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This study examined whether youth shelter capacity was associated with adolescent depression among states in the U.S. by
using a state-level quantitative framework with public federal data. Since prior research has focused more on homelessness itself
than on state-level youth service capacity, whether specialized shelter inventory corresponds to broader adolescent mental-health
patterns has been less known. Two types of datasets were used in the analysis: housing data from the U.S. Department of Housing
and Urban Development Annual Homelessness Assessment Report, and mental-health data from the Substance Abuse and Mental
Health Services Administration 2023-2024 National Survey on Drug use and Health state prevalence tables. In the analysis, a
total of all 50 states and the District of Columbia were included. Youth shelter capacity was defined as the number of dedicated
youth beds across all HUD programs, and adolescent depression was measured as the percentage of adolescents in the ages from
12 to 17 with an experience of having a major depressive episode in the past year. The association was assessed using state-level
descriptive statistics, scatterplots, and regression analyses. The primary analysis used a normalized measure of dedicated youth
beds across all HUD programs per 100,000 youth. Two secondary analyses used a narrower shelter-capacity definition and a
raw-count shelter-capacity measure. Across the primary and secondary models, the point estimates were negative. However, the
associations were weak and not statistically significant. Shelter capacity alone explained only a limited portion of the variation
in adolescent depression across states. These estimates show that youth shelter capacity is a theoretically plausible variable for
further study. However, this exploratory state-level analysis did not find statistically significant evidence of an association with
adolescent depression. Overall, this study provides an exploratory analytic framework for future research on housing-related
structural correlates of adolescent mental health.

Introduction

Adolescent depression is a major public health concern in the
United States as mental health during adolescence influences
teenagers with their relationships, academic performance, risk
behavior, and long-term well-being. According to National
federal data, major depressive episodes have been contin-
uously reported to remain common among adolescent ages
from 12 to 17. This makes adolescent depression a measurable
and policy-relevant outcome rather than one particular clinical
issue. Due to the nature of depressive symptoms during ado-
lescence influencing later educational and health trajectories,
it is important to identify structural conditions associated with
adolescent depression for both prevention and public policy .

In addition, youth homelessness and housing instability
have continuously remained persistent social problems across
the country. In this study, youth shelter capacity refers to
the state-level number of dedicated youth beds across all
HUD programs. According to Federal homelessness reporting
through the Annual Homelessness Assessment Report, state-
level estimates of homelessness and state-level housing inven-
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tory information show that both youth housing need and shel-
ter resources can be systematically measured. Since housing
instability may disrupt education, family support, safety, and
access to services that together shape adolescent well-being,
it is an important social problem ((U.S. Department of Hous-
ing and Urban Development. The 2024 Annual Homelessness
Assessment Report to Congress: Part 1: Point-In-Time Es-
timates of Homelessness. U.S. Department of Housing and
Urban Development (2024).).

Prior research has consistently shown that homeless young
people tend to struggle with substantial mental and physical
health burdens. Homeless youth population experiences high
rates of psychiatric and health-related challenges?. Similarly,
young people experiencing homelessness face elevated levels
of psychopathology, reinforcing the view that homelessness
should be understood not as a housing issue but as a develop-

mental and mental-health issue3.

A similar pattern is shown by large-scale adolescent surveil-
lance, focusing specifically on homeless-service populations.
The 2021 Youth Risk Behavior Survey found that high school
students in unstable housing conditions struggled with higher
risk for poor physical and mental health outcomes, including

© The National High School Journal of Science 2026

NHSJS Reports | 1



increased suicide risk. These findings suggest that unstable
housing is an issue related to vulnerability for adolescents as
it is closely related to emotional well-being*.

Longitudinal evidence further highlights this connection.
Childhood housing insecurity is related to anxiety and depres-
sion symptoms in childhood as well as depression symptoms
in adulthood”. In addition, prevention-oriented and youth-
centered policy responses are sustained and justified by the
prevalence of youth homelessness in the United States®.

