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PREFACE

A small, copper-skinned youth, who looks far younger than his thirteen years, grinned
broadly as he ate his evening snack with the other young people at The Storefront emergency
shelter in downtown San Diego. Raul (not his real name) spoke very little English, but tried
extremely hard to learn a couple of words as we conversed in Spanish. Raul slept in a secluded
section of Balboa Park until a friend took him to a social service agency for Hispanic youth which
referred him to The Storefront. Raul explained that the park was a good place to hide from the
INS worker who chased him because he was afraid to go into the deep recesses of the park to
catch him. What Raul failed to say was that the park was a very dangerous place where homeless
kids were raped, beaten and robbed. Before coming to San Diego, Raul lived on the st-eets of
Mexico City from the time he was a small child.

The following morning at the Homeless Outreach School, Raul continued his persistent
effort to learn English, as he toiled over a worksheet matching simple words with pictures. It was
overwhelmingly sad to imagine this tiny, engaging, yet vulnerable, young boy exchanging sex for
cash or a meal, but that was how he had been surviving on the streets.

Over dinner at the Orion Center in Seattle, David (not his real name), an eighteen-year-
old gay youth, recounted how his mother and his new stepfather had thrown him out of the house
because they felt that his sexual preference violated the strict morai beliefs of their newly-found
religion. In spite of repeated efforts by YouthCare staff, his mother refused to take him back into
the house or to attend family counseling. With a certain amount of feigned bravado, this young
man said he knew he could make it on his own and "didn’t need them anyway".

A petite, attractive 20-year-old, I'll call Amanda, introduced herself and proudly shared her
plans for the next fall. This young woman, after attending the Homeless Outreach School, had
received her GED and was, planning to attend the local community college. With obvious pride,
this articulate, bright young woman talked about when she left home and just how long it took to
get to the point where she worked things out. At that time she reported she was in frequent
contact with her family and they were pleased about her plans for college. With the wages from
her full-time waitressing job, she would be able to rent her own apartment. When asked to what
she attributed her success, she smiled warmly and said support from her teacher there at the
school, the staff at San Diego Youth and Community Services (SDYCS), and contact with her
younger sister, for whom she wanted to be a good role model.

Raul, David and Amanda are in some obvious ways very different people, and yet they do
have one very important thing in common. These three youth found their way to programs that
cared about them and responded to their unique needs and problems. One of the most significant
things about these programs, the five other programs described in this document, and the many
other programs throughout the country not described here is that they focus on the strengths of
these youth and, whenever possible, the strengths of their families.




Phyllis Magrab, Ph.D. and myself at the Georgetown University, Child Development
Center, CASSP Technical Ass:stance Center, along with Barry S. Brown, Ph.D. at the National
Institute on Drug Abuse (NIDA), Jean Garrison-Athey, Ph.D. and Ira Lourie, M.D., both formerly
of the National Institute of Mental Health (NIMH), recognize and appreciate the many heros and
"sheros" working in the trenches; working the graveyard shifts; spending holidays away from
families and loved ones in order to be with kids who are also away from families and loved ones;
walking the "mean streets" as outreach workers in neighborhoods most of us never venture into
and want to pretend don’t exist; distributing condoms to kids and educating them about preventing
a disease, AIDS, that can kill them; spending endless hours counseling parents who are frustrated
and frightened; writing proposals for funding with endless requirements, but which will last only
one year and only partially fund the services that are provided. For those things and the countless
other work they do, we thank them.

It is our belief that because this monograph so clearly describes who homeless and runaway
youth are, what their needs are, and the kinds of services that are being provided in seven
communities around the country, service providers will have the opportunity to learn about some
of the strategies employed by their creative colleagues, and policymakers can gain a greater
understanding about what is being done and what else we need to do for our children who are in
pain.

Diane M. Doherty, MSW, LICSW
Director, Children and Youth At-Risk Project
Georgetown University Child Development Center
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CHAPTER 1.

INTRODUCTION

BACKGROUND

Runaway and homeless youth, despite their large numbers, are considered the most
understudied subgroup among the homeless population, according to the Institute of Medicine
(1989). On Their Own is a report on runaway and homeless youth, and programs serving them,
in seven large and medium-sized cities throughout the United States. The monograph focuses on
the characteristics and service needs of these youth and the demands they pose for service
providers. It examines how the population and the service environment have changed since
passage of the Runaway and Homeless Youth Act in 1974 and whether public policies and
practices have kept pace with these changes. It looks at social and practice issues confronting
providers and policy makers and highlights viable strategies that have been developed by programs

to serve this population of youth effectively.

The title, On Their Own, was chosen to convey both the strength and the vulnerability of
runaway and homeless youth and of the programs that serve them. This population, perhaps more
than any other, lacks mainstream support systems. Families, schools, communities, social welfare
systems—the traditional support structures—in various ways, have disintegrated in the lives of these
adolescents. Yet, despite their vulnerability, these youth display extraordinary resolve and ability

to survive,

Effective runaway and homeless youth programs share similarities with the youth they
serve. They also struggle for support and understanding, as well as survival. The traditional
service delivery systems, whether education, child welfare, mental health or health care, have been
slow to respond to runaway and homeless youth. In their stead, an alternative network of
community-based agencies has evolved. Though often on their own, alternative youth programs

have developed remarkably creative services and usually take the lead in forging alliances with




mainstream systems. A goal of this monograph is to encourage more integration between
mainstream service systems and alternative youth programs by documenting the need, discussing

the barriers, and describing effective partnerships in the cities we visited.

On Their Own itself represents a collaboration among the National Institute on Drug
Abuse (NIDA), the National Institute of Mental Health (NIMH) and the Maternal and Child
Health Bureau (MCH), who initiated the report 'out of concern for the high degree of risk for
substance abuse, serious emotional disturbance and HIV infection in this population. The

monograph pays particular attention to these areas of concern.

METHODOLOGY

On Their Own is based on an in-depth look at seven programs recommended by a panel
of experts convened by the Children and Youth at Risk Project of the CASSP Technical
Assistance Center, Georgetown University, at the request of NIDA and NIMH. This advisory
panel was comprised of individuals representing service providers, policy makers, researchers and

advocates.'

The advisory panel met for a day at Georgetown University to develop recommendations
regarding policy and practice issues and to identify effective programs for site visits. Prior to site
visits, telephone intefviews were conducted with the programs recommended by the advisory panel,
utilizing a questionnaire to record program and policy information. In addition, written materials
from each of the programs were collected and reviewed, which described program, staff and youth

characteristics, funding sources, interagency collaborations and policy issues.

Site visits, which averaged three days each, were made by two-person teams to seven
programs in the following cities: Albuquerque, Boston, Chicago, Des Moines, Iowa City, San
Diego and Seattle. During the site visits, extensive interviews were conducted with board

members, executive directors, program managers, line staff, youth and funders at each of the

'See Appendix A for list of advisory panel members.




programs. Additional interviews were held with community representatives, including police and
hospital personnel, public agency staff, particularly staff from the child welfare, mental health and
juvenile justice and substance abuse systems, and advocates. After the site visits, follow-up
telephone interviews were conducted and material collected as necessary to clarify or obtain

specific information.

Interviews also were conducted with staff from the National Network on Runaway and
Youth Services and from the National Runaway Switchboard. In all, over 200 individuals were

interviewed for On Their Own.

A review of current literature on runaway and homeless youth was made to refine further
the information gathered from the advisory panel, the questionnaire, written materials collected

from the programs, the site visits and telephone interviews.

A draft of On Their Own was reviewed by the seven programs included in the report, the
advisory panel, and staff at the National Institute on Drug Abuse, the National Institute of Mental
Health, the Maternal and Child Health Bureau and the Georgetown University Child

Development Center.

Neither the advisory panel nor the authors intend to suggest that there are only seven
programs worth examining. On the contrary, it is remarkable, given the difficulty of serving this
population and the economics of providing alternative youth services, that there are many good
programs—although not enough services—throughout the country. Only constraints of time and

funding prevented inclusion of additional programs in this report.

SYSTEM OF CARE PRINCIPLES

A number of principles pertaining to effective service delivery for this population informed
the work of the advisory panel and guided site selection. Many of these principles derive from
the system of care philosophy and service elements delineated by Stroul and Friedman (1986) for
NIMH’s Child and Adolescent Service System Program (CASSP). Others stem from the




experience of researchers and service providers focusing on runaway and homeless youth (Boyer,
1988).

These principles and service elements are fundamental goals toward which good programs
strive. In reality, no program has achieved all these elements. The aim of the advisory panel was
to recommend programs that "looked more . full than empty" in their commitment to and
operationalizing of these principles. The panel also was concerned that there be some geographic
balance, representation from large, as well as small- to medium-sized cities, and inclusion of

programs that reach both urban and rural youth populations.

The principles that guided the advisory panel’s discussion of effective service delivery are:

1. Adolescent-centered: Adapts services to the adolescent, rather than
expecting the adolescent to adapt to the services.

2. Community-based: Provides local, integrated and coordinated services.

3. Comprehensive: Recognizes the multiple needs of these youth and
ensures comprehensive services and holistic care.

4. Collaborative: Draws on the resources of a community or works in
coordination with other programs to provide a range of services, in-house
or through interagency agreements.

5. Egalitarian: Provides services in an environment and a manner that
enhances the self-worth and dignity of adolescents; respects their wishes
and individual goals.

6. Empowering: Maximizes opportunities for youth involvement and self-
determination in the planning and delivery of services, and fosters a sense
of personal efficacy that encourages youth to want to effect changes in
their lives.

7. Inclusive: Serves all runaway and homeless youth or provides and tracks
referrals for those youth whom the program is unable to serve.

8. Visible, Accessible and Engaging: Provides services that attract youth.

9. Flexible: Incorporates flexibility in service provisionn and funding to
support individualized services.




10. Culturally Sensitive: Works to provide culturally competent services.

1. Family-Focused: Recognizes the pivotal role that families play in the lives
of high-risk adolescents.

12.  Affirming: Targets strengths, not deficits, of youth and their families.

In addition to these principles, the advisory panel recognized the following range of ser-
vices as necessary to meet the needs of these multi-problem youth: Outreach; Housing; Substance
Abuse Services; HIV Prevention, Education and Treatment; Health and Dental Care; Mental

Health Services; Employment and Training; Education Services; Case Management; and Advocacy.

PURPOSE OF MONOGRAPH

On Their Own is intended to reach several audiences and serve a number of purposes.
It is a technical assistance document for service providers looking for ways to strengthen or add
to their programs in the face of today’s economic and social realities. We hope it will foster
greater exchange of information among providers and encourage more program-to-program

technical assistance, which is one of the most effective forms of knowledge and skills transfer.

On Their Own also is meant to be a teaching tool for policy makers regarding the service
needs of runaway and homeless youth, the barriers faced by providers and the viable program
strategies that should be considered for replication. It is hopou that the monograph will foster

greater communication and understanding between practitioners and policy makers.

On Their Own also should be of interest to the research community in suggesting areas
for study related to this population and the programs that serve them. There is a critical need for
universities, practitioners and policy makers to come together around issues relating to runaway

and homeless youth,

It is hoped that advocates also will find this monograph useful in their continuing effort

to draw attention to the needs of runaway and homeless youth.




Perhaps the most compelling aim of the monograph is to encourage greater collaboration
between traditional service delivery systems (i.e., child welfare, juvenile justice, education, mental
health and health care) and alternative youth services programs. The fragmented nature of
traditional service systems—a barrier described for over 20 years in the youth services
field—continues to frustrate comprehensive service delivery for multi-problem adolescents. The
inherent financial precariousness of alternative programs—also a reality for over 20 years—
continueé to impede stability in service delivery. Runaway and homeless youth will continue to
go unserved and underserved unless traditional systems and alternative programs join forces to

create a stable, comprehensive system of care.

In the decade ahead, the problems of runaway and homeless youth and the programs that
serve them are unlikely to diminish. If, in the 1990s, the nation continues to experience persistent
child poverty, family disarray, housing shortages and joblessness, the attendant problems of
substance abuse, emotional disturbance and homelessness also will persist. If, as seems likely,
there continue to be scarce resources to alleviate these problems, youth service providers will

continue to face an impossible task.

The 1980s were a decade devoted to documenting the multiple problems of children, youth
and families and the badly fragmented service system that fails them. The 1980s saw consensus
for a "new model of adolescent service delivery" (Kamerman and Kahn, 1989) that encompasses
comprehensive, holistic, individualized, flexible, community-based, family-centered, culturally
sensitive care. The 1990s must be a time to translate these values into practice. This will only
happen if alternative programs and public systems seriously explore—and take the risk to
develop—an integrated youth services system. Neither alternative youth programs, public service

systzms, nor the youth they serve, can overcome the realities of the 1990s on their own.

In the seven cities we visited, there are examples of collaboration between alternative and
public agencies that are the beginning of meaningful systemic change. Diversion of juvenile
prostitutes from detention to alternative services is an example of systemic change. So is educating
street youth in public school-supported alternative classrooms that adapt to, rather than indict,

difficult behaviors. Such examples of collaboration, and others like them throughout this




monograph, depend on a shared vision: that youth and their families have strengths to nurture,

instead of deficits to contain.

Although major changes in public policy are needed before there is an integrated system
of support for youth at risk, the programs we visited and the public systems with which they
collaborate did not wait for broad systems change before embarking on new ways to serve youth.
The stratégz'es they have implemented can be adapted in communities throughout the country, even

as we continue to advocate for major policy change.

OVERVIEW OF PROGRAMS

The programs that were selected for inclusion in this report are:

Bridge Over Troubled Waters, Boston, Massachusetts

Iowa Homeless Youth Center, Des Moines, Iowa

Neon Street Center for Youth, Chicago, Illinois

San Diego Youth and Community Services, San Diego, California
United Action for Youth, Iowa City, Iowa

Youth Development, Inc., Albuquerque, New Mexico

YouthCare, Seattle, Washington

An overview of each of these programs follows; a list of program addresses, telephone
numbers and contact persons can be found in Appendix B. The intent of this monograph,
however, is not to profile each program in its entirety. Rather, it is to use the experience of these
providers to: identify viable strategies across a number of essential service, organizational and
funding areas; describe runaway and homeless youth today; illustrate the demands on providers;
and, draw policy and practice implications. Therefore, the program descriptions that follow are
brief overviews only. Greater detail is reserved for the specific strategies drawn from the programs

that are described throughout the monograph.




Bridge Over Troubled Waters
Boston, Massachusetts

Bridge Over Troubled Waters (hereafter referred to as Bridge), with headquarters in
downtown Boston, opened in 1970 to provide street outreach to runaway and homeless youth.
Today, it is a comprehensive, multi-service, private, nonprofit agency, governed by a board of
directors, with a $1.5 million budget. It employs 38 full-time staff, 3 part-time staff and over 200

volunteers.

Bridge’s major service components include:

Stree't work outreach;

Runaway crisis counseling and emergency shelter through 20 "host homes";
Substance abuse counseling;

Center for pre-natal care and parenting training;

Mobile medical van;

Dental clinic; \

Education and pre-employment services;

Transitional housing facility for 16- to 21-year-old homeless youth;

Transitional housing facility for 16- to 21-year-old mothers and their
babies;

Cooperative apartments for 18- to 21-year-old youth;
AIDS prevention and education services; and,

Drop-in center.

Bridge serves street youth and youth living in the community ranging in age from 13 to 25,

but its primary target population is homeless adslescents, ages 16 to 21.> Most are white and

Chapter III provides an in-depth description of the youth served by each program.




from the Greater Boston area, but Bridge is seeing an increasing percentage of African American
youth (now 54%) as well. Bridge comes into contact with roughly 3,000 youth a year through its

outreach programs and engages about 2,300 youth a year in services.

Bridge creates an atmosphere of tolerance and respect for youth, offering services in a low-
key, non-intrusive manner; in return, Bridge expects youth who become involved in services to act
responsibly and dependably. The program uses survival services, such as food and clothing, as a

means to draw youth into more empowering kinds of services, such as counseling and education.

Bridge is a comprehensive program that provides most of its services in-house, rather than
arranging them through other agencies. However, it draws extensively on community resources
for funding and volunteer support (particularly from the medical and dental professions to staff
the medical van and dental clinic). Over 60% of Bridge’s budget is supported by private dollars
(individual contributions, foundation grants and United Way); the remainder (about 40% of the

budget) is comprised of federal, state and city grants and contracts.

Bridge’s main facility is located in downtown Boston. Its transitional living program for
mothers and babies and its cooperative apartments are housed in a three-building site in a
residential neighborhood, which Bridge purchased in 1986 and renovated extensively. Its
transitional living residence for 16- to 21-year-olds is located in a former rectory leased to Bridge

by the Catholic Archdiocese of Boston for a nominal fee.

The Iowa Homeless Youth Center
Des Moines, Iowa
In 1986 the Jowa Homeless Youth Center (IITYC) began providing services to runaway
and homeless youth housed at the local YMCA. A street outreach project was added in 1989.
In 1990, THYC opened a seven-bed transitional living center for teens 16 to 20, substantially

expanding its services, which now reach three populations of homeless and runaway teens:

Street outreach van with medical screening for chronic street youth;




Transitional living center for eight youth at risk of becoming homeless;
and,

Independent living apartments for seven teens who have "graduated” from
the transitional living center.

At its transitional living center, IHYC’s primary population is composed of runaway youth, 98%
of whom have been turned down by the traditional child-serving systems because of their age or
prior history; most IHYC youth are white and at risk of homelessness, but not yet chronic street

youth.

The Jowa Homeless Youth Center is one of 14 projects throughout the State of Iowa that
are administered by Youth and Shelter Services, Inc. (YSS), located in Ames, Iowa. YSS was
founded in 1975 to "promote family life enrichment, early intervention and prevention of substance
abuse and delinquency." IHYC receives funds, administrative assistance and clinical supervision
from YSS and the YSS Foundation in Ames.

IHYC was able to purchase a hiouse near downtown Des Moines for its transitional living
center after receiving two federal grants: a five-year grant from the U.S. Department of Housing
and Urban Development and a two-year grant from the U.S. Department of Health and Human
Services. These two federal grants constitute more than 50% of IHYC’s current budget, but since

both are time-limited, IHYC’s Advisory Board is engaged in an active fundraising campaign.

IHYC’s transitional living center has a full-time staff of six and several part-time (week-
end) staff who provide comprehensive on-site services, including mental health counseling,
vocational counseling, training in independent living and drug counseling to all residents, who are

also required to attend high school and to work.
The Iowa Homeless Youth Center also operates a mobile outreach van, staffed with two

youth workers, that travels the streets of Des Moines, offering food, survival kits, crisis counseling,

emergency medical care, and referral information to more than 400 teens annually.
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Although IHYC’s residential component serves a relatively small number of youth, it
provides an important link in a network of public and private nonprofit youth service agencies that

are actively working together to create a comprehensive system of services for Des Moines youth.

Neon Street Center for Youth
Chicago, Illinois

Neon Street Center for Youth (hereafter referred to as Neon Street), located in Chicago’s
Lakeview District, started in 1986 as a drop-in center for homeless youth. The impetus behind
Neon Street was a 1985 report by a Governor’s Task ‘Force indicating that there were some 10,000
homeless youth, largely unserved, on Chicago streets. Neon Street was started by and remains a
component of Travelers and Immigrants Aid of Chicago and has strong connections to the adult

homeless shelter provider community, which advocated for its creation.

Neon Street serves about 500 runaway and homeless youth, ages 13 to 21, but its principal
target group is 18- to 21-year-old homeless adolescents. About half of its population are white;
half are minorities, mostly African Americans, and most are from the Chicago metropolitan or

suburban area.

Today, four and a half years after its start, Neon Street has added multiple service
components, either in-house or by interagency agreement. Neon Street provides the following
services in-house:

Drop-in center;
Emergency shelter facility for runaway youth, ages 13 to 18;
Transitional housing facility for homeless youth, ages 18 to 21;
Substance abuse counseling;
AIDS prevention and education services;

. Education services; and,

Pre-vocational services.

11




In addition, Neon Street has 40 formal, written agreements with other agencies to provide

other needed services—such as medical care—that Neon Street does not itself provide.

Neon Street employs 28 staff and utilizes over 40 volunteers. Its budget is approximately

$700,000, about three-quarters of which is comprised of federal, state and city grants and contracts.

Neon Street’s philosophy, like that of its parent agency, Travelers and Immigrants Aid, is
to help youth to meet basic needs, strengthen their capacity for self-sufficiency and assist them to

achieve self-reliance and full participation in society.

