
123

Intervention Approaches, 
 Education and Research  
Directions

Curren Warf
Grant Charles 
Editors 

Clinical Care for 
Homeless, Runaway 
and Refugee Youth



Clinical Care for Homeless,  
Runaway and Refugee Youth



Curren Warf • Grant Charles
Editors

Clinical Care for Homeless, 
Runaway and Refugee Youth
Intervention Approaches, Education  
and Research Directions



ISBN 978-3-030-40674-5    ISBN 978-3-030-40675-2 (eBook)
https://doi.org/10.1007/978-3-030-40675-2

© Springer Nature Switzerland AG 2020
This work is subject to copyright. All rights are reserved by the Publisher, whether the whole or part of 
the material is concerned, specifically the rights of translation, reprinting, reuse of illustrations, recitation, 
broadcasting, reproduction on microfilms or in any other physical way, and transmission or information 
storage and retrieval, electronic adaptation, computer software, or by similar or dissimilar methodology 
now known or hereafter developed.
The use of general descriptive names, registered names, trademarks, service marks, etc. in this publication 
does not imply, even in the absence of a specific statement, that such names are exempt from the relevant 
protective laws and regulations and therefore free for general use.
The publisher, the authors and the editors are safe to assume that the advice and information in this book 
are believed to be true and accurate at the date of publication. Neither the publisher nor the authors or the 
editors give a warranty, expressed or implied, with respect to the material contained herein or for any 
errors or omissions that may have been made. The publisher remains neutral with regard to jurisdictional 
claims in published maps and institutional affiliations.

This Springer imprint is published by the registered company Springer Nature Switzerland AG
The registered company address is: Gewerbestrasse 11, 6330 Cham, Switzerland

Editors
Curren Warf
Department of Pediatrics (Retired)  
Division of Adolescent Health and Medicine
British Columbia Children’s Hospital 
University of British Columbia
Vancouver  
BC
Canada

Grant Charles
School of Social Work
University of British Columbia
Vancouver  
BC
Canada

https://doi.org/10.1007/978-3-030-40675-2


v

Preface by Curren Warf

I have been working with youth for almost 30 years. I trained at Children’s Hospital 
Los Angeles in Pediatrics and Adolescent Medicine. During that time, I became 
intensely interested in homeless youth and involved with the High Risk Youth 
Program (HRYP) led by Dr. Eric Cohen, an absolutely wonderful human being and 
physician, creative and fun with a natural ability to engage youth as well as students 
and other learners. This was in the early 1990s during the height of the HIV epi-
demic. HIV was a disease that had been unheard of in my own youth but was emerg-
ing as a terrifying, incurable, and infectious illness that affected many of the 
vulnerable young people that were on the streets. Tragically, and that word does not 
do justice, but tragically, my wonderful friend Eric contracted HIV. I, but in truth 
our entire team, witnessed Eric’s decline before the first effective antiretrovirals 
were developed. Eric received one infusion but soon succumbed. His memory con-
tinues to inspire me. I took Eric’s position as the Medical Director of the High Risk 
Youth Program which continued to be a pivotal learning experience for me. Always 
energized, always behind. Always more demands than could possibly be addressed. 
I worked with a wonderful interdisciplinary staff, youthful and energetic in a net-
work of dedicated and creative community agencies. I continued as the Medical 
Director of the program for 15 years.

In 2009, I was recruited to the Department of Pediatrics at British Columbia 
Children’s Hospital in Vancouver, Canada, with the goal of reinvigorating the 
Division of Adolescent Medicine and creating a new Subspecialty Residency 
Program. I had hoped to use my background with the HRYP to replicate the model. 
But circumstances in Vancouver were very different, and I had not come into 
untouched territory. There were many talented people who had developed programs 
targeting vulnerable youth when I arrived. The problem of literal homelessness was, 
frankly, much smaller than in Los Angeles, and families were much more likely to 
continue to be involved. The BC health-care system provides health care for all 
children, youth, and adults and a network of free Youth Health Clinics to address the 
contraceptive and sexual health needs of youth. The Ministry of Child and Family 
Development was deeply involved with homeless youth, and an independent advo-
cate, the Representative for Children and Youth, was a passionate spokesperson for 
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young people. It was a different society, a still imperfect but more equitable society, 
with much reduced violence and suicide, and more stably funded youth targeted 
programs.

For all of Canada’s wonders, and there are many, there remain inequities that 
disproportionately affect indigenous people and youth, many of whom now live in 
urban environments. Refugees and immigrants are largely welcomed, though not 
without some barriers. I made a wonderful network of friends and colleagues in 
Canada and through our shared professional organizations, in particular the Society 
for Adolescent Health and Medicine, developed vital collaborations with others 
around the world in Brazil, Cuba, Mexico, Saudi Arabia, the Palestinian territories, 
Britain, Australia, and the United States. In conceptualizing this project, I invited 
many of these individuals specializing in adolescent medicine to make contribu-
tions. The results are reflected in this book.

I have now retired. I am no longer an adolescent, though somehow the youth that 
I had been seems as alive as ever in my heart, and I continue to reflect on the traumas 
and the sustaining relationships of that period of life. As I reflect upon what we have 
accomplished and what needs to be done, I appreciate that our goals must embrace 
not only our own generation, or the generation of our children or our grandchildren, 
but the world we will be leaving to future generations. Surrounded by the culture 
and natural beauty of the West Coast of North America, I continue to wonder what 
will be left in the face of global warming and climate change. As my wife and I 
drove south on our return from British Columbia through California, we were sur-
rounded by wildfires, undoubtedly the product of global warming. It seems to me 
that with all the work we put into acute medical care, we may be missing the great-
est public health challenge in human history, one that our descendants will have to 
confront.

Since returning to California, a new crisis has emerged on the US-Mexico border 
that has profound effects on children and youth. I worry deeply about the resurgence 
of white supremacy, the hateful rhetoric directed at immigrants and minorities, and 
the not-so-subtle threats of violence that resonate with earlier historic periods. I see 
children and youth growing up in this world and worry about the forces that shape 
their lives and conscience and sense of human decency. I remember the beautiful 
and idealistic youth that I have known, who survived and thrived in difficult set-
tings, and hope that their energy, hope, and creativity will see us through.

Finally, I must express my deepest gratitude to my beloved wife and partner of 
over 35 years, Susan Rabinovitz, without whose support and incredible patience this 
book would never have been completed.

Vancouver, BC, Canada  Curren Warf

Preface by Curren Warf
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Preface by Grant Charles

I have been working with young people for 50 years as a child and youth care prac-
titioner and as a social worker. My first job was working with street-entrenched 
youth and adults in Central London. I was a young kid from Canada who was com-
pletely unprepared for what I experienced in England. I had no clue of the extent of 
homelessness in the United Kingdom or what it meant. I came up against people 
who had been crushed by the cruelty and apathy of their society. I was completely 
naive about the extent of oppression people came up against in their lives. I didn’t 
last long at that job and ended up homeless myself for a short period of time. Again, 
it was eye-opening.

What has stuck with me the most all these years was the divide that was evident 
to me between those serving and those being served. There was an imbalance to the 
relationship in many cases that seemed to add to the dehumanizing aspect of being 
on the street. I suppose that this is to be expected on one level in that the two poten-
tially see the “relationship” differently. To the helper, the interaction is often a one- 
time deal where they are simply providing a service. They are doing their job. That 
is not to say that the provider is trying to be detached or impersonal but rather that 
the nature of the circumstances almost dictates that it be structured that way. The 
interactions are rushed because of the context and the demand. The unfortunate 
result though is that the person receiving the services can feel dehumanized. This is 
not to say that the provider is purposely dehumanizing the other. However, to a per-
son who is living in dehumanizing circumstances, much of their world is seen as 
dehumanizing. As such, it becomes important to take the time for all of us as provid-
ers to try to see our interactions through the eyes of others. It may be as a result that 
we become a little more “human” and a little less “clinical” in our relationships, 
however brief, with those receiving our services by practicing more humility and 
humanity we may have an impact on other people that is more influential than our 
intervention. From my short time on the streets, and it was only a brief period, it is 
the moments of humanity that stick with me the most.

In the years since that time in England, I have worked in most of the systems that 
provide services to young people and their families. While most of my career has 
been spent in the area of child and youth mental health, I have never lost my 
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 understanding that safe and secure housing needs to be at the root of all of our inter-
ventions. Without it, most of our other interventions will be ineffective or at least 
significantly lessened in effectiveness. The best medical or mental health interven-
tions are diminished if the person receiving the service ends up in insecure or inad-
equate housing or if they end up on the streets. Regardless of where we work or the 
type of work we do, it is worth our while to spend at least some of our time and 
energy advocating for housing. It is a basic human right.

Vancouver, BC, Canada  Grant Charles

Preface by Grant Charles
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Framework for Utilizing This Book

This book is the product of the contributions of many individuals with strong back-
grounds in working with homeless youth  – clinically, programmatically, and in 
research. Each contributor has come to the table with their own special background 
and focus. We are fortunate and thankful to have contributors from Australia, 
Britain, Brazil, Canada, and the United States though the focus of most of the mate-
rial is on the United States and Canada.

Youth experiencing homelessness live and survive around the world. Many live 
in major urban centers; others live in rural environments. Some homeless youth are 
members of homeless families, some couch surf from place to place, and others are 
unaccompanied and survive with other young people or on their own. Not all youth 
are affected equally by homelessness; lesbian, gay, and transgender youth are dis-
proportionately represented and in one US study ranged from 20% to 40% of home-
less youth, with the highest rates among LGBT African American youth, especially 
young men [1]. Despite many promises to end homelessness in the United States, 
we have witnessed a continuing high prevalence of youth experiencing homeless-
ness, increasingly visible in many metropolitan areas.

 Understanding and Responding to the Needs of Youth 
Experiencing Homelessness

In June 2010, the US Interagency Council on Homelessness released Opening 
Doors, the first comprehensive federal strategic plan to prevent and end homeless-
ness, with the specific goal of ending homelessness for families, children, and youth 
by 2020 [2]. While that goal has clearly not been met, the plan has been useful in 
advancing our understanding and shaping our interventions and cogently recog-
nized that:

Every night, thousands of unaccompanied young people go to sleep without the safety, 
stability, and support of a family or a home. In contrast to common perceptions,  homelessness 
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is not just an adult phenomenon; youth are resorting to abandoned buildings, park benches, 
makeshift shelters, and staying with friends and sometimes strangers. Many of these youth 
have experienced significant trauma before and after becoming homeless. Often they face 
struggles across multiple aspects of daily life that contribute to their vulnerability. At the 
same time, all youth have strengths, but youth experiencing homelessness often lack posi-
tive opportunities and supports to apply them. An effective strategy must account for the 
specific needs of adolescents and youth transitioning to adulthood and the role families can 
play in both the reasons for becoming homeless and the potential solutions. These consid-
erations make an approach to ending homelessness for unaccompanied youth distinct from 
an approach to ending homelessness for adults…An overarching commitment to impacting 
core outcomes for youth experiencing homelessness – stable housing, permanent connec-
tions, education or employment, and social-emotional well-being – guides every aspect of 
this work…ending youth homelessness is too urgent a cause to wait for perfect 
solutions…

 Why This Book

The goal of this book is to help provide clinicians and others with tools and resources 
to better understand the scope and complexity of youth homelessness, engage youth 
and families in care, and provide services to youth experiencing homelessness to 
reduce their risks and support their healthy growth and development. This book is 
not intended to be a complete compendium of interventions for youth experiencing 
homelessness, and we appreciate that we have omitted discussion of key areas of 
concern. We have selected content and organized chapters to help deepen the read-
er’s understanding of the complex and overlapping social, economic, environmen-
tal, and community factors contributing to homelessness, the dominance of 
inequality and discriminations as key drivers, and the need for both individual inter-
ventions and structural changes to prevent and reduce homelessness among young 
people. We expect that interventions discussed for one type of problem – e.g., moti-
vational interviewing for substance use – will have broad applicability and utility 
for other challenges confronting young people and the adults taking care of them, 
and we hope that we have stimulated creative ideas and innovative solutions to 
youth homelessness grounded in a positive youth development approach.

First things first, interviewing and communicating with adolescents requires 
one to recognize and value the potential of the true person. Communication with a 
young person experiencing homelessness requires patience, persistence, and recog-
nition of their strengths and potentials. One of the early chapters (Interviewing 
Homeless Adolescents in the Context of Clinical Care: Creating Connections, 
Building on Strengths, Fostering Resilience, and Improving Outcomes) provides an 
authentic and valuable orientation for skill development and understanding of youth 
who have experienced trauma and survive in high-risk environments.

Framework for Utilizing This Book
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 Social Pediatrics

Youth homelessness has roots in social determinants of health that have shaped the 
conditions in which they live, grow up, and mature including challenges of poverty, 
inequity of opportunity, discrimination, and lack of educational opportunities. 
Parents, as much as they love and want to support their children, sometimes live 
with an overwhelming level of stress and economic insecurity and struggle to avoid 
passing on to their children the legacy of the trauma that they have experienced.

Social pediatrics is an approach for children in stressed families and under- 
resourced communities to build expanded supports and meaningfully engage 
extended family and community members in building relationships and creating 
social and physical environments that promote stability in the face of significant 
challenges. It offers the potential to reduce the complex drivers of youth homeless-
ness through community-level interventions to support youth and families. In this 
book, we have reviewed the history of social pediatrics and describe the develop-
ment of a remarkable program in Vancouver, British Columbia, that may serve as 
inspiration for new programs in other localities.

 Understanding the Clinical Needs of Homeless Youth

There are chapters focused on identifying and addressing the common and more 
difficult clinical needs of youth experiencing homelessness including evaluation 
and intervention for the patient at risk for suicide; access to full-spectrum contra-
ceptive services; evaluation of the sexual assault victim; diagnosis and treatment of 
sexually transmitted infections; testing, prevention, and treatment for HIV; and der-
matological problems. Clinical sections of the book are not intended to be compre-
hensive but to highlight specific areas commonly encountered in the care of youth 
who are experiencing homelessness and refer the reader to clinical guidelines and 
other resources for medical management.

 Developing Skills in Motivational Interviewing for Adolescents 
with Substance Use Disorders

Adolescents and young adults, particularly those on the streets, commonly experi-
ment with and may become seriously affected by substance use. This can interfere 
with their functioning and has long-term consequences for their education, employ-
ability, and interpersonal relationships. Motivational interviewing is a teachable, 
practical approach to developing clinical skills to support young people in behavior 
change efforts.

Framework for Utilizing This Book
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 New Approaches for Youth in an Era of Rapid Escalation 
of Deaths from Opiate Overdose

With opiate overdose now the leading cause of death for adults under age 55 in both 
Canada and the United States and a leading and growing cause of death for adoles-
cents, and the fact that adults addicted to opiates commonly initiate use as adoles-
cents, we have included a chapter on assertive intervention with youth to interrupt 
opiate use, including certified (or mandated) hospital admission for stabilization 
after overdose and certified secure care to interrupt opiate use. We have engaged 
medical ethicists in this discussion to explore concerns related to autonomy in the 
treatment of adolescents. These models are not substitutes for evidence-based out-
patient and inpatient treatment for substance use disorders or pharmaceutical inter-
vention with suboxone or methadone for treatment of addiction, and they’re a 
complement to harm reduction strategies such as safe injection sites and access to 
clean needles, syringes, and pharmaceuticals when these resources are available for 
those users who are not yet motivated to stop.

 Refugees and Forced Migration as a World Driver 
for Homelessness of Adolescents

In recognition that youth homelessness is not unique to the United States and 
Canada or the developed world, we have included a brief review of international 
adolescent refugees that is often overlooked in discussions of youth homelessness. 
This chapter is necessarily abbreviated, given the historic roots, scope, and continu-
ing rapid growth of numbers of migrants and refugees. The chapter contains four 
major themes: the existing international agreements to protect the rights of young 
refugees and migrants, the treatment of adolescent refugees and migrants in host 
countries, regional conditions that drive refugees to leave, and approaches to 
improve the conditions of refugee and migrant youth in host countries. With contin-
ued mass displacement of populations, accelerated by the climate crisis, both devel-
oping and developed countries will be faced with addressing the needs of these 
young people and their families.

 Need for Research

Given the complexity of the challenges of addressing youth homelessness, there is 
a deep need for continued research both on the drivers and scope of homelessness 
and on the prevention and intervention strategies. We have included a section on 
engaging homeless youth themselves in research, a creative way to help young 
 people find meaning in their experiences and play a significant role in guiding the 
development of new knowledge.

Framework for Utilizing This Book
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 Limitations

This book represents the work of multiple collaborative teams and is intended to 
bring to bear the considerable expertise of many accomplished clinicians and 
researchers to understanding and addressing the problem of youth homelessness. 
Our own biases and interests are reflected in the content and the issues that have 
been emphasized, and we apologize if we have neglected critical concerns. Any 
errors and omissions are ours.

Though many of the issues that are raised in this book are distressing and the prob-
lems that young people encounter are grave, those of us who work with young people 
are continually refreshed by the creativity, enthusiasm, and thoughtfulness that young 
people demonstrate when they are genuinely engaged. Working with young people is 
truly a hopeful process that continually demonstrates their great resilience.

This book was completed with the hope that it will make a meaningful contribution 
to improving services, increasing the understanding of health professionals, and 
improving the lives of youth who are emerging from high-risk environments that they 
neither created nor deserve and who embody such great potential for our shared future.

Since the development of this book, the COVID-19 pandemic has surged into every 
corner of the earth at an unprecedented pace and, unfortunately, the specific challenges 
of the pandemic could not be directly addressed in this book. It is already abundantly 
clear that those who live in poverty, in crowded conditions, homeless shelters, refugee 
camps, migrant detention, and institutional care are most vulnerable to the infection 
and its complications. The infection has already demonstrated a disproportionate 
impact on people living in poverty, and some minority populations, in particular 
African Americans and Indigenous peoples. The economic slowdown has dispropor-
tionately affected people working for low wages and already confronting housing 
instability and food insecurity. Public health interventions including “sheltering in 
place,” critical to reducing the spread of the coronavirus, have been implemented; 
however, those who do not have a “place” are faced with harsh realities. Homeless and 
refugee youth and their families will be profoundly affected in the coming period. At 
the time of this writing, we anxiously await the development of an effective vaccine, 
readily available, sensitive and specific tests to enable identification of those infected 
and contact tracing, as well as effective and readily available antiviral treatment. It is 
essential that all youth and their families, inclusive of migrants and refugees, be pro-
vided the necessary supports to adhere to all available public health approaches to 
prevention, perhaps the most fundamental of which is a place to live.

Department of Pediatrics (Retired),  
Division of Adolescent Health and Medicine,  
British Columbia Children’s Hospital,  
University of British Columbia  

Curren Warf 

Vancouver, BC, Canada

School of Social Work, University of British Columbia  Grant Charles 
Vancouver, BC, Canada

Framework for Utilizing This Book
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Chapter 1
The Prevalence of Youth Homelessness 
in the United States

Amy Dworsky

 Prevalence of Youth Homelessness in the United States

Youth homelessness is widely recognized as a major social problem in the United 
States. Every night, thousands of young people find themselves without a safe and 
stable home in which they can sleep. Although the experiences of homeless youth 
vary widely, the potential adverse consequences of homelessness for young people 
are clear. Research indicates that young people experiencing homelessness are at 
high risk for a range of negative outcomes including physical and mental health 
problems, physical and sexual victimization, early pregnancy and parenthood, sub-
stance use, and premature death (e.g., [2, 8, 9, 12, 14, 15, 20, 25]).