However, the present study focuses both on the existence of
youth homelessness and on the youth shelter capacity that is
defined here as the state-level number of dedicated youth beds
across all HUD programs. The predictor does not measure
homelessness itself or service access for all adolescents in a
state. Rather, it measures a specialized youth-service inven-
tory that the outcome variable is statewide adolescent major
depressive episode prevalence across the full adolescent pop-
ulation. In this perspective, the present study should not be
interpreted as a direct estimate of service effects on the full
adolescent population but as an exploratory ecological com-
parison between a specialized service-capacity measure and
statewide mental-health prevalence estimate. This distinction
matters since the presence of homelessness does not by it-
self indicate how well a state is equipped to respond to a
housing issue. Effective responses have been often empha-
sized to require service access and practical housing resources.
Furthermore, the importance of coordinated community re-
sponses tailored to youth experiencing homelessness has been
highlighted by HUD’s evaluation of the Youth Homelessness
Demonstration Program 78,

A larger dedicated-youth-bed inventory may theoretically
be associated with lower adolescent depression only indirectly
if it indicates broader community capacity to identify hous-
ing crises, stabilize highly vulnerable youth, and connect them
with supportive services. However, even so, since most ado-
lescents represented in the statewide NSDUH estimate are not
direct users of this specialized inventory, any such relationship
would be expected to be indirect and modest.

This perspective indicates an important literature gap.
Many prior studies focused on youth homelessness, unsta-
ble housing, or adolescent mental health separately, examin-
ing either individual-level risk or specific interventions. Prior
studies have mainly examined individual-level homelessness,
unstable housing, or intervention outcomes; whereas less is
known about whether state-to-state variation in specialized
youth service capacity is associated with state-level varia-
tion in the prevalence of adolescent depression. This missing
knowledge matters since service inventory is a policy-relevant
system measure even though it is not equivalent to the preva-
lence of homeless or direct service receipt. Furthermore, de-
pression is multifactorial, and shelter capacity indicates only
one possible structural correlate among many competing ex-

planations, including healthcare access, poverty, urbanization,
homelessness prevalence, education context, and broader so-
cial spending. In this study, state-level aggregates were used.
Therefore, individual-level findings from the homelessness lit-
erature do not automatically imply that the same relationship
may appear at the state level. Therefore, an ecological hy-
pothesis is tested in the present analysis without supporting
individual-level inference. The importance of addressing the
interactions between social and mental-health needs among
transition-age homeless youth has been noted®.

In addition, broader socioeconomic conditions were shown
to be tied to child and adolescent mental-health inequality '°.
This study specifically seeks to answer the research question
about whether youth shelter capacity is associated with adoles-
cent depression rates across states in the United States. This
study tests the exploratory hypothesis that states with lower
youth shelter capacity may show higher adolescent depression
rates, while recognizing that any association is likely to be
modest. Given the complexity of adolescent depression and
mismatch between the specialized-capacity predictor and the
statewide outcome, even a modest association may be notable.

Methods

In this study, a cross-sectional, state-level quantitative design
was used to examine whether youth shelter capacity was asso-
ciated with adolescent depression across states in the United
States. One housing-related dataset and one mental-health
dataset from official federal sources were combined in the
analysis. The housing dataset was from the U.S. Depart-
ment of Housing and Urban Development (HUD) Annual
Homelessness Assessment Report (AHAR) data files, partic-
ularly the state-level Housing Inventory Count Information
for the year 2024. The mental-health dataset came from
the Substance Abuse and Mental Health Services Adminis-
tration (SAMHSA) 2023-2024 National Survey on Drug Use
and Health (NSDUH) State Prevalence Tables that state-level
estimates for mental-health indicators were reported by age
group 12,

