusion, e.g. bus station, library, parks, alleys, 
parking lots, benches, etc. All routes were fully contained within the St. 
Louis city limits, and three of the four were close to the  central downtown 
area and near a number of parks frequented by homeless persons and near 
a variety of shelters for the homeless. 

Routes and starting points were randomized, using a computer pro- 
gram that randomized the order of routes and the block of a particular 
route where screening for subjects was to commence, and the routes were 
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always covered in a clockwise direction. More detail on the street sampling 
methods utilized in this study is provided elsewhere (Smith et aL, 1991). 

In the interest of safety, an escort accompanied interviewers ‘when 
they were walking the street routes, and interviewing was conducted only 
during daylight hours. Interviewers identified homeless men on the street 
by approaching men who appeared as though they could be homeless and 
asking them a few questions about where they stayed last night and whether 
they had a regular address and place to live. Fifty-eight percent of those 
approached were determined to be homeless by our definition and were 
thus considered eligible for our study. Interviewers reported that as the 
study progressed they became more skilled at  predicting which men on the 
street were homeless by their physical appearance. 

Interviewing proceeded to completion in 12 months, which allowed 
sampling of study subjects throughout all four seasons. All interviewing was 
conducted by professional trained interviewers, and interviews lasted two 
hours on average. Subjects received $10.00 for their participation. The  com- 
pletion rate for the men was 91% and for the women was 96%. 

Instruments 

The Diagnostic Interview SchedulekIomeless Supplement (DIS/HS) 
was used in this study. The DIS (Robins ef af., 1981) permitted us to make 
DSM-III-R diagnoses including schizophrenia, bipolar affective disorder, 
major depression, panic disorder, generalized anxiety disorder, PTSD, al- 
cohol abusetdependence, drug abuseldependence, and antisocial personality 
disorder. Current as well as lifetime symptoms and diagnoses were obtained 
for all disorders except PTSD, for which only lifetime data were available. 
The Homeless Supplement was designed for use in this study and included 
questions about the homeless experience. Information about history of trau- 
matic events was taken from the  PTSD section of the DIS. The revised 
version of the DIS used for this study makes DSM-III-R diagnoses. Unlike 
the original DIS, it inquires about traumatic events independent of PTSD 
symptoms. Therefore information on traumatic events is obtained even if 
subjects had no symptoms associated with it. Information about recent life 
events was elicited in a part of the interview derived from Holmes and 
Rahe’s (1967) work on life events. 

Because investigation of violence in this population was an after- 
thought to this study, data regarding violence were limited to only a few 
variables. Therefore, by definition, “violence” suffered by subjects as de- 
scribed in this paper is limited to findings pertaining to specific violent 
traumatic events including rape, physical assault, sudden injury or accident, 
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witnessing a serious injury or death, and military combat. Violent acts per- 
petrated by subjects in this study are limited to acts of aggression elicited 
by the antisocial personality disorder section of the DIS, including spouse 
o r  partner abuse, child abuse, fighting, use of a weapon in a fight, physical 
assault, mugging, and vandalism, as well as history of aggressive childhood 
conduct symptoms. 

History of family and childhood background information was obtained 
in a section of the interview asking specifically about these items. In par- 
ticular, subjects were asked if they had been physically or sexually abused 
as children, if there had been a lot of physical fighting in their childhood 
home, and whether they had been raised by both parents. 

Data Analysis 

Rates are reported as percentages. Chi square tests were performed 
in analyses comparing dichotomous variables. If expected counts in cells 
were five or less, then Fisher's exact tests were performed instead. t tests 
were performed for prediction of continuous variables or more independent 
variables. Level of significance was set at p I .05. 

RESULTS 

Table I shows selected demographic information. The majority of 
both men and women were nonwhite. Subjects were relatively young and 
most were not married. Around half had graduated from high school and 
a few more had obtained a GED. Few were employed. On average, the 
men had their first experience with homelessness about 5 years before, 
whereas women had their first homeless episode about 2.5 years before. 

The personal psychiatric histories of the subjects revealed high rates 
of psychiatric disorders-half of the women and three-quarters of the men 
qualified for a lifetime diagnosis (Table 11). Half of the men and more 
than one-fourth of the women had an active disorder in the preceding 
month. A history of substance abuse was present in two-thirds of the men 
and almost a third of the women. 