Attention to homelessness among youth has grown over the past decade, and 
efforts to address the problem have emerged at national, state, and local levels. In 
fact, the US Interagency Council on Homelessness (USICH) established a goal of 
ending youth homelessness by 2020 as part of its federal strategic plan [23].1 
However, efforts to end homelessness among youth will only be effective if they are 
based on credible data on the size of the homeless youth population and the charac-
teristics of those youth.

Unfortunately, despite decades of research on homeless youth, we still don’t 
know how many young people experience homelessness each year. Nor do we know 
how the size of the population has changed over time. Without this information, it is 
impossible to determine whether we are making progress toward the goal of ending 
homelessness among youth.

1 USICH is composed of several federal agencies including the three that are most closely involved 
in addressing the needs of homeless youth: the U.S. Department of Health and Human Services 
(HHS), the U.S. Department of Housing and Urban Development (HUD), and the U.S. Department 
of Education (ED).
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This chapter begins with an examination of how much prior estimates of the 
number of young people who experience homelessness have varied. Next, it 
explores the reasons for this variation and the challenges associated with estimating 
the size of the homeless youth population. This is followed by a review of recent 
efforts to overcome those challenges, with a focus on the first national 12-month 
prevalence estimate of homelessness among 13- to 25-year-olds. It concludes with 
a discussion of why credible data on the number of youth experiencing homeless-
ness are important and why additional information about those youth is also needed.

 How Many Youth Experience Homelessness?

Over the past two decades, efforts to estimate the number of youth who experience 
homelessness have produced widely varying results [19, 22], ranging from tens of 
thousands to over a million (see Table 1.1). Some of this variation reflects differ-
ences in the methodologies, sampling strategies, and data sources that have been 
used. It also reflects differences in how “homeless” and “youth” are defined 
and whether the estimate is for a point in time (i.e., point prevalence) or for a year 
(12- month prevalence).

Additionally, most of these estimates have significant limitations [17]. As 
described more fully below, estimates based on point-in-time counts have tradition-
ally excluded youth experiencing more hidden forms of homelessness (i.e., couch- 
surfing) as well as youth who frequently move between being homeless and being 
housed. Likewise, estimates based on data collected by or in schools (e.g., the 
U.S.  Department of Education’s data on homeless students or the Youth Risk 
Behavior Survey data) systematically exclude youth who are out of school or may 
fail to include youth who become homeless during the school year.

 Why Don’t We Know How Many Young People  
Experience Homelessness?

Estimating the number of youth who experience homelessness is complicated for 
both methodological and pragmatic reasons. To begin with, there are no universally 
accepted definitions of either “homeless” or “youth” [17, 22]. In the United States, 
each of the three federal agencies that administer programs for youth experiencing 
homelessness—the Department of Housing and Urban Development (HUD), the 
Department of Health and Human Services (HHS), and the Department of Education 
(ED)—defines the term unaccompanied homeless youth in a different way accord-
ing to the federal statutes that authorize their programs (see Table 1.2).

Not surprisingly, these differences across federal agencies in the term “homeless 
youth” result in very different estimates of the number of youth who are homeless. 

A. Dworsky
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Large differences in estimates are also observed when data from other sources are 
used. For example, a number of states have added a question to measure homeless-
ness to the Youth Risk Behavior Survey (YRBS). The YRBS is a survey developed 
by the Centers for Disease Control and Prevention which is administered biennially 
to a representative sample of high school students across the United States [4]. Prior 
to 2017, the “homelessness” question was not standardized, making it difficult to 
combine data from or compare results across different states.2

2 Students were asked some version of “Where did you usually sleep at night?” but the time frame 
(e.g., past 12 months, past 30 days, usually) and the response options varied.

Table 1.1 Estimates of the number of youth experiencing homelessness

Estimate Citation Data source

•  5.0% 12-month prevalence rate of 
homelessness among 12- to 
17-year-olds

Ringwalt 
et al. [21]

Data collected from a nationally 
representative household sample of nearly 
6500 12- to 17-year-olds who responded to 
the 1992 Youth Risk Behavior Survey, a 
supplement to the National Health Interview 
Survey

•  22,000–44,000 18- to 19-year-
olds were homeless on a single 
day or 80,000–170,000 per year

•  31,000–59,000 20- to 24-year-
olds were homeless on a single 
day or about 124,000–236,000 per 
year

Burt et al. 
[3]

Data collected from a nationally 
representative sample program providing 
homeless assistance services as part of the 
National Survey of Homeless Assistance 
Providers and Clients

•  ~1.7 million 12 to 17-year-olds 
experienced a runaway or 
throwaway episode during a 
12-month period

•  300,000–400,000 homeless youth 
on any given day

Hammer 
et al. [11]

Data collected in 1999 as part of the three 
components of the 2nd National Incidence 
Study of Missing, Abducted, Runaway and 
Thrownaway Children (NISMART-2): 
National Household Survey of Adult 
Caretakers, National Household Survey of 
Youth, and Juvenile Facilities Study

•  118,364 unaccompanied youth 
enrolled in public school during 
the school year

National 
Center for 
Homeless 
Education 
[18]

Aggregated data from the 2016–2017 school 
year

•  40,799 unaccompanied youth 
under age 25 on a single night
 –  4789 under age 18
 –  36,010 ages 18–24

• 9436 homeless parents under age 
25 on a single night

Henry et al. 
[13]

Aggregated data from the 2017 annual 
Department of Housing and Urban 
Development PIT count

• 2.2–2.9% 1-month prevalence rate 
for unaccompanied youth 
homelessness among public high 
school students in Connecticut, 
Delaware, and Philadelphia

Cutuli et al. 
[6]

Data from the 2011 Youth Risk Behavior 
Survey (YRBS) of public high school 
students

1 The Prevalence of Youth Homelessness in the United States
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Additionally, point-in-time counts, the primary method for counting homeless 
individuals and families in the United States has proven to be decidedly ineffective 
for counting homeless youth [1]. The Department of Housing and Urban 
Development (HUD) requires communities that receive HUD funding to operate 
programs for their homeless populations to conduct a point-in-time (PIT) count of 
sheltered and unsheltered individuals and families experiencing homelessness on a 
single night in January.3 The “sheltered” count occurs annually; the “unsheltered” 

3 Technically, the counts are organized and conducted by the local or regional Continuum of Care 
(CoC). The CoC promotes community-wide planning and strategic use of resources to address 
homelessness among individuals (including unaccompanied youth) and families.

Table 1.2 Federal definitions of homeless youth

Federal Agency
Department of Housing and 
Urban Development

Department of Health 
and Human Services Department of Education

Role Administers homeless 
assistance programs (i.e., 
emergency shelter, transitional 
housing, and permanent 
supportive housing)

Administers the Basic 
Center, Transitional 
Living, and Street 
Outreach programs

Administers the Education 
for Homeless Children 
and Youth Program which 
provides state education 
agencies with funding to 
ensure that homeless 
children and youth have 
equal access to free and 
appropriate public 
education

Federal 
statute

McKinney–Vento Homeless 
Assistance Act (reauthorized by 
the Homeless Emergency 
Assistance and Rapid 
Transition to Housing 
(HEARTH) Act of 2009)

Runaway and 
Homeless Youth Act 
(reauthorized by the 
Reconnecting 
Homeless Youth Act 
of 2008)

McKinney–Vento 
Homeless Assistance Act 
(amended by the Every 
Student Succeeds Act of 
2015)

Definition Defines a homeless individual 
as someone who “lacks a fixed, 
regular, and adequate nighttime 
residence” or who “will 
imminently lose their primary 
nighttime residence”
Unaccompanied youth under 
age 25 are also defined as 
homeless if they meet another 
federal definition of homeless 
(e.g., Runaway and Homeless 
Youth Act or McKinney–Vento 
Homelessness Assistance Act) 
and additional criteria related to 
housing instability
Couch surfing or doubled-up 
youth may be considered 
homeless under some 
circumstances

Defines homeless 
youth as individuals 
age 21 or under “for 
whom it is not 
possible to live in a 
safe environment with 
a relative and who 
have no other safe 
alternative living 
arrangement”

Subtitle B of Title VII 
defines youth as homeless 
if they “lack a fixed, 
regular, and adequate 
nighttime residence”
Definition applies to 
unaccompanied youth 
who are couch surfing and 
to youth who are homeless 
or doubled up with their 
families

A. Dworsky
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or “street” count occurs every other year. CoCs are required to include youth in their 
PIT counts and, since 2013, have been required to report the number of individuals 
broken down by age (i.e., under age 18, 18–24, and over age 24). Nevertheless, it is 
widely recognized that youth are routinely underrepresented in the annual HUD PIT 
counts [1, 24], and in many jurisdictions, the number of youth who are counted is 
implausibly low [6].

Several factors make youth experiencing homelessness a difficult population to 
count [1, 19]. First, homeless youth tend to be more mobile than homeless adults, 
and homelessness among youth tends to be more transient than homelessness among 
adults. Second, youth often experience more hidden forms of homelessness, such as 
couch surfing, and couch-surfing youth are more difficult to identify than youth who 
are staying in a shelter or on the streets.4

Third, many homeless youth don’t want to be found and may go to great pains to 
avoid being detected. They may be fleeing an abusive family situation and may fear 
being returned home or being placed in foster care (if they are under 18) if they seek 
help from service providers. They may also fear detection by the police, particularly 
if they are engaging in illicit activities such as drug use or survival sex. Finally, 
youth may be reluctant to identify themselves as homeless due to the associ-
ated stigma.

 Can PIT Counts Produce Reliable Estimates of the Number 
of Youth Experiencing Homelessness?

In 2010, the U.S. Interagency Council on Homelessness (USICH) established a goal 
of ending youth homelessness by 2020 as part of its federal strategic plan [23].5 
Three years later, USICH published its Framework to End Youth Homelessness 
which outlined the steps that must be taken if the goal of ending homelessness 
among youth by 2020 is to be achieved [24]. One of the framework’s strategies is to 
obtain better data on the number and characteristics of youth experiencing home-
lessness, and one component of that strategy is the development of better methods 
for counting homeless youth in conjunction of the annual HUD PIT count.

In 2012, a federal interagency youth homelessness working group launched 
Youth Count! to develop promising strategies for counting unaccompanied home-
less youth and promote collaboration among Continuum of Care (CoC) service pro-
viders, runaway and homeless youth (RHY) providers, state and local education 
agencies (SEAs and LEAs), and other local stakeholders. Nine diverse communities 
participated in the initiative: Boston, MA; Cleveland, OH; Hennepin County, MN; 

4 In fact, couch-surfing youth are explicitly excluded from the biennial HUD PIT count which is 
limited to individuals and families experiencing sheltered or unsheltered homelessness.
5 USICH is composed of several federal agencies including the three that are most closely involved 
in addressing the needs of homeless youth: the U.S. Department of Health and Human Services 
(HHS), the U.S. Department of Housing and Urban Development (HUD), and the U.S. Department 
of Education (ED).

1 The Prevalence of Youth Homelessness in the United States
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Houston, TX; Los Angeles, CA; New  York, NY; Seattle/King County, WA; 
Washington Balance of State counties; and Winston-Salem, NC.6

A process study conducted by researchers from the Urban Institute [5, 19] found 
that these nine communities used a variety of different strategies to increase the 
number of homeless youth who were counted, including conducting surveys, 
expanding their coverage areas to include places where youth congregate, involving 
housed and homeless youth in the counts, coordinating with schools, and holding 
magnet events to draw in youth who don’t stay in shelters or on the street. Based on 
their observations, the Urban Institute researchers identified a number of strategies 
that have the potential to improve youth counts. These included are the following:

• Engaging youth service providers
• Engaging LGBTQ partners
• Involving youth in count outreach and design
• Hosting magnet events
• Using social media to raise awareness and conduct outreach
• Framing survey questions as being about housing status, rather than homeless-

ness, so that youth defined as homelessness under broader definitions are counted

However, the Youth County! communities were not required to apply a standard 
definition of homeless youth, thereby limiting the comparability of their results.

More recently, Voices of Youth Count, a national research and policy initiative 
led by Chapin Hall at the University of Chicago, conducted point-in-time counts of 
youth experiencing homelessness in 22 diverse counties across the United States 
[7]. The youth counts were one of the initiative’s multiple components aimed at fill-
ing critical gaps in our knowledge about homelessness among youth. Voices of 
Youth Count used some of the same promising strategies that the Youth Count! com-
munities had used. However, unlike Youth Count!, Voices of Youth Count applied a 
consistent methodology, including a uniform definition of homeless youth, in each 
of the 22 counties. Among the key features of that methodology were the following:

• Targeting locations where youth experiencing homelessness are likely to be 
found.

• Using survey data, rather than visual cues, to determine whether youth are 
homeless.

• Defining homelessness broadly.
• Engaging currently and formerly homeless youth in count planning and 

execution.
• Engaging a broad set of service providers and other local stakeholders.

Employing these strategies may lead to more successful counts—that is, counts 
that capture a larger share of the local homeless youth population. They can also 
provide communities with important information about the characteristics of that 
population and their service needs. However, even the most successful point-in-time 

6 https://www.usich.gov/tools-for-action/youth-count/

A. Dworsky
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counts are unlikely to yield credible prevalence estimates of homelessness among 
youth because it is a largely hidden and dynamic phenomenon.

 How Can the Prevalence of Youth Homelessness 
Be Estimated?

One strategy that can be used to estimate the prevalence of youth homelessness 
across the United States (or any other country for that matter) is a nationally repre-
sentative household survey. In fact, the Framework to End Youth Homelessness calls 
for studying the prevalence of youth homelessness by leveraging an existing nation-
ally representative household survey and repeating that survey periodically over 
time to monitor progress toward the goal of ending homelessness among youth [24].

This call for a national prevalence study of youth homelessness was not new. On 
the contrary, the Reconnecting Homeless Youth Act of 2008 authorized funding for 
HHS to conduct periodic prevalence studies of homelessness among 13- to 25-year- 
olds. However, no prevalence studies were ever conducted. Instead, a conference 
report that accompanied the Consolidated Appropriations Act for Federal Fiscal 
Year 2016 directed HUD to spend $2 million on the national prevalence study of 
homeless youth that Congress had previously authorized as part of the Reconnecting 
Homeless Youth Act. HUD used those funds to award a Research Partnerships grant 
to the Chapin Hall at the University of Chicago to support its Voices of Youth Count 
initiative.

In addition to conducting youth counts in 22 counties, as described above, Voices 
of Youth Count also conducted a national prevalence study of homelessness among 
13- to 25-year-olds [16].7 Specifically, Voices of Youth Count partnered with Gallup, 
Inc. to add a 19-item youth homelessness module to its U.S. Politics and Economics 
Daily Tracking Survey (DTS) [10]. The DTS is administered by telephone (both 
landline and cellphone) to 500 adults.8 During two rounds of data collection (July to 
September 2016 and May to July 2017), the youth homelessness module was 
administered to 26,161 adults whose households included at least one 13- to 
25-year-old during the preceding 12 months.9 These adults comprised 38 percent of 
the 68,539 DTS respondents during the two rounds of data collection.

Two types of 12-month prevalence were estimated: household prevalence and 
population prevalence. Household prevalence was estimated separately for house-
holds that included at least one 13- to 17-year old and for households that included 
at least one 18- to 25-year old. Population prevalence was estimated for 18- to 
25-year-olds but not for 13- to 17-year-olds because the DTS was only administered 

7 https://www.huduser.gov/portal/pdredge/pdr-edge-frm-asst-sec-080816.html
8 h t t p s : / / w w w. ga l l u p . c o m / 2 2 4 8 5 5 / ga l l u p - p o l l - wo r k . a s p x ? u t m _ s o u r c e = l i n k _ 
analyticsv9&utm_campaign=item_213755&utm_medium=copy
9 Some respondents belonged to more than one of the subsamples.

1 The Prevalence of Youth Homelessness in the United States
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to adults. In all cases, homelessness was defined broadly to include couch surfing. 
The estimated 12-month prevalence of youth homelessness was 4.3% for house-
holds that included 13- to 17-year-olds and 12.5% for households that included 
18- to 25-year-olds. The estimated 12-month population prevalence for 18- to 
25-year-olds was 9.7%.10

When the household prevalence rates were applied to household population 
numbers derived from the U.S. Census Bureau’s 2015 American Community Survey 
(ACS),11 the number of households in which at least one 13- to 17-year-old experi-
enced homelessness during the past 12 months was estimated to be 660,000, and the 
number of households in which at least one 18- to 25-year-old experienced home-
lessness during the past 12 months was estimated to be 2.4 million. When the popu-
lation prevalence rate was applied to ACS population numbers, the number of 18- to 
25-year-olds who had experienced homelessness during the past 12  months was 
estimated to be 3.5 million (see Table 1.3). These estimates are considerably higher 
than the estimates that prior studies had produced.

In addition to producing the first national 12-month prevalence estimate of youth 
homelessness in the United States, the study also compared the prevalence of youth 
homelessness in urban/suburban counties to the prevalence of youth homelessness 
in rural counties. Although youth homelessness tends to be far more visible in urban 
than in rural areas, urban/suburban and rural counties had very similar prevalence 
rates (see Table 1.4).

10 See Morton et al. for more details about the estimating methodology.
11 https://www.census.gov/programs-surveys/acs/about.html

Table 1.3 Estimated household and population prevalence of youth homelessness

Sample size 12-Month prevalence rate (%) Population estimate

13,560 households with at least one 
13- to 17-year old

4.3 660,000

16,975 households with at least one 
18- to 25-year-old

12.5 2.4 million

6295 18- to 25-year-olds 9.7 3.5 million

Table 1.4 Estimated 12-month prevalence rates: urban/suburban compared to rural counties

Prevalence type Urban/suburban (%) Rural (%)

Households with at least one 13- to 
17-year old

4.4 4.2

Households with at least one 18- to 
25-year-old

13.6 12.3

18- to 25-year-olds 9.2 9.6

A. Dworsky

https://www.census.gov/programs-surveys/acs/about.html


9

 Why Is Knowing the Number of Youth Who Experience 
Homelessness Important?

Credible data on the number of youth who experience homelessness are critical for 
a number of different reasons [1, 17]. First, communities need credible data on the 
number of youth who experience homelessness to inform the development of their 
continuum of care, particularly with respect to shelter beds, transitional housing, 
and other services and supports specifically for youth. Second, it is difficult to advo-
cate effectively on both local and national levels for adequate resources to address 
the needs of homeless youth in the absence of credible data on the number of youth 
who experience homelessness. And third, credible data on the number of youth who 
experience homeless are essential if progress toward the goal of preventing and end-
ing youth homelessness is to be measured.

Knowing the number of youth who experience homelessness is unquestionably 
important. Equally important, however, is knowing who these young people are and 
what their experiences with homelessness have been. Homeless youth comprise a 
heterogeneous population with diverse needs [7]. A clearer picture of the character-
istics of the homeless youth population, especially the overrepresentation of certain 
subpopulations (e.g., youth who identify as lesbian, gay, bisexual, or transgender, 
pregnant and parenting youth, youth with a history of foster care, and African- 
American youth), is crucial if those diverse needs are to be addressed (e.g., [7, 8, 17]).
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Chapter 2
Youth Homelessness in Canada: 
An Overview

Grant Charles, Curren Warf, and Gary Tennant

 Introduction

As in the United States, there are many unknowns about youth who are homeless in 
Canada. There is a great deal we do not know about youth who are homeless in 
Canada. This is in part due to the difficulty in gathering information about the young 
people. It is also because until fairly recently, this population has been understudied 
or seen simply as a younger version of the adult homeless population. A third reason 
has been a lack of agreement on a definition of youth homelessness. This chapter 
will provide an overview on what we do know, the movement toward a common 
definition of homelessness, as well a synopsis of a recently developed prevention 
and intervention strategy framework.