The initial merged dataset identified 51 jurisdictions, con-
sisting of the 50 states and the District of Columbia. All 51
jurisdictions were retained in the final analytic sample. Since
the variables used in the reported models were complete af-
ter merging the HUD and NSDUH state-level files, no states
were excluded. Three related shelter-capacity measures were
examined in this study. The primary analysis used a normal-
ized measure of dedicated youth beds across all HUD pro-
grams per 100,000 youth. Two secondary sensitivity analyses
used (1) the raw count of dedicated youth beds across all HUD
programs and (2) the raw count of dedicated youth beds in
emergency shelter, transitional housing, and safe haven pro-
grams only. These measures were used as practical indica-
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tors of state-level response capacity since they reflect dedi-
cated inventory intended for youth-specific housing response.
However, they include imperfect proxies and may also reflect
state size, administrative structure, and service-delivery pat-
terns rather than underlying need alone. The percentage of
adolescent in the ages from 12 to 17 who had an experience of
a major depressive episode in the past year was the outcome
variable as reported in the NSDUH state prevalence tables.
This mental-health variable was chosen as it was widely rec-
ognized as a policy-relevant indicator of emotional well-being
for adolescents '3

To strengthen the analysis, multiple operational defini-
tions of shelter capacity were compared in this study. The
restricted-capacity measure included only dedicated youth
beds in emergency shelter, transitional housing, and safe
haven programs. In addition, expressed dedicated youth beds
relative to state youth population size were measured by the
normalized shelter-capacity and reported as dedicated youth
beds per 100,000 youth. For the normalized model, the youth-
population denominator was the 2024 state population in the
age from 0 to 18. The normalized predictor was calculated
as dedicated youth beds across all HUD programs divided by
state population in the age from O to 18 and multiplied by
100,000. The normalized specification was used as the pri-
mary model as raw bed counts are heavily influenced by differ-
ences in state size. These alternative measures were together
included to improve construct clarity, while reducing the risk
of treating one imperfect bed-count measure as the only in-
dicator of state response capacity. At the same time, the use
of dedicated youth bed inventory was consistent with the bed
inventory guidance in HUD as well as the structure of HIC
reporting 4.

The datasets were merged by state name in Microsoft Excel
after reviewing state names for consistent formatting. Each
row in the merged dataset indicated one distinct state, and
each column showed one analysis variable. No individual-
level identifiers were used as both datasets were aggregated
at the state level. This approach was consistent with public
secondary-data studies that population-level associations were
examined rather than individual clinical outcomes '.

The main mathematical model was generated as a simple
linear regression as follows:

y=Po+Pix+e

where y indicates the major depressive episode rate of the
adolescent in a state, x represents youth shelter capacity, o
is the intercept, B is the slope coefficient, and € is the error
term. In all reported models, P is the unstandardized slope
coefficient. In the primary normalized model, x represented
dedicated youth beds across all HUD programs per 100,000
youth rather than a raw bed count. A negative value of f; in-

dicated that greater youth shelter capacity was associated with
lower adolescent depression rates '°.

Linear regression diagnostics were assessed by examining
scatterplots, residual patterns, leverage values, and Cook’s
distance. Due to the nature of strongly right-skewed predic-
tor distribution, additional sensitivity analyses were also per-
formed using log-transformed bed counts and Spearman rank
correlation.

Four steps were applied in the analysis. First, descriptive
statistics were calculated for all main variables, including the
mean, median, minimum, maximum, and standard deviation.
Second, the direction and spread of the associations were vi-
sually inspected through the scatterplots. Third, the normal-
ized shelter-capacity measure was used to estimate the pri-
mary regression model. Fourth, two sensitivity models were
estimated: one using raw dedicated youth beds across all HUD
programs and one using the restricted shelter-capacity defini-
tion based on emergency shelter, transitional housing, and safe
haven programs. The slope, Pearson correlation coefficient,
coefficient of determination (R?), p-value, and confidence in-
terval for the slope were examined for each model. Pearson
correlation was used as the main question was about the direc-
tion and magnitude of an approximately linear bivariate asso-
ciation. However, Spearman correlation was also examined in
sensitivity analysis due to the nature of highly skewed predic-
tor distribution. These statistics were calculated as they were
appropriate and interpretable for state-level public data'°.