The vast majority of subjects (92% of men, 98% of women) acknow- 
ledged one or more F'TSD symptoms in their lifetime. A lifetime diagnosis 
of PTSD was made in one third of t h e  women, and nearly one fifth of the 
men met criteria for a lifetime diagnosis of PTSD. Almost three-quarters 
(71% of men, 74% of women) of those with PTSD had developed the dis- 
order prior to the onset of their first homeless episode. 
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Table 1. Selected Sociodemographic Characteristics 

Men Women 
(N = 600) (N = 300) 

Current age (years) 
18-24 
25-44 
45-64 
> 6 4  
Mean f S D  

Mean S D  

White 
Black 
Other 

Marital status 
Married 
Widowed 
Divorced 
Separated 
Single 

Education 
< 12 years 
High school grad 
GED 
Mean years f SD 
(where GED = 12) 

Employment 
Working 
Looking for work 
Able to work but not looking lor work 
Disabled 
Other 

Age first homeless (years) 

Race 

12% 
70% 
17% 
2% 

35.9 f 10.8 

30.7 2 10.4 

28% 
70% 
3% 

4% 
3% 
22% 
17% 
55% 

32% 
51% 
17% 

11.4 f 2.4 

22% 
57% 
10% 
7% 
5% 

33% 
63 % 
4% 
1% 

29.0 * 8.6 
26.5f 8.8 

12% 
84% 
4% 

7 70 
3% 

10% 
20% 
60% 

46% 
42% 
12% 

11.4 f1.8 

11% 
51% 
26% 

5% 
6% 

Families of Origin 

Table I11 summarizes information provided by subjects about their 
childhood home environments. Disrupted and dysfunctional families were 
common, as evidenced by the prevalence of one-parent families, fighting 
in the home, and histories of physical and sexual abuse. 

It appears that this population not only had frequently chaotic and 
dysfunctional childhood family environments but may also have consider- 
able genetic loading for substance abuse and mental illness. One fourth 
(25% of men, 26% of women) had an alcoholic parent. One third of sub- 
jects described alcoholism in their families (36% of men, 34% of women). 
Drug abuse was also prevalent in these families (15% for men, 24% for 
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Table 111. Childhood Home Environment 

103 

Men Women 
("/.I ("/.I 

Not raised by both parents 61 65 
Family fighting 23 28 

Sexually abused 4 23 
Physically or sexually abused 16 30 

Physically abused IS 19 

women). A history of other mental illness was present in about a fifth of 
the fathers (22% for men, 18% for women) and a fifth (17% for men, 18% 
for women) of the mothers. 

Lifetime Vic ti miza t ion 

Table IV shows lifetime rates of violent traumatic events. More than 
40% of both men and women had experienced at least one violent trauma. 
The most frequent violent trauma for men was the experience of assault, 
and for women it was rape. Mean age at the time the women were first 
raped was 14.9. Most of those with a violent traumatic event had experi- 
enced it prior to the year they first became homeless (63% for man and 
70% for women). Nearly half (44%) of the women said they had suffered 
physical abuse by a spouse or partner, and 39% of these reported more 
than one abusive partner. 

Alcohol use disorder was associated with a history of violent trauma 
in both men (46% vs. 33%) and women (61% vs. 41%) (for men, x2 = 

Table IV. Traumatic Events 

Percentage with event 

Combat 4 0 
Rape 1 21 
Assault 21 13 
Witnessing death or accident 17 18 
Accident or severe injury 14 8 
Any of the above 41 44 
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9.09, df = 1, p = .003; for women, x2 = 5.76, df = l ,p  = .016), and drug 
use disorder was associated with a history of violent trauma in women only 
(63% vs. 38%; x2= 11.17, df = l ,p  < .OOl). A history of any non-substance 
axis I disorder was associated with a history of violent trauma (for men, 
57% of subjects with and 35% without a diagnosis, x2 = 20.94, df = 1, p 
c .001; for women, 56% compared to 39%, x2 = 5.67, df = 1,p = .017). 

Recent experiences of victimization were not uncommon. One in ten 
(12% of all men and 10% of women) said they had been mugged, assaulted, 
or raped in the last 6 months. In response to questioning about how they 
tried to stay safe, 14% of the men and 16% of the women said they carry 
weapons. The majority of the men (66%) and many of the women (30%) 
had been in jail, another setting where homeless individuals might encoun- 
ter violence directed toward them or might express aggression toward oth- 
ers. 