 Estimates of Prevalence

Having a consistently applied definition is critical not only because interventions 
need to be geared toward specific age groups to be effective but also how homeless-
ness is defined influences the estimates of how many people are considered home-
less. A definition that suggests that youth ranges from 13 to 18 years of age would 
provide a lower estimate than one that defines youth as 12–25. Policy and program 
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development are often driven by numbers, and as such variations in definitions can 
have a significant impact upon how seriously the problem is taken or how many 
resources are dedicated toward supports and services.

It is difficult to accurately estimate the number of young people experiencing 
homelessness. As Dworsky points out in the previous chapter, there are significant 
differences in how homeless is defined. There can be variations in how youth is 
defined or what constitutes homelessness. The sampling strategies used to collect 
the data are also problematic [1, 11]. A common strategy for determining prevalence 
is a point-in-time count. For example, the City of Vancouver conducts a count every 
year that involves briefly surveying people in shelters and on the streets. While this 
provides a good gross measure that provides a general picture of homelessness on 
the day the count is conducted, this methodology has been criticized for underesti-
mating the extent of youth homelessness as young people are more likely than their 
adult peers to experience hidden homelessness or to move in and out of being 
 homeless [1, 9].

It should be noted that until quite recently much of what we knew about youth 
who are homeless in Canada was largely drawn upon from studies conducted in the 
United States. Apart from local or regional studies, often with small sample sizes, 
we had had little information systematically gathered to date about youth homeless-
ness in Canada. This has changed in recent years although there is still a great deal 
we do not know about youth homelessness.

What we do know is that young people aged 13–24 make up approximately 20% 
of the homeless population in Canada [13]. This translates into roughly 
35,000–40,000 youth being homeless in this country during the year with some-
where between 6000 and 7000 being homeless on any given night. Approximately 
58% of young homeless self-identify as male [13].

 Characteristics

People who identified as being indigenous and/or racialized were overrepresented 
with this homeless youth population [8, 13]. Young people who identify as LGBTQ2S 
(lesbian, gay, bisexual, transgender, questioning or two-spirited) are also overrepre-
sented [13], particularly those who identify as transgender and gender expansive 
[33]. Many of these young people find it particularly difficult to access services 
because of the lack of LGBTQ2S-friendly or LGBTQ2S- specific services [31].

Although a still under-identified segment of the homeless population, it would 
appear that young people with disabilities are also overrepresented [2, 28]. Staff in 
support and intervention services often do not have the training to recognize youth 
with disabilities and as a result cannot be able to provide the support youth with 
disabilities need.
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This under-identification is particularly true for young people with cognitive 
problems [6]. Youth with cognitive issues have a number of unique characteristics 
compared to other young people who are homeless. They have been found to have 
higher levels of vulnerability, in part as a result of their difficulties with attention, 
working memory, and processing speed. Given these issues young people in this 
population are less likely to benefit from conventional services and require special-
ized services that take into account their specific levels of functioning.

Approximately 40% of homeless young people experienced some form of home-
lessness before age 16 and were more likely to have suffered significant hardship 
prior to becoming homeless [13]. Those who became homeless prior to age 16 were 
also more likely to experience greater subsequent difficulties. They were more 
likely than their peers to have been involved in child protective services, to have 
experienced bullying, and to have been tested for ADHD. Once homeless they were 
more likely to become victims of crime, have mental health and substance misuse 
issues, have attempted suicide, and to become chronically homeless.

While those who first became homeless before the age of 16 have more com-
monly had significant early childhood aversive experiences, the majority of home-
less young people, regardless of their age of entry, came from traumatic backgrounds. 
Many had histories prior to becoming homeless of abuse and neglect, school diffi-
culties and adversity, mental health issues, and interactions with the child welfare 
and youth justice systems [10, 20, 22, 30].

These difficulties continue after the young people become homeless, particularly 
among certain populations such as Indigenous youth. Young people who are home-
less and self-identify as Indigenous are more likely than their peers to be incarcer-
ated [4]. They are also more likely to be involved in child protective services, engage 
in survival sex, and be diagnosed with HIV [21].

Young people who are homeless tend to differ significantly from their peers in a 
number of ways. In a study of young people in Vancouver, they were found to be 
over 160 times more likely to be involved in child protective services [3]. The young 
people who had been in state care were most likely to be Indigenous. There were 
also more likely to have started consuming hard substances at an earlier age than 
their peers and to have a parent who misused substances. They were also more 
likely to have been physically abused and less likely to have finished high school.

Substance misuse is a common feature among many of the youth that are home-
less [7]. There is a relationship between incarceration, homelessness, and daily 
stimulant use [15]. Youth who are homeless also have a significantly higher risk for 
suicide than their peers [16, 19].

The vast majority of the studies about youth who are homeless tend to be con-
ducted in urban and southern Canadian centers. There have been few studies involv-
ing young people in rural and remote communities. As a result, we know little about 
how these young people may differ from their urban peers in terms of characteristics 
and needs [17, 32].
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 Intervention Framework

It is widely recognized that while there need to be actions taken to help young 
people who are homeless secure housing and the associated supports, the only way 
to ultimately deal with homelessness is to address the issues causing it in the first 
place. Gaetz and Dej [12] have developed the New Directions Framework for home-
lessness prevention within which to conceptually understand how to address the 
factors which ultimately lead to people becoming homeless. They have provided the 
following definition of homelessness prevention:

Homeless prevention refers to policies, practices and interventions that reduce the likeli-
hood that someone will experience homelessness. (p. 6)

This New Directions Framework is based upon the understanding that since the 
causes of homelessness are the result of a combination of individual, relational fac-
tors, broader structural factors, and institutional failures to protect people from 
homelessness, then the solution has to address each of these areas. Given the range 
of what is needed to prevent homelessness, the development of the necessary inter-
ventions requires the establishment of a systems integration model that involves not 
just the homelessness sector but also all those other systems that serve people who 
ultimately are at risk of becoming homeless. This includes the broad systems that 
begin to work with people at an early age such as education and healthcare as well 
as those that provide specific services based upon individual circumstances such as 
housing, child protection, and criminal justice. This means engaging government 
ministries, nonprofit agencies, and community organizations. Based upon a human 
rights perspective, the New Directions Framework integrates an acknowledgment 
that prevention work also requires an intersectional and anti-oppressive orientation 
that addresses the specific needs of people who are systematically discriminated 
against in Canada due to colonization, sexism, racism, ableism, ageism, homopho-
bia, transphobia, and other forms of oppression.

The New Directions Framework is based on a public health foundation that 
involves primary, secondary, and tertiary prevention interventions which focus on 
supporting people at points of vulnerability throughout their lives. Since there is 
rarely a single factor that contributes to homelessness, there need to be multiple 
structural interventions provided throughout the life span, as well as individually 
specific supports provided on an as-needed basis, to assist people with their 
unique needs.

The framework includes five categories, each of which addresses primary, sec-
ondary, and tertiary prevention. The typology includes the following:

 1. Structural prevention
 2. Systems prevention
 3. Early intervention
 4. Eviction prevention
 5. Housing stability [12]

G. Charles et al.



15

Structural prevention focuses on addressing risk factors through universal, 
selected, and indicated prevention through legislation, policy, and investment. This 
includes a continuum of services ranging from programs to support people facing 
discrimination such as members of the LGBTQ2S communities to violence preven-
tion interventions to living wage strategies to health and mental health services.

Systems prevention looks to address organizational, institutional, and systems 
failures that, rather than assist in addressing homelessness, contribute to putting 
people at risk. There are three components to systems prevention. The first compo-
nent involves addressing policy and procedural barriers that work against receiving 
the support they need. This might include agency policies that state that a young 
person has to be in a shelter by a certain hour even though they have a job that goes 
later than the time at which the doors close. The second component includes enhanc-
ing access to appropriate services and supports. Among many, this might include 
problems with mobility and transportation or linguistic, cultural, or class barriers. 
The third component includes the provision of reintegration supports for people 
transitioning from public systems such as child protection, criminal justice, and 
health and mental health services.

Early intervention in this framework involves the provision of services and sup-
ports to young people who are at imminent risk of becoming homeless. This includes 
outreach, identification and engagement supports, coordinated intake and assess-
ment services, client-centered case management, and assistance with systems navi-
gation, place-based supports, and shelter diversion. Gaetz and Dej [12] suggest that 
this may include services such as family mediation and reunification, school-based, 
intervention and intimate partner violence victim supports.

The last two components of systems prevention are evictions prevention and sup-
port of housing stability. Evictions prevention involves a range of strategies such as 
strengthening landlord–tenant laws and emergency financial assistance. The hous-
ing stability component involves assuring availability and engagement with services 
and supports that help people access and retain housing. This may include services 
that range from promoting social inclusion to supports dealing with life skills train-
ing to rent supplements.

 Exiting

It appears the optimal time for youth to successfully exit the street is within the first 
year of becoming homeless. The longer one is homeless, the harder it is to make the 
transition back into the community [18]. This reflects the difficulty people have 
leaving the streets once they start to identify as being street involved. It is important 
to note that success in exiting is not just a matter of finding housing. It is clear that 
in order to transition from the streets to a community setting, what is required is a 
range of supports and services geared to the individual needs of each young person 
[19, 24]. The use of supportive housing is showing promising results [23, 24]. Young 
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people in supportive housing do better than their peers who live in independent 
 settings in terms of community engagement, quality of life, and mental health [18]. 
It would appear that a key component of this support needs to include the develop-
ment of healthy and positive relationships with the young people in order [25, 26]. 
It would appear that having a sense of hope for a better future is also important as a 
component of a successful transition [19].

While previous studies have shown significant differences between the success 
rates of males and females, recent findings suggest that differences between males 
and females of exiting the streets and successfully transitioning may not be as great 
as previously thought [18]. This study found no significant differences in terms of 
gender or sexual orientation in the areas of mental health, quality of life, self- 
concept, and community integration among young people leaving the streets.

A key component of supporting the young people is ensuring that they have 
access to supportive and youth-friendly health services [5, 29]. This need for acces-
sible services goes beyond basic healthcare. Inaccessibility or unavailability of ser-
vices is among the most significant barriers to being able to leave the streets. 
Availability of mental health and substance abuse services geared to the specific 
needs of each young person is critical especially for youth with more serious prob-
lems [5, 27, 30]. Not having the right services at the right time significantly increases 
the likelihood of the young people becoming street entrenched and therefore less 
likely to successfully transition to a community setting. Conversely, being mentally 
healthy significantly contributes to successful transition [18].

 Conclusion

There have been some significant steps forward in addressing the issue of adoles-
cent homelessness in Canada, not the least being an increased focus on understand-
ing the specific characteristics and needs of youth who are homeless or at risk of 
becoming homeless. This movement away from depending upon the US data is 
critical in our understanding of the needs and characteristics of young people in 
Canada. Without this country-specific knowledge, it will be more difficult to develop 
appropriate and targeted services given the significant differences between the 
health and social care systems in the two countries. It is possible to intervene in 
ways that successfully address youth homelessness through early prevention, inter-
vention, and stabilization. Significant steps in dealing with youth homelessness 
have been taken in recent years in Canada although there is still much we need to 
understand before we are at the point that a serious impact can be made. However, 
we need to move beyond the traditional way we have looked at the solutions to 
youth homelessness [14]. Moving to this next level though will take a political will 
we have not seen to date in Canada.
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Chapter 3
Interviewing Homeless Adolescents 
in the Context of Clinical Care: Creating 
Connections, Building on Strengths, 
Fostering Resilience, and Improving 
Outcomes

Curren Warf, Kiaras Gharabaghi, Grant Charles, and Ken Ginsburg

 Introduction

This chapter is to prepare clinicians to interview youth who are experiencing home-
lessness. Many of the principles involved can be used for interviewing any young 
person, but young people who are experiencing homelessness are a special, if very 
diverse, group of vulnerable young people. From the start, we have to set out a cau-
tion about language and terminology; while the terms “clinician” and “interview” 
are quite standard from a professional perspective, they are not congruent with the 
hopes, aspirations, and needs of homeless young people. Very few such young peo-
ple are looking to meet a “clinician,” and almost none wish to be “interviewed.” It 
is therefore important to remember that professional structures and processes, 
including language, meet the needs of professionals and their systems, but not nec-
essarily the needs of those appearing in front of them.

Youth experiencing homelessness commonly have medical complaints and other 
problems complicating their unstable housing and social challenges. Medical 
 problems are of a wide spectrum including injuries, infections, need for contracep-
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tion, vaccinations, acute illnesses, chronic conditions requiring chronic medications 
including insulin-dependent diabetes, and more (See Chaps. 10, 11, 12, 13, 14, 15, 
and 16). These problems may open opportunities to link homeless youth to ser-
vices that lead to housing stabilization.

Homeless young people may be members of homeless families, on their own or 
with groups of young people, or seen in shelters or drop-in centers. They may be 
encountered in clinics that are designed for youth who are homeless or other clinical 
settings, including hospital emergency departments. They may be encountered on 
the streets during outreach or even incidentally. Youth who are experiencing home-
lessness may be encountered through community organizations, in schools, through 
recreational activities, and other settings not typi cally associated with homeless 
youth (See Chap. 4).  Often, professionals encounter homeless youth without know-
ing that the young person is homeless. Early and middle adolescents who experi-
ence homelessness, or are at high risk for experiencing homelessness, may have 
received little understanding or support and have little contact with their families; a 
significant number emerge from the foster care system. Not all homeless youth 
show signs of homelessness, and many  are often highly motivated to hide their 
homelessness. Youth experiencing homelessness are present in almost every urban 
setting in the United States and Canada, and in rural or small-town settings, where 
the issues related to homelessness are quite different.

When interviewing youth who are homeless, it is essential to listen carefully and 
appreciate that though the interview may need to be brief, it may set the stage for 
future interactions. The interviewer needs to put aside preconceptions and assump-
tions regarding sexual orientation and gender identity, family background, or reasons 
that the youth is homeless. It is essential that the identified needs of the youth are 
addressed meaningfully as promptly as possible, especially those related to safety 
and shelter. Addressing many of these needs may be beyond the scope of familiarity 
of the individual clinician, and it is essential that others familiar with shelter and 
housing services are readily available and promptly engaged. Addressing the con-
crete and expressed needs of youth who are homeless for shelter, meals, healthcare, 
safety, and in other ways is key to cementing the relationship and building trust. It is 
important to listen carefully and patiently, to the spoken words, the body language 
and the expressed emotions and to identify and value the hidden strengths of the youth.

 Diverse Characteristics and Circumstances of Youth 
Experiencing Homelessness

Homeless youth are diverse in age, ethnicity, immigration status, socioeconomic 
background, educational level, risk involvement, time on the streets, connection 
with the family of origin, and experiences with child protective services, juvenile 
authority, or in the case of young adults, with the criminal justice system (See Chap. 4). 
It is counterproductive for a clinician entering a conversation with a youth in unsta-
ble circumstances to hold presumptions of their background, capabilities, or expec-
tations. Though the most dramatic stories commonly stay in our minds, an individual 
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is not the summation of their most traumatic experiences. The clinician needs to be 
careful not to label events as “traumatic” because they might be experienced as trau-
matic from one’s own position. Young people can guide the clinician in assessing 
trauma as it pertains to them; homeless young people may not recognize their own 
lived experiences as traumatic; after all, as with other young people, their young life 
is the only one that they have known and experienced, and the impact of trauma dur-
ing vulnerable and formative periods of human development is not known to them 
and far from their minds. In fact, as with other adolescents, youth who have had 
complex backgrounds commonly strive for human connection; this is not a trauma 
response but a developmentally healthy and appropriate response.

 Developmental Context of Interviewing the Adolescent

It is critical to remember that the fundamental question every adolescent, including 
youth experiencing homelessness, seeks to address is their sense of identity and 
their sense of belonging: “Who am I?” and “How do I belong?” They experiment 
with clothing styles, music, language, physical posturing, behaviors, and aspira-
tions. They model themselves after influential peers and adults they encounter in 
families, at school, on the streets, or during other activities. They may be influenced 
by figures in the media or characters in literature. Alternatively, they may intention-
ally seek to construct themselves as an outsider or as someone not belonging to any 
group, not fitting with any subculture, and not having value in any context. “Who 
am I?” and “How do I belong?” often feel best answered by escaping spaces and 
cultures that are seen as uninviting or where young people have histories of rejection.

This process of self-discovery and associated behaviors sets the stage for their 
future development as adults and the roles for which they will be prepared. It  is 
important to remember that young people are capable of great growth and change 
and that exploratory efforts at self-discovery, as they search for clues about how 
others see them, are not deterministic. Appreciating that young people live up to (or 
down to) the expectations we convey, deliberately or not through our own language 
and behavior, we need to surround youth with authentic messages that we see them 
as good people and expect the best, especially for youth living in difficult circum-
stances. This may mean countering messages they have heard from others or that 
they have constructed for themselves.

Don’t mistake the behaviors, dress, cleanliness, or the social context in which the 
youth is encountered  for the person. Some young people have engaged in self- 
destructive or undermining behaviors, often as a means to deal with harsh realities 
they have confronted, realities not of their making. These realities would pose a 
serious challenge to anyone and are commonly outside the scope of life experience 
of the clinician. As adults who care for and about them, we must engage them in 
positive and hopeful ways  that can shift them away from harmful choices and 
toward those that will enhance their well-being and lead them to a more positive 
future. In so doing, however, we must be careful not to label as a “problem” the 
specific circumstances or behaviors that the young person may not see as a problem. 
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One of the great challenges of being with these young people is to remain commit-
ted to honoring their voice and their story, including how they make meaning of that 
story, which may not always correspond to how we might make meaning of it.

When we encounter a youth who is homeless, they have invariably had a difficult 
path, shaped and influenced by many factors beyond their control. These factors 
may include poverty; migration with loss of community and family support; the 
experience of emotional, sexual, and/or physical abuse; loss of parents or family; 
placement in institutional care; intergenerational trauma; and more. All of these 
forces and influences have been out of the control of the young person. Many expe-
riences are internalized as shame or self-blame. Their relationships with peers are 
commonly the closest relationships that they have. Sometimes peer relationships are 
difficult, creating  risks for young people to be manipulated by adults and other 
youth with sinister agendas, such as human trafficking, sexual exploitation, or 
recruitment into criminal gangs and activities.

Our job in this context goes beyond asking a list of clinical questions and identi-
fying complaints. It includes using our potentially unique experience with the young 
person as an opportunity to provide a positive understanding and respectful experi-
ence, develop a meaningful connection, and truly listen to what they say. We need 
to be judicious and assure that the presenting clinical or social concern of the young 
person is actually addressed – while keeping in mind that our clinical encounter 
with the young person may open a fresh door to their developing a trusting relation-
ship with a supportive adult and enable access to further services, if not at the 
moment, then in the near future.

Medical history questions often probe into sensitive areas of prior experiences 
having to do with sexual risk; substance use; difficult family relations; engagement 
with child protective services; history with foster care, the juvenile authority or adult 
criminal justice system; experiences with racism, sexual exploitation, homophobia 
and transphobia; or rejection for other reasons. We must never lose sight that these 
are exceedingly sensitive areas for the youth, and may be for us as well, and that talk-
ing about them may take time, requires deeply respecting youth’s own boundaries, 
cannot be rushed, and may not be covered in a single encounter.

The traditional structure of much of medical interviewing is problem based, par-
ticularly regarding behavioral or social concerns. This can inadvertently derail a 
relationship with a vulnerable youth who may be very sensitive to feeling judged, 
not understood and not appreciated. They may interpret the focus on problems as an 
implicit blaming or criticism. Clinicians need to be prepared to be patient, and to 
seek out and identify genuine strengths and positive attributes. While it may not be 
a long-term relationship, it is nevertheless a relationship which itself can have a 
positive impact upon a young person who is living in circumstances that are dehu-
manizing and invalidating. The potential power of the human connection in this 
moment is profound.