One limitation of the methodology in this study is that ag-
gregated state-level data were used in the analysis, mean-
ing that it may identify only relationships between state
characteristics instead of individual-level effects. Since the
study did not adjust for major state-level confounders such as
poverty, healthcare access, urbanization, homelessness preva-
lence, and mental-health provider availability, the reported
models should not be interpreted as estimates of an indepen-
dent shelter-capacity effect but as exploratory bivariate anal-
yses. Instead, this design should be interpreted as an ex-
ploratory bivariate framework that was used to assess whether
a consistent descriptive association was shown across multiple
operational definitions of shelter capacity '°.

Results

In the final analytic dataset, there were 51 observations that
represented the 50 U.S. states and the District of Columbia.
For each observation, a state-level estimate of adolescent ma-
jor depressive episode prevalence among adolescents in the
ages from 12 to 17 and a state-level measure of youth shelter
capacity were included. In the primary model, youth shel-
ter capacity was measured as dedicated youth beds across all
HUD programs per 100,000 youth. Two sensitivity analyses
were also conducted using raw dedicated youth bed counts
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across all HUD programs and restricted dedicated youth beds
in emergency shelter, transitional housing, and safe haven pro-
grams only. This analytic structure allowed comparison of the
association across alternative operational definitions of shelter
capacity. With this analytic structure, it was possible to test
whether the overall pattern remained consistent across alter-
native definitions of shelter capacity !12.

A substantial variation was shown across states in adoles-
cent depression prevalence in the descriptive statistics. The
mean adolescent major depressive episode rate reported was
17.26%, with a median of 17.25% and a standard deviation
of 1.59 percentage points. The lowest observed value reported
was 13.91% in the District of Columbia, while the highest was
20.32% in West Virginia. Other relatively high values were
observed in Maine, lowa, New Hampshire, and Oregon. Rel-
atively low values were observed in Hawaii, South Carolina,
Georgia, and New York. These values show that adolescent
depression was common in every state but varied across the
country to support the comparison across states (Table 1) .

Sharp variation was observed in youth shelter capacity. For
the raw count of dedicated youth beds across all programs
used in a secondary sensitivity analysis, the mean reported
was 663.24 beds per state, while the median reported was 306
beds. The standard deviation reported was 1077.20, indicat-
ing very wide dispersion across states. The minimum value
reported was 9 beds, and the maximum value reported was
7033 beds. This range suggests a strongly right-skewed distri-
bution, meaning that a small number of states had very large
youth shelter systems, while many other states had relatively
limited shelter capacity. California, New York, the District of
Columbia, Minnesota, and Washington were states with the
largest totals, while Delaware, Idaho, Vermont, Arkansas, and
Alabama were states with the smallest totals (Figure 1). This
showed that raw bed totals may partly reflect state size. This
was one reason why the normalized-capacity measure was
used as the primary model '+!7.

In the normalized-capacity model, the scatterplot showed a
weak negative pattern with substantial dispersion. Relative ca-
pacity was expressed as dedicated youth beds across all HUD
programs per 100,000 youth. Compared with the raw-count
model, the normalized specification visually reduced the in-
fluence of large states on the x-axis scale. Full numerical re-
sults for the normalized model are reported below. This result
indicated that the main weakness of the relationship reflected
the broader fact of how adolescent depression was shaped by
many interacting influences beyond shelter inventory alone as
well as the state-size imbalance '>19.