San Diego Youth and Community Services
San Diego, California

San Diego Youth and Community Services (SDYCS), a nonprofit organization founded
in 1970, operates nine neighborhood-based projects with a staff of 150 and over 500 volunteers.
Four of its projects provide services to runaway, homeless or at-risk youth and include the

following components:

A shelter for 13- to 18-year-old youth with a street outreach van that
operates throughout the county;

Two short-term group homes for 12- to 18-year-old runaways at risk of
homelessness;

An alcohol and drug abuse day treatment program with a drug prevention
drop-in center;

A county-wide AIDS education and staff training program;
An alternative school for homeless teens;

A hotline;

Runaway prevention and family reconciliation services;

Culturally competent services for youth of color;

12




Gang prevention and intervention; and

An iridependent living program housed in small cottages.

The Storefront, a teen shelter which opened its doors in 1988, is the largest facility in the
SDYCS network of services for high-risk youth. With a mandate from the State of California’s
Office of Criminal Justice Planning to “prevent child sexual exploitation”, The Storefront has a
program that provides comprehensive services and overnight shelter, for as long as six months, to
give young prostitutes and homeless adolescents a realistic chance of leaving the streets
permanently. The shelter also accommodates those teens who only want a one-night respite from

street life.

In 1989, The Storefront sheltered 550 street youth and made contact with another 1,500
youngsters through its outreach van. Over 40% of The Storefront’s population are Asian, African

American or Hispanic and include youth from all over the country, as well as illegal aliens.

The Storefront, which has a staff of eight and a $400,000 annual budget, receives 50% of
its funding from the state; an additional $200,000 is raised from foundations, private donors and
city contracts. The 1990 budget for all SDYCS projects was $4.8 million.

Two other SDYCS programs, the Bridge and the Gatehouse, both short-term, 14-bed group
homes, also provide shelter to troubled teenagers who may have spent a short time on the streets,
but, typically, the group home teens are not yet committed to street life. In contrast to youth at
The Storefront, Bridge and Gatehouse teens are predominantly white and from the San Diego

areca.

The Storefront, the Bridge and the Gatehouse offer a wide array of services to their youth

through a network of agreements that SDYCS has negotiated with more than 60 local agencies.

13




United Action for Youth
Iowa City, Iowa

United Action for Youth (UAY) has been providing youth services in Johnson County and
eastern Jowa since 1970. In its early years, UAY’s principal focus was the prevention of juvenile
delinquency. In 1987, using Community Development Block Grant funds, UAY purchased and
renovated a 19th céntury home in the center of Iowa City. Called the Youth Center, the

program’s new facility has provided greater stability and visibility.

UAY’s components include:

Drop-in center;

Creative arts workshop;

Crisis hot-line;

In-home family preservation services;
+  Rural] outreach counseling;

Individual and family therapy;

Parent training;

Recreation and sports activities;

AIDS/HIV education;

Parent training for teens; and

Victims support program.

UAY’s primary purpose—to assist young people and their families in resolving their
problems—is typical of many youth service programs, but UAY accomplishes its objective with a
unique mixture of traditional therapeutic intervention and opportunities for artistic expression,
including an art, music and video studio, a theatre troupe and a literary magazine. Because the
Youth Center is open to all teenagers in the community, not just troubled youth, it functions as

both a prevention and intervention program.
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In 1989, UAY served 825 youth and their families with a staff of 15 full-time employees.
Although runaway and homeless youth comprise 15% of the agency’s caseload, Iowa City’s police
and parole officers consider UAY their principal resource when seeking assistance for homeless

youth, or any youth at risk of court intervention or homelessness.

UAY'’s services are provided in a variety of settings in Iowa City and in the outlying rural
counties, including schools, shelters, a youth’s own home, recreation centers and the county
juvenile detention facility where they work to divert youth to alternative services. Rather than
providing comprehensive care exclusively through its own auspices, UAY has forged alliances with

a network of agencies.

UAY is a private, nonprofit agency governed by a Board of Directors representative of a
cross-section of Iowa City citizens. In 1989, the annual cash budget of the agency was $340,595,
with an additional $34,000 in in-kind contributions. Local and state grants and contracts comprise

a major share of UAY’s budget; federal funds account for 25% of annual expenditures.

Youth Development, Inc.
Albuquerque, New Mexico
Youth Development, Inc., located in Albuquerque’s South Valley, opened in 1971 as an
outreach program for youth "drop-outs". Today, YDI is a comprehensive program, offering an
array of prevention, early intervention and treatment services targeted to at-risk children and
youth and their families and neighborhoods. YDI is a private, nonprofit agency governed by a

Board of Directors.

YDI targets, not only runaway and homeless teens, but children, youth and their families
living in Albuquerque’s poorest neighborhoods, and, in particular, Hispanic youth and families in
the barrios of the South Valley area. YDI serves about 1,300 individual youth a year and comes
into contact with another several thousand through its extensive outreach activities. Most are 15-

to 19-year-olds, and, two-thirds are Hispanic.
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YDI’s major service components include:

Outreach to three housing projects; includes community organizing, gang
intervention, substance abuse prevention and education;

+  After school, summer recreation and latchkey programs;
Juvenile diversion for court-ordered youth;
+  Gang intervention project;
School drop-out prevention;
GED preparation;
Emergency shelter facility for runaway youth, 13 to 18 years old;

Longer stay shelter facility for chronic runaway and homeless youth, ages
13 to 18;

*  Residential treatment facility for children, ages 10 to 15, who have serious
emotional disturbances;

Substance abuse prevention and education through music and the arts;

AIDS prevention and education services targeted to youth and a program
targeted to Hispanic intravenous drug users and their families;

Youth center in a housing project;

. Youth-run businesses;
Summer youth employment program;
Economic dc"evelopment; and

Independent living and housing programs for homeless youth and families.

YDI is committed to working with youth in their homes and neighborhoods, where their
problems originate. The program promotes activities, such as neighborhood clean-ups, youth-run
businesses and youth theatre groups, that empower the communities and youth they serve,

focusing on their strengths, rather than just on problems.
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YDI utilizes 93 staff and over 100 volunteers, many of whom, including the Executive
Director, come from the neighborhoods the program targets. The agency’s $2.3 million budget

draws on a wide variety of federal, state, county, city and private dollars.

YDI provides comprehensive services, for the most part, in-house, rather than arranging
them thfough other agencies. However, it does barter for some services, such as health care, and
it participates actively in state and city-wide consortia of service providers to avoid duplication and
foster coordination, as well as for advocacy purposes. Also, YDI draws heavily on community

resources for funding, jobs and volunteers.

YouthCare
Seattle, Washington

YouthCare (formerly Seattle Youth and Community Services), with headquarters in
downtown Seattle, started in 1974 as an emergency shelter for runaway youth. Today, it offers
comprehensive services, continuing to target street youth, with a particular emphasis on juveniles

engaged in prostitution.

YouthCare’s major service components include:

Street work outreach;
Drop-in center;
Emergency shelter for runaway youth, ages 11 to 17,

Transitional housing facility for 16- to 18-year-old girls involved in or at
risk of prostitution;

+  Transitional housing facility for 18- to 21-year-old homeless youth;
. AIDS education and prevention services;

Alternative education and pre-employment services;

Health services;

Gang intervention services;
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Intensive case management; and

Research and evaluation.

YouthCare has strong collaborative agreements in place with other organizations and
agencies to provide certain key services. Specifically, the education component is run jointly with
Seattle Public Schools; health services are provided in collaboration with the Adolescent Clinic
at the University of Washington and the Health Care to the Homeless Program; the gang

intervention project represents a collaboration among 24 agencies.

YouthCare serves about 1,200 individual youth a year and comes into contact with another
approximately 3,000 through its street work and AIDS outreach activities. Most are under 18 and
are chronic street youth. Most are white, although YouthCare is serving an increasing percentage
(about 40%) of minority youth.

YouthCare employs 63 staff directly, and approximately 20 other staff work in the program
through collaborative agreements. For example, teachers are outstationed from Seattle Public
Schools. " Its budget is about $2.5 million, roughly 80% of which is comprised of federal, state,

county and city grants.
YouthCare believes that youth should and can take responsibility for the quality of their

lives. It views its services as a means to reduce the chaos in the lives of street youth so that they

can begin to realize their potential.
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CHAPTER IL

RUNAWAY AND HOMELESS YOUTH: CHANGES IN
THE POPULATION AND THE SERVICE ENVIRONMENT

Clinicians writing in the 1970s tended to divide runaway and homeless youth into two
groups: those who left home as a resuit of their own psychopathology and those who ran away
to escape a pathological home situation (Speck, et al., 1988). There was an assumption that most
youth fell into the former category. It was logical, then, to assume that most youth who left home,
with the appropriate short-term assistance, could change their behavior and return home. This
was the logic that influenced the 1974 Runaway and Homeless Youth Act, whose original purpose
was to provide crisis intervention, short-term emergency shelter, limited to a maximum of 15 days,
and family reunification services (U.S. Geueral Accounting Office, 1989). The Act, in turn,
encouraged development in the 1970s of a network of runaway and homeless youth shelters that

provided emergency shelter. and crisis intervention services designed to help youth return home.

Since passage of the Runaway and Homeless Youth Act, there have been enormous
structural changes in the American family, in the economy, in neighborhood social support systems
and in institutions, S';,lCh as business and the schools, that have contributed to profound changes
in the nature of the runaway and homeless youth population. Changes in the population, in turn,
have placed many new demands on service providers, which have altered considerably the profile
of today’s runaway and homeless youth program. As a case in point, in every program we visited,
short-term emergency shelter and crisis intervention services—the service mainstays of the Runaway
and Homeless Youth Act—have become a relatively small part of the total array of services that

agencies now provide.
Today's runaway and homeless youth programs struggle with a dichotomy inherent in the

population they serve. Runaway and homeless youth do not fit a single mold: although some

have families to which they can return, a seemingly increasing number do not. Practitioners must
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strike a difficult balance between investing in efforts to preserve families and efforts to support

responsible independence when family reunification is not probable.

Maintaining both options for youth of different ages with different needs is difficult for
many reasons. There is no recipe for recognizing which youth and families can be reunified.
Often, it is not possible to predict whether family preservation is possible until it has been tried.
At the same time, however, resources are limited. Should the bulk of resources be devoted to an
array of family preservation services or to a range of housing, education and employment options
for youth to live independently? Should staff be hired who have family preservation skills or

expertise in developing independent living programs?

At the seven programs we visited, family reunification remains a goal and the focus of
services for some of the youth served. However, for what seems to be a growing number of youth
served by these programs, the goal is independence with reconciliation of family issues but not
reunification of family members. With the kinds of changes in today’s youth and families discussed
in this chapter, programs assert that both family reunification and independence with reconciliation
of family issues are needed options; more importantly, programs affirm that both options require

an intensive and comprehensive array of services.

The complex, deep-seated nature of the problems of today’s runaway and homeless
youth—serious educational and employment deficits, substance abuse, emotional trauma and
depression, HIV infection, persistent health and dental problems, pregnancy and parenthood,
poverty and homelessness, as well as the problems of their families—cannot be resolved in the
short-term. Unfortunately, neither the Runaway and Homeless Youth Act nor other federal youth
and family policies have adequately responded to, much less anticipated, these realities. As a
result, providers are struggling to provide long-term, comprehensive solutions with short-term,

categorical supports.

Tulane University sociologist James D. Wright recently noted that homelessness is

simultaneously a housing problem, an employment problem, a
demographic problem, a problem of social disaffiliation, a mental health
problem, a family violence problem, a problem created by the cutbacks in
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social welfare spending, a problem resulting from the decay of the
traditional nuclear family, and a problem intimately connected to the
recent increase in the number of persons living below the poverty level.

(Wright, 1988.)

While Wright is referring to homelessness in general, his point is very applicable to
runaway and homeless youth in particular. More than any other adjective, "multi-problem" is used
by researchers and ﬁractitioners to describe runaway and homeless youth, referring both to the
environments from which they come and to the problems they bring with them. As one staff

person told us: "Our kids are at risk for everything."

At all of the sites we wvisited, board members, executive directors, staff, community
representatives and youth described a strikingly similar constellation of problems that characterize
runaway and homeless youth and the circumstances that surround their lives. As noted in Chapter
I11, there is this consistency despite the diversity of youth across all of the programs with respect

to age, race, gender, economics or sub-culture.

FAMILY CHANGES

Schorr (1988) writes about the pivotal role that families play in the lives of children:

Children whose memories are storehouses of deprivation, neglect, or
violence are robbed of the ability to cope with the present or to envision
a future bright enough to justify postponing immediate rewards. Children
whose families were never able to convey to them a sense of being valued
and a feeling of coherence are in a poor position to cope with the world
of school or work. They are likely to be in deep trouble by the time they
become adolescents.

A theme we heard repeatedly from programs was the influence of changes in family
structure on the runaway and homeless youth population. Programs and staff consistently cited

the following changes over the last decade with respect to families:

Very few youth who leave home come from traditional, nuclear families.
Instead, there are many more single-headed households (divorce or never
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married); more blended families through divorce and remarriage (with step-
fathers, step-mothers, and step-siblings); more youth are living in loosely
structured extended families.

Families are more isolated due to changes in family structure, such as divorce,
and neighborhood deterioration, which has weakened ties to community
organizations, particularly the churches. *

Families are subjected to enormous economic stress attributed to several
factors: the increase in poverty over the last decade; the lack of low income
housing; the lack of employment opportunities for less skilled workers, which
particularly affects single mothers; the low minimum wage that, in most
communities, is not a living wage; and, the lack of medical insurance and
fringe benefits for many workers.

There is far mc;re substance abuse in families, both alcohol and drug abuse,
but primarily alcohol.

There is more physical and psychological violence in families. Many youth
workers believe that there is a corresponding increase in violence among
youth on the street that is partially a result of the violence youth have been
subjected to at home.

There is far more physical and sexual abuse in families. Programs report as
much as 50 to 80% increases in the last five years in the numbers of youth
reporting abuse. Some of the increase may be due to the fact that there is
less stigma and more awareness among youth about reporting abuse. None
of the programs, however, attributes all of the increase to more accurate
reporting. In fact, many youth workers suspect that there is still under-
reporting of abuse since many youth will not discuss abuse until a trusting
relationship has developed, which may take months or years.

Youth workers also are convinced that more parents today (perhaps because
of severe economic stress) have abrogated parental responsibility and are not
providing emotional support and stability to their children. Runaway and
homeless youth display the effects of emotional deprivation, and are seriously
depressed and angry, which results in more bizarre, violent forms of behavior.

In her review of the recent literature on homeless youth, Robertson (1989) corroborates
much of what we heard on our site visits with respect to family problems. In particular, her study
confirms that there is a strong correlation between physical and sexual abuse, as well as parental

substance abuse, and homelessness in adolescence.
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Program staff find themselves struggling to resolve competing imperatives with respect to
the families of the youth they serve. All of the programs funded by the Runaway and Homeless
Youth Act (and most youth workers) continue to subscribe to family reunification as their ultimate
goal, despite the profound erosion in the stability and structure of the families of runaway and
homeless youth. Many of the youth workers we interviewed, however, are convinced that
reunification is becoming increasingly difficult—if not impossible—to achieve. They contend that
reconciliation, rather than reunification, is not only a more realistic goal, it is also the most

beneficial outcome for many of today’s street youth, particularly those over the age of 16.

‘Youth workers cite a number of factors which hinder reunification efforts (and discourage
some programs from even attempting reunification). These include: the severity of family
problems, which necessitates long-term family therapy conducted by specially trained therapists;
the lack of resources for long-term family work and the shortage of and difficulty in recruiting
appropriately trained staff; the inability or unwillingness of severely stressed parents to participate
in intensive therapy and to make the difficult changes often required for reunification; the long
distances that separate out-of-state (or undocumented) youth from their families, making it
impractical to work with families; the length of time some youth have spent on the street prior
to seeking help; and, finally, the belief that family reunification may pose a real danger to some

youth because of intractable violence and abuse in the home.

Proponents of family reunification believe that these barriers can be surmounted if
adequate staff and resources are invested in family preservation. They point to high success rates
when services (particularly in-home services) are available both at the time of intake and on a
long-term basis to circumvent the assumption that reunification efforts are doomed to fail.
Program directors at many of the projects we visited, however, expressed concern about the lack
of funding for family preservation services and the need for training on-board staff to work with
today’s families. The staff we interviewed do not wish to ignore a youth’s relationship with family
since it is well-documented that some resolution of family issues is critical to exiting street life
(Boyer, 1988). However, they also recognize that even with highly trained staff, resolution of
family issues can be a lengthy process; in the meantime, youth need a safe, stable place to live.

Should limited program resources be expended for hiring and training staff to work with families
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or for developing housing options for youth? For which youth? Under what circumstances?
These are difficult policy issues which are compounded by still other changes in the nature of the

population.

THROWAWAY YOUTH

Many of the youth we interviewed did not leave home by choice. Some left home to
escape physically or psychologically abusive adults. Others were pushed out by parents who had
run out of patience:or money. Others left to escape alcohol or drug related violence. Others
were put out when a family was forced to live in a s|helter that did not accept teenagers or because

the family had to "double-up" with relatives who had room for only the youngest children.

In every city we visited, program staff and community agencies reported an alarming
increase in the number of "throwaway kids", that is, youth who have not "chosen" to leave home.
In San Diego, for example, an officer from the police department’s Juvenile Administration

offered these speculations as to why there are more throwaway youth in his city:

Rental prices and housing costs have risen so drastically that parents must
work longer hours just to pay the rent, leaving children—particularly
teenagers—unattended; or, families must live in such cramped quarters that
teenagers are forced to move out;

Lack of low-income housing requires families to spend over two-thirds of their
disposable income on rent, often causing families to double-up or become
homeless; the resulting stress on parents contributes to family violence,
alcohol and drug abuse;

A dramatic increase in gang activity (gang membership in San Diego has
doubled in the past four years from 1,500 to 3,000) has further eroded family
ties by alienating teens from their families; and,

The easy availability of cheap, highly addictive drugs, such as crack cocaine

and crystal methamphetamine, is eroding family structures at a time when
treatment interventions are severely limited.
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Robertson, too, notes the growing phenomenon of throwaway youth and cites a
Hollywood, California sample in which nearly one-third of the youth reported that they were told
to leave their last dwelling (Robertson, 1989).

Among the population of throwaway youth, staff at some programs report an increasing
number of gay and lesbian youth who have been rejected by their families because of their sexual

preference.

Many homeless youth have cycled in and out of their own home or foster care repeatedly
until, finally, both the youth and the system have given up. For these older youth, neither family
reunification nor system placements are viable options. The programs we visited, such as the
Storefront in San Diego, which serves a large number of undocumented youth, and Bridge in
Boston and Neon Street in Chicago, which serve many older homeless adolescents, report that at
least half of their clients have no realistic hope of returning home. In Los Angeles County,
Rothman reports that only 19% of shelter clients were "good candidates" for family reunification
(Rothman, 1985).

SYSTEM FAILURES

Throwaway youth are not only adolescents who have been evicted by their families, but,
increasingly, in the last decade, adolescents who have been rejected or ejected by public social
service systems as well. Every program cited an increase in so-called "system failures", i.e., youth
who are pushed out of foster care, group homes, residential treatment facilities and psychiatric
inpatient facilities, without aftercare plans; or youth who are not accepted by child welfare or child
mental health systems in the first place because these public systems are overwhelmed, do not
have appropriate services available or refuse to deal with difficult older youth or youth who do

not have the "right" label or diagnosis.

In most of the cities we visited, child protective services are so swamped with younger

children and resistant to serving older youth that they have unwritten policies not to accept youth
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over the age of 12. In every city, appropriate adolescent mental health and substance abuse

programs are severely limited and often accessible only to insured youth.

YouthCare in Seattle reports that nearly 50% of the youth with whom it comes into
contact are "system failures". In Boston we learned of an informal survey that found nearly half
of older adolescents in adult shelters for the homeless to be former "system kids". YDI in
Albuquerque cites the 70% school drop-out rate of homeless youth as evidence that the education
system is failing multi-problem youth. Roberison (1989) reports that over 40% of the Hollywood
"street" sample had been in foster care, nearly 40% in group homes, over 55% in juvenile

detention, and nearly 25% hospitalized for psychiatric problems.

The erosion in the capacity of traditional institutions—families, schools, human service .

systems—over the last decade has had enormous implications for programs serving runaway and
homeless youth. At its most fundamental level, it has limited the options for providers. Where
is a 16-year-old to go if he cannot return home or be placed with a child welfare agency? What
if he has a psychiatric or substance abuse problem and there are no day treatment or residential
treatment programs :availablc? What if the 16-year-old is a female who is pregnant, and the child

welfare system will take the baby but not the mother?