For some clinicians, it may be better to refer the youth to another provider. It is 
useful to work in the context of an interdisciplinary and collaborative team, particu-
larly in clinical educational environments when rotating students, residents, or other 
trainees do not have the consistent availability to develop a longer- term relationship. 
Youth workers, social workers, counselors and others can offer continuity of 
empathetic engagement.
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Though young people may need care for acute health problems, chronic medical 
conditions, preventive care and stabilization, like others they will not access care if 
trust is not fostered and if they do not feel understood and valued. Communication 
and the relationship that is developed are key components to fostering stabilization 
and clinical engagement.

Young people who have experienced insecure or disrupted early childhood attach-
ment, abuse and neglect, loss of parents and loved ones, instability of their social envi-
ronment, multiple home placements and the traumas that commonly occur on the streets, 
may respond to interviews probing sensitive areas with a level of distrust reflected by 
difficult behaviors and are too frequently characterized as having a “conduct disorder” 
or “oppositional defiant disorder” or “intermittent explosive disorder.” These labels 
commonly become barriers themselves to making connections and can promote a tragic 
sense of futility on the part of caregivers and influence the care provider to develop an 
unjustified sense of resignation, cynicism, and disconnection from the youth, blinding 
them to the strengths that the young person actually has. It is important that we recog-
nize and identify youth’s strengths particularly under these circumstances.

We need to assure that all young people are welcomed and viewed positively in the 
clinical environment and be willing to make the necessary changes in our approach. 
This may entail changing how these young people are viewed and approached in the 
clinical environment; making a shift in our language; suspending facile but undermin-
ing diagnostic labels; and emphasizing the recognition of young people’s concealed 
strengths that have kept them alive so far despite having to deal with trauma, loss, and 
discrimination. There is a risk of re-traumatization or alienation if their sensitive infor-
mation is treated with little respect for its gravity. There is the potential, if not explained 
clearly, for young people, or their parents (and other adults), to believe that the worst 
things that have happened to them become them and determine their fate.

 Respecting Continued Attachment to Absent Parents

It is essential to appreciate that many homeless youth remain deeply attached emo-
tionally to their parents regardless of circumstance, and the parents may remain key 
emotional figures in their lives, even if there has been high levels of conflict or they 
have been absent for one reason or another. This is true for youth who had been 
removed from their parents for legitimate concerns about safety (despite having 
truly loved each other), who commonly romanticize those parents in their absence 
and, given an opportunity as adolescents, may seek them out. We must value these 
relationships and be patient as youth explore the potential, or lack of potential, for a 
continuing role of their parents in their lives, regardless of past circumstances.

While respecting the need of youth for confidentiality, we also need to be as 
inclusive as we reasonably can be of parents, kinship carers, and foster parents, and 
appreciate ourselves that parenting is an exceedingly difficult role and that for many, 
our society does very little to prepare parents to take on this new vital role and even 
less in providing ongoing support. While it is not useful and may even be destructive 
to blame a young person for their troubles, it can be equally harmful to blame their 
parents or caregivers [2].
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 Intergenerational Trauma

No one is truly born anew, and we each carry the legacy of our family and of our 
historic and social circumstances. For vulnerable children and youth, facets of 
intergenerational trauma, in addition to the complex effects of poverty and 
oppressive forces, may include family disruption and inconsistent or exploit-
ative relationships with caring adults. Many adolescents today live with the 
legacy of intergenerational trauma such as the mass involuntary placement of 
Indigenous children into residential schools in Canada and the United States, 
the pernicious effects of Jim Crow segregation of African-Americans in the 
United States, and the ongoing experience of racism and exclusion. This legacy 
is manifested by the continuing disproportionate representation of Indigenous 
children and youth of Canada, and African-American and Indigenous children 
and youth in the United States, in poverty, housing instability, child protective 
care, foster care, homelessness and youth justice, as well as adult  incarceration [1].

 Fostering Capacity to Confront Invisible Developmental 
Burdens

Youth who have experienced early disruption of attachment, early childhood mal-
treatment or serious neglect, and other significant traumas at an early developmental 
age may experience difficulties in trusting others and be subject to mood distur-
bances. Tragically, some young people who become homeless have been told that 
they are impulsive and thoughtless and have been blamed as the source of the family’s 
problems. This process of being demeaned and blamed for events or circumstances 
completely outside their control may go back to early childhood and early devel-
opmental stages and may be absorbed and internalized; they may feel unwanted or 
unloved while feeling desperate to be wanted and loved. Their true strengths remain 
to be discovered. When we have the opportunity to follow young people over time, 
we commonly witness an amazing resilience and transformation when youth have an 
opportunity to experience supportive and caring relationships with others.

Some young people carry an invisible burden of prenatal drug or alcohol expo-
sure that can have pernicious effects on neurological development resulting in some 
level of loss of impulse control and/or cognitive impairment.1 This background is 
usually not known when youth experiencing homelessness present to clinic settings. 
These are true challenges, but the youth, especially under these circumstances, must 
not be reduced to the burden of their disabilities or overly characterized by the label 
of a purported or assumed clinical condition.

1 American College of Obstetrics and Gynecology, Marijuana Use During Pregnancy and Lactation, 
October 2017, https://www.acog.org/en/Clinical/Clinical%20Guidance/Committee%20Opinion/
Articles/2017/10/Marijuana%20Use%20During%20Pregnancy%20and%20Lactation
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 Recognizing and Building on Strengths

It is for these reasons that it is essential to recognize clearly the strengths and poten-
tial of traumatized youth, to be authentic and thoughtful, to give multiple chances 
for connection and acceptance, and to not be discouraged ourselves. The process of 
running away, of developing new close relationships of their own on the streets and 
with other youth who intuitively seem to understand their feelings, may feel more 
like home than home itself. It may take these young people some time to accept 
support and to develop trust with outreach workers, youth workers, social workers, 
or clinicians. We can encourage this process by recognizing the underlying drives 
and acknowledging their positive steps, striving to sustain engagement, and expect 
some setbacks.

Many young people can develop the self-awareness and skills to surmount sig-
nificant early childhood challenges through later experiences of love, acceptance, 
understanding, and attachment, with greater insight as they cognitively and emo-
tionally mature and are given opportunities to develop skills and self-confidence in 
sports, arts, music, employment or education. Though experiences of early child-
hood were beyond the control of the youth, the resiliency that young people com-
monly demonstrate, as they mature in gaining insight and experience through caring 
and thoughtful relationships and discovery of their own skills and talents, is 
 genuinely inspiring. Every possible contact with an adult who is caring and attentive 
can add to this resiliency. We need to be aware that trauma is not just a physical but 
also a subjective experience. People can interpret similar events in many different 
ways and at different stages of life. As such, we have to avoid placing our interpreta-
tion of the seriousness of a traumatic event on the young person. They may have a 
very different view than us.

It is our challenge to foster effective support systems for each youth to enable 
them to succeed, and in particular to engage schools and after-school programs 
when available and accessible. Wherever the young person’s life unfolds, we can 
focus on building capacity to better support the everyday needs of the young person, 
always with the young person’s expertise about themselves and their own needs as 
our guide. With youth who are homeless or in unstable situations, it is important to 
make a serious attempt to identify a responsible adult who can help provide support 
to adhere to treatment, to access shelters or drop-in centers, and to provide other 
supports.

 Risk Taking and Resiliency in Context

Risk is not destiny. In fact, it is impossible for anyone to explore life and try new 
things without engaging in some level of risk behavior. Youth separate from their 
parents early for many reasons, sometimes escaping maltreatment or neglect, some-
times because of parental demise or incarceration, and sometimes parental capacity 
is compromised because of mental illness or substance abuse. Poverty plays a par-
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ticularly significant role given that some families cannot afford stable housing even 
when working full time for low wages, which adversely impacts parenting capacity, 
supervision, and healthy family dynamics.

Many youth who have experienced significant trauma are capable of great resil-
iency. We can support this process through authentic communication encouraging 
young people to have a hopeful view of their future. We aim to ensure a sense of 
realism in such views, but optimism at this stage of a young person’s life is far more 
important than realism. The same youth who have survived so much also have the 
capacity to demonstrate great love and compassion in their treatment of peers, adop-
tion of pets, and evolving sense of justice and fairness when they are safe and not in 
crisis. While we strive to understand where homeless young people are at, our goal 
as clinicians, aside from our clinical work, is to ensure that young people feel they 
matter while they are with us through integrating principles of trauma-sensitive (or 
trauma-informed) practices, positive youth development, and resilience building 
strategies in our interactions with youth.

 Trauma-Sensitive Practices

A first step for a youth, and perhaps the most challenging step, in thinking about 
change is to consider if change is possible. The 14-year-old who declares emphati-
cally that “this is just the way I am, I can never change” may truly believe it, though 
the future is open and full of possibilities. It may be easier to deny a problem exists 
than to confront the threat of failure. This is particularly true for those who have 
experienced prior failed attempts at progress or who have had adults who reinforce 
the idea that they are hopeless.

The first step toward positive behavioral change may be gaining the confidence 
that one can change. An important component of gaining such confidence is to find 
evidence of one’s own agency. When young people feel (and often find evidence to 
confirm that feeling) that nothing will change no matter what they do, they reflect 
the sense that they do not have agency. Our work is to enable them to find their sense 
of agency again and learn how to use it constructively so that it enables them to 
contribute to positive change in themselves and in their circumstances. A core prin-
ciple of trauma-sensitive practice is to restore control back to people from whom it 
has been taken away.

 Listening, Recognizing Strengths and Avoiding Judgment

While we each see ourselves as unique, it is important to recognize that young 
people may not see us as such. They are likely to see us as an accumulation of every 
helping professional they have previously encountered. If they have had a positive 
experience, they are likely to initially see us in a positive light. If it has been nega-
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tive, then they will likely be mistrustful and highly cautious. We may also remind 
them in some way of someone who has abused or exploited them in the past. All of 
this will impact how they view and interact with us.

We can characterize the appropriate approach to youth experiencing homelessness 
or living in unstable and high-risk settings as “nonjudgmental, positive regard.” As 
strong as our feelings may be regarding youth engaged in significant risk behaviors, it 
is important that the clinician continue to take a stance of “nonjudgmental, positive 
regard” to promote the continuation of a relationship; this entails listening and hearing 
difficult stories with the clinician not being overly reactive or communicate that the 
youth is being judged as a person by their behaviors. Communicating a caring attitude 
to the youth, notwithstanding disclosure of self-endangering behaviors, encourages 
communication and the willingness of the youth to sustain contact. We can add to this 
“listen deeply, identify their underlying strengths,” and let them know you genuinely 
want to recognize who they truly are. This is in keeping with integrating trauma-
informed practices, fostering positive youth development through identifying and 
building on strengths, and promoting resiliency. This approach requires patience and 
connecting with youth while removing stigma and appreciating the profound potential 
young people possess to heal emotionally in a caring and understanding context.

Youth need, and usually want, an adult with empathy, sensitivity, and maturity 
and not a peer; the clinician should not try to act like, dress like, or speak like an 
adolescent.

It is important in making a connection with youth to listen intently to the young 
person’s story and stay focused. You may comment on those things that demonstrate 
their honesty, empathy and compassion, adventurousness, or capacity for love. 
Youth who disclose traumatic experiences, but come for help or support, deserve 
recognition for their courage in seeking help, their resilience, and their determina-
tion in surviving a world that has been unfair to them.

Don’t be surprised, and don’t be discouraging if youth express a desire to go into 
the helping professions at the same time that they are disclosing their own need for 
support. Be cautious about offering unsolicited advice. Recognize the caring that 
they display toward friends or a pet, despite not having received the same protection 
or safety that they themselves needed. A young person who feels understood and 
valued, who feels recognized as an individual who has something to offer, is far 
more likely to accept support than someone who is discussed and treated as if they 
were a “problem.”

Particularly on a first visit, the stories we hear may bear little resemblance to 
what has actually transpired; more commonly, these stories reflect the current mood 
of the young person and give clues about the tensions in their relationships with 
others and in their lives more generally. Don’t be surprised if the story of a particu-
lar young person changes dramatically during a second encounter. This is not 
because they were not truthful the first time. It is simply a reflection of the young 
person continuing to experience tensions in their relationships with others, a lack of 
clarity, and often confusion and fear of loss. It also may be because they are gauging 
our trustworthiness and may float just enough information to determine our reac-
tions and assess our true commitment to privacy.
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Do not offer advice prematurely, at a point when the youth does not feel under-
stood; sometimes listening is all one can do for the moment and is sufficient. It may 
well take time for the youth himself or herself to come to an understanding of and 
be able to articulate experiences.

Remember that a young person’s story always gets more complex, and features 
more elements, than when it is first told. Allow the young person time to retell the 
story, focusing on different elements, relationships, events, or experiences, and 
don’t focus too much on contradictions that will almost always be present in that 
story. In fact, while the truthfulness of the story will eventually matter, it does not 
really matter all that much at first. Determining the need is initially more important 
than determining the accuracy of the circumstances of the story. It is more important 
to determine why a young person tells a story as they are telling it; elements that 
may turn out to be fictional, or not entirely accurate, or simply exaggerated, may 
provide clues as to how the young person thinks of themselves.

 Confidentiality

It is important to advise the youth from the outset about both their rights to confi-
dentiality, from parents and others, regarding disclosure of health information, 
including sexual activities, contraception and engagement of substance use, and the 
limits of confidentiality.

All clinicians have a legal responsibility to notify child protective services or the 
police in the event of a disclosure by a minor of physical or sexual abuse or mal-
treatment, serious emotional abuse, or serious neglect. Clinicians also have a legal 
obligation to keep the patient safe, through involuntary hospitalization if indicated – 
entailing calling emergency medical services or police – if there is an imminent 
threat of suicide or threat to others or incapacitating mental health disability such as 
psychosis (See Chap. 15).

Beyond confidentiality, the clinician needs to explain to the young person their 
own responsibilities with respect to what is written into a case or patient file, and 
requirements with respect to sharing information with others. It is helpful to ask the 
young person if what you said makes sense to them.

Respecting confidentiality can be a very difficult challenge in the era of elec-
tronic medical records. Though pertinent medical information does clearly need to 
be included in the medical record, it may be in the best interests of the youth to omit 
some of their comments regarding very sensitive matters. One needs to be particu-
larly sensitive in regard to inclusion of information in the medical records that may 
be stigmatizing to the youth or may later damage the youth’s future opportunities. 
Some electronic medical record systems have developed systems that provide an 
extra barrier to access sensitive information; unfortunately, these are more the 
exception than the rule.
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 Setting the Stage with Parents or Caregivers

In caring for adolescents when they present with their parents, it is commonly useful 
to set the stage by proposing that there be time to meet with the parent(s) and youth 
together, then each alone, and then together again; parents commonly have a better 
understanding of chronic medical conditions. This process may or may not take 
place on subsequent visits, depending on circumstance, but it does communicate in 
practice a respect for sustaining relationships and for the needs of each individual; 
the clinician may ask the youth and parents what their preference would be to han-
dle the encounter.

There is commonly a need to meet alone with parents who may be able to pro-
vide significant background and context, which the youth may either be unaware of 
or unable to articulate and parents may be hesitant to discuss in their child’s pres-
ence. There needs to be assurance given that the youth’s rights to confidentiality and 
privacy will be respected. Seeing the parents together with the youth allows the 
clinician to develop an idea of the character of their relationship at that time, the 
level of closeness or conflict, and the shared anxieties and fears. Youth may come in 
with parents at times of crisis so that the intensity of the moment may or may not 
reflect the day-to-day tensions in their relationship. Clinical engagement in which 
the wisdom, lived experience, and expertise of the young person and their parents is 
valued generally leads to better and more trusting relationships down the road.

It is important, particularly during periods when parents and youth have been in 
conflict, to articulate and point out to both the parents and the youth the strengths of 
the youth and the love that parents have for their child; often conflict originates from 
the fear and frustration that the parent has for their child’s safety and future. It is 
important to note that the conflict may be the result of long-term environmental 
stressors experienced by the family, such as chronic housing instability, literal 
homelessness, unemployment, loss of loved ones, or other life circumstances of the 
young person or family. It is useful at the end of the encounter to have a summative 
discussion with parents and youth both present, to address any specific questions. In 
a very real sense, the family may be the patient.

 Independently Homeless Youth

Youth who are independently homeless usually do not have an adult in their lives that 
accompany them to clinic. At times, they may wish to have a youth worker, social 
worker, or other supportive person present. It is important early in the interview to 
engage a youth worker or social worker to assess availability of resources and work 
on developing a trusting relationship. These young people are commonly confronted 
with urgent survival needs of finding age appropriate shelter, reliable meals, engage-
ment in education and supports from child protective services or other agencies. 
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Without stabilization and prompt access to supports these youth commonly acculu-
rate to the streets and become increasingly difficult to engage in services.

 Structure of the Youth Interview

There have been several models developed to approach the psychosocial interview 
of homeless youth. Perhaps the most well known is the HEADSS model (home, 
education, activity, drugs, sex, suicide) which is an interviewing approach that was 
developed to identify significant concerns of homeless youth and was adapted to be 
more generally used with adolescents [3]; a second frequently used model is the 
SSHADDESS2 model, which addresses risks while contextualizing them in 
strengths (strengths, school, home, activities, drugs/substance use, emotions, eating, 
sexuality, safety). SSHADDESS is one component of a comprehensive set of 
strength-based, trauma-sensitive communication strategies intended to support 
healthy adolescent development and build youth resilience presented in Reaching 
Teens published by the American Academy of Pediatrics [3].

Both of these approaches require an “active listening approach,” that is, it may 
be counterproductive to quickly run through a series of prescribed questions. The 
interview does not need to follow a rigid structure, and frequently can be con-
ducted in a less structured conversational style. If the youth becomes impatient, 
does not seem able to attend, or does not want to continue the interview for one 
reason or another it should be discontinued, and reintroduced at a subsequent time. 
It is important to be sensitive to the mood of the youth and conscious of time. 
Usually, specific issues need to be prioritized depending on the situation; highly 
charged emotional issues may be deferred if the youth desires, or referred for a 
mental health counselor.

As with other clinical interviews, it should begin with warmly greeting the youth, 
smiling, extending a hand, and creating a welcoming environment. If there are oth-
ers present, such as parents, one might ask the youth to introduce them. An open- 
ended question asking what his or her concerns are and what brought them into 
clinic can encourage the youth to feel that they have some control and initiate dis-
cussion, frequently identifying the major concern of the youth. Though their stated 
immediate concern may in the end seem relatively minor relative to the compelling 
social or family problems, it may open the door and bring a homeless youth into a 
broader, stabilizing system of care, and it is essential that the stated concern be 
addressed.

In general, peers and romantic partners should not be present during the inter-
view, though it is commonly a good idea to have a clinical staff person present.

Clinicians need to avoid, especially early in the interview, asking multiple highly 
focused questions rather than open-ended questions. Though it may initially seem 
more efficient to do so (and in some very urgent circumstances it is unavoidable), it 
is important that the young person be able to tell their own story and be heard, their 
concerns emerge more clearly, and the clinician can gain an appreciation of the 
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youth’s abilities to express themselves, identify mood disturbances, and build a 
stronger relationship.

 Listening for Strengths

Youth need to have their strengths identified and recognized as they tell their story. 
One can demonstrate that they have been heard by reflecting back a positive inter-
pretation of what they had said, thereby focusing on their strengths. Praising too 
intensely while gathering information may prevent a young person from disclosing 
something they fear will disappoint you, or they may feel that you are being phony 
and don’t really understand what they have gone through.