In the primary normalized-capacity model, youth shelter ca-
pacity was defined as dedicated youth beds across all HUD
programs per 100,000 youth. The fitted regression equation
was given as follows:

7000

6000

5000

4000

3000

= 2000

Dedicated Youth Beds (All HUD Programs)

1000

State
Figure. 1 Ten States with the Largest Youth Shelter Capacity. Bar
chart showing the ten states with the highest number of dedicated
youth beds across all HUD programs.

y=17.4078 — 0.001994x

Where y represents the predicted adolescent major depres-
sive episode rate and x is the normalized shelter-capacity mea-
sure. The slope was —0.001994 (SE = 0.001053), and the
intercept was 17.4078. Pearson correlation was r = —0.2611,
and the coefficient of determination was R*> = 0.0682. This in-
dicates that the model explained about 6.8% of the cross-state
variation in adolescent depression. The p-value for the slope
was 0.0642, and the 95% confidence interval for the slope
ranged from —0.004111 to 0.000122. Therefore, the normal-
ized model did not provide statistically significant evidence of
an association between normalized youth shelter capacity and
adolescent depression.

The raw-count scatterplot showed a weak negative pattern
with substantial dispersion, as most jurisdictions were clus-
tered at lower bed counts and a small number of jurisdictions
appeared at the high-capacity end of the distribution (Figure
2).

Using adolescent depression rate as the dependent variable
and dedicated youth beds across all programs as the indepen-
dent variable, a simple linear regression was performed. The
fitted regression equation was as follows:

= 17.48 — 0.000326x

Where § is the predicted adolescent depression rate, and x is
the number of dedicated youth beds across all programs. The
slope was —0.000326 (SE = 0.000206), and the intercept was
17.4766. In practical terms, the raw-count model estimated
that an increase of 1000 dedicated youth beds corresponded to
an approximately 0.33 percentage-point decrease in the ado-
lescent depression rate. However, this association was not sta-
tistically significant.
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Table 1 Descriptive Statistics and Regression Summary for the Primary Normalized Model and Secondary Shelter-Capacity Models

Variable Mean Median SD Minimum Maximum N
Adolescent MDE rate (%) 17.26 17.25 1.59 13.91 20.32 51
Dedicated youth beds (all programs) 663.24 306.00 1077.20 9.00 7033.00 51
Dedicated youth beds (ES, TH, SH) 342.73 166.00 545.47 9.00 3620.00 51
Panel B. Regression Summary
Model Slope Intercept Pearson r R? N
Primary: Normalized youth beds per -0.001994 17.4078 -0.2611 0.0682 51
100,000 youth
Secondary: Raw all-program youth -0.000326 17.4766 -0.2209 0.0488 51
beds
Secondary: ES/TH/SH youth beds -0.000586 17.4609 -0.2008 0.0403 51
Panel C. States With Highest and Lowest Adolescent Depression Rates
Group State Adolescent  Youth Beds
MDE All
Highest adolescent depression wv 20.32 108
Highest adolescent depression ME 20.31 206
Highest adolescent depression 1A 20.30 203
Highest adolescent depression NH 20.27 187
Highest adolescent depression OR 19.89 1089
Lowest adolescent depression DC 13.91 2021
Lowest adolescent depression HI 14.81 128
Lowest adolescent depression SC 14.97 156
Lowest adolescent depression GA 15.02 429
Lowest adolescent depression NY 15.27 2733

Adolescent Major Depressive Episode Rate (%)
<]

0 1000 2000 3000 4000 5000 6000 7000
Dedicated Youth Beds (All HUD Programs)

Figure. 2 Youth Shelter Capacity and Adolescent Depression by
State. Scatterplot showing the relationship between dedicated youth
beds across all HUD programs and adolescent major depressive
episode rate by state.

However, the magnitude of the association was limited. A
weak inverse relationship was indicated by the Pearson corre-

lation with r = —0.221. The coefficient of determination was
R? = 0.049, suggesting that the model explained only around
4.9% of the cross-state variation in adolescent depression. The
p-value for the slope was 0.119, and the 95% confidence in-
terval for the slope was reported to be in a range from around
—0.000740 to 0.000087 where zero was included. Therefore,
there was no statistically significant evidence of a strong linear
association between raw youth shelter capacity and adolescent
depression in the raw-count sensitivity model.