Aggression 

Table V gives rates of specific aggressive behaviors, both adult anti- 
social behaviors and conduct disorder behaviors as children. Around half 
of the sample reported at least one adult aggressive behavior, and nearly 
half of the men and one fifth of the women had engaged in aggressive 
behaviors as children. 

Initiation of fights was the  most frequent adult aggressive behavior 
reported. It can be seen from Table V that in subjects with adult aggressive 
behaviors, the majority first initiated these behaviors prior to the year they 
first became homeless. In addition, around half of subjects with adult ag- 
gressive behaviors had continued to engage in them since the year they 
had become homeless (with the exception of child abuse, which may not 
have been an option for many subjects once homeless). 

The only diagnoses (aside from antisocial personality disorder, of 
course) associated with adult aggressive behavior were substance abuse and 
major depression. The majority of male (67%) and female (64%) alcoholics 
reported aggressive acts (compared to 42% and 37% of other men and 
women, respectively) (for men, x2  = 32.30, df = 1 ,  p < .001; for women, 
x2 = 10.79, df = 1, p = .001). Similarly the majority of male (73%) and 
female (64%) subjects with a diagnosis of drug use disorder reported ag- 
gressive acts (compared to 47% and 37% of other men and women re- 
spectively) (for men, x2 = 35.45, df =‘1 ,p  < .001; for women, x2 = 18.58, 
df = 1, p < .OOl). Among men, 67% with depression and 56% without 
reported one or more aggressive behaviors ( x 2  = 4.12, df = l , p  = .042), 
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and among women, 58% with depression and 35% without reported a his- 
tory of aggression (x2  = 11.18, df = 1, p = .001). 

Another form of physical aggression, in the form of assault on oneself, 
is suicidality. About one in five (17% of men and 22% of women) said 
they had attempted suicide. Over half of those with a suicide attempt (51% 
of women attempters and 57% of men attempters) had no history of a 
major depressive episode. 

Homeless Families 

Although we did not sample subjects from shelters specifically geared 
for homeless families, we found a large number of homeless families in 
our sample. More than two thirds (67%) of the women had children under 
age 16 in their physical custody, although less than 1% of the men were 
heads of families with children under age 16 in their custody. It turned out 
that members of families did not differ from solitary men and women in 
proportions reporting a history of violent trauma or of aggressive acts (p 
> .05 in all comparisons, men and women separately). 

DISCUSSION 

Our analyses have replicated the high rates of childhood problem be- 
haviors in the histories of the homeless reported by others (Susser et 
a1.,1987; Susser et af., 1991; Shinn et af., 1991), as well as early disruptive 
experiences (Shinn et al., 1991; Wood et af., 1990; Goodman, 1991) and 
traumatic or victimization experiences (Susser et af., 1991; D’Ercole and 
Struening, 1990; Milburn and D’Ercole, 1991; Wood et af., 1990). 

The reported rates of children sexual abuse by subjects in our study 
may be artifactually low, representing probably only the tip of the iceberg. 
This is because of the mode of questioning used to collect these data. We 
asked subjects only if they had been “sexually abused” as children, and did 
not inquire specifically about different ways they had been abused, which 
would be certain to generate additional positive responses. Therefore, i t  is 
difficult to compare our rates of childhood sexual abuse of 4% in men and 
23% in women with general population rates of 16% of men and 27% of 
women reported in a recent national survey utilizing detailed questions 
(Finkelhor et af., 1990). Bassuk and  colleagues (1986) reported that 9 
homeless mothers (from a sample of 80) “acknowledged they had been 
sexually abused,” a rate even lower than ours, probably due partly to the 
same semantic limitation in elicitation of the data as well as to possible 
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lack of systematic questioning on this variable. Future studies will benefit 
from detailed and systematic questioning about childhood sexual abuse. 

Unfortunately the Epidemiologic Catchment Area (ECA) data do not 
provide comparable general population data to ours on rates of traumatic 
events, because in the earlier version of the DIS that was used in that 
study, traumatic events were counted only if they were associated with 
symptoms of PTSD. A study of an urban population of 1007 young (62% 
female) adults, using the same version of the DIS as in our study, revealed 
far lower rates of violent trauma: rape in 1.6%, assault in 8.3%, witnessing 
death or accident in 7.1%, and experience of serious accident or injury in 
9.4% (Breslau et aL, 1991). In that study only 6.0% of men and 11.3% of 
women met criteria for PTSD. Lifetime rates of PTSD among the homeless 
in our  study (18% in men, 34% in women) are substantially higher than 
rates among their low-income domiciled counterparts in ECA data (less 
than 1% of men, 3% of women) (North and Smith, 1992). Therefore it 
appears that the homeless are at  high risk for both violent trauma and 
PTSD. 