Don’t rush through the interview; take time to pause and reflect back so that they 
can appreciate that you are making a genuine attempt to understand and hear them. 
It is more important that the young person feels heard than that all the information 
is gathered in one sitting.

Through the process of the interview, one can communicate listening and atten-
tiveness through asking questions, reflecting back, and sustaining focus on what the 
young person says. Minimizing or being dismissive of the youth’s concerns will 
immediately create a barrier to understanding.

 Body Language and Reflection

Body language is important to communicate attentiveness, though making sustained 
eye contact can feel intimidating or even threatening to some young people. 
Listening and occasionally reflecting back what was said, communicating empathy 
(“that must have been difficult”, “I’m sorry you had to go through that…”), and ask-
ing questions for clarification all communicate attentiveness and listening and are 
validating for a young person.

While the clinician communicates with their own body language (formality of 
dress, assertiveness in presentation, guiding of the conversation, comfort in the pro-
fessional environment, etc.) the young person as well communicates through their 
own body language, through tearfulness or eye avoidance, silence and avoidance, 
frustration and impatience, distrust or in many other ways. Their level of hygiene, 
grooming or self-care may reflect lack of resources or absence of a healthy living 
environment, or self-neglect, or occasionally be a statement of alternative subcul-
tural identity or sense of adventurousness.

However, there are always limits to time, and youth have limited patience with 
the length of time clinical encounters take; if the youth has come to clinic with a 
specific agenda (for example concern of an STI, need for contraception, request for 
condoms, worried about pregnancy, an injury, a rash, or significant mental health 
problem) these concerns need to be prioritized and much of the psychosocial inter-
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view may need to be taken up at subsequent visit. Even in the case of acute medical 
issues, concerns of immediate access to housing and concerns for safety should be 
covered and addressed.

Avoid writing, reading a computer screen, or typing notes on a keyboard while 
interviewing the youth. This can be particularly upsetting to a young person who is 
feeling frightened or distrustful or disclosing emotionally sensitive personal infor-
mation. Your interview and conversation, which communicates respect and under-
standing, may be a unique experience for the youth with an adult, and contrast with 
having been deliberately ignored and avoided on the streets.

 Guiding the Interview

The clinician can guide the discussion by providing open-ended questions regarding 
specific arenas. Where have you been spending the night recently? Do you have a 
place to stay? Who do you hang out with, or live with? Where do you go for food? 
Each of these questions allows for identification of needs for accessing services and 
can allow the interviewer to probe more as the youth responds. Not uncommonly, 
for recently homeless youth, the major first step is to get them off the streets as 
quickly as possible, engaged with a youth worker or social worker, identify a poten-
tial shelter or a drop in center and start working toward greater stability.

As the discussion progresses, pick an issue that you may feel stands in their way 
for progress or one that seems realistically amenable to change. Work with the 
young person, and try to come to agreement on that one issue. Ask if the issue may 
be discussed, and ask what the youth thinks would help move forward. Listen care-
fully, and you may add something yourself or reinforce what the youth has said. 
Finally, offer some concrete support in following through.

Some youth are less ready to express themselves openly. It can be intimidating to 
come to a clinic, to ask for help, or to see a clinician who is older and more edu-
cated. The clinician doesn’t need to fill the void by talking, but can ask modest 
specific questions, find positive factors to acknowledge verbally such as coming to 
clinic, being open to getting support, having patience, having helped a friend or car-
ing for a pet. Acknowledge the courage it took to come in to the clinic and disclose 
difficult experiences is empowering for youth. One can acknowlege through saying 
“I am so impressed that you have had the courage to talk so openly about...” or “It 
is so impressive that you have been able to take such good care of yourself and your 
friend after all you’ve been through.” Premature advice communicates that you 
don’t really understand, and they have not really been heard and may actually be a 
manifestation of the clinician’s own sense of helplessness and impatience. 
Frequently, rather than unsolicited advice it is wiser to provide an empathetic 
response that builds a sense of understanding: “That must have been incredibly dif-
ficult (or hard to bear, or painful…).”

The process of building trust through one’s connections with young people who 
have good reason not to trust requires a very high level of transparency. Excellent 
work can be undone in a moment if the young person feels that what had been prom-

C. Warf et al.



33

ised or committed to is not what was done. This affects not only the credibillity of a 
clinician but even the credibility of the professional context, resulting in the young 
person being less likely in the future to seek help from medical professionals in 
otherwise accessible settings such as hospitals or clinics.

 Education and School Involvement

Many youth experiencing homelessness retain a strong attachment to school and 
awareness of its importance for their future; they often remain enrolled in school 
and regularly attend classes. In these circumstances school becomes an extraordi-
narily important stabilizing factor and a strong supportive relationship with even 
one teacher, counselor or other person in the school setting can play a critical stabi-
lizing role.

These school-enrolled youth may be “couch surfing” among friends in the com-
munity, staying in shelters, or literally homeless on the street. It is essential with 
homeless youth that consistent engagement in school and education be a high prior-
ity and they be provided places to study, opportunities to work, and access with 
social workers to help with stabilization.

Many secondary schools in urban settings have social workers and/or counselors 
with deep experience in working with these young people who can continue to work 
with youth and their families to gain a more stable living environment, access social 
services or mental health services and in many cases help work with parents and 
families. In some areas, Child Protective Services have developed specific schools 
with flexible schedules targeting youth in unstable living environments to support 
completion of secondary school and prepare them to enter trade school or other 
post-secondary education. Some publicly supported child protection agencies oper-
ate smaller schools capable of providing individually designed educational pro-
grams for secondary school students with support in applying for post-secondary 
education or trade school. In many urban centers, there are public and nonprofit 
agencies with experienced staff and significant history working with youth in high- 
risk environments. Clinical programs targeting youth who are homeless need to be 
aware of and work collaboratively with these programs (See Chap. 4).

Of course, not all homeless young people stay involved with school. Often, 
young people have been out of school for considerable periods of time, perhaps 
feeling overly anxious to be involved in what they experience as a performance- 
based setting, or not infrequently because they have been suspended or otherwise 
encountered barriers for attending school. Youth who have frequently changed 
schools and/or communities commonly have no social connections to solidify 
attachment to school. It is important, therefore, to allow young people to explain 
their relationship with school from their perspective and to tread carefully and 
respectfully to avoid creating additional pressure to connect with school for youth 
who may not be ready to do so. Ultimately, school is an important resource that can 
offer young people a sense of stability and belonging, but the timing for reconnect-
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ing with school needs to be determined in partnership with the young person rather 
than by the providers or clinicians alone.

Many communities have youth-focused agencies with skilled staff that can provide 
areas for youth to find safe recreation, job referrals, recreational opportunities, meals, 
and provide meaningful alternatives to surviving on the streets (See Chaps. 4 and 7).

The clinician can ask questions such as: Are you attending school? Where do you 
go? What grade level are you in? Do you have a special connection with a particular 
teacher or staff member? Are you interested in returning to school? What stands in 
your way of attending school? If the young person mentions barriers to school, such 
as having been victimized, social isolation, fear of failure, or lack of preparation or 
others, it is important to acknowledge these and find ways to enable the young per-
son to have a more successful experience. It is important to connect the youth with 
a youth worker or social worker to help facilitate transition to school and support the 
youth in overcoming barriers.

 Substance Use and Abuse

The level of drug and alcohol use is commonly (though not universally) a significant 
factor in the lives of homeless and marginalized youth and may shape the clinical inter-
action. Youth who are out of school and estranged from parents or family are at extraor-
dinarily high risk for escalation of substance use. Though it must be remembered that 
many youth experiment with drugs of various types and do not develop serious sub-
stance abuse disorders as adults, for youth on the streets, out of school and not employed, 
significant and dangerous substance abuse is not uncommon and carries grave risk. As 
the drug use escalates, their circle of peers becomes increasingly restricted to other 
young people engaged in serious drug use and it becomes increasingly difficult to inter-
vene or work toward abstention or reduction of use (See Chap. 8).

Youth who are on the streets, out of school, disconnected from families, unem-
ployed, and with peers engaged in serious substance abuse are at highest risk. For 
some youth who are homeless, sharing drug use with peers is a powerful bonding 
experience that is self-reinforcing, particularly for young people  who feel socially 
isolated. This shared experience may bring the youth into relationship with older 
youth or adults who have more advanced drug use, but seem to the naïve young 
person to be more experienced and can serve as unfortunate role models or who may 
find ways to exploit the youth for their own gain. Serious substance abuse treatment 
cannot be addressed without an appreciation of the many factors that shape youths’ 
vulnerability.

Youth who are using drugs or alcohol can be very challenging to engage, particu-
larly when pressure is exerted to abstain altogether. The most realistic approaches for 
many of these youth, particularly for late adolescents and young adults, are harm 
reduction strategies that are educative with respect to safety issues and provide alter-
natives to substance use at least some of the time, such as participation in recreational 
facilities where they can have rewarding experiences, rest, and have meals and hope-
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fully develop a connection with facility staff. These trusted relationships can emerge 
as the most significant factor in engaging youth in productive activities, developing 
insight about substance use and becoming willing to reduce use. Many urban centers 
have daytime youth facilities. They may also be connected with voluntary placement 
in shelters where relationships with social workers, youth workers, mental health 
professionals or other staff, and engagement in alternative activities in sports or arts 
or school may enable them to become less dependent on alcohol and drugs.

Reviewing substance use provides an opportunity to asses the youth’s level of 
understanding of risk and the conversation is an opportunity to introduce approaches 
to reduce risk. For example, the use of injection drugs in circumstances where nee-
dles or syringes are shared puts the young person at very high risk for contracting 
Hep-C and/or HIV. Assuring that they have access to clean needles and syringes and 
safe injection sites, as well as ready access to naloxone, may be a life-saving inter-
vention as well as provide them future opportunities to access support if they decide 
to discontinue injection drug use.2,3

Given that overdose of opiates, in particular synthetic opiates such as fen-
tanyl and oxycodone, has emerged as the leading cause of death for adolescents and 
adults under 55 years old in the United States and Canada, and continues to rise, 
opiate injection and snorting are exceedingly and demonstrably dangerous for 
youth.4,5 For youth who have been homeless for shorter periods, there may be a 
rationale to introduce more assertive intervention that includes families and loved 
ones to assure that they are given the best chance to be deterred from continued use 
of opiates or enter into effective treatment (See Chap. 9).

While working with young people involved in substance use can be frustrating 
for the clinician because of the acute dangers involved, the assistance, guidance, or 
wisdom provided to the young person will likely be shared with the youth’s peers in 
the community. Meaningful and trauma-sensitive approaches to talking about sub-
stance use with one young person often has an impact beyond  the individual. 
Facilitating access for one young person to a needle exchange, for example, is likely 
to result in that young person’s peers also accessing the needle exchange.

Homeless adolescents, or adolescents in precarious living situations, may come to 
attention through presentation to an Emergency Department (ED) with an opiate or 

2 BC Overdose Prevention Services Guide 2019, BC CDC, Provincial Health Services Authority 
http://www.bccdc.ca/resource-gallery/Documents/Guidelines%20and%20Forms/Guidelines%20
and%20Manuals/Epid/Other/BC%20Overdose%20Prevention%20Services%20Guide_Jan2019_
Final.pdf
3 Harm Reduction Guidelines, British Columbia CDC; http://www.bccdc.ca/health-professionals/
clinical-resources/harm-reduction
4 Drug Overdose Deaths in the United States, 1999–2017

NCHS Data Brief No. 329, November 2018; Holly Hedegaard, M.D., Arialdi M.  Miniño, 
M.P.H., and Margaret Warner, Ph.D. https://www.cdc.gov/nchs/products/databriefs/db329.htm
5 Fentanyl Contamination of Other Drugs is Increasing Overdose Risk; Content source: Centers for 
Disease Control and Prevention, National Center for Injury Prevention and Control, Division of 
Unintentional Injury Prevention, Dec 19, 2018, https://www.cdc.gov/drugoverdose/data/other-
drugs.html
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alcohol overdose, infectious complications of injection drug use, or presentation with 
mental health alterations including psychosis. These are generally not circumstances 
during which a thorough psychosocial evaluation can be conducted. Most ED’s have 
few resources or youth specific treatment guidelines to manage these young people 
and after they are perceived to be “medically stable” or not at risk for immediate 
death (often after only an hour or two of observation) they are commonly discharged 
to the same environment from which they came. Given the very high risk of death 
from opiate overdose, in particular by repeat fentanyl overdose, for those youth  who 
had previously presented to the ED with an overdose, clinical practices regarding 
mandated hospitalization for minors and development of stabilization and secure 
care practices and resources need to be re-evaluated and revised (See Chap. 9).

Risks of serious substance use among youth experiencing homelessness may be 
moderated through utilization of harm reduction strategies, which have been found 
to be more effective among many substance-using homeless youth than abstention 
based approaches, particularly if the problem of homelessness has not been effec-
tively addressed. Harm reduction strategies including access to clean needles, safe 
injection sites, emergent access to naloxone, and access to safe pharmaceuticals 
offer reduction of rates of HIV infection and reduced rates of lethal overdose.6 Harm 
reduction programs may also open a door to introducing use of methadone, 
buprenorphine, or other opiate agonists to reduce risks associated with illicit drugs 
or overdose and enable individuals to participate more fully in employment, educa-
tion, and foster more positive relationships with families.

It is important that the clinician, while being honest about the risks and consis-
tently offering options for engagement in substance abuse treatment or harm reduc-
tion, continue to take a stance of “nonjudgmental, positive regard” to promote the 
continuation of a relationship and willingness of the youth to sustain contact.

Youth access to drugs over the last ten to twenty years has changed significantly. 
US pharmaceutical companies have heavily promoted oxycontin and other opiates 
throughout the United States, especially in rural areas, and have conscientiously 
influenced physicians’ perceptions of the safety of oxycontin and other narcotics 
and shaped physician prescribing patterns.7 In addition, the synthetic narcotic fen-
tanyl has been widely and rapidly introduced into the illicit drug market. Fentanyl, 
an extremely potent synthetic opiate, has been widely introduced into illicit mari-
juana, amphetamine, cocaine, and other non-narcotic drugs, so that youth may not 
be aware of the drugs they are actually ingesting.

Cannabis is now commercially promoted, with little or no basis in research, as 
treatment for a wide spectrum of health concerns. Similarly, there is little research on 
the long term effects of chronic cannabis use on the cognitive abilities, emotional 
development and school and family engagement of  adolescents. Chronic cannabis use 
may pose yet another barrier to stabilization for youth experiencing homelessness.

6 Harm Reduction Guidelines, British Columbia Centre for Disease Control; http://www.bccdc.ca/
health-professionals/clinical-resources/harm-reduction
7 “Damage From OxyContin Continues to Be Revealed”, Austin Frakt, The New York Times, April 
13, 2020
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Given the above, youth who are homeless, out of school, and unemployed are at 
extraordinary risk of escalating substance use problems. In interviewing youth, 
rather than asking if a youth uses drugs, one can ask how often he or she uses spe-
cific substances, including tobacco, alcohol, and cannabis, how frequently they are 
used, if they use any drugs with needles, if they are aware that many of the street 
drugs are contaminated with fentanyl, and if they know where to get naloxone if 
they need it. These discussions can also be educational sessions. The British 
Columbia Centre for Disease Control (BCCDC) has introduced the “Take Home 
Naloxone” program to supply Naloxone to people at risk for overdose; there are 
now 1300 sites in the Province.8

When interviewing youth in settings where homeless youth receive care, it is 
important to have readily available referral resources for youth who are identified as 
having or developing significant substance use disorders. It is best if they can be 
introduced on-site at the time of the interview to an individual substance use coun-
selor who can begin to develop a relationship and engage them in care.

Later in this book there is a chapter on brief Motivational Enhancement 
Approaches for young people with substance use disorders experiencing homeless-
ness with some specific approaches to supporting youth to reduce their substance 
use (See Chap. 8). There are also sections focused on developing interventions for 
youth immediately after overdose through hospital-based “stabilization care” or 
community- based secure care, both with involvement of parents or family as appro-
priate and available (See Chap. 9).

 Sexuality and Sexual Behaviors

Youth who have run away and are out of school may be surprisingly ignorant of 
basic sexual physiology, and girls in particular may be unaware, or in denial of, their 
vulnerability to pregnancy. There may be a sense of resignation or disempowerment 
(what will happen, will happen) that becomes a barrier to contraception use or STI 
prevention. Boys as well may be poorly educated, feel that contraception is “the 
girl’s thing,” and feel that sexual activity is at least one thing in their life that is 
pleasurable and through which they can feel a meaningful connection with another 
person. There remain spoken and unspoken barriers related to denial, shame, adult 
denial, and lack of access to resources that stand in the way of healthy youthful 
sexuality. It is essential that condoms, oral contraceptives, injectable contraceptives, 
postcoital contraception, and safe and legal pregnancy termination be readily avail-
able to these exceedingly vulnerable youth9 (See Chap. 11). It is also essential that 

8 Naloxone Programs, British Columbia Centre for Disease Control; http://www.bccdc.ca/our-ser-
vices/programs/naloxone-programs
9 Contraceptive Technology 2019, contraceptivetechnology21st.com
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access to sexually  transmitted infections (STI) screening, diagnosis, and treatment 
be readily available10 (See Chap. 12).

Homeless youth are diverse in their sexuality; in their orientation; in their gender 
identity; in their expectation of gender roles; and in their experience with sexual 
abuse, assault, or exploitation. It is important in our language and in our interactions 
with youth that we do not have a “presumption of heterosexuality” or presume gen-
der identity, and are genuinely open and listen non-judgmentally  and empatheti-
cally to the experiences of youth. Discussion of sexual orientation and behavior are 
usually highly sensitive topics for youth to engage in, and their desire not to discuss 
or disclose must be respected.

It is not important that all details of a youth’s sexual experiences be explored 
during a clinical visit. Many adolescents experiment sexually and need protection 
from unintended pregnancy, sexually transmitted infections, and safety from sexual 
assault or exploitation.

It is important that young people have confidential access to contraception and to 
condoms to assure that they have the ability to avoid unintended consequences for their 
future. It is important to know if the young person may be pregnant, if there is a need 
for contraception, and if they have access to and are familiar with the use of condoms.

Questions can be framed about sexual issues by initially framing sexual activity 
as a normal human experience. For example, one can ask, “I know that a lot of 
young people have been sexually active. Have you been sexually active?”

“It’s important that you have control over your own body. Have you used any-
thing to prevent pregnancy such as condoms or birth control pills?”

“Sexually transmitted infections are very common in the community. What have 
you done to protect yourself?” (This provides the opportunity to introduce the use 
of condoms, assure that the youth has had the HPV and Hep B vaccines, screen for 
STIs and HIV, or have a discussion about PReP or PEP for HIV prevention (See 
Chaps. 10 and 13) and opens the door to introducing a Health Educator to review in 
more detail the maintenance of sexual health.)

A 2012 study estimated that some 40% of homeless youth served by agencies in 
the United States were lesbian, gay, or transgender.11 Many (though not all) gay, les-
bian, and transgender youth do not receive the acceptance or understanding at home 
that they need and leave home at an early age. Though many families try, and often 
succeed, in achieving reconciliation, others do not, and the young person is faced with 
the challenge of surviving, prematurely independent, in an environment where they 
may be subject to discrimination, prejudice and exploitation (See Chap. 4).