OLDER AND YOUNGER

Programs report that runaway and homeless youth today are both older and younger. In
the first instance, there are many more 18- to 24-year-old homeless adolescents than a decade ago.
These youth may have "aged out" of a system placement, such as foster care, with no follow-up
plan or independent living skills. They may be runaway youth who have been living on the street

for a number of years. They may be youth whose families are homeless.
In the second instance, programs report they are seeing many more chronic, "streetier”,

younger runaways, as young as 10 to 11 years old, who have already been on the street for a year

or more. In both instances, these are different populations, with different service needs, than the
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first-time runaway envisioned in the 1970s, who,; as noted in Chapter III, comprises an ever-

diminishing proportion of the service population.

While short-term crisis intervention and emergency shelter may be sufficient for some
youth, many younger chronic runaways and older homeless adolescents may also require: long-
term counseling—not just crisis intervention; long-term housing options—not just 15-day emergency
shelter; alternative education; employment training; and, frequently, substance abuse treatment,
intensive mental health services and health care services as well. This is a far more comprehensive
and demanding array of services than was initially envisioned by the Runaway and Homeless
Youth Act. Although a 1988 amendment to the Act authorized grants for transitional or

independent living programs, funding falls short of the need.

MORE HOMELESS YOUTH

Programs report that caseloads today are made up of many more youth who are, quite
literally, homeless. They include: chronic street youth who have been away from home a year or
more and for whom reunification is unlikely; throwaway youth; youth who have fled abusive,
dangerous home sitvations; system youth who have been rejected or ejected by traditional

agencies; and, many more older, 18- to 24-year-old homeless adolescents.

Again, while some youth may only need emergency shelter, along with family preservation
services, truly homeless youth require a continuum of housing options, with support services, that
extend well beyond 15-day emergency shelter. They also need an alternative to adult homeless
shelters, which, in the past few years, have been admitting more adolescents, a fact that is causing
considerable concern among youth services providers who fear that adult shelters unintentionally

"enable" youth to continue living on the street.

MORE FEMALES
Many of the programs we visited reported that the number of female runaways has

increased in the last 10 years, to the point that they now out-number males. (This is not the case
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among older, homeless adolescents, however, who tend to be males.) Youth workers speculate
that females may seek help more readily than males and, thus, make it appear there are more
female runaways. Robertson (1989) notes that, while programs report more females, street

samples would seem to indicate more males.®

MORE PREGNANCY

Perhaps consistent with the fact there are more females seeking shelter, programs at every
site reported more pregnant females, as well as more youth having second babies. Increased
pregnancy rates may be related to increased drug involvement (see below), which lowers
inhibitions, making the use of contraception less likely. It may also be related to increased
prostitution (i.e., survival sex) among females, which several programs reported. Another
contributing factor may be the failure of state child welfare agencies (which formerly had
responsibility for these youth) to provide either independent living skills, family planning or safe
sex information. A 1987 study of state child welfare agencies, for example, found that only two
had comprehensive policies for meeting the sexual development and family planning needs of

youth in foster care (Polit, et al., 1987).

Research corroborates that pregnant homeless teens are at high risk for low birthweight
babies and high rates of infant mortality because they often do not have access to prenatal care
and may be drug- or alcohol-involved (Sullivan and Damrosch, 1987; Robertson, 1989). Of the
sites we surveyed, only Bridge in Boston has developed housing with support services specifically
for pregnant runaway and homeless teens and teen mothers and their babies. Several other
programs are considering this component, however, particularly in those cities that are

experiencing severe cutbacks in social services spending.

*Street samples, on the other hand, may understate the number of females since females are more
likely to be "housed" by pimps or to stay in crack houses.




MORE MINORITY YOUTH

Programs that had been serving predominantly white youth a decade ago report that they
are serving more minority youth today and seeing more minority youth living on the street.
Programs speculate that the increase in minorities may be due to several factors. A major factor
is the role demographics play. Minority youth are a growing proportion of the overall youth
population, particularly in large urban centers (Wetzel, 1987). Additionally, minority youth,
including immigrant youth, are at greater risk for poverty and homelessness. Minority youth also
are greatly over-represented in state child welfare, juvenile justice and mental health systems,

which, as noted earlier, are not adequately preparing youth for independent living.

The increase'in minority youth poses new challenges to providers who had not served large
numbers of minorities in the past. Programs report an inadequate number of minority staff or
staff trained in cultural competencies. They also report that specialized services in the community,
such as substance abuse and psychiatric services, while in short supply or inappropriate for all

adolescents, are particularly inadequate for minority youth.

SCHOOL FAILURE

At every site we visited, youth workers described teens with long histories of school failure,
repeated suspensions and grade repetitions. Many youth indicate that their decision to leave
school was a principal cause of the family conflict that led to their leaving home. On the other
hand, many observers suspect that family conflict is a major cause of academic failure. There is
little doubt, however, that the combination of family instability (clearly on the increase in the last

decade) and academic failure is a powerful propellant to leaving home.

Two regional surveys done in the 1980s revealed extremely high rates of school failure
among homeless youth. The 1989 Hollywood street sample of homeless youth cited by Robertson
(1989) found that over one-quarter of those questioned had been held back a grade at least once;
one-quarter reported participation in special education classes or remedial reading and math
classes. A 1984 New York City study found that 55% of the boys and 47% of the girls had
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repeated a grade; and, 77% of the boys and 44% of the girls had been suspended or expelled,
mostly for fighting or drug use (Shaffer and Caton, 1984).

High rates of academic failure such as these have increased the pressure on service
providers to create their own school programs or to encourage the local school system to adopt

an innovative curriculum for high-risk youth.

AIDS

Obviously, AIDS was not an issue with which runaway and homeless youth programs had
to contend in the 1970s. Practitioners and researchers both agree that today’s runaway and
homeless youth are at high risk of HIV infection because they engage in high-risk behaviors,

specifically, unsafe sex practices and drug use (Woodruff, et al., 1989; Robertson, 1989).

All of the programs are now engaged in AIDS prevention and education activities (see
Chapter IV). Staff réport that these activities are having mixed results on changing awareness and
behaviors. Specifically, workers reported that male youth, particularly minority youth, are
increasingly aware of the danger of AIDS, which they realize is not just a threat to gay, white men.
Staff also reported a decrease in male prostitution, which they suspect is due to a decline in
demand caused by the threat of AIDS. On the other hand, most programs reported a disturbing

increase in the number of younger boys on the street who are engaging in survival sex.

The picture seems to be even less clear with respect to female prostitution and AIDS
awareness. Staff believe that females are less knowledgeable about AIDS, and they are uncertain
whether female prostitution has decreased or increased. While there seem to be fewer females
in recent years soliciting on the street, it is assumed there is more off-the-street prostitution today

through pimps, motels and crack houses.
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SUBSTANCE ABUSE

Substance abuse rates among runaway and homeless youth consistently have been reported
to be higher than among youth in the general population (Miller, et al., 1980). There was no
agreement among the youth workers we interviewed as to whether rates have increased over the
past decade. In some areas, experts are convinced that substance abuse has increased; others
contend that what has changed are the types of substances used and the environment in which

they are used.

In all the cities we visited, however, youth workers agreed about the following changes with

respect to substance abuse:
Youth on the street are using drugs and alcohol at younger ages than a
decade ago;

There is more involvement in drug trafficking (some theorize that youth have
turned to selling drugs as the demand for selling sex has fallen due to AIDS);

There is far more drug-related violence on the streets;

The drugs that are available today are more highly addictive, more readily
accessible and more volatile;

Youth are more heavily engaged in poly-substance use;

Alcohol is the most abused substance; drugs of choice vary by city and, often,
by sub-culture within a given city; and,

Many runaway and homeless youth use drugs and alcohol as a form of self-

medication and sell drugs to survive on the street.

As one agency director told us: "Whether it is the volatility of today’s drugs, like crack,
drug-related violence on the streets, more kids’ dealing drugs or kids’ using at younger ages, the

‘noise level’ with respect to substance abuse is way up over 2 decade ago."

This heightened "noise level" has put new pressures on providers. Virtually all of the

programs have found few appropriate substance abuse treatment programs available in their
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communities; yet, most are reluctant to develop in-house treatment components, recognizing that

these are highly specialized, expensive services to provide.

MORE EMOTIONAL DISTURBANCE

Along with substance abuse, all of the programs reported significant changes in the mental
health status of runaway and homeless youth today. Programs report an influx of youth with
serious emotional problems, and many more with dual diagnoses of emotional disturbance and
substance abuse. As one counselor told us: "We are seeing far more damaged kids, more suicidal,
more borderline personalities, unstable, fragmented psyches which, combined with substance abuse,
creates more bizarre kinds of behaviors." There is greater depression and stress among youth
today, wﬁich increases the likelihood of risk-taking behaviors, such as substance abuse and unsafe

SCX.

Many providers recognize that youth with serious emotional disorders may need more
structure, and certainly more specialized clinical expertise, than runaway and homeless youth
programs typically provide. As with substance abuse treatment, however, appropriate mental
health services for adolescents are not available in most of the communities we visited, confronting
programs with the dilemma of deciding whether to develop in-house expertise in mental health

treatment.

GANGS

Virtually all of the programs reported increased gang activity and gang involvement among
runaway and homeless youth over the past decade. This is true even in communities, such as
Chicago, where law enforcement efforts have not decreased or have actually intensified.® Insome
cities, such as Albuquerque where there are reportedly 44 different gangs, there is so much
competition for gang members that gangs are soliciting from ever younger age groups and from

different sub-cultures that traditionally had been excluded. Programs report not only that there

“Some programs complain that their cities are unwilling to acknowledge the seriousness of their
gang problems and that this "head in the sand" attitude has allowed gang activity to flourish.

32




are more gangs, but that gangs are more violent, more money-oriented, have more weapons and

are more involved in bizarre cult behaviors, such as satanic worship.

While there are some notable exceptions, such as Youth Development, Inc. in
Albuquerque and San Diego Youth and Community Services, most runaway and homeless youth
programs have not been involved historically in gang intervention work. The increase in gang

activity in recent years is another factor placing new demands on providers.

MORE VIOLENCE

Program staff report far more violence on the streets, more guns and knives, and more
violence among youth toward one another, than a decade ago. Some of this increased violence
is an outgrowth of the surge in drug and gang activity, but much of it youth workers attribute to
the violent, chaotic family environments from which many youth come, bringing with them histories
(and learned behaviors) of physical and sexual abuse. Staff are seeing more youth who are violent
offenders and sexual offenders as well. Staff say there is a deeper sense of hopelessness among
today’s youth, particularly among young African American males, who have little orientation to

the future, opening the way for more thrill-seeking, callous and, inevitably, violent behaviors.

Increased violence has made program staff more security conscious. More problematic,

it has made the work of outreach and intervention far more difficult.
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In summary, several overriding points can be made about changes in the nature of the

service environment today that have been precipitated by changes in the nature of the population:

As the problems of youth have become more complex, programs are having
tc become more comprehensive, either by adding in-house components or
developing partnerships with other agencies (or, typically, a combination of
both).

Programs must engage in extensive networking with other agencies because
there are many more agencies which have sprung up in response to new
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problems and populations. For example, in almost every community there is
a coalition of AIDS prevention, education and treatment providers that did
not exist a decade ago. There are many more homeless adult and family
shelter providers with whom relationships must be established. "New
morbidity" problems, such as AIDS, adolescent pregnancy, drug abuse and
street violence, necessitate collaboration with various health care providers,
substance abuse and mental health treatment programs—where they exist.

Staff of runaway and homeless youth programs need, not only the skills they
traditionally have had, but highly specialized skills in such areas as substance
abuse, mental health and housing.

Programs must rely on increasingly diverse funding sources to meet multiple
service needs and to offset cuts in social services spending over the last
decade. This demands more sophisticated and time-consuming fundraising,
accounting, reporting and fiscal management than a decade ago.

The history of any one of the programs we visited that has been in existence since passage
of the Runaway and Homeless Youth Act in 1974 illustrates the way programs have evolved in

the last two decades. YouthCare in Seattle provides our example here.

The original program of YouthCare was The Shelter, a 15-day emergency shelter program for
runaway youth, which opened in 1974 with funds from the Runaway and Homeless Youth Act. In
1979, The Shelter added a street outreach component funded initially by United Way and,
subsequently, by the Federal Office of Juvenile Justice and Delinquency Prevention.

In 1981, recognizing that the outreach team could provide only limited services, The Shelter
applied for a national demonstration grant from Act Together (a unique collaborative effort between
the federal government and a private foundation) to develop more comprehensive services. By
developing partnerships with other agencies, particularly in the areas of employment training and
education, The Shelter hoped to expand its services. The Shelter staff discovered, however, that it
was difficult to get youth to go to other agencies unless they were accompanied by The Shelter staff,
which often was not practical.

In an effort to overcome the problem created by decentralized services, The Shelter, in
partnership with seven other agencies, developed the Orion Center, a drop-in center with in-house
services, in 1984. All at one site, Orion Center offers alternative education classes provided by Seattle
Public Schools, a health clinic staffed by the University of Washington, meals provided by volunteer
church groups and counseling provided by The Shelter staff. This collaborative arrangement was
administered with a fairly loose management structure. As lines of authority became confusing, The
Shelter again restructured and, in 1985, changed its name to Seattle Youth and Community Services,
which became the umbrella agency for the 15-day emergency shelter, the street outreach component
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and Orion Center. Each of the collaborating agencies entered into specific subcontracts with Seattle
Youth and Community Services.

In 1986, Seattle Youth and Community Services added its first longer term (i.e., transitional)
housing component for female runaway and homeless teens, ages 16 to 18, involved in or at high risk
for prostitution. In 1988, it added an AIDS prevention, education and outreach component and a
substance abuse counselor. In 1989, it began a gang intervention project and opened its second
longer term housing component for older homeless adolescents, ages 18 to 21. Currently the agency
is collaborating with the State Department of Mental Health to develop an intensive case
management program, based on a mental health model, for runaway and homeless youth with serious
emotional problems. It has also changed its name to YouthCare, which it hopes will become a more
easily recognizable name in the community.

Administratively, YouthCare has gone from being a fairly smail program in which the
executive director was expected to handle everything from fundraising to program development, to a
comprehensive, multi-funded agency with a management team that has specialized functions,
including a clinical direcior and a full-time fundraiser. In 1974, YouthCare engaged in very little
formal collaboration with other agencies. Today it has formal agreements with at least eight major
agencies and informal arrangements with many more. YouthCare's Board in 1974 was comprised
primarily of other service providers and advocates. Today the Board is augmenting its capacities by
including members with specialized expertise in areas such as fundraising, housing, research and
evaluation.
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CHAPTER IIL

RUNAWAY AND HOMELESS YOUTH:
A DESCRIPTION OF WHO IS BEING SERVED

Both researchers and practitioners have difficulty defining and counting runaway and
homeless youth (Boy‘er, 1988; Robertson, 1989). National estimates of the number of runaway and
homeless youth, which range between 730,000 and 1.3 million, are based largely on youth who seek
shelter and only include youth up to age 18 (Janus, et al., 1987). This leaves at least two groups
uncounted: older homeless adolescents, ages 18 to 24; and, street youth who never come into
contact with programs. The lack of consensus on a definition of runaway and homeless youth
reflects, in large measure, the diversity of this population and the fact that it is neither static nor

homogeneous throughout the country.

Determining the number of homeless and runaway youth is complicated by the lack of a
consensus on the definition of "runaway” and "homeless". The federal government, for example,
defines a homeless youth as a person younger than 18 who is without a place of shelter where he
or she can receive adequate care. Many of the programs we visited, however, include older youth,
ages 18 to 24, in this category of homeless youth. Most youth workers define runaway teens, in
contrast to those they call homeless, as youth who are temporarily estranged from a family (it may
be a bioiogical or foster family) or from an institution (such as a group home or residential
treatment center). Many youth workers identify sub-groups of runaway youth, including: "baby
runners" who are young, first-time runaways; "chronic runaways" who have been on the street at
least several months; and “street flirters” who repeatedly leave home for short periods. According
to the National Network of Runaway and Youth Services, "pushouts" or "throwaways" are youth
who have been "forced out of their homes with the approval of their legal guardian” (Hughes,
1989).
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Since the constellation of youth differs in each community we visited, it is not surprising
that each of the seven programs in this report attributes different characteristics and age limits to
their interpretation of the terms homeless and runaway. In fact, runaway and homeless youth defy
any single definition. They may range in age from very young, frightened and fragile 12-year-olds
to street-hardened 20-year-olds. They may have been on the streets for two days or several years.
They may be victims of sexual, physical or psychological abuse. They may be in search of
excitement or seeking a new identity and a new "family". They may be unwanted, neglected
“"throwaways". They may suffer from serious mental illness, or drug dependency. They may be
pregnant, they may be parents, or they may have AIDS. They may be gay or lesbian youth. They
may engage in "survival sex", or pornography. They may steal to survive or to support a drug
habit. Many have dropped out of school before gaining the minimal skills necessary for
employment. Some have places to live—dangerous places where they are exploited or
mistreatéd—-and some have homes to which they can return. There are those who want to return
home; those who have no homes; those who refuse to return home; those who are forced to leave
home; and, those who do not know what they want to do or where they want to go. Some
homeless youth are illegal aliens, a disproportionate number are minorities, and most are deeply

distrustful of any attempts at intervention.

This section attempts neither to define nor count runaway and homeless youth. Rather,
it describes the populations of runaway and homeless youth being served in the programs we
visited and the number being served as estimated by each program. This description and count
does not include homeless youth who are not being served in the seven cities visited. Nationally,
it is estimated that over half a million youth on the street are not served (Boyer, 1988), so a

sizeable piece of the picture is missing,
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Boston
Bridge Over Troubled Waters in Boston makes a clear distinction between its "runaway"
and "homeless" youth populations. Currently, Bridge is serving many more homeless youth than

10 to 15 years ago when runaway teens dominated caseloads.

Bridge describes its predominant population as homeless adolescents, typically, 18- to 24-
year-old males, who are more street-wise than runaway youth and have more serious mental health
and substance abuse problems. Unlike the younger runaways, these teens and young adults are,
literally, homeless in that they have neither family nor the traditional service systems, such as child
welfare, that are able or willing to provide them with a place to live. Bridge's 1989 statistics
indicate that although nearly two-thirds of the runaway youth it served remained at home,
returned home or received a Department of Social Services placement, fewer than 23% of the
homeless adolescents it served returned home or were eligible for foster care; most, 60%,

remained homeless,

Bridge describes its smaller population of runaway youth as, typically, white females, age
16, who are originally from within a 50-mile radius of Boston and are first-time runners fleeing an
abusive home situation. Bridge staff report that this population is declining as a percentage of
Bridge's overall caseload; the major service pressures the program faces today come from older

homeless adolescents and young adults.

"Typical" profiles do not convey the diversity of sub-populations that Bridge serves. A
more complete picture is conveyed by looking at the groups of youth with whom Bridge comes

into contact through its street outreach. These include:

In Harvard Square in Cambridge, the population is predominantly younger
teens, about evenly split between males and females, composed of punks,
rockers and groupies, mainly white, not involved in prostitution, and difficult
to engage because of a closed sub-culture that is very distrustful of adult
intervention;

* In Park Square in downtown Boston, the population is predominantly
comprised of older male hustlers, involved in prostitution, mainly white but
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with an increasing number of African Americans, who are more likely to be
involved in substance abuse and have histories of sexual abuse; and,

In the downtown area, called the "Combat Zone", and at its drop-in center,
Bridge is serving more of a population that it calls "community kids"—i.e.,
many more poor African American youth from nearby Roxbury who, like the
second generation Irish and Italian youth from impoverished neighborhoods
in South Boston and the North End that Bridge has always served, are
"throwaway" youth (that is, have been kicked out of their homes), or are
fleeing abusive home situations (often related to parental alcohol or drug
abuse).

Each of the sub-groups that Bridge serves has among its members gay and lesbian youth,
teen parents, HIV-infected youth and many more "system kids", that is, youth who have formerly
been involved with the child welfare, juvenile justice and mental health systems, and who bring
with them complex additional service needs. For the most part, Bridge does not serve gang

members.

In 1989, Bridge served about 2,300 individual youth®, about 65% of whom were older
homeless adolescents and the remaining 35%, younger runaways. Most of its population is from
the Greater Boston area. Bridge youth come from diverse economic backgrounds. The program
is serving more minority youth than 10 to 15 years ago (now about 54% of its total population),
and more female runaways; however, the major increase is among older homeless youth, most of

whom are male.