Violence in the lives of the homeless may vary from site to site. I t  is 
likely that the experience of traumatic events for homeless persons in 
nonurban areas is less frequent, if the nearly 3 times higher rates of rape 
among urban subjects compared to rural subjects in North Carolina (Win- 
field et aL, 1990) also apply to homeless populations. If this is the case, 
rural homeless people would be expected to report lower rates of violent 
traumas than our  St. Louis sample, but homeless persons in “more urban” 
settings such as New York City might be expected to suffer even more 
victimization. 

Alcohol use disorders in men and women and drug use disorders in 
women in our  study were associated with a history of violent trauma, as 
was a history of a nonsubstance Axis I diagnosis. In the ECA study, sub- 
stance use was also found to be highly associated with the experience of 
traumatic events (Cottler el af., 1992). Only a minority of homeless subjects 
reported having had their first traumatic event during or after the year 
they first became homeless. It appears, therefore, that the onset of the 
traumatic experiences may be related to other factors associated with 
homelessness that began years before, rather than being a direct result of 
homelessness itself. 

Rates of psychiatric disorders in general were relatively high among 
the homeless, significantly higher than in their low-income domiciled .coun- 
terparts in the ECA study (Smith et af,, 1993). The especially high baseline 
rates of mental illness and substance abuse in this population, particularly 
among those with traumatic events, bode poorly for their ability to absorb 
experiences of traumatic events with minimal impact. Repeated exposure 
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to traumatic events may erode whatever coping abilities they have and con- 
tribute to further psychopathology and vulnerability to substance abuse. 

Aggression was relatively common. It appears that the aggressive be- 
haviors predated homelessness for most subjects with such a history. How- 
ever, more than half of subjects with a history of aggression continued these 
behaviors during or after their first year of homelessness. These data would 
suggest that aggression may be part of the package of predisposing variables 
for homelessness, and that homelessness may also prolong such tendencies. 

It might be tempting to speculate on the relationship between re- 
ceived and perpetrated aggression on the streets, especially given the rela- 
tively higher rates of each in this population, which has had more than its 
share of experiences in roles of both victim and perpetrator. To jump to 
a conclusion of causality from mere association between traumatic experi- 
ences and aggression in this population would constitute a standard logical 
fallacy. These data are not detailed enough to warrant a causal conclusion. 
It is more likely that the relationship between received and perpetrated 
aggression is very complex, involving interplay with many other intervening 
variables. 

A history of aggression was associated primarily with antisocial per- 
sonality disorder (by definition) and with alcohol and drug abuse. Recog- 
nition of the lack of association of aggression with serious Axis I disorders 
such as schizophrenia and bipolar affective disorder may help reduce stigma 
against the mentally i l l  homeless. This finding should allow people who 
work with the most seriously mentally ill homeless to be more comfortable 
with individuals whose psychiatric history is not complicated by substance 
abuse or antisocial personality. 

Mental health interventions will be more effective if they are designed 
to be sensitive and attentive to the immediate traumatic nature of the 
homeless experience that likely contributes to acute mental health problems 
in this population. Effective psychiatric treatment for psychiatric illness 
might not only help individuals cope with traumatic events but might also 
attenuate their occurrence. Certainly attention to PTSD-related factors is 
likely to benefit a substantial proportion of the homeless, especially women, 
due to the prevalence of the disorder. Effective treatment for concomitant 
substance abuse may help the individual deal more effectively with trau- 
matic events and improve the outlook for other psychiatric problems. In 
addition, it may reduce the vulnerability to violence both by rendering the 
person more alert for self protection and also indirectly through helping 
the person move away from dangerous social connections to safer sub- 
stance-free networks of acquaintances and supports. Effective treatment for 
substance abuse problems might also reduce acute factors precipitating vio- 
lent acts by homeless individuals. Hopefully, correction of the homeless 
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condition will ultimately reduce ongoing aggressive acts among the home- 
less as well as protect against continuing victimization. 
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