10 British Columbia Treatment Guidelines, Sexually Transmitted Diseases in Adolescents 
andAdults, 2014, BC CDC http://www.bccdc.ca/resource-gallery/Documents/Communicable-
Disease-Manual/Chapter%205%20-%20STI/CPS_BC_STI_Treatment_Guidelines_20112014.
pdf
11 Serving Our Youth: Findings of a National Survey of Service Providers Working with Lesbian,Gay 
and Transgender Youth Who Are Homeless or at Risk for Becoming Homeless http://williamsin-
stitute.law.ucla.edu/wp-content/uploads/Durso-Gates-LGBT-Homeless-Youth-Survey-July-2012.
pdf
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Transgender youth, in particular, are very likely to experience stigmatization, 
blame, and a denial of their identity across public service systems as well as in the 
broader community. Very few shelters, clinics, drop-in centers, or public places such 
as libraries, schools, or shopping malls are prepared to meet the needs and everyday 
routines of transgender youth. In shelters, for example, questions about whether the 
transgender youth should stay at a boys’ shelter or a girls’ shelter are common and 
extend to issues regarding bathroom use and other circumstances in which binary 
gender biases are prevalent (See Chap. 4). 

 Homeless Adolescent Girls with Children

Young women experiencing homelessness who are pregnant need an opportunity to 
explore all of their options, including continuation or confidential termination (See 
Chap. 11). The decision is theirs and they can involve whoever they want in the 
decision-making process. Pregnant teens may need a number of sessions to explore 
their feelings about continuation of the pregnancy. It is essential that the clinician be 
conscientious to not impose his or her own biases on the youth and be familiar with 
local resources. Pregnant young women need to be strongly advised to abstain from 
alcohol, marijuana, or other drug use during pregnancy because of potential nega-
tive effects on fetal brain development; this is commonly new information for them.

The reality of pregnancy or having a child may be a powerful incentive for 
the youth to be open to reconciliation with parents and attend school. For some teen 
girls who have retained custody of their children, with support and stabilization, 
becoming a parent may have the potential to become a motivating experience and 
give new and deeper meaning to their lives as they come to see themselves respon-
sible for another vulnerable person; young fathers as well can frequently be involved 
and need to be welcomed. The young parents’ relationship with the child may well 
outlast the relationship between the young parents.

Young women who remain homeless and who have the responsibility to care for 
their child  are highly vulnerable to exploitation to meet  needs. Child Protective 
Services generally needs to become involved to assure the safety of the infant and 
identify resources for the young mother. It is important that young mothers have 
every oppportunity to be on sustained effective contraception (See Chap. 11)

Some adolescent girls experiencing homelessness  have had children them-
selves and have lost custody. This is a highly traumatic experience for a young mother, 
and many of the behaviors that she later engages in may be linked to attempts in 
some way to deal with the pain of loss and the despair she feels. The expression of 
this pain is a reflection of the depth of caring that these girls experience; families 
and program staff of young mothers can recognize the great capacity for love that 
these young people carry. It is essential that when a young woman with a child of 
her own is identified in clinic, that her stability and the stability of the child have the 
highest priority. Child Protective Services should be involved immediately to iden-
tify a supportive environment for the young mother and child to find stability.
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All adolescent parents, particularly those who are homeless or without the support 
of their own parents or family, require that effective efforts be devoted to provide sta-
ble supervised and supportive housing, inclusive of opportunities to go to school, 
learn about child development, and assure consistent financial support and mentorship.

It is critical to assess the need for childcare and babysitting resources, given that 
one common risk factor for the children of homeless youth is being cared for by an 
unqualified and perhaps less stable peer of the young parent. While such peers may 
intend to “do the right thing” when babysitting for a friend, they frequently do not 
have the bond with the infant that the parent has and are not capable of being reli-
ably responsible.

The homeless youth’s parents may desire to significantly engage with their daugh-
ter and grandchild; in some circumstances the youth’s grandparents (or other indi-
viduals within a kinship network) can be engaged. For both boys and girls, becoming 
a young parent, given meaningful adult support, can be a profound and motivating 
experience that drives them to grow emotionally in ways that can be deeply surpris-
ing and gratifying. Having a child for some youth can be instrumental in building 
bridges to heal relationships with parents. It is with adolescent mothers and fathers 
that the true meaning of “it takes a village to raise a child” becomes apparent.

 Survival Sex

Some homeless girls, boys and transgender youth engage in sexual activity for sur-
vival needs, that is, sexual relations in exchange for a place to stay, for food, for 
drugs or for money (See Chap. 4). This is a very risky and, for most, a severely 
demeaning activity. There is a social mythology about the practice of “survival sex”; 
however, it is generally experienced with profound regret by youth who see no other 
choices and is resorted to in only the most difficult circumstances. There is usually 
shame associated with survival sex, and having engaged in survival sex may not be 
disclosed until trust has been well established and perhaps not even then. There are 
not many qualitative studies of adolescent survival sex, but in at least one, the major 
motivation for homeless girls was to obtain money to support their child [4]. 
Interviewing youth regarding these behaviors needs to be conducted very carefully, 
with empathy and without judgment, as well as searching for ways to identify 
and encourage them to accept stable shelter and support (See Chap. 4).

It is essential when evaluating young people who may have engaged in survival sex 
that the clinician maintain a stance of neutrality and non-judgmentalism. Experiences 
with survival sex are commonly colored by a strong sense of personal shame. 
Questions can be asked such as: “Have you ever been in a situation when you had sex 
for food, or money or a place to stay?” The interviewer needs to be self- aware enough 
not to communicate a sense of judgment. This is important for exploring physical 
risks of STIs, unintended pregnancy, exploitation  or HIV infection. The physical 
safety of young people who have been engaged in survival sex is commonly threat-
ened. Clinical sites engaged in the care of homeless youth, know of and utilize local 
resources for shelter and services for prompt stabilization.
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 Sexual Assault

In addition, youth on the street, in particular girls but boys as well, are at high risk 
for sexual assault, either through coercion, manipulation, or when intoxicated. 
Whether effective or not, one of the common motivations disclosed by homeless 
youth for hanging out in groups is for self-protection and to assure that the girls and 
younger boys are not preyed upon. At some level, this represents a positive sense of 
protectiveness of others. Their peers may be felt to understand and value them in 
ways that their families were not felt to have done. Tragically, some individuals that 
are trusted in these environments may themselves manipulate or coerce their peers 
to have sex. Fostering an empathetic and supportive relationship with youth and 
connecting them with skilled social workers and youth workers can help move them 
to accept shelter or safer living situations.

The interviewer can ask if the youth has ever been in a situation when he or she was 
made to have sexual relations against their will, involuntarily when they were intoxi-
cated, or sexually assaulted by an adult or family member. Sexual assault of a minor by 
a family member requires a report to Child Protective Services and/or the local police 
for investigation, in particular if there remain other children or adolescents in the home 
facing unsafe conditions. Reporting requirements in the United States vary from state 
to state.

Medical genital examination of a recent victim of sexual assault should not take 
place in a general medical clinic as any non-forensic examination will contaminate 
the value of later evidence collection. Most cities have one or more sexual assault 
evaluation centers available through designated Emergency Departments. 
Examination must take place between 36 and 96 hours depending on the practices 
of the specific center (See Chap. 14).

 Summary

It is clear that life for young people is precarious under circumstances of homeless-
ness and the protections are very fragile. Though youth may at times seem to be 
highly resistant to change, given it may require leaving their peers and at some level 
coming to terms with their own vulnerability, critical events commonly occur such 
as an assault, an arrest, a falling out with peers, a realization of the dangers of sub-
stance use or any of many other possible circumstances. When a critical and desta-
bilizing event occurs, youth may become more open to support and intervention, 
while they may also become more vulnerable to exploitation and manipulation by 
skilled individuals looking to recruit them into sex trades, the drug trade or engage 
them in violent or exploitative dependency relationships [5]. It is important that 
there be readily available alternatives.

Those who work with young people  experiencing homelessness can have an 
opportunity to play a significant role at times of these critical events, especially if 
there has been a prior investment in building a relationship and in expressing and 
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identifying how valued they are. This foundation may be incrementally built by 
expressly and genuinely identifying their strengths in difficult circumstances, their 
resilience, their empathy and compassion, their determination, and their openness to 
make a connection.

Young people who are homeless commonly experience an underlying despair 
and sense of powerlessness, and may not have had the protection of responsible 
adults in their lives. The clinician, youth worker, or social worker who takes their 
concerns seriously, assures their safety and provides meaningful support without 
exploiting their trust can provide a model of what a caring and loving adult can be, 
and perhaps leave a young person with a substantive reason to hope and struggle for 
a meaningful future.

The interview of the vulnerable adolescent does not need to take a prescribed 
form, and commonly needs to be abbreviated, or take place during multiple visits, 
due to time constraints and the patience of both the youth and the provider. However, 
the discussions that take place cover sensitive areas that are moving for both the 
youth and the health care provider. Youth  experiencing homelessness commonly 
deeply appreciate the experience of respect, understanding and authentic caring that 
health care providers bring to the visit.

Regardless of circumstance, youth who experience homelessness have survived 
many challenges. This chapter has been developed to enable the clinician not only 
to conduct an information-gathering session but to have a substantive and meaning-
ful interaction with youth who have experienced significant trauma and difficulty 
and to play a role in improving their circumstances. It is hoped that the youth devel-
ops insight into their circumstances, a greater authentic appreciation of their own 
strengths and potential, hope for the future and a positive relationship with the 
clinician.

Not least of all, this chapter is designed to support the interviewer in appreciating 
what have they gained from getting to know these resilient and wonderful young 
people for whom the future remains unwritten.
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Chapter 4
Homeless Adolescents: Identification, 
Outreach, Engagement, Housing, 
and Stabilization

Susan Rabinovitz, Arlene Schneir, and Curren Warf

 Introduction

Homelessness and housing instability remove youth from conventional social 
 supports and profoundly affect their ability to attend school, participate in sports or 
other activities, find employment, get medical care and other health services, and 
maintain family and social relationships necessary for healthy development. 
Homelessness makes youth highly vulnerable to abuse, sexual exploitation, and 
physical violence. On the streets, youth are deprived of consistent relationships with 
caring and responsible adults and exposed to serious drug use, and they may be 
influenced to engage in high-risk and dangerous behaviors in order to survive. Youth 
who become acculturated to the streets are poorly equipped to take on responsible 
adult roles. If not effectively addressed, their social isolation and traumatic experi-
ences threaten their developmental trajectory and impact their ability to lead healthy, 
productive lives.

It is important for providers to understand the diversity of youths’ experiences 
and circumstances, as well as the services available for them so that they can recog-
nize homelessness and link youth with the services and supports that they need for 
their safety, stability, and healthy development.
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 Understanding Youth Homelessness

 The Scope of the Problem

Estimates of the prevalence of youth experiencing homelessness vary widely based 
on definitions of homelessness and age ranges of youth, data source and sample, 
differences in methodologies for counting, and whether the estimates are point in 
time or annual rates (see chapters on Epidemiology of Homeless Youth and Youth 
Homelessness in Canada). The January 2017 point-in-time (PIT) count in commu-
nities across the USA, mandated biannually by the US Department of Housing and 
Urban Development (HUD), identified 41,000 unaccompanied homeless youth 
under age 25; 88% (36,010) were between ages 18 and 25; 61% were male, 37% 
were girls or young women, and 2% were transgender. More than half of the unac-
companied youth (55%) in the US point-in-time (PIT) count were unsheltered, 
sleeping outdoors, in cars, or in other places not meant for human habitation [1].

A recent national prevalence study of unaccompanied youth homelessness in the 
USA, Voices of Youth Count (VoYC), found that across a 12-month period, more 
than 4.1 million young people between the ages of 13 and 25 experienced some 
form of homelessness, including youth who were literally on the streets as well as 
those who were couch surfing only [2]. There were no statistically significant differ-
ences in prevalence rates of youth homelessness between urban and rural communi-
ties. In the VoYC, 1  in 10 young adults ages 18–25 (3.5 million young adults), 
experienced some form of homelessness unaccompanied by a parent or guardian 
over the course of a year, with about half reporting “explicit” homelessness and half 
reporting couch-surfing only. At least 1  in 30 adolescents ages 13–17 (approxi-
mately 660,000 youth) experienced some form of homelessness unaccompanied by 
a parent or guardian over the course of a year, with approximately 75% reporting 
“explicit” homelessness, which included running away or being kicked out, and 
about 25% reporting couch surfing only [2, 3].

Youths’ homelessness and housing instability are characterized by high degrees of 
fluidity [2, 4]. Youth may cycle in and out of homelessness, sometimes staying with 
friends, sometimes returning to family, and sometimes living on the streets or other 
places not meant for human habitation. In the VoYC household survey, nearly two-
thirds (64.7%) of youth ages 18–25 who reported explicit homelessness also reported 
couch surfing over the last 12 months [3]. Many youth experience relatively brief 
periods of homelessness, returning home or to other stable housing for long periods 
[2]; older youth are less likely to return home compared to youth under age 18 [1].

 Causes and Characteristics of Youth Homelessness

In order to intervene with homeless young people, providers need an understanding 
of the drivers of youth homelessness and a recognition of subpopulations at higher 
risk. Homelessness disproportionately affects African-American, Latino, and Native 
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American (indigenous) youth; youth who are gay, lesbian, bisexual, nonbinary, 
transgender, or questioning (LGBTQ); young parents; and youth aging out of child 
welfare or exiting juvenile justice systems. Additional factors associated with youth 
homelessness include: living in poverty; experiencing housing instability or home-
lessness as a child; not completing high school or obtaining a GED; severe family 
conflict, maltreatment, abuse, or abandonment by parents or caregivers; and care-
giver or youth substance use or mental health disorders [1, 3].

The drivers of youth homelessness are complex and interdependent. It is important 
to recognize the intersectionality of risk, appreciating the ways that discrimination and 
disadvantage interact and amplify each other to constrain opportunities for young peo-
ple, challenge their healthy development, and jeopardize their transition to adulthood [5].

 Disproportionate Representation of Ethnic and Racial Minority Youth

Youth of color have a significantly higher prevalence of homelessness compared to 
their white non-Hispanic peers. According to VoYC national survey data on youth 
ages 18–25  years old, the relative risk of experiencing homelessness in the last 
12 months in the USA is 83% higher for African-American youth compared to oth-
ers and 33% higher for Hispanic youth compared to non-Hispanic youth [2] (it is 
interesting to note that when the analysis controlled for education and parenthood, 
the increased relative risk of experiencing explicit homelessness for Hispanic youth 
ages 18–25 was no longer significant) [3].

A similar disproportionate representation of ethnic and racial minority youth was 
found in the 2017 US PIT homeless count. About one-third (33.9%) of unaccompa-
nied homeless youth under age 25 were African-American, over twice the propor-
tion of African-American youth (15%) in the 18–24-year-old US population [6, 7]. 
This higher representation of African-American youth mirrors racial disparities 
found in school suspensions, foster care placement, and incarceration and likely 
represents the multigenerational impact of poverty, discrimination, and exclusion 
on African-American children and their families in the USA [2, 8].

In the 2017 US PIT count, one in four unaccompanied homeless youth (25%) 
under age 25 identified as Hispanic; the proportion of Hispanic youth increased to 
30.5% of those homeless youth who were unsheltered. In comparison, Hispanic 
youth are about one in five (21%) of the US population ages 15–24. Over four per-
cent (4.2%) of homeless youth in the PIT count identified as Native American, com-
pared to about 1% of Native American youth ages 18–24  in the US population. 
About half (48.6%) of homeless youth under age 25 years old in the 2017 PIT count 
were white, compared to 54% of 18–24-year-olds in the US population [6, 7].

 Family Poverty, Parental Loss, and Instability

Homelessness among youth often reflects the economic and social inequities and 
historical and multigenerational forces that lead families to live in poverty. In a 
systematic review of causes of child and youth homelessness for youth under age 

4 Homeless Adolescents: Identification, Outreach, Engagement, Housing…



48

25 in developed and developing countries, poverty was identified as the most com-
monly reported reason for youths’ street involvement [9]. In the VoYC national 
survey, youth from low-income households (annual household income of less than 
$24,000) had a significantly higher risk of experiencing homelessness (RR = 2.62) [3].

Many homeless youth have experienced early housing instability and episodes of 
homelessness during childhood or adolescence [2]. In in-depth interviews (n = 215) 
conducted with unaccompanied homeless youth ages 13–25 as part of the VoYC 
study, nearly a quarter had previously experienced family homelessness. More than 
one-third reported the death of a parent or primary caregiver during their childhood 
or adolescence, with the most common causes being (in order of frequency) murder, 
drug overdose, cancer or other terminal illness, heart attack or stroke, and suicide [2, 
10]. Their early housing and family instability and significant personal losses were 
key contributors to their pathways to homelessness, causing not just a loss of hous-
ing but critical disruptions in their schooling, neighborhoods, and personal relation-
ships [10].

 Family Conflict

Youth homelessness is often rooted in family conflict [11], and youth often report 
severe family conflict as the primary reason for their homelessness [1]. In the sys-
tematic review of causes of child and youth homelessness referenced above, family 
conflict (including family issues, domestic violence, substance abuse, and alcohol-
ism) was identified as the most commonly reported reason for street involvement of 
youth in developed countries [9].

Among 873 homeless youth ages 14–21 participating in focus groups and inter-
views as part of the US Department of Health and Human Services (HHS), 
Administration on Children, Youth, and Families (ACYF) Street Outreach Program 
Data Collection Study, the most commonly reported reason for becoming homeless 
the first time was being asked to leave by a parent or caregiver (51.2%); 22.6% of 
youth reported they became homeless for the first time due to problems in the home 
as a result of a parent or caretaker’s drug or alcohol abuse [1, 12]. In the VoYC in- 
depth interviews, chronic family conflict (verbal fights, volatility, escalating threats 
of violence, etc.) was described by all of the youth and was the most frequently 
mentioned cause of their homelessness. Over a quarter of youth (26%) described 
parents who struggled with addictions, unaddressed mental health conditions (9%), 
or both [10].

LGBTQ youth often describe a gradual escalation of conflict in the home and a 
growing sense of rejection, often from a parent’s partner, as leading to their home-
lessness. Their risk increases when multiple stressors are present, such as addiction, 
housing instability, and loss, in addition to impaired family dynamics and lack of 
acceptance related to their sexual orientation, emerging gender identity, or gender 
expression [1, 5, 13].
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 Maltreatment and Abuse

Many homeless youth experienced significant abuse and neglect prior to becoming 
homeless. In the ACYF Street Outreach Program Data Collection Study, 23.8% of 
youth disclosed that the primary reason for their becoming homeless the first time 
was having been physically abused or beaten in the home [1, 12]. In the VoYC in- 
depth interviews, 30% of youth attributed their homelessness to growing up in fami-
lies trapped in cycles of physical abuse, neglect, and violence [10].

Child abuse and neglect have profound impacts on development and long-term 
consequences on physical and mental health. Early exposure to trauma and adverse 
experiences put youth at risk for prolonged homelessness, serious substance use, 
mental health disorders, and victimization on the streets [1, 14].

 Foster Care and Juvenile Justice

Youth who have been in foster care or juvenile justice systems and “crossover 
youth” who have been in both systems are at high risk for homelessness and are 
particularly at risk for prolonged homelessness [1]. According to brief in-person 
surveys (n = 4139) conducted through the VoYC, nearly one-third of youth who had 
experienced homelessness had been involved with foster care, and nearly half had 
been in juvenile detention, jail, or prison [2]. Although foster care is intended to 
stabilize and protect youth, youth interviewed through the VoYC identified their 
entrance into the foster care system as the beginning of their pathway to homeless-
ness, with out-of-home placement disrupting family relationships, school involve-
ment, neighborhood connections, and relationships with friends [10]. According to 
outcome data from the US National Youth in Transition Database (NYTD), which 
states are mandated to provide, 19% of youth who had been in foster care at age 
17 years reported 2 years later that they had been homeless at some time during that 
period [15, 16, p. 2] (See chapter Youth in Care: A Very High-Risk Population for 
Homelessness.) Those youth who had experienced multiple placements in congre-
gate care, African-American youth, and youth who had changed schools frequently 
faced significantly higher risks of experiencing homelessness after aging out of fos-
ter care [1].