Seattle
YouthCare in Seattle does not make as fine a distinction between runaway and homeless
youth as Bridge does, and, in contrast to Bridge, YouthCare still focuses predominantly on youth
under age 18. However, the under-age-18 populati‘on YouthCare serves is more literally homeless,
without family or "system" options, than runaway youth of 10 to 15 years ago, and, like Bridge, the

program reports far fewer, first-time "baby" runaways within its overall caseload. Also, YouthCare

®This figure does not include an estimated 3,000 street outreach contacts (not individuals).
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is experiencing increasing pressure to serve older, homeless adolescents, ages 18 to 24; as yet,

board and staff are ambivalent about whether to embark on this expansion.

Although YouthCare is serving fewer first-time runaways, ironically, the age of the street
youth it is serving has been going down. (Also, the age at which youth begin to prostitute is going
down; the average age of entry is now 15.) Staff explain that first-time runners are starting to
leave home at younger ages, many at 9 and 10 years old. When these adolescents show up at
YouthCare, having been in and out of street life for some time, they are no longer "baby

runaways", although they still may be only 12 or 13 years old.

YouthCare specializes in serving street youth, including juvenile prostitutes, male and
female. It also has a major focus on outreach to the juvenile justice system, particularly to youth
detained on charges of soliciting. The diversity of youth served by YouthCare is reflected in the

populations that its outreach workers contact. These include:

In Seattle’s University District (similar to Boston’s Harvard Square area), a
majority of the youth are rockers, punks and other new wave sub-cultures,
mainly white, about evenly mixed male and female;

In the downtown area, there is a racially mixed population that includes a
sizeable number of young male prostitutes and intravenous drug users;

In Seattle’s Broadway area, where youth who identify themselves as skinheads
and punks predominate, the population is mainly white and, in many respects,
similar to the University District, but encompasses a wider age range,
including more 18- to 24-year-olds.

The Highway 99 strip is predominantly young female prostitutes and is racially
mixed; and,

Rainier Valley includes mainly "community kids", that is, African American
youth from the Rainier Valley area.

As with the populations served by Bridge, a number of sub-populations cut across all of
the groups described above; these include teen parents and pregnant teens, gay and lesbian youth

and "system kids". YouthCare also has just begun to work with gang members.
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YouthCare served about 1,200 individuals in 1989% the vast majority of whom were under
age 18 (the average age of YouthCare’s population is 16). Most of the youth are from
economically diverse neighborhoods in the Seattle and King County area. YouthCare is serving

more minority youth (now about 40% of its population) than 10 to 15 years ago.

A profile offered by YouthCare’s mental health consultant is illustrative, not only of

Seattle’s youth, but of runaway and homeless youth in each of the other cities as well:

These are kids who have poor judgment, poor impulse control, lack of insight.
There is a greater sense of hopelessness among these kids (than with youth
a decade ago), which leads them to engage in more thrill-seeking and callous
behaviors without boundaries. Most have dual diagnoses of emotional disturb-
ance and substance abuse, and many are using drugs as a form of self-
medication. You find among these kids more borderline, fragmented
personalities, histrionic, narcissistic—kids suffering from major depressions and
post-traumatic stress disorders. These are kids who have endured a great deal
of emotional violence and deprivation and, as a consequence, they are very
angry kids.

Chicago
Neon Street Center for Youth on Chicago’s North Side serves both runaway and homeless
adolescents, but 85% of its current population are 18- to 21-year-old homeless youth, rather than
vounger runaways. In fact, Neon Street was fouqded by a task force of adult shelter providers,
as an alternative to adult shelters for older homeless youth, who do not have family or "systems"

options.

Neon Street served about 500 youth in 1989 (its third year of existence), which was a 40%
increase over the previous year. About half of Neon Street’s population is made up of
"community kids" from the Chicago area, who are African American and economically
disadvantaged; many are "throwaways" from their family of origin or from the social service system.,
The other half, who come from out of state or outside Chicago, are mainly white and represent

a diversity of economic backgrounds. Neon Street is developing an expertise in working with

®This figure does not include an estimated 3,000 street outreach contacts.
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young African American males involved in prostitution. At present, its population, which is
slightly more male than female, also includes gay and lesbian youth and pregnant teens. Neon

Street serves very few gang members.

Albuquerque
Youth Development, Inc. (YDI), located in Albuquerque’s South Valley, serves
predominantly disadvantaged Hispanic adolescents from the barrios and their families. However,
since it began two years ago to include pre-school age children in its gang and substance abuse
prevention outreach and adult IV drug users in its AIDS outreach work, YDI now spans the
broadest age range of any program we visited. Increasingly, YDI is targeting neighborhoods,
rather than discrete populations of youth. Their focus is on poor, drug and gang ridden

neighborhoods, involving the entire community as a means to reach youth.

YDI began targeting pre-school and elementary-age children when it became apparent that
gangs and drugs had begun to take hold at younger and younger ages. The average age for the
onset of alcohol abuse in New Mexico is nine; in addition, the large numbers of gangs in the

Albuquerque area—believed to be 44 different gangs—are vying for recruits at ever younger ages.

The majority of YDI’s client population, however, are youth, ages 12 to 21. Most are
"community kids" from targeted Albuquerque neighborhoods—from the predominantly poor,
Hispanic South Valley; the poor, African American South Broadway area; and, the more racially
and economically diverse North Valley. Most are not runaways but throwaway or homeless youth.
However, YDI also does serve a small number of runaway youth, some from other cities and
states, most of whom are white and many of whom are "system kids". 'YDI youth include pregnant
teens and teen parents, gang members, and system youth, particularly those who have been

involved with the juvenile justice system.
YDI served about 1,300 youth in 1989, not counting several thousand youth with whom

it came into contact.through its various outreach components. Most were between the ages of

15 and 19, equally divided between male and female and about two-thirds Hispanic.
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San Diego
San Diego Youth and Community Services’ (SDYCS) emergency shelter, The Storefront,
has a mandate from the State of California to assist juvenile prostitutes and other adolescents to
leave the streets permanently. In 1989, The Storefront sheltered 550 chronic homeless and
runaway youth between the ages of 12 and 18 and contacted another 1,500 youth through its
outreach van. Twice as many males as females came through intake; although males continue to
predominate, staff report a distressing influx of young runaway girls, between the ages of 12 and

14, who are seeking shelter.

The Storefront does not make an absolute distinction between homeless and runaway
youth. Staff believe that some youth who consider themselves homeless may be able to return
home if an opportunity is provided for effective family therapy and reconciliation. However, The
Storefront also serves a population of undocumented aliens, almost all of whom are Latinos, who
are undeniably homeless. Unlike the Hispanic adolescents at YDI in Albuquerque, many Latinos
at The Storefront speak little or no English and have no community that claim them; the
alienation of San Diego’s undocumented teens renders them particularly vulnerable to the lure

of gangs, prostitution and drug dealing.

Over 40% of The Storefront’s population are either Asian, African American or Latino.
This large component of minority youth come from more impoverished families than their white
counterparts. In addition, many of the Asian and Latino youth suffer from severe cultural
alienation, which is exacerbated by their unfamiliarity with English. The Latino youth who are
undocumented have the added fear of being apprehended. In other respects, minority and white
youth share common problems. Almost all are abusing drugs and alcohol; 53% engage in "survival
sex"; a large number of the females are pregnant; over 60% have been physically or sexually
abused (staff suspect that this figure is low since youth tend to "cover up" their parents’ abuse);

and, many have been ejected from home because of their gay or lesbian orientation.

SDYCS also runs two shelters for runaway youth at risk of homelessness—the Bridge and
the Gatehouse. These programs enroll a population that is not yet living on the street, but who

have experienced serious family disruption; have been arrested for shop-lifting, prostituting or




drug-related crimes; or, have been removed from a foster home, group home or residential
treatment facility. Young, vulnerable adolescents who seek admission to The Storefront are often

referred immediately to one of these shelters, as a means of protection as well as treatment.

Most of the youth in these shelters come from poor or near-poor families with histories
of drug and alcohol abuse that span at least two generations. Other than the fact that the shelter
residents are typically so-called "system failures", rather than street-wise youth, the programs serve
populations similar to the Storefront population, j.e., troubled adolescents from disorganized,
severely stressed families. However, unlike youth at The Storefront, 30% of whom come from

other states, almost all Bridge and Gatehouse youth are residents of San Diego County.

Des Moines
The Iowa Homeless Youth Center (IHYC) serves "hard-core" street youth through its
outreach van and "system failures" through its residential components. Although IHYC residents,
who range in age from 16 to 24, come from homes characterized by abuse, neglect and severe
stress, they are not homeless. Most youth live at IHYC with the permission of a parent or
guardian who know of their whereabouts and may choose to participate in family counseling.

Telephone calls and weekend visits "home" are' not unusual occurrences for IHYC residents.

Veterans of the child welfare or juvenile justice system, these youth typically apply for
admission to IHYC at the suggestion of a parole officer, lawyer or social worker. Most IHYC
teens have been in numerous placements, such as foster families, group homes and residential
treatment facilities. Once they reach age 15 or 16 and "the system" no longer has any resources

to offer them, they are left to fend for themselves or returned to families that do not want them.

None of the IHYC's residents has lived on the streets for more than a few days. Rather,
after leaving home (or being forced to leave home), most found temporary residence with a friend,
a relative, the family of a friend, or at an emergency shelter. Coming to the IHYC prevented them

from having to resort to the street. Physical and sexual abuse are common complaints. "These
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are kids with ’drop-out parents’, who just don’t want to be bothered anymore" was the way one
staff member described the typical IHYC youth.

The Iowa Homeless Youth Center’s outreach van serves a vastly different population,
comprised of "hard-core" street youth, most of whom have been living on the run and on the street
for more than two years. Truly homeless, these youth regularly engage in survival sex, drug
dealing and prostitution. This street population is composed of older adolescents, between 14 and
22 years of age, many of whom come to Des Moines from other cities. Predominantly white, but
with some minority group members, these youth hang out in the downtown "loop", in shopping
centers or city parks, often finding temporary shelter in the boarded up houses and apartments
that scar the city.

Although there is a growing gang population—and increased violence—in downtown Des
Moines, particularly among the Crips and the Bloods, two California gangs who exported members
to the Midwest several years ago to expand their drug market, IHYC’s outreach team does not
attempt to contact gang youth. An amicable agreement has evolved between IHYC and two other

youth-serving agencies that specialize in gang work, assigning specific territories to each agency.

Iowa City

United Action for Youth (UAY) is the only program of the seven we visited which does
not focus its services solely on high-risk youth. All young reople between the ages of 12 and 18
are encouraged to participate in UAY’s activities. However, in 1989, about 85% of UAY’s 650
clients were "troubled youth" who came to UAY’s Youth Center to participate in family or
individual counseling, detention diversion counseling or abused victims’ services. To increase self-
esteem and foster new interests, however, UAY’s "troubled youth" are also encouraged to
participate in the center’s arts and recreation program, which draw many youth who are not at
risk.

Although one-fourth of the teens who participate in the Youth Center’s arts and

recreation programs are functioning well both at home and at school, they often voluntarily join
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support groups and participate in peer counseling or rap groups that bring them into close contact
with more troubled youth. This mix of adolescents who are high functioning with those at high

risk is a unique feature of UAY’s program.

Oniy 10 to 20% of the 650 adolescents who use UAY’s services annually are runaway or
homeless yeuth. Most youth come from Iowa City, but some hitchhike to town on the nearby
interstate highway. Eighty-five percent white, they come to Iowa City from rural areas in search
of work, health care (Iowa City has a iree clinic) or a University of Iowa student (often a friend
of a friend) who will give them a place to "crash". They are also attracted to Iowa City because

the state’s only indigent care hospital is located there.

UAY staff are convinced that the increase in poverty, which in Iowa has been exacerbated
by farm foreclosures, is the principal cause for much of the family disintegration, alcoholism, abuse,
and depression that characterize the families of UAY’s youth. In 1989, over half of all troubled

youth served at the center came from families whose incomes were below the poverty line.
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In addition to describing whom the seven programs serve, it is also informative to look at
whom théy do not serve. Virtually all the programs exclude the following populations (although

most programs make a concerted effort to refer such youth to more appropriate services):

Youth with mental retardation or youth with serious developmental delays
who are’considered too vulnerable for an unprotected setting;

Youth with serious emotional disturbance who pose a danger to self or others;
Violent or predatory sexual offenders; and,

Youth who are so high on alcohol or drugs that they require detoxification
services before being able to participate in the program.
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CHAPTER 1V.

ESSENTIAL SERVICES: ISSUES AND STRATEGIES

OVERVIEW

This chapter focuses on major service components critical to addressing the multiple needs
of runaway and homeless youth. For purposes of clarity, it is more "component-oriented" than is
the case with effective programs. Good programs blur the boundaries between service
components fo create a seamless network of services that youth may move into and out of as their

needs change.

Effective programs minimize service fragmentation (a major failing in traditional,
categorical services) in a number of ways. Communication among staff across components is key.
Information sharing is not left to happen. It is made to happen. Regular meetings are held.
Program data are widely shared. Most importantly, there is regular communication among direct
service staff. Twenty-four hour staff in residential and crisis components, for example, maintain

written logs so that each shift is kept apprised of important information.

In successful programs, no matter how large the program and far-flung its various
components, there is a strong sense of "family" among the staff. From the executive director to
program staff, there is a commitment to nurture one another. This sense of family greatly
enhances communication and service coordination, and, most importantly, minimizes youths’ ability

to split staff into factions.

Also aiding communication and coordination is the fact that many staff have worked in
several components. Effective programs encourage staff to gain experience in different
components not only as a means of enhancing skills needed in holistic care, but also as a strategy
for alleviating staff burn-out. The fact that many staff then are familiar with multiple components

improves understanding among components.
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Service integration also is achieved by good casework. Individual staff are accountable for
coordinating services across components for individual youth. Caseworkers make sure that youth
have access, not just to services that meet basic needs, such as food, but also to supportive

services, such as counseling, that assist youth in making more enduring life changes.

Effective programs do not "label" a youth as "belonging" to one component or another (a
propensity of categorical systems). Services are mixed, matched and adapted to meet each
youngster’s particular needs. Categorical systems, on the other hand, tend to exclude youth who

do not meet the requirements of a particular service component.

Successful programs also demonstrate flexibility to blend dollars in ways that categorical
programs do not, to ensure that youth who need a particular service are not excluded based on
fun;ﬁng source criteria. For example, in Albuquerque, YDI is able to enroll youth in its Stay-in-
School component who do not meet the income criteria of the component’s principal funder—the

Job Training Partnership Act—by adding county funds to the program as well.

Finally, effective programs utilize creative methods to engage youth in core services. For
example, at UAY in Iowa City, staff use their training in the arts and music to draw youth into

drug counseling.

In the sections that follow, issues and strategies relating to ten major service areas are
discussed:

Substance Abuse

Mental Health

AIDS Prevention and Education
Medical and Dental Care
Housing

Emergency Shelter

Outreach

Gang Intervention

Education

Employment and Training
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SUBSTANCE ABUSE
PREVENTION, EDUCATION AND TREATMENT

Issues

Along with housing alternatives and mental health services, substance abuse treatment
services were cited most often by the programs we visited as being inappropriate, unavailable or
inaccessible to runaway and homeless youth. Programs reported a serious dearth of all substance
abuse treatment services tailored specifically to the needs of adolescents, but, in particular, public

sector detoxification services, day treatment and inpatient programs were nearly non-existent.

Youth workers at all the programs told us repeatedly that the need for drug treatment
services had reached crisis proportions in the last five years. Youth with whom we spoke discussed
using drugs to dull the pain from cold and hunger and to medicate themselves for untreated
physical ailments. Drugs also are used to dull the psychological pain of repeated rejections, abuse,

fear, loneliness and disappointments that most street youth experience.

Drugs also are a significant source of income for street youth. In addition to prostitution,
youth depend on drug dealing to provide the income necessary to meet survival needs. Finally,
drugs play a central role in the social and friendship rituals that bond street youth together as a

"family".

It is evident from talking to street youth that their dependence on drugs goes beyond the
urgency to get high. Unfortunately, traditional drug treatment—the little that is available in the
cities we visited—does not provide intervention that addresses the close connections between drug
abuse and physical illness, depression and poverty. The need for specialized, comprehensive drug
treatment that includes case management services, which could link street youth to other ancillary
services, has been well documented (Hawkins, gt al., 1987). Indeed, at many of the programs we
visited, the distinction between substance abuse and mental health counseling is intentionally
blurred because staff believe that drug use among youth is so integrally related to their

psychological pain and stress.
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In some cities, appropriate substance abuse treatment services simply do not exist at all.
In others, the services that are available are provided by the private, for-profit sector and are
inaccessible to youth without the ability to pay. , Staff at several programs expressed concern over
the dramatic growth in recent years of for-profit substance abuse (as well as mental health)
treatment services in their communities. These services are inaccessible to poor, uninsured
adolescents. Even adolescents who are Medicaid-insured are rejected by for-profit providers who

will not accept Medicaid’s relatively low reimbursement rates.

‘Youth workers also were concerned about the inappropriateness of some for-profit services
that emphasize the most restrictive form of treatment—i.e., 30-day inpatient care—with no step-up
or step-down services. Staff also expressed concern that, where treatment is available, there is

often a requirement for family participation, which excludes many homeless youth.

In some instances, substance abuse services provided by the public sector are available only
to youth referred by either the juvenile justice or child welfare systems. Thus, runaway and
homeless youth, who may not be involved with either of these systems or, more likely, have fled,
been ejected from or rejected by these systems, face a Hobson’s choice if the only services

available require a "system" referral.

Every city indicated that most public substance abuse treatment services provided in their
communities were geared to adults, not adolescents. Alcohol detoxification programs, for example,
are seen by both youth and practitioners as serving "derelicts"—that is, older alcoholics living on
the street. This impression is understandable, given that the publicly funded system was designed
initially to serve the adult alcoholic (Ooms and Herendeen, 1989). Even the Narcotics
Anonymous (NA) and Alcoholics Anonymous (AA) model available in many areas, with its
emphasié on accepting the notion of being a lifetime addict and of taking one day at a time, was
viewed as a difficult model for runaway and homeless youth to embrace. As a substance abuse
counselor in one of the programs put it: "It’s hard to teach our kids NA or AA. They have
trouble seeing anything long-term, much less that they might be an ‘addict for life’ or have an

‘incurable disease’, so they relapse more than adults involved in NA or AA."
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Existing substance abuse treatment services, whether public or private, were viewed as
being particularly unsuited to the needs of cultural and ethnic minority youth. Much recent
literature corroborates that services tend not to be culturally relevant nor to involve sufficient

numbers of minority or appropriately trained staff (Rahdert and Grabowski, 1988).

Where appropriate services may be available, either through the for-profit, nonprofit or
public sectors, youth workers report that long waiting lists are the norm. Public and nonprofit

providers especially are overwhelmed.

A particularly critical gap is the absence of programs for youth with dual diagnoses of
substance abuse and emotional disturbance. The importance of treating substance abuse and
emotional disturbance simultaneously was confirmed in a 1990 Alcohol, Drug Abuse and Mental
Health Administration (ADAMHA) study of mental illness and drug addiction which revealed that
over half of all persons with a substance abuse problem also had a diagnosable mental illness. The
significant rate of mental disorders among alcoholics and drug abusers may help to explain the
high failure rate of most treatment programs, the study suggested. The co-existence of mental
illness and substance abuse raises special concerns for homeiess and runaway youth programs,
since a significant number of adolescents with depressive or anxiety disorders are likely to self-

medicate with alcohol or drugs (Regier, 1990).

The fact that substance abuse treatment services are unavailable, inaccessible and
inappropriate, combined with the increasing numbers of runaway and homeless youth who are
drug-involved, has created internal tensions at the programs we visited. Should they attempt to
develop greatly needed but highly specialized treatment ;;ro grams? If services were more readily
available in the community, programs would prefer not to develop their own detoxification,
residential or inpatient programs. These services require high levels of staffing and specialized
staff, which are expensive. Also, staff argue that these services should be provided by those with
the formal mandate and expertise to provide them—i.e., public substance abuse agencies. On the
other hand, programs despair of appropriate services ever being made available, especially since
the federal government’s shift in the last decade from funding treatment services to funding

prevention and education.
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Some of the programs we visited, such as San Diego Youtk and Community Services
(SDYCS), have decided that a decade of neglect is enough. "If we allow youth to come into the
shelter high every night, we are enabling their addiction; if we turn them away, we are abandoning
them," an SDYCS staff member told us. Rather than wait any longer for appropriate services to
be initiated by public agencies, SDYCS, established a comprehensive day treatment facility for

adolescent substance abusers through a contract with the county.