Using dedicated youth beds in emergency shelter, transi-
tional housing, and safe haven programs only, the restricted-
capacity model produced a similar overall result. The fitted
equation was as follows:

¥y =17.46 — 0.000586x

The slope was —0.000586 (SE = 0.000408), and the in-
tercept was 17.4609. The Pearson correlation in this model
was r = —0.201, and the coefficient of determination was
R? = 0.040. The p-value was 0.158, and the 95% confi-
dence interval for the slope was in a range from —0.001406 to
0.000235, which included zero. The restricted-capacity model
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also produced a negative point estimate, but the association
was not statistically significant (Figure 3).

° L]
e .
19
.
Lo,

Adolescent Major Depressive Episode Rate (%)
<]

0 500 1000 1500 2000 2500 3000 3500
Dedicated Youth Beds (Emergency Shelter, Transitional Housing, Safe Haven)

Figure. 3 Restricted Youth Shelter Capacity and Adolescent by
State. Scatterplot showing the relationship between adolescent de-
pression and dedicated youth beds in emergency shelter, transitional
housing, and safe haven programs only.

Since the raw-count predictor was strongly right-skewed,
influence and robustness diagnostics were assessed. In the
raw-count model, leverage was shown to be the highest for
California (0.719), followed by New York (0.093), and the
District of Columbia (0.051). In addition, Cook’s distance was
also shown to be the highest for California (0.778). However,
it was smaller but notable for the District of Columbia (0.098)
and New York (0.040). According to Leave-one-out analyses,
the estimated raw-count model slope varied from —0.000579
when California was excluded to —0.000255 when the Dis-
trict of Columbia was excluded. When all of California, New
York, and the District of Columbia were excluded at the same
time, the slope changed to 0.000025 (p = 0.961; 95% CI,
—0.000988 to 0.001037). This indicates that the negative
raw-count slope was not robust to the removal of the most
influential high-capacity jurisdictions. The evidence for a sta-
ble monotonic association was also weakened by additional
sensitivity analyses. The Spearman rank correlation between
raw youth bed counts and adolescent depression was —0.166
(p =0.246). A slope of —0.212 (SE = 0.180) was yielded by
a log-transformed raw-count model, along with R? =0.028,
p = 0.243, and a 95% confidence interval from —0.573 to
0.149. Taken together, these diagnostics show sensitivity of
the estimated negative raw-count association to skewness and
influential observations.

Overall, the point estimates across the normalized, raw-
count, and restricted-capacity models were negative. How-
ever, none of the models provided statistically significant ev-
idence of an association between youth shelter capacity and
adolescent depression. As shown by the consistent sign across
models, directional consistency has been suggested. How-

ever, the low explanatory power indicates that shelter capacity
alone was not a strong predictor of adolescent depression in
the dataset.

Discussion

This exploratory state-level analysis estimated negative slopes
across the primary and secondary models. However, none of
them provided statistically significant evidence of an associ-
ation between youth shelter capacity and adolescent depres-
sion. A small negative association, no association, or a very
small positive association was shown by the confidence inter-
vals. Accordingly, the results should be cautiously interpreted.
At the same time, youth shelter capacity alone explained only
a limited portion of the variation in adolescent depression as
shown by the weak correlations and low R? values 8. Several
competing explanations may explain the observed patterns,
including differences across states in poverty, urbanization,
healthcare access, homelessness prevalence, social spending,
and education context. These factors were not included in
the bivariate models. Therefore, the negative point estimates
should not be interpreted as independent shelter-capacity ef-
fects.