 Young Parents

Approximately 9400 parenting youth under age 25 and their approximately 12,150 
children were identified as experiencing homelessness in the 2017 US PIT home-
less count; almost all (95%) were in shelters or transitional living programs [1]. 
Data from the VoYC national household survey show a relative risk for homeless-
ness of 3.0 (2.37–3.76) for youth ages 18–25 who were unmarried with children of 
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their own [3]. Among the 18- to 25-year-old youth who had experienced homeless-
ness, 43% of young women and 29% of young men reported having at least one 
child (by comparison, 22% of young women and 14% of young men who had not 
experienced homelessness during the past year reported having at least one child) 
[17]. In the brief youth surveys (n  =  4139) conducted with youth experiencing 
homelessness as part of the VoYC, prevalence of pregnancy and parenthood was 
lower among minor youth, with ten percent (10%) of the girls reporting being preg-
nant or a parent and three (3%) of the boys reporting having a pregnant partner or 
being a  parent [17].

 Lesbian, Gay, Bisexual, Nonbinary, Transgender,  
Questioning (LGBTQ) Youth

Youth who identify as lesbian, gay, bisexual, nonbinary, gender fluid, transgender, 
or questioning (LGBTQ) are overrepresented among unaccompanied youth who 
experience homelessness [1]. In the VoYC survey, LGBTQ youth made up about 
20% of young adults ages 18–25 reporting homelessness, with over twice the risk of 
experiencing homelessness (relative risk = 2.20) compared to youth of the same age 
identifying as heterosexual and cisgender [3, 5]. The proportion of youth experienc-
ing homelessness who identified as LGBTQ was significantly higher in larger urban 
communities (up to 40% in one county’s youth count) compared to rural communi-
ties, in contrast to the similar prevalence of youth homelessness between urban and 
rural communities found in the survey [5].

The risk of homelessness among LGBTQ youth is not the same for all ethnic and 
racial groups. In the VoYC national survey, black and multiracial LGBTQ youth 
ages 18–25 had some of the highest rates of homelessness. Black LGBTQ youth, 
particularly young men, reported the highest rates of explicit homelessness; nearly 
one in four young black men ages 18–25 who identified as LGBTQ reported explicit 
homelessness in the previous 12 months [1, 5].

LGBTQ homeless youth face increased risk of adverse experiences compared to 
their heterosexual and/or cisgender homeless peers. Transgender youth, in particu-
lar, often report severe types of discrimination, victimization, and trauma [5, 12, 
18]. In comparison to non-LGBTQ homeless youth, LGBTQ homeless youth report 
having experienced more discrimination and stigma both within the family and out-
side the family; more harm to themselves; more victimization on the streets includ-
ing rape, being beaten up, robbed, and threatened or assaulted with a weapon; more 
involvement in survival sex (exchanging sex for basic needs); and more  involvement 
in sex trafficking [1, 6, 19, 20]. Among youth experiencing homelessness, LGBTQ 
youth have over twice the rate of early death [5].

The disproportionate risks experienced by LGBTQ youth are not limited to 
young people who are homeless. LGBTQ adolescents and young adults have sig-
nificantly worse health outcomes than their heterosexual and/or cisgender peers, 
including higher rates of mental health problems such as chronic stress and depres-
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sion, as well as substance abuse and suicide [13, 21]. The health disparities for 
LGBTQ youth as well as their increased risk of homelessness may emerge in part 
from the stigma, discrimination, harassment, and other forms of victimization 
LGBTQ youth experience in their families, schools, and communities [13, 21]. 
Further jeopardizing their health status and complicating their service access is the 
implicit heteronormative assumptions present in many healthcare settings and ser-
vice environments [22].

 Acculturation to the Streets and Risks of Homelessness

The more time young people spend disconnected from families or on the streets, the 
more they are at risk [23]. Youth who end up on the streets commonly go through 
stages of acculturation beginning with an initial period characterized by fear and 
anxiety, being and feeling alone, and insecurity about shelter and food [24]. During 
their initial period of homelessness, youth are often open to involving supportive 
services, including child protective services, working toward reconciliation with 
parents and returning home, if there is a home to return to, or entering a shelter or 
transitional living program if one is available. The longer youth remain on the 
streets, the more distrustful they may become of mainstream institutions including 
medical clinics, shelters, and social services and the more difficult it may become to 
engage them and get them off the streets.

Youth who remain on the streets may become more engaged in the street culture. 
They often develop an increased affiliation with more experienced homeless youth 
who serve as a kind of “mentor,” helping them learn how to survive, how to make 
money, and where to get food. They may become more involved in the street econ-
omy of panhandling, drug dealing, survival sex, minor theft, and odd jobs [24]. 
Their experiences can be both exhilarating and terrifying, further cementing their 
connection to the streets. Their social relationships with other youth can be quite 
close and very meaningful, with youth commonly referring to their “street family” 
[24]. This reality is in contrast to the common perception of adults outside of their 
environment, who may not appreciate the interdependency of these relationships 
and the sense of community that develops. Notwithstanding the perception of pro-
tection offered by their street family, given youths’ instability, lack of resources, and 
dependency, they remain vulnerable to exploitation and escalating risk behaviors.

 Risks of Substance Use

Drugs can play a crucial role during initiation into street life. The shared use of 
drugs may solidify bonding with others on the street and expose youth to those with 
more advanced drug use, including injection drug use, who may influence their 
behavior [24].
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Youth experiencing homelessness use alcohol and drugs at substantially higher 
rates than their non-homeless peers; substance use among homeless youth has been 
reported as two to three times higher than rates found among non-homeless young 
adults [6, 25]. One study of street youth found that up to 86% of homeless youth met 
the DSM IV diagnostic criteria for drug dependence or abuse [26].

Substance use prevalence rates are substantially higher among those homeless 
youth living on the streets compared to those homeless youth who are sheltered [6]. 
Increased drug use is associated with length of time homeless, age of onset of home-
lessness (under age 25), victimization on the streets, and involvement in survival 
sex. Homeless individuals with drug use are less likely to achieve housing stability, 
even when compared with homeless individuals with other physical and other 
nondrug- related mental health disorders [26].

Alcohol and drug use are associated with significant morbidity and mortality. 
The mortality rate for homeless youth has been found to be at least ten times higher 
than the mortality rate for housed youth, with drug overdose being one of the lead-
ing causes of death [26, 27]. With the current fentanyl and other opioid crisis, home-
less youth face an escalating threat of a serious drug overdose, including lethal 
overdose. (See chapters on Motivational Enhancement Therapy for Adolescents 
with Substance Abuse and Stabilization and Secure Care Following Opiate 
Overdose.)

 Risk of Engagement in Survival Sex and Sex Trafficking

Homeless youth, with little means of support, may engage in survival sex to meet 
basic needs, trading sex for food, shelter, money, protection or drugs, or to feed their 
children if the youth is a parent [1, 20, 28]. Prevalence rates of survival sex by 
homeless youth vary based on data source and definition. In a 10-city study of 621 
homeless youth ages 17–25 accessed through agency sites in the USA and Canada, 
nearly 1 in 5 (19%) had turned to survival sex at some point in their lives in order to 
meet basic needs [19]. The ACYF Street Outreach Study found that approximately 
one-quarter of homeless youth had traded sex with at least one person for money 
(24.1%), a place to spend the night (27.5%), food (18.3%), protection (12.0%), or 
drugs (11.2%); similar proportions of females and males were involved except for 
protection, with significantly more females (17.8%) than males (6.7%) reporting 
exchanging sex for protection [12].

Homeless youth on the streets may become vulnerable to the influence of adults 
who demonstrate interest in them and may subject them to sex or labor trafficking 
through force, fraud, or coercion [6, 12, 14, 19, 29]. In the 10-city study of homeless 
youth, more than 9 in 10 youth (91%) said they had been approached by strangers 
or acquaintances offering work opportunities that turned out to be fraudulent (e.g., 
credit card scams, check fraud) or turned into sex or labor trafficking or commercial 
sex [19].
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Estimates of the prevalence of young people who are sex and labor trafficked 
vary based on differences in data source, methodologies, and definitions used [29], 
with definitional ambiguity arising from issues such as differences in inclusion or 
exclusion criteria, age of consent, and legal codes.1 Both the 10-city study and a 
3-city study of 270 homeless youth ages 18–25 accessed through agency sites in 
the USA found similar rates of sex trafficking among youth (14% in the 10-city 
study and 17% in the 3-city study) [19, 20]. In the 10-city study, nearly 58% 
(57.6%) of the youth who identified as sex trafficking victims experienced force, 
fraud, or coercion [19]. In the 3-city study, youth who were sex trafficked were 
more likely than those who were not to be female or transgender, sexual minorities, 
or Latino and to have dropped out of high school. Perceived vulnerability, lack of 
resources or financial support, and isolation increased the risk of involvement [29]. 
While youth may become involved in sex or labor trafficking through gangs or 
organized criminal groups, they may have more personal relationships with those 
responsible for their participation, including family members, intimate partners, 
and peers [19].

In both studies LGBTQ youth were disproportionately affected by sex traffick-
ing: LGBTQ youth accounted for 36% of youth reporting sex trafficking in the 
10-city study though they were only 19% of youth interviewed [19], and 39% of 
youth reporting sex trafficking in the three-city study, though they were only 15% 
of youth interviewed. Transgender youth were particularly vulnerable, with 60% 
reporting sex trafficking [20].

Overall, both studies found high levels of commercial sex activity (any sex act in 
which anything of value is given to or received by any person, including survival 
sex, sex work, prostitution, and sex trafficking) among homeless youth interviewed: 
30% of youth in the 10-city study and 36% of youth in the 3-city study [19, 20]. 
These behaviors carry with them an inherent danger for sexually transmitted infec-
tions, including HIV, and correlate with escalating drug use and increased risk of 
assault, in addition to the stigma, negative emotional repercussions, and short- and 
long-term mental health issues that may result from involvement. Providers hoping 
to support sex-trade engaged youth need to understand the compelling survival 
needs that push youth into participation, while appreciating that for some youth, 
their involvement provides a sense of agency and control as they confront the exi-
gencies of homelessness [19].

1 US Trafficking Victims Protection Act (TVPA) defines sex trafficking as “a commercial sex act 
induced by force, fraud or coercion, or when the person induced to perform such an act has not 
attained the age of 18 years of age.” The TVPA defines a commercial sex act as any sex act in 
which anything of value is given to, or received by, any person. In Canada, minors must prove 
force, fraud, or coercion to be considered trafficking victims. (From Murphy [19, p. 10]).
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 Family Support, Reunification, and Sustaining Family 
Connections

 Support for Family Reunification

Despite chronic family conflict and disruption, many homeless youth sustain rela-
tionships with their friends and family. Efforts should be made to support homeless 
youth’s involvement with family or other caring adults from their community. Youth 
should be encouraged to attend school and participate in activities that provide safe 
spaces and create a social safety net. Facilitating young people’s positive connec-
tions with families, communities, schools, and other positive social networks can be 
critical in fostering youths’ resilience, building their competence, promoting their 
stabilization and healthy development, and reducing or ending their homeless-
ness [23].

I have been told that most of the youth that return to families don’t stay (accord-
ing to Eric Rice). I worry that we are saying that brief homelessness isn’t dangerous 
for young people. Family reconciliation and reunification, in particular for youth 
under age 18, are achievable in many cases. According to the US federal data, 
around 70% of youth under age 18 who entered a Family and Youth Services 
Bureau–funded emergency shelter left the shelter to return to a parent or guard-
ian [16].

The use of evidence-based and promising practices in family interventions and 
trauma-informed care can address and reduce family conflict, strengthen and sup-
port parents’ capacities to provide stability, and help youth understand and develop 
skills in managing complex and difficult relationships as they try to remain con-
nected to or reunify with family members [10, 16, p. 4]. With the disproportionate 
risk of homelessness among LGBTQ youth, family interventions that promote 
acceptance can help reduce conflict and improve family functioning. LGBTQ young 
people can often identify a potential ally within their household or extended family 
network – an aunt, older sibling, or family friend – who can buffer conflict, reduce 
feelings of rejection, and provide support and stability [5]. In families where chil-
dren and youth have experienced significant maltreatment or there is serious paren-
tal impairment due to mental illness or addiction, maintaining contact or returning 
home may not be realistic or in the best interests of the young person, though living 
with extended family or familiar and supportive adults may still be possible.

Providers need to recognize the strong need and desire that many youth have to 
reconnect with their families, despite a history of turbulent relationships, estrange-
ment, or maltreatment. It is important to assess the safety of the family environment; 
prepare both youth and family for reunification, helping them identify and antici-
pate potential areas of conflict; establish agreements for managing issues that may 
emerge; and help them develop plans for alternative living arrangements if reunifi-
cation isn’t successful or they need more time to work things out. At times, youth 
return to home environments that are chaotic and destructive; they will need support 
navigating their family relationships, managing their expectations, and dealing with 
their feelings of disappointment and loss [30].
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 Homeless Young Women with Children

Being pregnant or having a child may be a compelling reason for homeless girls and 
young women to seek out or accept services and reconcile with parents and family. 
Young women want to be good parents. Their drive to protect their children may 
serve to increase their receptivity to housing and stabilization services and family 
intervention and support. It is essential to link these young women with shelter, 
housing, and other supports, along with public benefits, and, when appropriate, to 
support efforts to engage the father of their child or their current partner, explore 
family reunification, and build connections with parents and other family mem-
bers [17].

 Engaging and Serving Homeless Youth

Homeless youth need specialized services and youth-friendly approaches to address 
their developmental needs and overcome the challenges and negative consequences 
of homelessness. It is important for providers to have a broad understanding of 
 program models and resources for homeless youth to facilitate access to care and 
promote stabilization and independence.

The US Interagency Council on Homelessness (USICH) in their report 
“Preventing and Ending Youth Homelessness, A Coordinated Community 
Response” has developed a comprehensive strategy with the following com-
ponents: [16, pp. 3–4; 31].

• Identify and work with families who are at risk through promoting the use 
of evidence-based and promising practices in family interventions that can 
reduce family conflict and, when safe and appropriate, ensure youth remain 
connected to their families.

• Identify and engage youth who are at risk for, or experiencing, homeless-
ness, and connect them to trauma-informed, culturally appropriate, and 
developmentally age-appropriate interventions with the goal of preventing 
and diverting youth from experiencing homelessness.

• Develop partnerships with schools, child protective services, juvenile and 
adult justice systems, mental healthcare systems, and other youth-serving 
programs.

• Intervene early when youth become homeless and, when safe and appro-
priate, work toward family reunification.

• Strengthen community capacity to provide low-barrier emergency and cri-
sis services for youth who are unsheltered, fleeing an unsafe situation, or 
experiencing a housing crisis.
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 Outreach to and Identification of Youth Experiencing 
Homelessness

Life on the streets can be dangerous and frightening, and young people commonly 
experience and/or witness traumatic or threatening events. These incidents, difficult 
and dangerous as they are, can be a catalyst for change and create an opportunity to 
connect a young person to a shelter or other supervised environment [24].

Youth who are homeless can be encountered in youth centers, parks, libraries, 
abandoned buildings, bus or train stations, and on the streets in cities and towns. 
Specialized outreach workers trained in trauma-informed care may be the youth’s first 
point of contact with services and can play a critical role in identifying youth, building 
relationships, and fostering connection with a broader system of care. In some cases, 
outreach workers may have been homeless youth themselves and can demonstrate an 
extraordinary commitment and intuitive ability to make connections [32].

Outreach workers can provide for some of the basic needs of youth while they 
are homeless, offering food, clothing, and items for personal hygiene while con-
necting youth to other resources and linking youth to healthcare, drop-in centers, 
shelters, transitional living programs, and other supportive services. Outreach is an 

• Connect youth to services and developmentally appropriate housing 
through short- and long-term shelters, transitional housing, and host homes 
and access other forms of emergency assistance.

• Access shelter or other temporary housing in the community with a range 
of options that are culturally and linguistically responsive and not contin-
gent on school attendance, sobriety, minimum income requirements, 
absence of a criminal record, or other unnecessary conditions, with options 
appropriate for particularly vulnerable youth, particularly LGBT youth. It 
is implicit in providing voluntary placement that youth have a right to 
refuse placement.

• Develop coordinated entry systems for appropriate types of assistance for 
the most vulnerable for youth in unsafe situations, such as fleeing domestic 
violence, dating violence, sexual violence, trafficking, or with other sig-
nificant risk factors or vulnerabilities.

• Ensure access to safe shelter and emergency services when needed.
• Ensure that assessments respond to the unique needs and circumstances of 

youth, and emphasize strong connections to and supported exits from 
mainstream systems.

• Create individualized services and housing options tailored to the needs of 
each youth, including education and employment.

• Assure that youth can move into permanent or non-time-limited housing 
with appropriate services and supports.
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assertive approach that requires collaboration with schools and youth-serving agen-
cies to identify youth and locations where youth congregate. Outreach provides an 
opportunity to identify young people who are new to the street and who might be 
open to early diversion or family reunification.

“Street medicine” that integrates assertive outreach with provision of medical 
care is a developing and innovative area to improve access to care [33]. Given the 
opportunity, clinicians may accompany outreach workers, provide limited evalua-
tions with problem-focused acute care, and invite the young person to an accessible 
walk-in clinic. Through these efforts the clinician can develop a deeper appreciation 
of the circumstances in which homeless young people live and survive.

 Program Approaches for Youth Experiencing Homelessness

To be effective, an intervention model for ending youth homelessness requires the 
use of a systematic approach across multiple providers and service systems (e.g., 
schools, housing providers, youth programs), using the best available research to 
guide service delivery and a risk and protective factors perspective to understand the 
diverse needs of homeless young people and inform individual- and system-level 
interventions [23].

 Trauma-Informed Care and Positive Youth Development Approaches

Trauma-informed care and positive youth development are essential practice frame-
works for structuring services and delivering interventions with homeless youth to 
help them heal and thrive [23]. Trauma-informed approaches recognize the signifi-
cant role trauma has played in the lives of youth and shifts the clinical perspective 
from “what’s wrong with you” to “what happened to you” by recognizing and 
accepting difficult behaviors as strategies developed to cope with childhood trauma. 
A trauma-informed approach focuses on creating safe, accepting, and respectful 
environments to help youth heal from the effects of trauma and teaches youth skills 
to improve coping, manage emotions, connect with others, build relationships, and 
find hope, purpose, and meaning [34]. Programs for homeless youth need clear 
strategies for providing trauma-informed care and relational skill development 
training, incorporating youth’s perspectives, and valuing their insights regarding 
their needs and service priorities [10].

Positive youth development is a strength-based framework that recognizes the 
potential of youth. A working group from the US Department of Health and Human 
Services, Office of Population Affairs, developed the following definition of posi-
tive youth development for use by federal programs:

Positive youth development is an intentional, pro-social approach that engages youth within 
their communities, schools, organizations, peer groups, and families in a manner that is 
productive and constructive; recognizes, utilizes, and enhances young people’s strengths; 
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and promotes positive outcomes for young people by providing opportunities, fostering 
positive relationships, and furnishing the support needed to build on their leadership 
strengths [35].

Youth programs that use a positive youth development approach have been found 
to positively impact academic achievement, family relationships, and mental and 
physical health [36].