Except SDYCS, none of the programs has opted to provide its own detoxification,
residential or inpatient services, and most seemed reluctant to do so. They prefer to access
treatment from experts in their respective communities; most of the programs have made
considerable effort to develop partnerships with appropriate substance abuse providers where they
exist. All of the programs we visited are engaged, however, in a variety of prevention and
education activities and all provide substance abuse outpatient counseling services. The
sophistication of these counseling components varies widely, however; many do not necessarily

utilize certified or trained addictions counselors.

There is no question that the dearth of drug treatment causes tension for service
practitioners. There is no agreement among staff or board members on the direction to take.
Complicating the dilemma is the fact that research on effective services for adolescents is still in
its infanéy, resulting in a lack of guidance on what type of treatment should be developed
(Hawkins, et al., 1987; Kumpfer, K., 1987); and, the fact that funders are more inclined to fund

prevention and education than treatment services.

In order to understand the complexity of the drug habits of homeless and runaway youth,
it is important to emphasize the variety of substances in common usage and easily available. In
all cases, poly-substance use was a commonly identified problem, and every city cited alcohol as
the most commonly abused substance. Recent research indicating that adolescents are poly-
substance users, most typically mixing marijuana and alcohol, corroborates the information we
collected (Bailey, 1989; Newcomb and Bentler, 1989).
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The seven cities we visited each reported that different youth populations favored a
different combination of drugs. For example, Albuquerque reported crack as a problem among
African American youth, but not among Hispanic youth (at least not yet). Seattle indicated that
pregnant adolescents seem to be more involved in cocaine and crack, probably because these sub-
stances are being supplied by their pimps. In Seattle’s University District, where rockers and
punks make up most of the street population, marijuana and LSD are common. In the downtown
area, which is more racially mixed and where male prostitutes are more predominant, IV drug use
is more in evidence. Even though effective programs recognize that they are treating the whole
person, rather than a particular drug, the diversity of substance use among high-risk youth can

further complicate efforts to develop effective prevention, education and treatment strategies.

In general, cities reported substances of choice as follows:

Albuquerque: Alcohol, marijuana, crack

Boston: Alcohol, cocaine

Chicago: Alcohol, marijuana, cocaine (some crack)
Des Moines: Alcohol, marijuana (some crack)

Iowa City: Alcohol, marijuana (some cocaine)

San Diego: Alcohol, crystal methamphetamine, crack

Seattle: Alcohol, crystal methamphetamine, marijuana (some crack)

Viable Strategies
Youth Development, Inc. (YDI) in Albuquerque takes an empowerment approach to
substance abuse prevention and education. YDI draws on the strengths and talents of
neighborhoods, families and youngsters as the basis for its prevention and education programs.
For example, YDI's primary drug and alcohol prevention program, Teatro Consejo, uses theatre

as its educational vehicle. Teatro teaches youth to develop and act in improvisational plays that
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focus on the risks of substance use. The program targets two high-risk populations: children
eligible for services under the Head Start Act and youth who are at risk of dropping out of school.
YDI made a conscious decision to target very young children, as well as adolescents, because the

average age for the onset of alcohol abuse in New Mexico is nine years old.

High school students at risk of dropping out of school and at risk of substance abuse are
recruited by Teatro outreach workers to write and perform plays about relevant substance abuse
issues. The plays, which are performed at middle school assemblies, are followed by classroom
discussions led by YDI staff to reinforce refusal skills and no-use messages communicated by the
plays. In addition to in-school performances, plays are performed in the community, at recreation
and community centers, particularly in the summer months. For younger elementary school

children, Teatro performs puppet shows.

Although Teatro will serve any area of the city upon request, it targets Albuquerque’s
South Valley and downtown areas, which are especially high-risk impact areas. In 1988-89, the
program reached over 2,000 children and youth. Teatro employs six full-time staff and one part-

time staff person and uses community volunteers.

Teatro was federally funded in 1987 as a three-year demonstration project by the Office
for Substance Abuse Prevention (OSAP). Its budget is approximately $160,000, although YDI had
attempted to secure $210,000 to include a family therapy component. At the time of our site visit,
YDI had just learned that, although OSAP considers Teatro a model program, its funding had not
been renewed because Teatro lacked an "acceptable” evaluation component, according to OSAP’s
Grant Review Committee. Teatro’s experience in this instance raises issues for federal funders
and direct service providers alike. Increasingly, the panels created by funders to review grant
applications are insisting on methodologically sound evaluation components to ensure that scarce
dollars are spent effectively. However, federal grant reviewers are often unfamiliar with the
difficult task of running a direct service program and the constraints that prevent providers from
implementing an evaluation component. Direct service providers usually lack experience with

research and evaluation design models and do not have funds to hire outside consultants. If they
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do not have a relationship with a university that could provide this expertise, they are especially

hard pressed to design evaluations that will meet federal standards.

Project Poder is another example of YDI's empowerment approach to prevention and
education. Poder is Spanish for "to be able". The program provides comprehensive services to
three public housing projects in high impact areas for substance abuse. Services focus on
community development and prevention, including neighborhood clean-up, gang intervention
services and referrals to other YDI components. Project Poder is staffed by two outreach workers
and is linked to the Alamosa Community Center, another YDI program. The Alamosa Community
Center is located in one of the housing projects targeted by Project Poder, and provides a
structured program for youth, including youth and family counseling, community pride projects,
a drop-in recreation program and linkage to other YDI components. Project Poder and Alamosa
Commiunity Center are funded by the city’s Housing Authority and its Department of Parks and

Recreation.

In addition to Teatro and Poder, YDI considers its Latchkey Recreation Program a
prevention initiative. Latchkey provides after-school, drug-free recreation activities, such as
.intramural sports, Las Senoritas Drill Team, Little Roadrunners and bilingual theatre, as well as
a summer program at community centers, parks and schools. The program serves elementary and
middle school students who live in underserved drug- and gang-ridden neighborhoods. Latchkey
employs two staff and 40 volunteers and reaches over 6,000 youngsters. The program is funded

by the city’s Department of Parks and Recreation.

In addition to its prevention and education activities, YDI also provides some substance
abuse treatment services. It runs a Children of Alcoholics Group one night a week for youth
involved in its Stay-in-School—Project Succeed program. YDI also incorporates individual
substance abuse counseling in the majority of its programs serving high-risk youth, including its
Gang Intervention Project, its Community Corrections/Institutional Diversion Program and its
residential programs. Recently, YDI was funded by the State Department of Health and
Environment to operate the South Broadway Substance Abuse Program, which targets elementary

and middle school youth in an older, gang-ridden neighborhood in Albuquerque that is
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predominantly African American, but which has experienced a recent influx of families from
Mexico (and Mexican youth gang members called the Juaritos). The South Broadway program
employs two counselors who conduct group and individual substance abuse counseling, groups on

self-esteem building and sexuality; and, gang intervention.

H ok ok ok ok ok ook

Bridge in Boston operates a structured, state-licensed outpatient substance abuse coun-
seling component at its drop-in center. (See also Mental Health Section in this Chapter.) Indeed,
substance abuse is the focus of most counseling provided at Bridge, except for the crisis-oriented
counseling provided to younger runaway youth. Substance abuse counselors, who are either certi-
fied addictions counselors or have significant experience in addictions counseling, provide intake
and assessment, advocacy, short- and long-term substance abuse and psychological counseling.
Each of the four substance abuse counselors meets with about 80 youth a month, about 25 to 40
of whom are engaged in long-term counseling. Bridge requires that its counseling staff have a
minimum of five years experience working with youth and a background in substance abuse coun-
seling. Masters-level training and certification in substance abuse counseling are preferred. Bridge
recruits staff who have worked in non-traditional (non office-based) settings that require a great
deal of flexibility. The counseling staff receives four weeks of initial training, as well as in-service
training, which Bridge pays for or provides. Bridge also has an ongoing staff support group for
counselors, which helps to prevent burn-out and to keep staff and administrators up-to-date on
issues. At Bridge, substance abuse counseling and case management (or casework) functions are
integrated. Most youth come to Bridge looking for basic survival assistance. Through the process
of helping youth to meet these survival needs for food, shelter and clothing, counseling staff begin
to develop a therapeutic alliance, gradually drawing youth into supporting services, such as
substance abuse counseling. Bridge is developing a substance abuse outpatient counseling

curriculum.

In late 1989, Bridge received a grant from the U.S. Department of Health and Human

Services for family intervention. As a result, Bridge has increased its efforts to provide alcohol
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and other drug counseling to parents of runaway and homeless youth, as well as referrals to

community agencies.

The substance abuse component provides long-term counseling to about 500 youth a year.
It is staffed by four counselors and is funded by the Massachusetts Department of Public Health,

Division of Drug Rehabilitation and Alcoholism.

# ok ok ok ok ok ok

Neon Street in Chicago utilizes interagency collaboration as its principal means of provid-
ing youth access to substance abuse prevention, education and treatment services. Neon Street
is a member of a seven-agency collaborative, called The Lakeview Substance Abuse Prevention
Project, which targets youth in the Lakeview district where Neon Street is located. Each agency
brings particular resources and expertise to the collaborative, which are then available to all youth
served by the project. Participating agencies provide outpatient assessment and counseling ser-
vices, inpatient and residential treatment, outreach and specialized services for gay and lesbian
youth. The project is federally funded by the Office for Substance Abuse Prevention through the
Illinois Department of Alcohol and Substance Abuse; Neon Street’s share of the funding is about
$40,000.

Neon Street, through the Lakeview collaborative, has an on-site substance abuse counselor
at its drop-in center, who provides individual and group counseling. The counselor, who is
licensed as a certified addictions counselor, carries a caseload of about 26 youth for individual
counseling and runs the following groups: two groups for youth abusing drugs; two groups for

youth from substance abusing families; and, one prevention group.

Besides its participation in the Lakeview consortium, Neon Street has an interagency
agreement with the Chicago Department of Health to accept referrals of Neon Street youth for
assessment and treatment services at the Chicago Alcoholism Treatment Center, in return for
which, Neon Street accepts youth referred from the Alcoholism Treatment Center for housing,

emergency services, independent living and other services Neon Street offers.

59



# ok Kk ok ok Kk Kk

With recent funding from the federal Runaway and Homeless Youth Act, the Iowa
Homeless Youth Center (IHYC) hired a full-time drug abuse counselor. "Almost all of our kids
come from alcoholic homes, so it’s not surprising that 95% of them have serious alcohol
problems," staff told us. A major goal of IHYC’s one-on-one counseling is to convince residents
who continue abusing drugs to enter a nearby 30-day detoxification and treatment facility that
accepts Medicaid (called Title 19 in Iowa). The treatment facility has agreed to accept not only
those youngsters who have been approved for Title 19, but also those whose applications are still
pending. Due to a special understanding with the local Title 19 office, applications for IHYC

youth are processed within 48 hours.

For those youth who do not require residential drug treatment, IHYC provides holistic
counseling that begins with an individual psychosocial assessment. Using her background in music
therapy, the drug abuse counselor has each resident design a record album cover and choose 10
song titles that comprise an "autodiscography". For example, No Place For Me was the title of one
youngster’s album; discussing the meaning of her record’s title and songs formed the basis for

several subsequent therapy sessions.

Drug education, including the feelings that give rise to the need for drugs and alcohol, are
frequent themes in all IHYC’s counseling sessions. Counselors emphasize the need to say "good-
bye" to friends who are drug users. Because residents stay at IHYC for as long as two years, there
is an opportunity for a gradual process of weanii.z to take place, strengthened by the new bonds

that inevitably develop among residents.

* %k X% k ok K Xk

Two years ago, San Diego Youth and Community Services requested funding from San
Diego County to launch a drug treatment center that includes a day treatment program and a
drop-in center. Although the County turned down SDYCS’s initial request for funding, the
treatment model described in the SDYCS proposal was adopted as the basis for a County Health
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Department Request for Proposals (RFP). In response to the RFP, SDYCS resubmitted plans
to establish its Adolescent Recovery Center” in an impoverished residential area of San Diego

and won the contract.

With a $300,000 contract and two city-donated abandoned houses, SDYCS had adequate
resources to hire 12 staff to operate a day treatment program serving 15 to 20 youth. Many of
the 20 slots are filled with referrals from other SDYCS programs, especially The Storefront. The
Adolescent Recovery Center’s drop-in program is open to all neighborhood youth (not just
SDYCS clients), who also may use day treatment slots. Youth may stay in the day treatment

program for as long as six months.

The Recovery Center provides a comprehensive drug treatment program, which includes
regularly scheduled Alcoholics Anonymous and Narcotics Anonymous meetings; an accredited on-
site school; an independent living skills component; case management (providing links to all
services outside the Center); mental health counseling; recreation, outreach, school-based
prevention and a drop-in program for self-referred clients that is open weekdays and most

evenings and weekends.

To transform the two abandoned houses into a drug treatment center, SDYCS used board
connections to convince several local builders to renovate the facility—including the installation
of a new kitchen—without charge. The landscaping and painting were also accomplished without
cost by "hiring" persons who had been sentenced to perform community service, as well as using

volunteers from local service clubs.

Initially, nearby residents and neighbors of the Recovery Center adamantly opposed the
establishment of a drug treatment facility in their "backyard". SDYCS orchestrated a campaign
to neutralize their resistance, which included: upgrading the appearance of the neighborhood by

renovating and landscaping the buildings; persuading a City Councilman to locate his

"Although the Adolescent Recovery Center opened in August 1990, several months after our site
visit, it is included in this report due to the importance of new drug treatment models to
practitioners in the field.
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neighborhood office in one of the Center’s buildings; appointing a neighborhood advisory board;
and, finally, conducting a walk-through of the neighborhood with the Councilman, who was well-

known to neighborhood residents.

MENTAL HEALTH
Issues
Until 1980, the American Psychiatric Association’s Diagnostic and Statistical Manual cited
"Runaway Reaction" as a symptom of emotional disturbance. Such labeling, which failed to take
into account the different circumstances—such as persistent poverty, abuse or neglect—that might
motivate a youth to leave home, increasingly, is giving way to individual psychosocial assessments

of each youth who seeks shelter.

The program staff we interviewed described numerous instances in which leaving home
served an adaptive purpose. A teen living in an abusive, destructive environment, for instance,
may demonstrate evidence of admirable coping skills by leaving home. It is in this context that
Robertson warns "policy makers, researchers and service providers [to] guard against the
‘medicalization’ of homeless adolescents and the premature labeling of homelessness ... as a

psychiatric problem" (Robe';rtson, 1988).

Although youth workers caution against automatically assuming that all runaway and
homeless youth are suffering from emotional disturbance, they, as well as researchers, confirm that
mental health probiems within this population seem to be growing more severe, complex and
widespread than a decade ago. Recent studies report consistently high rates of all indicators of
emotional disorders among homeless youth (Yates, et al., 1988; Shaffer and Caton, 1984). A 1988
Hollywood, California study reported rates of major depression, attempted suicide, anxiety, and
post-traumatic stress that were at least three times higher than those among a non-homeless
comparison group. In addition, a large percentage of the Hollywood cohort received a dual

diagnosis of emotional disturbance and alcohol or drug abuse (Robertson, 1988).
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A 1984 New York City study of youth in homeless shelters found similar rates of emotional
disturbance: 33% of the girls had previously attempted suicide, and 37% of the boys had
previously been charged with an offense, most often robbery or assault. The New York study
concluded that "shelter users have a psychiatric profile largely indistinguishable from adolescents
attending a psychiatric clinic" (Shaffer and Caton, 1984). In two separate studies of youth who
were excluded from shelters at intake, it was reported that the most common reasons for exclusion
were severe emotional problems (e.g., psychosis), suicidal threats, drug addiction and intoxication
(Chelimsky, 1982; Rothman, 1985).

Although reliable national data on the mental health status of homeless youth is sparse,

there is ample evidence to suggest that most homeless youth grow up in severely chaotic homes:

Three-fourths of the youth in federally funded shelters reported having
moderately or extremely severe problems relating to their families; 36%
reported parental neglect, and 26% experienced physical or sexual abuse (U.S.
General Accounting Office, 1989).

Environ;nental' risk factors, such as poverty, ethnicity, socioeconomic status
and stress (which rarely occur in isolation from one another), make homeless
youth moze vulnerable to developing mental health problems (U.S. Office of
Technology Assessment, 1986).

The National Network of Runaway and Youth Services asserts that 61% of

runaways who come to emergency shelters have been severely physically or
sexually abused (USA Today, 1989).

Every program we visited reported that its caseload of youth with serious emotional
disturbances has increased in the last decade. "We are the last resort. When the schools fail,
when families fail, when the health and child welfare systems fail, we get them," was one program
director’s lament. As the child welfare system, for example, has become overwhelmed in recent
years, the practice of "targeting resources” on younger children (usually under the age of 12), who
have been seriously abused or neglected, has meant that older adolescents cannot gain access to

help.

Each of the sites reported an alarming lack of available and appropriate resources in their

communities for mental health treatment, as well as a lack of in-house treatment expertise. The
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paucity of services for homeless and runaway adolescents is just one aspect of the general dearth
of mental health treatment for all children, most especially for all poor children. National studies
confirm that, among the three million children and adolescents who have severe emotional

disturbances, two-thirds do not receive treatment (Knitzer, 1982).

Since the Children’s Defense Fund published its landmark study documenting the "dismal"
state ~f children’s mental health services (Knitzer, 1982), policy makers and advocates have
reached a consensus on an appropriate model system of care, with particular focus on inter-agency
collaboration, a rich array of intensive non-residential services, parental involvement and attention
to cultural and ethnic minority differences. This conceptual model first received national attention
in 1984, when the National Institute of Mental Health’s Child and Adolescent Service System
Program (CASSP) promulgated a blueprint for state mental health planning. Currently, the
CASSP concept has been adopted by virtually all of the states. Yet, "the discrepancy between the
conceptual model of what a system of care should be, as embraced by state policy makers, and its
actual implementation at a grassroots level is, in many cases, enormous" (Duchnowski and
Friedman, 1990).

The program staff we interviewed attributed the lack of appropriate children’s mental

health services in their communities to these factors:

Community Mental Health Centers (CMHCs) have few staff available to
perform emergency evaluations or treatment. Most Centers provide
assessments, but have no capacity to provide ongoing therapy, or to out-
station staff at shelters or alternative high schools. CMHC staff are not
trained to work with runaway and homeless youth, particularly those who are
members of cultural, ethnic or sexual minorities. Where there are trained
therapists, there are long waiting lists.

*+  Available treatment is mainly office-based psychotherapy by appointment—an
unrealistic mode of service for runaway and homeless youth. In order to
qualify for Medicaid reimbursement, some states are urging providers to
become certified by the Joint Commission on the Accreditation of Health
Organizations, which further encourages this medical model of care.

Third-party reimbursement criteria continue to favor inpatient care, rather

than community-based treatment. Even those youth who need hospitalization
require follow-up outpatient care, which is unavailable.
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Alternatives to inpatient and residential treatment, such as day treatment and
partial hospitalization, are practically non-existent due to funding and
reimbursement barriers, resulting in inappropriate inpatient hospitalization.

Runaway and homeless youth who do need inpatient care cannot get admitted
to state facilities because they are not referred from traditional systems.

Youth are discharged from state psychiatric inpatient units with no access to
"step down" services and no aftercare plan.

The proliferation of for-profit mental health hospital beds for children drains
children’s mental health personnel from the public system.

Most for-profit facilities are inaccessible to uninsured or Medicaid insured
youth. The few for-profit inpatient programs that do admit indigent children
often have admissions criteria, such as parental participation, which exclude
homeless youth.

Clinicians often lack expertise in treating runaway and homeless youth; yet,
they contend that runaway and homeless youth providers lack the training and
credentials to provide good mental health services. Thus, there is tension
between the two communities that further hinders service delivery.

There are virtually no appropriate services for youth with dual diagnoses of
substance abuse and emotional disturbance. There is also an extreme
shortage of treatment resources for youth who have been physically and
sexually abused.

There is little prevention or early intervention with troubled families, which
could help prevent homelessness.

Despite data demonstrating that millions of children need mental health services, funding
for the federal Alcohol, Drug Abuse and Mental Health Block Grant has dropped 30% in real
terms since 1981. Furthermore, only 10% of the Block Grant is set aside for children and youth
with serious emotional disturbances. There is some evidence that community mental health
centers, when strapped for funds, are cutting back on children’s services, principally because

children’s services involve more personnel and, therefore, are more costly than adult treatment

(Select Committee on Children, Youth and Families, 1989).