These findings do not establish shelter capacity as a de-
terminant of adolescent depression. Rather, they show that
specialized youth shelter inventory is a theoretically plausi-
ble state-level variable requiring further investigation in more
comprehensive designs. In this perspective, the present analy-
sis should not be interpreted as inferential with respect to inde-
pendent effects but as exploratory and descriptive. The central
limitation of the study is omitted-variable bias. The observed
bivariate association may reflect confounding by state-level
socioeconomic and healthcare differences rather than indepen-
dent relationship with dedicated youth bed inventory. From
that perspective, the weak result in this study is analytically
understandable. In this study, shelter capacity should be in-
terpreted as a theoretically plausible structural correlate rather
than an established determinant of youth well-being that is in-
fluenced by other factors, such as poverty, family instability,
access to counseling, school support, and broader community
resources %

This study is also subject to ecological fallacy. Using
state-level averages and inventories, the analysis in this study
cannot determine whether the adolescents represented in the
statewide major depressive episode prevalence estimate are
the same adolescents with a chance to experience youth-
specific shelter services. The results also support the prior
literature connecting housing-related instability to emotional
risk among youth. Youth experiencing family homelessness
indicated worse emotional health outcomes, supporting the
idea that mental-health burden is connected to housing-related
vulnerability?®. The present study aligns with that literature
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but rather suggests that state-level shelter inventory is a much
broader and more indirect measure than individual-level hous-
ing experience. In other words, raw shelter capacity alone
is not guaranteed to strongly predict depression across states
by the existence of a relationship between homelessness and
youth distress.

Another important point is that the relationship was not dra-
matically strengthened by the primary normalized model. This
suggests that comparing larger states with smaller states was
not simply the result of having the limited explanatory power
of the main model. Instead, it implies that shelter capacity
is only a part of a broader system, operating indirectly rather
than directly. One theoretical work on homeless children ar-
gues that stress exposure, instability, and service-system con-
ditions together shape mental-health outcomes. This frame-
work helps explain why shelter capacity may matter but still
is not a strong independent state-level predictor on its own?>!.
Recent national evidence also shows that adolescent home-
lessness remains prevalent and is associated with worse educa-
tional, behavioral, and suicide-related outcomes among high
school students in the U.S.?2. Additional longitudinal work
indicates that more depressive and anxiety symptoms in ado-
lescence are associated with persistent housing insecurity 2.
Overall, this study contributes a feasible exploratory analytic
approach for connecting public service-inventory data with es-
timates of state-level mental-health prevalence. Alternative
explanations should also be considered, such as limited con-
struct validity of bed counts as a proxy for response capacity,
measurement mismatch between the specialized predictor and
statewide outcomes, state-level aggregation that may hide lo-
cal relationships, and the possibility of nonlinear associations.
Recent primary research conducted among youth who experi-
enced homelessness also suffered from sleep difficulties with
depressive and anxious symptoms. This supports the view that
mental-health burden in this population is much more compli-
cated than just one structural variable>*. Recent longitudinal
work among young adults who experienced homelessness also
shows that government, substance use, and social-support fac-
tors shape housing trajectories, and this reinforces the point
that shelter capacity should be interpreted within a broader
service-system context rather than as a stand-alone determi-
nant?. It is recommended for future research to extend this
model by adding poverty, insurance coverage, school support
measures, or youth mental-health provider availability to test
whether shelter capacity would be more informative in a mul-
tivariable framework.

Conclusion

In this study, an exploratory bivariate state-level analysis was
conducted to see whether HUD youth bed capacity was asso-
ciated with adolescent major depressive episode prevalence.

The point estimates were negative across the primary and sec-
ondary models. However, none of them provided statistically
significant evidence of an association. Therefore, the study
did not find statistically significant evidence that HUD youth
bed capacity was associated with adolescent major depressive
episode prevalence across states.

The main contribution of this study is methodological
rather than causal. This study shows how publicly available
service-inventory and prevalence data can be connected for
exploratory state-level analysis even when resulting associa-
tions were weak and not statistically significant.

Future research should examine this relationship using ex-
panded designs by incorporating additional structural and so-
cial variables, stronger service-access measures, and more re-
fined geographic levels of analysis.
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