Each of the programs we visited emphasized the importance of having staff on site who

could distinguish youth who require an immediate psychiatric evaluation from those who need only
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the in-house crisis intervention that almost all youth who come into shelter require. Although
staff at the programs were confident, for the most part, of their ability to make such differential
diagnoses (as a result of their formal training or in-service training), they are aware that far more

specialized mental health expertise is needed for youth requiring treatment.

Programs serving runaway and homeless youth all have staff who provide counseling,
casework or case management services. For the most part, however, they are not trained or
credentialed mental health professionals. In fact, they were hired to be residential counselors in
shelter and transitional housing components, intake workers at drop-in centers, street outreach
workers or youth workers performing any number of functions. They are usually B.A. level (or
less), often have years of valuable experience working with youth and may be indigenous to the
population being served. The type of counseling they provide is non-traditional, problem-solving,
goal-directed and, usually, short-term; and, it is often very effective with runaway and homeless

youth who have little interest, at least initially, in more traditional forms of psychotherapy.

As the mental health needs of runaway and homeless youth have become more severe,
however, -programs report an increasing need for access to greater clinical expertise than their in-
house staff is able to provide. Most programs would prefer not to develop their own clinical
treatment components but to access services from the mental health system. In every community
we visited, however, this option is severely limited. As a result, programs are moving in several
directions to try to fill the gap. Several programs have created a position of clinical director,
staffed by a mental health professional, and others are considering this option. Other approaches
include development of in-house clinical components, more extensive use of outside consultants

or more in-service training for case workers.

Many programs are now providing in-house group, individual, milieu and family therapy,
utilizing the public system mainly for emergency back-up. This solution is not only expensive, it
has also caused philosophical problems for those staff who "don’t want this place to become a
mental health clinic." Many staff also contend: "We can be a catch-all for the Department of

Social Services, but not for the Department of Mental Health."
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Viable Strategies
Although Bridge in Boston provides both individual and group counseling, staff emphasize
that Bridge is not a clinical treatment program. With younger runaway youth, Bridge provides
short-term, crisis counseling. With older homeless adolescents, Bridge provides substance abuse
counseling, which may be long-term. Bridge also has developed expertise in counseling youth with

AIDS and young male prostitutes.

Bridge requires that its counseling staff have a minimum of five years experience working
with youth and a background in substance abuse counseling. Masters-level training and
certification in substance abuse counseling are preferred. Bridge recruits staff who have worked
in non-traditional (non office-based) settings that require a great deal of flexibility. The
counseling staff receives four weeks of initial training, as well as in-service training, which Bridge
pays for or provides. Bridge also has an ongoing staff support group for counselors, which helps
to prevent burn-out and to keep staff and administrators up-to-date on issues. Bridge has
contracted with a licensed psychologist to provide weekly peer supervision, as well as ongoing staff
training with a focus on family systems. Runaway counselors, who are on 24-hour call, primarily
provide crisis intervention to youth new to the program. In contrast, substance abuse counselors
each carry caseloads of about 80 youth a month and provide long-term therapy. Residents of
Bridge transitional living programs are required to be in counseling at Bridge or an outside agency

in contact with Bridge. Altogether, the counseling component treats about 1,600 youth a year.

At Bridge, counseling and case management (or casework) functions are integrated. Most
youth come to Bridge looking for basic survival assistance. Through the process of helping youth
to meet these survival needs for food, shelter and clothing, counseling staff begin to develop a
therapeutic alliance, gradually drawing youth into supportive services, such as counseling. Because
Bridge believes that integrating these functions is crucial to helping teens exit street life, some siaif
are critical of adult homeless shelters that provide teens with only food anrd shelter (but do not
provide an array of supportive services), making it possible for youth to remain on the streets.

Bridge cautions, however, that its approach places a more difficult burden on its counseling staff.
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The majority of funding for Bridge’s counseling component comes from the State
Department of Public Health, Division of Drug Rehabilitation and Alcoholism and the U.S.
Departn{ent of Health and Human Services. Funding covers the salaries of two runaway

counselors and four substance abuse counselors.

® ok ok ok ok Kk ok ok

For the past seven years, YouthCare in Seattle has employed a number of consulting
mental health professionals to assist its drop-in center, outreach, residential and casework staff.
Consulting mental health staff provide: individual case consultation; assistance with development
and refinement of milieu therapy in YouthCare's residential programs; and, staff training and
development, particularly with the integration of new staff into existing programs. Both staff and
administrators at YouthCare cite the importance of having access to this adjunct clinical expertise

since YouthCare itself is not a clinical treatment program.

In an innovative partnership with the State Department of Mental Health and the
University of Washington, YouthCare received a three-year grant in 1990 from the National
Institute of Mental Health’s Children’s Services Research Demonstration Program to implement
and evaluate an intensive case management model with homeless adolescents. The demonstration
will provide intensive case management services, at very small, 1:10 staff:client ratios, to 80 youth

over an 18-month period, with one-year follow-up.

The demonstration will involve two control groups: (a) youth involved in YouthCare’s
programs, who receive regular casework services, and (b) youth who receive minimal to no
casework services. The demonstration will evaluate individual outcomes, including: residential
stability; self-esteem; mental health; social functioning as measured by involvement in delinquent
activities, prostitution, substance abuse and peer relations; quality of life; and, independent living
skills. Also, the demonstration will consider moderating variables, such as how the relationship
between the youth and case manager affects services actually received. The demonstration also

will develop a case management training curriculum.
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The demonstration has the potential to yield important information about levels of case
management that may be effective with certain homeless youth and help other programs structure

case management components that are responsive to the diverse needs of this population.

* Kk Kk ok ok ok X

Albuquerque’s Youth Development, Inc. (YDI) has incorporated a family counseling
component into its Stay-in-School, alternative education component. The program works primarily
with Hispanic families and has developed a counseling curriculum for this population, which was
developed with input from parents. Parents identified the following issues as those with which
they most needed help: substance abuse, for both parents and youth; AIDS education and

prevention; and teen pregnancy.
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The Iowa Homeless Youth Center (IHYC) in Des Moines provides mental health
counseling using both in-house staff and doctoral students from nearby Drake University, who act
as group therapy co-facilitators, an arrangement that is mutually beneficial to both the IHYC and
the University. Although all IHYC residents are required to attend the weekly therapy group,
there is little resistance, since youth know that only "house issues"—not personal issues—can be
discussed. Personal issues are reserved for individual and drug therapy sessions, which are offered
to all residents. Youth are allowed to ease gradually into individual therapy once they have
developed a trusting relationship with staff and have had a positive experience in the group. The
counseling staff have Masters degrees in counseling and experience in working with youth in non-
traditional settings. By helping youth to gain insight and accept responsibility for their problems,

the counseling staff empower youth to accept responsibility for solving problems.

When residents move out of IHYC's transitional living center into its apartment program,
they are required to continue in individual therapy at a community clinic. Many go to Drake
University’s Counseling Center, which has a sliding fee scale, beginning at $2. Iowa Homeless

Youth Center pays for half the cost of this therapy and the youth pays for the other half.

69




ok ko ok ok ok ok

At United Action for Youth (UAY) in Iowa City, mental health services are divided into
two broad components: prevention and counseling. All art, drama, music, literary and recreation
activities, as well as the drug prevention rap groups, are the responsibility of the prevention staff.
Family, individual and couples therapy =re conducted by the counseling staff. However, the
boundaries are blurred between these two mo‘dalities, which is one of the program’s strengths.
Youth who are reluctant to engage in therapy can ease in "through the back door" by participating

first in prevention activities.

Through a collaborative agreement with the local shelter, all runaway and homeless teens
are automatically referred to UAY for therapy and recreation activities. Teens who return home
can continue in therapy for at least six weeks at no charge. Because of the multiplicity of
modalities available at UAY, the counseling staff can invite the parents of a runaway teen to come
in for a 10-week parent training course and for intensive family therapy. Families are not charged
for these services; however, if the family is referred by a public agency or is under court order, the

agency or the court pays UAY’s fee.

The counseling staff at UAY provides a range of non-traditional therapies, including
counseling for child abuse victims (which involves helping the youth testify in court), recreational
and leisure-time therapy for youth from multi-problem families, detention supervision and
diversion, as well as traditional family and individual therapy. All of these interventions are
underwritten by both general operating funds and an annual contract with the Johnson County

Department of Human Services (DHS).

UAY also provides in-home therapy twice a week to families referred by DHS or the
judicial system, usually when a child is at risk of placement. DHS will pay for up to 15 visits a
month. If sexual or physical abuse is suspected, the youth will be referred to a UAY victim
support counselor, who acts as the child’s advocate during family therapy or if removal is

contemplated. For extremely disorganized families, DHS contracts with UAY to provide both in-
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home monitoring, which helps families change their style of interaction, and community assistance,

which helps families identify additional local resources, such as employment training.

DHS payments are calculated by service units, with only a prescribed number of treatment
units allowed for each intervention. Although UAY is eager to serve DHS clients, staff report
that this payment system, which can cause treatment to be aborted before completion, is unsatis-
factory. The payment system also makes it difficult to project annual income since the number
of service units and referrals from DHS fluctuate monthly. In the last quarter of 1990, for
instance, DHS curtailed all referrals to UAY to cut back on expenses after its budget had been
frozen by the Governor. As a result, UAY experienced a significant drop in income, although its

expenditures stayed the same.

The conviction that every individual is capable of growth underlies all of UAY’s therapeu-
tic interventions. Called Unconditional Positive Regard, this philosophy creates an egalitarian
environment in which youth and staff share many responsibilities for running the program. UAY’s

telephone crisis hotline, for instance, is staffed by a group of specially trained teen volunteers.

Because it offers a wide range of intervention strategies under one roof, UAY provides
"one-stop shopping" for troubled families. In addition, its rich array of prevention activities helps

to remove the stigma often attached to mental health services.
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At The Storefront in San Diego, "treatment” begins as soon as a youth enters the shelter.
Every aspect of life inside The Storefront—the furnishings, the way youth are greeted at the door,
the way the telephone is answered, how staff interact with teens and with one another is carefully
designed to bring about emotional healing and to empower youth to leave the street. The rules
and expectations of this "milieu therapy" are meticulously outlined in the program’s Policies and
Procedures Manual which defines acceptable behavior for staff, volunteers and youth who use the

shelter.

71




Maintaining the milieu requires a high degree of consistency, which is achieved through
frequent meetings and case conferences. Each day before youth are admitted to The Storefront,
staff and volunteers meet for a "staffing" to review the status of current residents, discuss

anticipated problems and refine strategy.

For youth whose lives have mostly been chaotic, The Storefront’s order and structure
ensure a safe, predictable environment that youth can learn to depend on long before they can
trust staff. The daily schedule, which staff adhere to faithfully, establishes this orderliness from
the outset. When residents are admitted to the shelter promptly at 6:00 p.m., a security guard
outside the shelter makes certain that no one is admitted after 6:10 and that youth (or former
residents) over age 18 do not gain admission to the shelter or loiter outside. Once inside,
residents sign the attendance form and the chore list. After a light snack, their schedule includes:

6:10-7:00 p.m.  Resident counselors lead a community meeting; new residents are introduced,
basic rules are reviewed and available services described for new members, in-
cluding medical care, independent living, school and case management services.

Residents report on their status, any successes or failures. Problems within the
shelter (such as chores not done, racist remarks, etc.) are discussed.

Residents prepare the kitchen for the evening meal which is brought to the shelter
by United Methodist Church volunteers.

7:00-8:00 p.m.  Residents and staff eat together. Kitchen chores are completed.

8:00-9:30 p.m. Intake interviews are completed with new residents. Case management
appointments are scheduled for other residents.

9:30-10:30 p.m. Mandatory evening meeting, which includes presentations from Alcoholics
Anonymous, Planned Parenthood, AIDS Prevention, etc., is followed by group
games, pool, board games or homework.

10:30-11:00 p.m. Personal time for laundry, showers follows group activity. Lights out and all in
bed at 11:00.

6:30-8:00 aam.  Residents awake, shower, complete chores, eat breakfast and leave the shelter by
8:00 with a bag lunch.

8:00-11:00 a.m. Residents can meet with case managers or independent living staff by

appointment,
8:00-12:00 School
or
8:00-6:00 Recovery center.
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This daily schedule is an important aspect of The Storefront’s mental health treatment; it
establishes the "trade-offs" inherent in giving up street life, and ensures ample time each day for

group and individual counseling.

All residents accepted for long-term shelter placement (after an initial three-day trial
petiod) are assigned a case manager. The client and case manager complete an in-depth (five-
page) interview and, together, develop a case plan. To promote coordinated services, case plans,

which include both practical and psychological goals, are made available to all staff and volunteers.

The Storefront’s case managers, like those at Bridge, integrate case management with
counseling. Helping a young person gain access to medical services or an L.D. card is often the
important first step in forming a therapeutic alliance. The Storefront’s two case managers, both
licensed therapists, use traditional short-term crisis intervention techniques to help resolve "here
and now" problems. They also use "reframing", another counseling technique, to help youth re-
evaluate experiences in a new context; for instance, a youth who equates street life with "freedom"
is helped to realize that dependence on prostitution to meet basic survival needs is not tantamount

to independence.

Many Storefront youth, especially those who have been sexually abused or who need
psychotropic medication, require long-term, in-depth therapy. The Storefront’s two case managers
continue to counsel such youth until they can find an appropriate therapist in the community.
Hooking youth up with community resources, such as a county mental health clinic which can
continue to provide services after the youth has left the shelter, is a key aspect of empowering

teens to become independent.

An outside consultant, who is a clinical psychologist, meets weekly with Storefront staff
and volunteers to review case plans and the progress of current residents (or former residents who
may return to the shelter for follow-up counseling). This two-hour consultation helps staff develop
treatment plans, improve collaboration and resolve the difficult conflicts that arise when a decision
that is in the best interest of the milieu (the program as a whole) may not seem to be in the best

interest of a particular youth. For instance, if staff allow too many youth to stay on at The
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Storefront as long-term residents, the shelter would no longer have enough beds to meet its
principal mandate. Yet, sending a youth lout to an uncertain future can be a wrenching experience
for staff. The consultant, who has the advantage of emotional distance, can assist staff in making
such decisions with minimal rancor and guilt. In short, the consultant is as important to preserving
the menfal health of staff as he is to promoting the emotional growth of Storefront residents and

to preserving the all-important milieu.

AIDS PREVENTION AND EDUCATION
Issues
Our site visits corroborated recent research reports (National Research Council, 1990)
indicating that homeless youth engage in a pattern of behaviors, including unprotected sex,

intercourse with multiple partners, early onset of sexual activity, same gender sex, sex in exchange

- for survival needs and substance abuse—all of which put them at high risk for contracting HIV

infection.

Obviously, the dearth of drug treatment facilities, mental health treatment, access to health
care, independent living facilities, foster care, alternative education and job training opportunities
noted throughout this report reduce the choices available to street youth, thereby increasing the
likelihood of their engaging in "survival sex" and other high-risk behaviors. Despite the systemic
social, economic and psychological factors that sustain high-risk sexual and substance abuse
practices, youth workers in all the cities we visited are continuing to develop effective techniques

for teaching AIDS prevention.

Much of the AIDS prevention education information and training material available
nationally are not particularly relevant to the populations of youth served by the programs we
visited. As one AIDS prevention counselor told us, "There is plenty of safe sex information
available in San Diego; these kids aren’t listening." One reason the message may fall on deaf ea»-
is that much of the material is designed for adults (often for gay adults) and requires an adult

reading level, which some street youth lack. Even literature targeted at a younger audience may
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be ineffective with homeless youth, who typically ignore written materials, especially those that

emanate from the health and social services establishment.

Much of the standard AIDS education material is particularly irrelevant to street youth,
who must contend daily with their own desperate survival needs. AIDS "scare tactics" do not
succeed with maay street youth, many of whom have little interest in or capacity to think about
the future. As one i5-year-old told us, "If I'm cold and hungry now, what difference does it make
what happens to me in five years?" A 1990 federal study of AIDS education contends that the
Centers for Disease Control has accomplished relatively little in providing HIV education to out-
of-schonl youth (U.S. General Accounting Office, 1990).

The programs we visited cited a particular need for culturally sensitive education materials
targeted to minority youth, standardized protocols in certain areas and more relevant staff training
curricula. For example, Bridge in Boston, which operates a dental clinic for street youth, cited the
need for standardized protocols for treating oral manifestations of HIV infection, a project that
the federal government could undertake in collaboration with the American Dental Association.
Programs pointed to the lack of training material on how to counsel disturbed, multi-problem
populations at risk of HIV infection: much of the available literature comes from those who have

worked with adult gay men who are stable and emotionally healthy.

Programs cited a need for more effective staff training with respect to AID{. Without
adequate preparation and an opportunity to explore their own values and prejudices, some youth
workers are frank to admit their reticence to discuss sexual issues. Programs also cited a need for

more relevant material on how to counsel staff to cope with issues of death and dying.

In addition to the inadequacy of much of the existing training and education material, it
is difficult for many street youth to accept the reality of AIDS. Because the HIV virus has an
eight- to ten-year incubation period, few of those who become infected in adolescence will become
symptomatic in adolescence. In 1989, the Centers for Disease Control reported only 343 cases

of adolescent AIDS nationwide. Few of the teens we interviewed actually knew other youth who
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had contracted the disease. Since their friends have not died of AIDS, street youth may continue
to deny that AIDS is a threat to their mortality.

In spite of this cuasiderable list of barriers to effective AIDS prevention education, a
number of the programs we visited reported that awareness has increased among the youth they
serve. In particular, more heterosexual males, as well as minority males, understand that AIDS
is not just a "gay" or "white" issue. Staff did not believe, however, that awareness has improved
among their female clients, who continue to think of AIDS as a disease of gay men. While
programs report increased cognitive awareness, they do not report corresponding behavioral

changes. Street youth continue to engage in high-risk behaviors.

Youth workers cite a need for AIDS education efforts to be far more youth-centered,
using such techniques as peer outreach and use of youth theater and music groups. Youth
workers agree that information and materials need to be frank concerning sexual issues and safe
sex practices, but some staff feel constrained by commurity norms or the opinions of funders. On
the other hand, federal funds from the Centers for Diisease Control were viewed as among the

least burdensome funding source in terms of both constraints and paperwork requirements.

Programs differed in their attitudes toward HIV testing. Some programs do not encourage
testing because it is believed that, whether the outcome is positive or negative, the effect on youth
is detrimental. An HIV negative result may encourage teens to continue engaging in high-risk
beliaviors; if results are HIV positive, there is a woeful lack of follow-up care. Those programs
that do encourage testing iry to ensure appropriate follow-up support. Although there is a great
deal of ambivalence toward the issue of testing, all of the programs have policies in place to

ensure youth have access to testing and to protect confidentiality of testing procedures and results.

Viable Strategies
With a three-year grant from the California Department of Health/Office of AIDS, San
Diego Youth and Community Services (SDYCS), which administers The Storefront, hired an AIDS

educator to develop an AIDS education manual. In one compact ring-binder, the manual provides
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the data, lesson plans, materials and exercises required to: educate youth service workers about
AIDS; teach youth workers effective AIDS education strategies to use with their clients; and, train
youth as peer educators (see Appendix C). Because the project proposal was a collaborative
effort between SDYCS, the San Diego YMCA, San Diego Youth Involvement Project and South
Bay Community Services, staff from a total of 11 agencies have participated in the training and,
in turn, are training 150 additional staff and volunteers, who will work with a minimum of 2,000

youth in their respective agencies.

The manual maps out a series of 14 "Training of Trainers" workshops; each is four hours
long and utilizes adult experiential, participatory learning principles. After an ice-breaker (such
as a Condom Relay Race), a self-evaluation exercise (what do you know and how can you teach
it?) follows. In subsequent sessions, participants review the medicai and legal facts relevant to
AIDS; they also learn (and practice) effective teaching techniques, such as how to conduct a

workshop on gay and lesbian issues, or how to discuss masturbation.

After completing the Training of Trainers sequence (Phase I), participants are then
prepared to train youth workers at their own agencies (Phase II) who, in turn, will provide AIDS

education to San Diego youth. Finally, youth are trained as peer educators (Phase III).

The SDYCS AIDS Education Program is based on five important prevention strategies
that, according to the field, are essential components of any successful intervention targeting
teenagers. (National Research Council, 1990; Woodruff, Doherty and Athey, 1989; Boyer, 1988).
They are:

1. AIDS educators must possess two distinct skills: first, precise cognitive
information about the virus and its transmission, including safe sexual
practices, correct answers to common misconceptions, HIV testing procedures,
the meaning of test results and hygienic procedures for providing services to
infected youth. In addition to technical :ompetence, AIDS educators must
be able to use street vernacular to participate in candid discussions—which
often elicit deeply personal questions about their own sexuality.

2. Street youth are more likely to accept AIDS prevention information that is
provided by adults with whom they have a relationship of trust and familiarity.
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is a constant presence at all the sites we visited. At most sites, condoms are readily available, and

posters advertising safe sexual practices decorate the walls. At United Action for Youik, a youth-

AIDS educators must actively involve youth in the training process. Rather
than a lecture format, an ongoing small group provides opportunities for
youth to role-play sexually pressured situations, to explore difficult personal
choices and to develop their own youth-oriented AIDS prevention materials.
As a result of one such small group at SDYCS, for example, participating
youth wrote and illustrated an AIDS workbook that provides basic
information and corrects prevalent myths.

Street youth cannot utilize AIDS education unless they also learn how to
negotiate assertively with sexual partners, make difficult choices under duress
and withstand ridicule. Acquiring these skills requires practice, peer support
and self-confidence. At The Storefront, there are frequent references to self-
protective behavior in the nightly group meetings, in individual therapy and
in case management meetings where youth are taught, through role-playing,
that being a "nice person" does not mean being passive and submissive.

Street youth cannot utilize AIDS education unless it is provided within a
holistic social context that provides access to necessary sustaining resources,
including food, shelter, clothing, medical care, mental health treatment,
substance abuse treatment, education and vocational training. These
resources, which empower youth to choose safe sex, are "as essential to AIDS
prevention as condoms," one youth worker told us.

Because the threat of AIDS is so pervasive (and the solution so elusive), AID; - prevention

written safe sex rap song provides background :ausic to the day’s activities.

Storefront, which also includes regularly scheduled on-site HIV testing performed twice a week.
Testing is voluntary, and the results are kept strictly confidential. However, many youth choose
to discuss test results with their case manager. Results are not entered into client charts or

discussed with other staff unless the youth signs a release. Youth who test positive are given

Self-empowerment strategies enhance the explicit AIDS education program at The

follow-up support counseling.

L . I I I
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Similar to the approach taken by San Diego Youth and Community Services, Youth
Development, Inc. (YDI) in Albuquerque also has developed an AIDS education manual in ring-
binder form for use in its "Training the Trainers" project (see Appendix C). YDI trains staff in
five of its own components, as well as staff in 10 outside agencies. YDI, which predominantly

targets Hispanic youth, trained over 600 youth and adult staff in 1989.

New Mexico’s Health and Environment Department funds YDI's AIDS project with a
budget of about $33,000 a year, which covers two full-time staff persons and materials. In addition
to the training manual, YDI publishes an AIDS education newsletter every two months that is
targeted to both staff and youth. YDI also serves on the Governor’s Task Force on AIDS, which
provides the agency with current information on AIDS-related issues and ensures that the issues

affecting youth and the Hispanic community are heard at senior policy levels.

In addition to its "Training the Trainers" project, YDI operates Project De SIDA, which
provides.HIV education and prevention for Hispanic IV drug users and their families. It is the
only program of its kind in Albuquerque. The project includes: street outreach, using skilled
outreach workers from the targeted neighborhoods; counseling; theater developed by former IV
drug users, who also perform in the plays; cartoon strips and other educational media; and,
transportation to and from testing sites. To ensure effective outreach and build trust with clients,
Project De SIDA works closely with a fundamentalist church group, Barrios for Jesus, that has had

success reaching IV drug users.

Project De SIDA is funded by Centers for Disease Control monies channeled through the
New Mexico Health and Environment Department. The budget is approximately $39,000, which
covers two full-time staff persons, materials, transportation and a small subcontract to Barrios for

Jesus for outreach coordination.

All of YDI's-HIV prevention and education activities incorporate frank material on safe

sexual practices and IV drug use and include the dispensing of condoms.
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At Neon Street in Chicago, AIDS education begins at intake. All youth who come to the
drop-in center are asked what they know about AIDS to assess knowledge levels. As a part of
their service plans, youth are required to attend Neon Street’s AIDS education groups; in addition,

youth at highest risk see the AIDS coordinator for individual sessions.

Neon Street’s AIDS outreach predominantly targets minority male hustlers. The client
population served is about 80% African American, 15% white and 5% Hispanic. All of the staff
are African American and include two part-time (20 hours a week) outreach workers, five peer
educators and the coordinator. Neon Street trains peers as educators and is beginning to use

persons with AIDS as counselors.

In addition to outreach and education targeted to youth, the AIDS component provides
in-service training for Neon Street staff and volunteers, both to keep them informed and to help

them resolve their own conflicts concerning AIDS and cultural differences.

The AIDS component is funded by the Centers for Disease Control through the City
Department of Health at a cost of about $37,000.
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YouthCare in Seattle provides both direct AIDS education to high-risk youth and training
for individuals who work with youth. Like YDI and San Diego Youth and Community Services,
YouthCare has developed a training manual in ring-binder form, that is targeted to youth at risk,
called "Teen AIDS Prevention Education" or TAPE (see Appendix C). TAPE was developed by
a Fellow in Adolescent Medicine at the University of Washington and modified by YouthCare to

include more drug- and alcohol-related information.

YouthCare’s training of trainers program provides eight hours of training, followed by
monthly newsletters, periodic updates on reading materials and assistance with developing AIDS
policy. Those who are trained receive the training manual and a YouthCare kit, which includes

condoms, bleach, graphics on the "2 x 2" clean needle technique, pamphlets and an innovative
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visual aid, called a "Measuring Tape", that vividly illustrates the current number of HIV-infected
individuals nationally, the number in the Seattle area, how many are teens, and, as the tape is

extended, how those numbers will grow dramatically over the next five to ten years.

The agenda for the training is divided into nine sections as follows:

Unit Qne: NAMING BARRIERS TO INVOLVEMENT

This unit helps participants address their personal fears about becoming involved with the
issue of HIV/AIDS by listing the barriers that may prevent them from working effectively
with high-risk adolescents.

Unit Two: BASIC FACTS ABOUT HIV/AIDS AND THE POLITICS OF AIDS

This uait provides the facts youth service workers will need to know about HIV/AIDS to
conduct an AIDS prevention program with adolescents. The unit helps participants
understand the social context which has influenced the delivery of AIDS education and
prevention efforts and social policy.

Unit Three: BUILDING CULTURAL AWARENESS

This unit helps participants address their conflicts. The unit provides participants with the
opportunity to examine their values, attitudes, stereotypes and past experiences that
inevitably affect their ability to work with certain kinds of adolescents and health problems.
Unit Four: SPEAKING THE SAME LANGUAGE

This unit assists participants to become comfortable with presenting sexual issues and using
sexually explicit language.

Unit Five: SPECIAL NEEDS OF YOUTH

This unit looks at the needs, conflicts, and sense of hopelessuess, as well as the potential
that characterize the high-risk adolescent. It addresses the current data on adolescent
HIV/AIDS infection, developmental factors, typical high-risk behaviors, peer and community
norms,

Unit Six: RESPONDING TO RISKY ATTITUDES

This unit examines the four typical categories of adolescent attitudes about AIDS. It
prepares participants to recognize these attitudes and to address them clearly and directly.
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Unit Seven: RISK REDUCTION COUNSELING

This is a skills building unit that provides participants with the techniques and "how-to" of
HIV/AIDS prevention work with adolescents, The focus of this unit is on safer health and
sexual behaviors and the need to avoid drug use in general and intravenous drug use in
particular. Participants are taught how to advise adolescent clients about needed behavioral
changes that can reduce their risk of HIV infection.

Unit Eight: YOUTH AIDS CURRICULUM

This unit models a Youth AIDS Curriculum that is designed to provide knowledge and
shape attitudes so that youth may be empowered to reduce their risk of acquiring HIV.

Unit Nine: WHERE DO WE GO FROM HERE?

This unit, which completes the training process, outlines what is needed to operationalize
HIV/AIDS prevention, This is a unit for sharing ideas and developing networking skills and
resources.

(YouthCare, 1989)

In 1989, YouthCare conducted 36 trainings for over 450 service providers, including
teachers, school nurses, youth ministers, physicians and staff at youth services agencies, at group
homes and at detention facilities. Based on a follow-up survey to the training that YouthCare

conducted, those trained, in turn, reached over 1,600 youth.

YouthCare also trains teenagers to be peer AIDS educators. It participates in the Seattle
Youth Coalition for Peer AIDS Education, which involves youth in a two-day training retreat.
Youth have written and performed in a play about AIDS and developed written materials and
posters. YouthCare is developing a model for wor'king with couples and hopes to use trained teen

couples as peer counselors.

In addition to its Training the Trainers Project, YouthCare provides direct prevention
education to about 150 youth a month, including those on the street and at its own program
components, youth in detention, in substance abuse treatment programs and in other service
agencies. A person with AIDS is often invited to these education sessions to talk with teens. In
1989, YouthCare reached over 2,000 youth through 350 AIDS classes.
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YouthCare has a particularly innovative agreement with the Department of Youth Services
juvenile detention facility. YouthCare’s health educators are on 24-hour call to counsel teens
brought into detention on solicitation charges; YouthCare workers visit the detention center daily,
to link youth to YouthCare'’s services and to provide basic AIDS education. YouthCare provides

youth, upon release, with condoms, informational material and a map to its services.

YouthCare’s education approach, in addition to the frank discussion of safe sex and needle
use that is the hallmark of all effective youth AIDS education projects, emphasizes the importance
of a healthy lifestyle. The emphasis on healthy lifestyles includes such basic strategies as eating
well and having a safe place to live. Teens also are taught to adopt practices unique to street
youth, such as keeping a "black book" of known "clients", rather than cruising the street. This
emphasis on a healthier lifestyle supports one of YouthCare’s overall goals for street youth, which

is self-care.

YouthCare’s AIDS education and street outreach components are integrally related. All
outreach workers are trained in AIDS education, and it is a major part of their work on the street.

The AIDS/outreach staff have backgrounds in public health, case management and youth work.

YouthCare’s AIDS component is funded by federal pediatric AIDS dollars (from the
Health Resources and Services Administration, U:S. Department of Health and Human Services)
channeled through the County Health Department; Centers for Disease Control monies channeled
through the State Health Department; the State Division of Alcohol and Substance Abuse; federal
Office for Substance Abuse Prevention (OSAP) monies; and, a Robert Wood Johnson Foundation
grant. These funds cover two health educators, three full-time equivalent outreach workers and

one AIDS/outreach manager.
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United Action for Youth (UAY) recently received funds from the Aetna Foundation to
launch an AIDS education project. UAY invites teen couples to a weekly pizza party; participants

are helped to talk frankly with each other about sex and to role-play "sexually sensitive" situations.

MEDICAL AND DENTAL CARE
Issues
The complexity of providing medical care to homeless teens may best be illustrated by the

following typical case history:

Stacey, age 16, was badly bruised and weeping when she came to a runaway
shelter in the Midwest for the first time. She needed help, she said, because her
boyfriend was promising to "let her have it" if she moved out. Five months
pregnant, Stacey was convinced that if she stayed with him, she would continue
to use drugs and something terrible would happen to her baby. Stacey had been
out of school and living on her own for almost two years since she left home to
escape an alcoholic step-father who physically abused her. Returning home did
not seem like a viable option to Stacey or to the staff at the shelter.

Stacey’s story illustrates how complex it is to secure help for homeless youth. Prenatal care
alone will not protect her health, the health of her baby or their future. Equally urgent are her
unmet needs for mental health treatment, drug treatment, nutritional counseling, housing, an

educational assessment, school placement and employment skills.

The difficulty of providing adequate health care for Stacey is compounded because she is
homeless and pregnant too soon. In fact, even for those who require nothing more than routine
preventive care, the health care system for adolescents generally is inadequate, fragmented and
inappropriate. Adolescents are the least likely of any age group to see a doctor (Children’s
Defense Fund, 1990).

Current research, as well as the observations of the youth workers we interviewed,

attribute the lack of health care for adolescents to four principal barriers:
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*  Nearly one-fifth of all children and youth under 18 have no health insurance,
public or private (Children’s Defense Fund Clearinghouse Report, 1990).

Teenagers and their families cannot afford to pay for health care. Even the
poorest adolescents may be denied Medicaid eligibility in many states. Teens
living on their own are frequently excluded from Medicaid if they cannot
obtain parental permission or the required documentation, such as a birth
certificate.

Appropriate health care services for. adolescents are in short supply.
Particularly in many rural and inner city areas, there is a severe shortage of
physicians willing to treat low-income patients, and there is a scarcity of
adolescent age-appropriate services. Where such services are available, long
waits for appointments, inconvenient hours and an impersonal attitude toward
patients often prevail, which deter teens from accessing services.

Fragmented, categorically defined medical services fail to address the social,
psychological and environmental problems or the risk-taking behaviors that
seriously endanger the health of adolescents.

Two publicly funded programs, Medicaid and its child health component, the Early
Periodic Screening, Diagnostic and Treatment (EPSDT) Services program, have primary
responsibility and potential for improving the health care of high-risk adolescents (CDF, 1990).
Although Federal law requires the EPSDT program to provide regular medical screenings,
diagnoses and treatment, including vision, hearing, mental health and dental services, for all
Medicaid-eligible children and youth under the age of 21, many states have failed to implement
the mandatory EPSDT guidelines. In 1988, only 13 of every 100 eligible six- to 20-year-olds
received a screen (Children’s Defense Fund, July 1990). In addition, the content of the screenings

often omit tests related to mental health, sexual activity and substance abuse.®

“In the Omnibus Budget Reconciliation Act of 1989, Congress enacted sweeping changes in
EPSDT intended to improve access to care, encourage provider participation, enhance the content
and frequency of health screenings and expand diagnostic and treatment services for poor children
and youth. These federal guidelines are not mandatory, however. Each state designs and
administers its own Medicaid services. To improve health care services for homeless and runaway
youths in a particulas community, state Medicaid agencies must first exercise the treatment options
included in the 1989 federal legislation.
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EPSDT screening and treatment services, like Medicaid, are resources that are untapped
and under-utilized by most homeless and runaway youth programs, mainly because very few states
and communities have fully implemented federal EPSDT and Medicaid options. Also, it is not

easy for local providers to find out how to access those services that are available.

The lifestyles and attitudes of homeless and runaway youth add other barriers to those
already inherent in the health care delivery system. Many street youth are unfamiliar with and
wary of medical procedures. Youth workers report that many teens are fearfu: of having blood
taken or of getting an injection. For adolescents with a history of sexual abuse or exploitation,
having to undress for a physical examination can be traumatic. Further resistance to medical
treatment often occurs because street youth suspect that medical staff will report the results of
an examination, their whereabouts or information about their activities to their parents or to the
police. Finally, any treatment protocol that requires more than one visit is jeopardized by the

transient lifestyle of street youth.

These barriers, coupled with an unrealistic sense of their own invulnerability, allow
homeless youth to ignore even painful or disabling symptoms and to postpone pre-natal care.
Typically, teens convince themselves that health problems will eventually disappear. This
misplaced optimism is particularly detrimental to the treatment of venereal disease, which is

characterized by periodic temporary remission.

At the sites we visited where physicians work in specifically designed alternative adolescent
health components, runaway and homeless youth are more likely to consent to medical care. In
fact, at sites where there are alternative health clinics, medical services can be an "entree" to the

comprehensive array of services that youth require (see also Boyer, 1988).

There is little doubt that significant numbers of homeless teens suffer from severely
impaired health. A Los Angeles study of street youth, who were first-time patients at a free clinic,
revealed a high incidence of syphilis, pelvic inflammatory disease, trauma, rape, hepatitis, asthma

and scabies (Boyer, 1988). Conditions, such as cardiac arrhythmia, pneumonia, renal failure and
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anemia, occurzed much more frequently among runaway and homeless clients than among those

who were living at home (Yates, 1988).

In a 1989 study of the health care needs of homeless and runaway youth, the Council on
Scientific Affairs of the Journal of the American Medical Association (JAMA) identified six major

health problems of homeless youth and warned against "glossing over" the very different treatment

needs of homeless youth and homeless adults. JAMA found the following major areas of concern:

1. Nutrition. Most street youth reported eating one meal a day, at most. An
Oregon nutritionist, who analyzed a typical shelter meal, determined that it
provided only one-third of the daily calories needed for growth and was
extremely deficient in iron, calcium, protein and vitamins. The JAMA study
cited poor nutrition as having "frightening implications for the health and well-
peing of children born to homeless adolescent females."

2. Substance Abuse. There are no national data on the rates of alcohol and
drug use among homeless youth, but regional studies and anecdotal
information confirm rates far in excess of the rates for all youth. In a
Hollywood, California survey, 61% of homeless youth admitted to substance
abuse; one-third of the sample were chronic abusers and one-fourth had
diagnoses of both alcohol and drug abuse. Yet, most substance abuse
programs do not admit adolescents and, particularly, not uninsured
adolescents, leading one researcher to call this a "largely untreated group"
(Robertson, 1989).

[F8]

Mental Health. Homeless adolescents are less likely than homeless adults to
have ever received care in the mental health system, despite very high rates
of depression, self-destructive behavior (including suicide) and anti-social
behavior. Emotional problems underlie many of the risk-taking behaviors that
further endanger the health of homeless teens.

4. Physical Health. Exposure to the elements, the absence of a clean domicile
and opportunities f - bathing contribute to many physical ailments,
particularly the gastrointestinal, respiratory and genitourinary problems
common among street youth. The unsanitary condition of street life promotes
the spread of Hepatitis A and B, head lice, pubic lice, scabies, and impetigo.

5. Sexual Health. Incidents of all sexually transmitted diseases, including AIDS,
have increased sharply in the last decade. The Centers for Disease Control
attributes the 60% increase in the rate of syphilis since 1985 to the epidemic
in cocaine use among the urban poor, which has exacerbated the practice of
exchanging sex for drugs, a practice common among homeless youth.
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6. Teen Pregnancy. Rates among homeless youth are even higher than the rates
for domiciled teens. In the Hollywood survey, 44% of the females reported
one or more pregnancies, although only 13.9% had ever given birth.
(Robertson, 1989) In the Heaith Care for the Homeless Program’s first year,
nearly one-fourth of females, age 16 to 19, were pregnant at their first medical
examination or became pregnant during the next year.

7. Victimization. Over 900,000 youths, two-thirds of whom are female, are
involved in prostitution; their average age is 15 years. Nearly four-fifths of
adolescent female prostitutes have been identified as runaways, and a sizable
number of young males are runaways as well. Without an alternative means
of support, homeless teens have few legitimate alternatives to prostitution,
pornography or the sale of illegal drugs, all of which subject them to serious
health risks, including physical and psychological trauma, AIDS and other
sexually transmitted diseases (Council on Scientific Affairs, 1988).

Program staff with whom we visited would add dental health to the JAMA list. In some
respects, dental services are even more inaccessible than medical care. Many insurance plans do
not include dental coverage, and most states do not have an adequate system of public dental

clinics. Staff point out that many street youth have had no dental care for years.

The prevalence of death, sickness and injury among homeless and runaway youth is
unacceptably high mostly as a result of health damaging behaviors, rather than disease.
Traditional, specialized medical services are inadequate to meet the challenge of these "new
morbidity" health problems, i.e., conditions that result from social, rather than biological, factors.
Just as effective AIDS prevention must be comprehensive and include housing, adequate nutrition,
medical care, education and mental health treatment, recent evidence supports a holistic model
of medical care capable of integrating all the related health needs of high-risk adolescents (Ooms
and Herendeen, 1989).

Although few in number, comprehensive adolescent health programs have had notable
success in overcoming the fears and logistical barriers that typically exclude high-risk teens from
medical care. The youth workers we interviewed identified these important features of holistic

services:

88




Health professionals from all the relevant disciplines located at a single site
or, if necessary, collaborative treatment relationships with other providers at
several sites; staff caution that the more "stops" youth have to make to obtain
health services, the less likely they are to receive care;

A commitment to multi-disciplinary collaboration;

Health screening and treatment protocols that include all relevant social,
psychological and environmental factors which have an impact on teen health,;

Staff who have the ability (and the time) to talk with teens about their
lifestyles in a non-judgmental manner and who accord youth the same respect
as they would adults;

Sensitivity to the special fears of sexually-exploited youth;
Treatment that includes health education and family planning; and,

Evening clinic hours and scheduling flexibility that includes some "drop-in"
clinic hours.

Many physicians attest to a willingness to treat homeless and runaway youth, but assume
that before providing medical care to minors, they must obtain parental consent. Uncertainty in
this area is understandable since state laws differ, especially with respect to homeless youth who
may be "emancipated minors", that is, exempt from parental consent requirements in some

jurisdictions. Addressing this issue, the Council on Scientific Affairs of the Journal of American

Medicine has requested that state medical societies: determine the extent of treatment allowed
without parental consent under state regulations; inform doctors of existing laws affecting minors,
including those who may be declared emancipated; and, form alliances with statewide youth
advocacy groups to develop protocols for the treatment of troubled youth (Council on Scientific
Affairs, 1989).

Physicians with whom we spoke, who have formed partnerships with runaway and homeless
youth programs and are providing services either at programs on-site, through hospital emergency
rooms or at free clinics, tend to downplay the parental consent issue. As one physician, who has

been serving runaway and homeless youth for 20 years, put it: "This issue is often just a good
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excuse for doing nothing; if physicians want to provide medical care to runaway and homeless

youth, they can.”

Viable Strategies

YouthCare in Seattle utilizes one of the oldest free clinic "systems" for runaway and
homeless youth in the country. In the late 1960s, a few Seattle physicians, under the leadership
of Robert Deisher, M.D., perceived that street youth were not utilizing the city’s public health
clinics; the only services adclescents were using were hospital emergency rooms. Deisher and a
few colleagues started a free clinic specifically for adolescents by convincing an existing public
health clinic to let them use the clinic’s facilities one night a week. In the second year of
operation, Deisher added medical students from the University of Washington and, eventually,
Fellows in Adolescent Medicine to help staff the clinic. They advertised the availability of the
clinic through publi¢ service announcements, flyers on the street and through youth services

agencies. In the first year of operation, the clinic served about three or four youth a night.

Today Deisher, under the auspices of the University of Washington, has formal arrange-
ments in place with YouthCare to provide an on-site clinic at Orion Center (YouthCare’s drop-in
center) and evening care, using public health clinics in Seattle’s Pike Market District and in the
Pioneer Square area. YouthCare staff transport youth by van to the Pike Market and Pioneer
Square clinics; YouthCare’s outreach workers also help youth to access the clinics. The three

clinics now serve about 30 youth a week.

As a result of unique interagency collaboration and volunteer health care staff, Deisher’s
clinics operate on a budget of less than $2,000 a year. Obviously, the ability to utilize existing
clinic facilities and equipment contributes to keeping costs low. In addition, all physicians and staff
are volunteers, except for one nurse practitioner funded by the Health Care for the Homeless
Project. The Seattle Department of Public Health provides free lab work; x-rays are provided at
no cost (if a youth is uninsured) by the King County Hospital; most drugs, except for antibiotics,

are donated by pharmaceutical companies, as are birth control devices.
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Dr. Deisher, who now serves on YouthCare’s Board of Directors, believes that a major
factor in being able to operate clinic services for homeless youth on a very small budget is having
access to a medical school in the community. Dr. Deisher is Professor Emeritus in the
Department of Pediatrics at the University of Washirgton Medical School. To heighten medical
students” awareness of the health care needs of this population, Deisher teaches an elective course

on street youth.

Deisher believes that several basic factors are important in developing health clinics that

youth will use:

The facility itself must be decent. Youth will see the physical plant as a
reflection of how staff view them and of the quality of care provided; youth
will not utilize a shabby facility or one where they have to wait for hours to
be seen.

Youth must be treated with respect—for example, asked whether they prefer
to see a male or female physician, or whether they mind being seen by a
medical student.

Services must be available at no cost to youth who are uninsured.

Dental care and psychiatric care are two services that the Seattle clinics have been unable
to organize or access. Deisher explains that it is difficult to recruit volunteer psychiatrists and,
while they have been able to get a few volunteer dentists, they have not had success structuring

a dental component.

¥ ok ok ok ok kK

Bridge in Boston operates the oldest mobile medical van in the country serving street

youth and has one of the only on-site free dental clinics serving this population. Bridge’s Clinical
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Director provided the following description of its medical van and dental clinic in recent testimony

before the U.S. Senate Subcommittee on Children, Family, Drugs and Alcohol:

Since 1970, the Bridge Free Medical Van has brought important medical
services to youth who might otherwise never find the help they need. Each
week night, the van makes regularly scheduled stops in areas of Boston and
Cambridge where street youth gather. A pool of 17 physicians and 41 nurses
volunteer an average of one night per month. The use of volunteers
constitutes a powerful message to these alienated youth that professionals do
care about them and are willing to extend themselves to offer assistance. For
many youth, trapped in a street life-style of instability and chaos, the regular
appearance of the medical van offers the only positive structure in their lives.
It is a front-line service reaching out to the neediest youth. In training
medical volunteers, Bridge stresses to them that the manner in which their
services are offered may be more important than the service itself. By
providing medical care in an environment where youth feel comfortable,
Bridge promotes trust, and clients are more likely to return for the other
services they may need. Additionally, the van is used one day a week to
provide outreach to young single parents living in welfare motels.

The van, a converted mobile home, consists of a waiting area, two
examination rooms, a small laboratory facility, and a small pharmacy. (Youth
are aware that the van does not carry any medication with a potential for
abuse.) The most common medical concerns treated on the van are upper
respiratory infections, minor traumas including sprains, cuts, human bites, etc.,
sexually transmitted diseases and dermatological problems. Additionally, the
waiting area is stocked with an array of alcohol and other drug educational
materials as well as HIV educational brochures and resources. In addition to
the medical staff, the medical coordinator and a street worker are available
to respond to the psychosocial concerns of the youth.

Approximately 800 youth make 3,000 medical visits annually to the van. Two
thousand youth drop by for a sandwich, a cup of cocoa or someone to talk to.
In combination with the Streetwork program, the van offers a powerful
outreach presence to street youth.

(U.S. Senate Select Committee on Children, Family, Drugs and Alcohol, 1990)
The Bridge Free Medical Van was the first of its kind in the country. Bridge estimates

that it would cost approximately $60,000 today to purchase and equip a similar van. Operating

costs, principally salaries for a coordinator and a part-time street worker and medical supplies,
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amount to $70,000 yearly. In addition, the in-kind value of volunteer health care staff services

amounts to another $30,000 yearly.

As a back-up to the Medical Van, Bridge offers an in-house Nurse Clinic which provides
physicals at its drop-in center. This has been particularly helpful in coordinating medical services

for Bridge clients who are HIV positive.

In a somewhat ironic footnote to our discussions about the van, staff noted that it was
easier to establish credibility for the van with street youth than it was with the community and the
police, who were reluctant to grant special permission and assistance with parking. Now, after a
nearly 20-year track record, Bridge’s relations with the community and the police are excellent,
but the program cautions new providers to be aware of this potential hurdle. Indeed, YouthCare
in Seattle, which recently began operating an outreach van partially modelled on that of Bridge,

reported difficulties with the police over parking.

At the same Senate hearing, the Clinical Director of Bridge also described the program’s

dental services:

The Dental Clinic is a three-chair fully-equipped facility. It is open four
evenings per week in the Bridge main facility and offers a wide range of
restorative services, with particular emphasis on preventative oral hygiene
technique instruction. Over 50 volunteer dentists, hygienists and assistants
provide services and educate clients about the procedures they will undergo.
The education, combined with an informal low-key atmosphere, helps to allay
patients’ fears of dentistry. Approximately 475 youth make over 1,300 visits
annually to the clinic.

(U.S. Senate Select Subcommittee on Children, Family, Drugs and Alcohol, 1990.)

United Way funds the medical and dental components of Bridge. In addition, a $130,000
restricted endowment, made possible through the generosity of an individual donor, provides

funding for a new van when needed (approximately every seven years).
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Neon Street Center in Chicago has a unique interagency agreement with the Emergency
Services Department of Illinois Masonic Hospital, a private, nonprofit hospital located a few
blocks from Neon Street’s drop-iii center. The hospital provides free emergency assessments and
treatment for youth referred from Neon Street. The emergency room sees about 20 youth a
month from Neon Street, only about three of whom have private insurance or Medicaid; the rest

are seen free of charge.

The Emergency Services Department will provide most types of medical care and will
admit patients who need additional treatment (including those in labor) to the hospital. Most of
the treatment provided is for respiratory and gastrointestinal disorders. The hospital’s outpatient
clinic also will provide free care to Neon Street youth, but both the hospital and Neon Street staff
agree that the three-week wait for an outpatient appointment deters youth from getting care. The
outpatient department does not take walk-ins. Two services that the hospital is able to provide
only to insured youth are psychiatric and substance abuse services. Also, the hospital does not do

HIV testing, but refers youth to testing clinics.

In addition to its agreement with Illinois Masonic Hospital, Neon Street also accesses
health services through the Health Care for the Homeless Project (HCHP) in Chicago. HCHP,
which is funded by federal Stewart B. McKinney Act, city and state funds, provides two nurse
practitioners to Neon Street Center once a week. Most of their time is spent providing health
education, including AIDS education, family planning, health maintenance, and pre-natal care in
conjunction with Illinois Masonic Hospital’s OB/GYN services. Neon Street is the only adolescent
site in Chicago served by HCHP, which provides health services to about half of the city’s adult

shelters as well.
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Most street youth who frequent The Storefront in San Diego are not willing to utilize the
medical services available at a nearby adult shelter, nor do they use a local EPSDT-certified free
clinic. Determined to provide on-site preventive and diagnostic care, which would enable teens

to develop a trusting relationship with a stable cadre of physicians, The Storefront linked up with
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Project Concern International, an organization that recruits physicians and nurses to serve as

volunteers in Third World countries.

Through Project Concern, The Storefront recruited a gynecologist, pediatrician, ear, nose
and throat specialist, family practitioner and nurse who provide medical care one night a week at
the shelter. A fully equipped doctor’s office with an examining table has been set up with donated
equipment. Revenues from a state tax on cigarettes provide fees for laboratory work and

prescription drugs.

Storefront staff not only emphasize the importance of health care at group meetings and
individual counseling sessions, but work with each teen to overcome the formidable barriers to
obtaining a MediCal (California’s Medicaid insurance) card. Obtaining the card requires a birth
certificate (which some states refuse to send through the mail), as well as an identification card
with a photograph. Once the necessary documents have been secured, there is a three-month wait
until a card is issued. This long waiting period, which obviously discourages transient youth from

applying, makes the availability of free on-site care more urgent.

HOUSING
Issues
The lack of housing alternatives was cited by virtually every program we visited as one of
the most critical unmet needs of the populations they serve. As discussed earlier, the Runaway
and Homeless Youth Act, first adopted in 1974, did not envision a diverse population of multi-

problem adolescents who would require a range of housing options.

Youth workers described several populations that they encounter frequently, who require
creative, new housing options: chronic street youth, who have been away from home for at least
six months and for whom family reunification is unlikely; “"throwaway" youth, for whom
reunification also is not an option; youth who have fled abusive, dangerous home situations; so-
called "system" youth who have been ejected or rejected by traditional child welfare and juvenile

justice agencies; and, many older, 18- to-24-year-old homeless adolescents with histories of
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substance abuse, mental illness and prostitution. Within each of these populations, there are
subgroups—such as teenage mothers and their babies, homeless youth who are HIV positive, gay

and lesbian youth and non-English speaking youth—who have additional service needs.

Observers predict that escalating poverty will cause the population of multi-problem older
adolescents requiring a range of housing options to increase in the next decade (Select Committee
on Children, Youth and Families, 1989). In addition to poverty, another cause of the swelling
population of homeless youth is that they often are denied admission to mental health and
substance abuse residential treatment facilities, and to traditional foster and group homes through
the child welfare system. Residential treatment facilities often impose requirements that disqualify
homeless youth. For instance, some facilities deny admission unless families are involved,;
substance abuse facilities often reject youth who are taking psychotropic medication; mental health
facilities often reject youth who are actively involved in drugs; and, some facilities are restricted

to taking only youth who are clients of the child welfare or juvenile justice systems.

Similarly, the foster care system, overwhelmed as it is with younger children and infants,
is disinclined to assume responsibility for older youth. Youth who have suffered long-term chronic
neglect or psychological abuse are turned away, not because child welfare workers are unaware
or unsympathetic to their plight, but because there are no resources available, especially for older

youth.

Even when runaway and homeless youth programs have access to the child welfare system
or have created successful voluntary foster home networks, traditional foster care and group homes
are not models that work very well for older youth. Chronic street youth, who have been on their
own for some time, essentially want independence; while they may desire family ties, they do not
want to be parented, nor are they able to accept the expectations and structure inherent in foster
care. Many of these youth already have been in foster care at younger ages and have been
returned home as adolescents, only to be returned once more to child welfare for placement.

Youth who have been through this cycle find it hard to adjust to yet another foster care
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experience. Transitional and independent living models, with support services, seem to be more

successful with these youth, in the experience of the programs we visited.®

In some areas of the country, such as Washington State for example, state child welfare,
child mental health and juvenile justice policies have shifted away from residential components in
favor of less restrictive service components, such as day treatment and family preservation services.
While such policies have emerged from the positive goals of keeping families together and keeping
children out of often inappropriate, restrictive state institutions, another result has been a
reduction in the number of funded residential and group home beds, which has further restricted

the housing options for runaway and homeless youth.

During the late 1970s and early 1980s, federal and state policy promoted the "deinstitu-
tionalization" of troubled youth and the "decriminalization" of status offenders. Although this was
an encouraging policy trend, it was implemented without a concomitant increase in community-
based facilities to replace the institutions that formerly housed these youth. Without resources
to help them (or to rebuild their families), many of these formerly institutionalized youth have
become homeless (Kamerman and Kahn, 1989). As a result, in some cities that we visited, such
as Des Moines, there is a shortage, not only of transitional housing, but also of short-term
emergency shelter for teenagers. Des Moines has only 15 emergency shelter beds for "non-system”
youth. The result is that "non-system" homeless youth who seek shelter are frequently turned back

onto the streets.

In response to the housing needs of this diverse population of youth, providers have begun
to expand their emergency shelter options and to develop various types of alternative long-term
housing components. This is a relatively recent phenomenon among runaway and homeless youth
service providers. While all of the programs we visited have now developed at least one longer

term housing component, most are less than four years old.

°In 1988, an amendment to the Runaway and Homeless Youth Act authorized grants to establish
and operate transitional or independent living programs for homeless and runaway youth.
However, the current funding level of $9.9 million falls far short of meeting the need.
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Because youth with special needs require housing and support services tailored to their
particular life situation, no one housing model can possibly encompass the diversity of homeless
youth. The programs we visited describe a need for a continuum of housing arrangements, ranging
from the most protective and structured to the most independent. These include: emergency
shelter;'® longer term shelter; therapeutic residential programs; transitional housing; cooperative
apartment living; independent living (with follow-up and aftercare services); and, home ownership
for young adults. The programs that are attempting to develop this kind of continuum are finding

it an expensive and complex undertaking. They face a number of common barriers:

+  The severe shortage of low-income housing and affordable apartments makes
it difficult to locate housing components in safe neighborhoods;

Neighborhood and landlord resistance to non-traditional residents has
intensified in the last few years, partly due to the increase of violence, drugs
and homelessness; and,

A proliferation of group homes and other housing arrangements for needy

populations has produced not-in-my-back-yard ("nimby") protests in some
cities.

Even when facilities are found and community acceptance obtained, program staff
expressed hesitancy about their capacity to navigate the financing, staffing and program elements

of these new housing projects. In particular, they are concerned about:

The difficulty of finding a secure source of funding once start-up monies are
depleted;

The challenge of finding, training and retaining live-in staff;
The problem of acclimating street youth to a structured housing environment;

The length of stay required to bring about significant behavioral change and
a realistic chance for independence;

The inadvisability of mixing younger, naive adolescents with street-hardened
older youth; and,

"This section discusses issues and viable strategies related to housing, but does not include
emergency shelter, which is discussed in the next section.
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The difficulty of defining and evaluating effectiveness.

For virtually all of the programs we visited, housing remains an area of experimentation,

but one in which it is becoming increasingly necessary to venture.

Viable Strategies

Bridge House in Boston is a 9- to 12-month transitional program, serving 16- to 21-year-old
homeless youth, male'and female. The program is housed in a 16-bedroom facility that was once
a church rectory, which is leased to Bridge by the Archdiocese of Boston for one dollar a year.
The program began in 1982 with a grant from Act Together, Inc. and later was refined and
adapted with support from the U.S. Department of Health and Human Services.

Following is an excerpt from recent testimony given by the Clinical Director of Bridge
before the U.S. Senate Subcommittee on Children, Family, Drugs and Alcohol in February 1990

describing Bridge House:

The Bridge Independent Living Program provides transitional living for street
youth 16-21 years old. The house is available to youth who express a desire
to leave street life behind and move towards independent living,

All youth at the Independent Living Program must agree to attend school,
work a job, be involved in managing the house, take turns cooking and
shopping, receive counseling, and participate in group activities. They must
abide by house rules which prohibit sex, drugs, alcohol or weapons in the
house, dictate curfews, and require that youths avoid Boston’s downtown
centers for street life. Youths share rooms, decorated to their tastes, and
share a common kitchen, dining and living room area. A mandatory weekly
group meeting for residents serves as a vehicle for conflict resolution,
development of communication skills and provides an opportunity for
interpersonal feedback and for insight into themselves.

The [Bridge House] offers young people 9 to 12 months of housing in a
supervised setting; training in independent living skills; medical screening,
evaluation and treatment; psychological evaluation and treatment, which
emphasizes issues of sexual abuse, sexuality, prostitution, drug and alcohol
abuse, depression and self-esteem; and job development... Youths open
savings accounts and pay $50 rent per week....
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The program is staffed primarily by a project coordinator who has overall
responsibility for case management, coordination of clinical services, and
supervision and training of counselors and volunteers, and by seven counselors
who are responsible for 24-hour coverage of the house... A licensed
psychologist provides consultation. The service portion of this program, which
can house 16 youths at a time, costs approximately $300,000 per year.

Much of the success of the program can be attributed to the creation of a
strong family atmosphere in which youth are both valued and challenged to
succeed ... Fewer than 20% of the 45 youth annually who reside at the
Independent Living Program return to street life.

(U.S. Senate Subcommittee on Children, Family, Drugs and Alcohol, 1990.)

Bridge has chosen not to accept Department of Social Services (DSS) funds for Bridge
House. The reasons for this are twofold: (a) the house was designed to serve homeless youth;
and, (b) Bridge prefers to maintain an open intake policy to ensure that youth not served by the

“system" have access to the program.

Bridge House residents adhere to a schedule for regular group sessions and for meals,
including at least one weekly "big meal”, such as a Sunday dinner; each youth has a schedule
incorporating work, education, counseling and other activities. Each youth’s schedule is followed
closely by program staff; as one staff person said, "We know every job supervisor of every one of
our youth, and we do job counseling. We are in constant communication with other Bridge
components in which our youth may be involved, such as substance abuse counseling, and we keep
in touch with Bridge’s street outreach workers to make sure we are on top of what is going on on

the street."

Unlike many traditional youth group homes, Bridge does not use "contracts” with youth
to modify behavior, believing that contracts based on a threat of expulsion are too restrictive and
create resentment, Instead, the program incorporates an "unconditional care" philosophy. Every
conceivable attempt is made to keep youth a part of the program. Bridge House is not without
rules, however; it has clear, straightforward standards, such as a prohibition against drugs or
weapons. Staff respond to infraction of these standards as would parents in a nurturing family,

who would not "kick out" a youngster that misbehaves. Bridge House also does not use a point,

100




level or demerit system, believing that their youth, who are struggling with many issues of self-

esteem, do not need to be evaluated publicly nor to compete with one another.

Bridge House staff recognize that many of the youth they serve enter the program feeling
depressed, lonely and alienated from "normal" life situations of home, school and community.
Therefore, Bridge House tries to create as normal a home setting as possible, paying attention to
the seemingly small traditions that characterize family life, such as encouraging festive celebrations
of holidays and birthdays, a weekly "big meal" and frequent interaction with friends and family
members. Through its emphasis on teens’ working, attending school, paying rent and participating

in house activities, Bridge House tries to create many opportunities for success.

Bridge House hires staff who have had prior experience with youth, who are nurturing and
non-threatening. Nurturing male staff are particularly valued, as many youth either have had no
male role models or only those that are very dominating. Because half of the youth served are
minority, mainly African Americans, Bridge is increasing its efforts to hire African American male
staff. All Bridge staff receive training in how to set limits with youth and in AIDS and substance

abuse issues.
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