 Developing the Skills for Self-Sufficiency and Independence

There are differences among young people in their ability to live independently, and 
it takes time to assess capability and readiness. Some youth are able to stabilize with 
less oversight and support, more readily learning new skills and taking on new 
responsibilities such as school, working, or managing a budget. Others have more 
challenges and need more intensive intervention, careful monitoring, and ongoing 
service provision. The path to independence is not smooth; one should expect set-
backs and challenges as youth struggle to master skills and consolidate new abilities.

Young people need both hard and soft skills in order to succeed. The hard skills 
are the technical and academic skills that are necessary for education and employ-
ment. The soft skills are the interpersonal and emotional regulation skills that help 
them build the connections that are key to success. For young people growing up in 
stable environments, these skills develop gradually through school and life experi-
ences. Adolescents and young adults who are experiencing homelessness, either 
alone or within families, often have significant deficits in both of these areas. 
Interrupted education makes homeless youth less prepared in the hard skills areas, 
such as reading and math. Severe family conflict, family disruption, multiple out-of- 
home placements, serious mental health problems, substance use, or significant 
traumatic experiences may interfere with youths’ interpersonal skills, their ability to 
read social cues, and their ability to manage their impulses and regulate their 
emotions.

The trauma-informed care and positive youth development approaches underly-
ing program services and interventions can help motivate youth, build their core 
skills and competencies, strengthen their interpersonal skills, and foster their social 
connections with peers and supportive adults to help prepare them for adulthood 
and self-sufficiency [23, 34, 37].

 Engaging Homeless Youth and Promoting Youth Leadership

Youth engagement increases self-esteem, builds social connections, and develops 
skills and competencies [32, p. 12]. Youth engagement and leadership are core to 
achieving housing stability and self-sufficiency. Youth have energy, new ideas, and 
a willingness to question established practices and challenge adults to be more 
effective and responsive. Young people bring their insights and experiences, and 
their voices can play a meaningful role in shaping services.
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There are many approaches to youth engagement; all of them build on a respect 
for youth input and their lived experiences and foster youth leadership skills. 
Opportunities include participation on speaker panels, membership on youth advi-
sory boards, or participation in point-in-time homeless counts. Youth engagement 
takes time, commitment, and planning. It requires a good fit between participants 
and agencies and a belief by both youth and adults in its value.

 Services for Youth Experiencing Homelessness

Drop-in centers, shelter, and housing, along with medical care and mental health 
services, are needed to help stabilize youth. Housing and services need to be aligned 
with youths’ distinct needs and abilities, offering them safety from the streets, and 
the chance to develop the skills and capacity for independent living and self- 
sufficiency. Age, length of time homeless, trauma history, system involvement, and 
family relationships determine the types of housing and services that homeless 
youth need [38].

A continuum of resources is required, with low-barrier programs available for 
youth who have acculturated to the streets and won’t access services with restric-
tions such as sobriety or early curfews, and more comprehensive, structured ser-
vices available for youth who are ready to participate. Specialized services and 
supports should be targeted for specific subpopulations of homeless youth such as 
LGBTQ youth, pregnant and parenting youth, youth with substance use and mental 
health problems, youth fleeing intimate partner violence or trafficking, and those 
leaving juvenile or criminal justice systems [16, p. 3].

 Case Management and Individual Service Planning

Most shelters and housing programs provide individualized and age- and 
culturally - appropriate case management to help stabilize youth and connect 
them to the resources they need. The intensity of intervention is determined by the 
needs and capabilities of youth, though funding limitations may constrain the level 
and duration of service provision. Case managers assess youths’ needs and strengths, 
their risk and protective factors, and individual goals and circumstances to develop 
an individualized service plan. Relatively brief screening and assessment are 
required while trust is still being established between youth and youth workers. The 
specific combination and sequencing of housing, treatment, school and community 
programming, and family supports are determined by the needs and circumstances 
of individual youth [23]. Case managers provide risk reduction education and sup-
portive counseling; focus on building skills, competencies, and positive connec-
tions; and link youth to on-site or community-based education, employment, 
healthcare, and mental health treatment services. Many programs provide aftercare 
case management to support stabilization.
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Case managers need to create a positive alliance with youth, respecting their 
experiences and involving them in the decisions that affect them. Youth’s personal 
involvement in case planning and housing decisions creates a greater sense of own-
ership and acceptance [32, p. 12]. Approaching young people with respect for their 
insights and strengths and engaging them in thoughtful considerations of options 
can build positive connections and promote stability. (Refer to the chapter  – 
Interviewing Homeless Adolescents in the Context of Clinical Care: Creating 
Connections, Building on Strengths, Fostering Resilience, and Improving 
Outcomes – in this book.)

 Drop-in Centers

Drop-in centers are commonly the first point of contact for homeless youth. They 
provide a friendly, low-barrier environment with a minimum of rules to address 
basic needs such as meals, laundry, showers, lockers, and clothing and usually pro-
vide on-site or referral services for substance use and mental health counseling, 
shelter and housing, school, and employment. Through a relationship with a health-
care agency, a limited scope of medical services can be provided. Drop-in centers 
are effective environments for fostering positive youth development, involving 
young people in arts, music, education, or physical activities, depending on youth 
interests and staff capacities. Youth can be engaged in identifying program needs 
and in designing programs. Youths’ experiences at drop-in centers and the positive 
relationships they form with staff and peers can be bridges to further stabilization.

 Medical Care for Homeless Youth

Medical care is a key component of services for homeless youth. Young people need 
medical care for contraception, prevention and treatment of STIs and HIV, treat-
ment of acute illness and injuries, and management of chronic health conditions. 
Care provided through street outreach programs, in nontraditional settings fre-
quented by youth (e.g., drop-in centers), in youth-specific transitional living and 
permanent housing programs, and in youth-friendly clinics is critical for increasing 
access and utilization (see chapter Clinical Care of Homeless Youth).

 Housing Models for Youth Experiencing Homelessness

Young people experiencing homelessness need a range of developmentally appro-
priate housing options to address their unique needs and provide appropriate types 
and levels of support. Transitional age youth ages 18–25 need access to youth- 
specific housing and should not be housed with older homeless adults.
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Housing options for homeless adolescents and young adults include emergency 
shelters, transitional living, and permanent housing programs. Youth may enter and 
exit housing programs multiple times before they can commit to a program or plan, 
and they may need one type of housing at one point and then find they need another 
when their circumstances change.

 Youth Shelters

Shelters for minors (up to age 18) and transition age youth (usually ages 18 through 
24) offer temporary safe housing, meals, and showers and provide respite from the 
streets. Staff can provide referrals for counseling and other services and support 
youth in reconnecting with families, returning to school, or preparing for employ-
ment. Youth may prefer shelters over abandoned buildings, bus stations, or parks 
which can be frightening and expose them to older chronically homeless adults. 
While not a solution to homelessness, shelters may facilitate entry into longer-term 
housing and stabilization.

 Host Homes

Host Homes are an innovative approach to addressing youth homelessness. Host 
Homes are a flexible model that can offer both voluntary emergency shelter and 
longer-term transitional living in the home of a trained community host. Host 
Homes provide a safe living environment (largely for young adults) with client- 
driven supportive services to help youth complete education, prepare for employ-
ment, and find permanent housing, often enabling youth to stay in their communities 
and retain connections with friends and family [32]. Some Host Homes programs 
are developed to target specific populations of youth experiencing homelessness, 
such as LGBTQ youth or college students.

 Transitional Housing/Transitional Living

Transitional living programs of time-limited supportive housing (usually 
18–24 months) serve both minor and transitional-aged youth who are not yet ready 
for independent living. Transitional housing models vary and include congregate 
housing with consistent overnight staff for youth (particularly for younger adoles-
cents under age 18), clustered housing units with or without an on-site supervisor, and 
scattered site or shared apartments. Many programs utilize a housing-first approach 
providing low-barrier entry with minimal requirements for participation [32].

Services offered and duration of stay vary according to the funding source and 
youth population targeted. Transitional living programs focus on preparing youth 
for permanent housing and independence, offering life skills training, education 
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planning, and employment preparation. They frequently provide supportive coun-
seling, healthcare, and mental health and substance abuse treatment either on site or 
by referral.

 Permanent Housing: Rapid Rehousing and Permanent  
Supportive Housing

Rapid rehousing is a strategy for achieving housing stability quickly, providing 
time-limited rental assistance (typically, for no longer than 24 months) and develop-
mentally appropriate case management and support services to help youth experi-
encing homelessness obtain housing and increase self-sufficiency. Rapid rehousing 
has become an important new tool for communities in their efforts to address youth 
homelessness. The intent of the program is that by the end of the rental assistance 
period, young people will be able to take over the lease and responsibility for paying 
their rent on their own.

Permanent supportive housing is non-time-limited permanent housing with 
indefinite leasing or rental assistance, paired with supportive services to assist 
homeless youth with disabilities, usually ages 18–24  years old, achieve housing 
stability. Permanent supportive housing is designed for youth with the highest and 
most complex service needs, including youth with serious traumatic backgrounds 
and mental health and substance abuse disorders. Service models may be scattered 
site units or a single-site rental building, using tenant-based or project-based rental 
assistance to support costs [32]. Increasingly, research efforts are focused on 
 developing validated tools to assess youth’s needs to identify the most vulnerable 
and prioritize them for entry into the limited permanent housing programs that are 
available [39].

Both rapid rehousing and permanent supportive housing utilize

• A Housing First model to provide immediate low-barrier access to entry and 
participation, with a harm reduction and trauma-informed approach.

• Voluntary participation. Participation in services is not required for youth to 
receive housing assistance.

• Individualized and age-appropriate case management to provide services and 
resources to help stabilize youth; help them meet lease responsibilities; and con-
nect them with on-site or community-based healthcare, treatment, educational, 
and employment services.

 Limitations of the Current Housing Continuum for Youth

These housing resources – emergency shelters, host homes, transitional living, and 
permanent housing programs – are essential components of the housing continuum, 
but there are limitations that constrain successful outcomes for youth. Age restric-
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tions and eligibility criteria limit accessibility, particularly for transition age youth; 
lengths of stay are often too limited to give youth sufficient time to stabilize and heal; 
rules for participation are often too rigid, posing entry barriers for some youth and 
not providing the flexibility youth need to make mistakes, experience setbacks, and 
start over; and expectations of permanency are not necessarily realistic for a popula-
tion of young people who are in transition [10, 38]. There is often a lack of programs 
in black and multiracial communities, particularly for LGBTQ youth, which limits 
access for populations critically affected by homelessness [5]. Many young parents 
struggle to obtain shelter and longer-term transitional living – many youth-specific 
housing providers don’t serve youth with children, and family housing programs 
usually don’t serve minor parents [17]. The restriction in most permanent housing 
programs to youth with a qualifying disability limits access for other homeless youth 
who need long-term support to fully stabilize and transition to independence. 
Ultimately, to end youth homelessness, we need youth-specific, developmentally 
appropriate housing models that provide security of tenancy, assistance with rent and 
living expenses, and supportive services and independent living skills training so that 
homeless youth can address their experiences of trauma, complete their education, 
effectively prepare for employment and self-sufficiency, stabilize, and thrive.

 Preventing and Reducing Youth Homelessness

The scope, causes, and consequences of youth homelessness require individual- 
level, family-based, and community-level prevention and intervention, as well as 
structural changes in practices, programs, and policies, to address the complex and 
overlapping social, economic, physical, environmental, and community factors that 
shape and constrain opportunities and outcomes for youth [40].

There is the potential to strengthen and support young people and their families 
through earlier interventions and therapeutic approaches, particularly those that 
address the trauma, stigma, and discrimination that many young people and their 
families have experienced [10].

Interventions are needed to address the stressors that families face such as pov-
erty, racism, housing instability, addiction, and mental health problems [5], with 
resources targeted to those youth most vulnerable to homelessness: LGBTQ youth; 
youth of color, particularly African-American, Latino, and Indigenous youth; young 
parents; and youth who have not completed high school or obtained a GED [2]. 
Interventions that build on local, regional, and federal initiatives to strengthen and 
extend school dropout prevention and positive youth development programs; 
improve public systems, particularly child welfare and juvenile and criminal justice; 
expand affordable housing and employment programs; and promote healthy fami-
lies and communities could have a significant impact on improving outcomes and 
preventing and reducing youth homelessness [5].
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 Creating a System of Care for Homeless Youth

In order to reduce and end youth homelessness, we urgently need to expand youth- 
specific services and increase the capacity of systems and service providers to 
respond to the needs of youth and families. We need to listen to youth, provide 
meaningful opportunities for their leadership, and incorporate their feedback and 
priorities in service planning and delivery. Coordination among service providers 
and collaboration across systems, utilization of evidence-based interventions, data- 
driven strategies, and rigorous monitoring and evaluation are required to ensure that 
we are providing the services and supports needed to effectively support young 
people, their families, and communities.

Resources
The National Center for Youth Law www.youthlaw.org

Ending Youth Homelessness: Guidebook series: Promising Program Models
https://files.hudexchange.info/resources/documents/Ending-Youth-Homelessness-
Promising-Program-Models.pdf

• Primary Prevention
• Identification and Engagement: Mobile “Street” Outreach, Drop-In Centers, 

Family Engagement
• Emergency and Crisis Response: Youth Shelters and Emergency Services, Host 

Homes, Transitional Housing and Transitional Living
• Tailored Housing and Services: Rapid Re-Housing, Non-Time-Limited 

Supportive Housing

Voices of Youth Count Chapin Hall
https://voicesofyouthcount.org/

Chapin Hall at the University of Chicago Research-to-Impact Missed 
Opportunities Briefs (Morton et al. [2]).
• Missed Opportunities: Youth Homelessness in America National Estimates
• https://voicesofyouthcount.org/brief/national-estimates-of-youth-homelessness/
• https://voicesofyouthcount.org/wp-content/uploads/2017/11/VoYC-National-

Estimates-Brief-Chapin-Hall-2017.pdf
• Missed Opportunities in Youth Pathways Through Homelessness
• https://voicesofyouthcount.org/brief/missed-opportunities-youth-pathways- 

through-homelessness-in-america/
• https://voicesofyouthcount.org/wp-content/uploads/2019/05/ChapinHall_

VoYC_Youth-Pathways-FINAL.pdf
• Missed Opportunities: LGBTQ Youth Homelessness in America
• https://voicesofyouthcount.org/brief/lgbtq-youth-homelessness/
• https://voicesofyouthcount.org/wp-content/uploads/2018/05/VoYC-LGBTQ-

Brief-Chapin-Hall-2018.pdf

• Missed Opportunities: Pathways from Foster Care to Youth Homelessness in America
• https://voicesofyouthcount.org/brief/missed-opportunities-pathways-from- 

foster-care-to-youth-homelessness-in-america/
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• https://voicesofyouthcount.org/wp-content/uploads/2019/04/Chapin-Hall_
VoYC_Child-Welfare-Brief_2019-1.pdf

• Missed Opportunities: Education Among Youth Experiencing Homelessness in 
America

• https://voicesofyouthcount.org/brief/missed-opportunities-education-among- 
youth-experiencing-homelessness-in-america/

• https://voicesofyouthcount.org/wp-content/uploads/2019/11/ChapinHall_
VoYC_Education-Brief.pdf

• Missed Opportunities: Pregnant and Parenting Youth Experiencing Homelessness 
in America

• https://voicesofyouthcount.org/brief/pregnant-and-parenting-youth- 
experiencing-homelessness/

• https://voicesofyouthcount.org/wp-content/uploads/2018/05/VoYC-Pregnant-
and-Parenting-Brief-Chapin-Hall-2018.pdf

National Alliance to End Homelessness; LK Pope, Housing for Homeless Youth

• Youth Homelessness Series Brief No. 3 https://endhomelessness.org/

United States Interagency Council on Homelessness
https://www.usich.gov

• Preventing and Ending Youth Homelessness, A Coordinated Community Response 
https://www.usich.gov/resources/uploads/asset_library/Youth_Homelessness_
Coordinated_Response.pdf

• Framework to End Youth Homelessness https://www.usich.gov/tools-for-action/
framework-for-ending-youth-homelessness

• Homelessness in America Focus on Youth https://www.usich.gov/tools-for-
action/homelessness-in-america-focus-on-youth

• Framework to End Youth Homelessness: A Resource Text for Dialogue and 
Action. USICH.  February 2013. https://www.usich.gov/resources/uploads/
asset_library/USICH_Federal_Youth_Framework.pdf

• Rice E. The TAY Triage Tool: a tool to identify homeless transition age youth 
most in need of permanent supportive housing. https://www.csh.org/resources/
the-tay-triage-tool-a-tool-to-identify-homeless-transition-age-youth-most-in-
need-of-permanent-supportive-housing/

• Byram T, Peart S. Young and homeless: exploring the education, life experiences 
and aspirations of homeless youth. London: UCL Institute of Education Press; 
2017.

• Karabanow J, Kidd S, Frederick T, Hughes J. Homeless youth and the search for 
stability. Waterloo: Wilfrid Laurier University Press; 2018.

• Winlad DN, Gaetz SA, Patton T.  Family matters: homeless youth and Eva’s 
Initiatives Family Reconnect program. Toronto: The Canadian Homelessness 
Research Network Press; 2011.

• Homeless Youth Handbook. https://www.bakermckenzie.com/en/ 
newsroom/2018/10/homeless-youth-handbook-video.
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Chapter 5
Youth in Care: A Very High-Risk 
Population for Homelessness

Jimmy Wang and Eva Moore

 Background

Over 440,000 children and adolescents are in foster care in the United States, and 
nearly 20,000 age out of care annually [6]. The foster care system is designed to 
protect abused and neglected children from further abuse; thus when the safety of a 
child cannot be reconciled within his or her home, the child is removed and placed 
by a government agency into a relative’s home, foster home, group home, or resi-
dential treatment, all of which is referred to as foster care in this chapter.

Foster care ends at different ages depending on the jurisdiction. Legislation in 
recent years allows US states to extend foster care until age 21, although it may still 
end at age 17–19 for youth in certain states or for those who decline extended ser-
vices. The United Kingdom has formally adopted 21 years as the upper age limit 
across the nation. Most provinces in Canada still end foster care at age 18 or 19, and 
most Australian states, where the term “out-of-home care” is also used, similarly 
end at age 17 or 18 [5]. However, very recently, there has been successful legislative 
advocacy in some of these jurisdictions to increase the age limit to 21.

Youth who have previously been in or are currently in foster care, collectively 
termed youth in care, make up a substantial portion of the homeless population. 
Youth in care have frequently had a lifetime of unstable housing, including frequent 
moves, nonfamily-based living situations such as group homes, and substandard or 
tenuous housing situations as young adults [16]. The pathway to homelessness for 
youth in care is distinct from other homeless youth.
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Being a youth in care is a strong precursor for homelessness. One study that 
prospectively followed a large cohort of youth in care into young adulthood found 
that a sobering 36% of youth in care had experienced homelessness by age 26 [17]. 
In general, studies estimate that 12–46% of youth in care become homeless as adults 
[23], with many youth experiencing homelessness within just 6–12 months of leav-
ing care [16, 18]. More alarmingly, youth in care have higher rates of eventual 
homelessness than adults who experienced abuse as children but who were not 
removed from their homes [21]. Former youth in care are more likely to be home-
less compared to youth who grew up in poverty but were not removed from their 
homes [23].

As an added consideration, these rates likely also underestimate the true burden 
of housing instability, since most studies were limited to measuring shelter or street- 
based homelessness but did not include disguised forms of homelessness such as 
“couch-surfing” or staying with a friend. Conversely, from the perspective of people 
who are homeless, there is an overrepresentation of former youth in care. Shelters, 
street-based homeless populations, and programs for homeless mothers see high 
frequencies of former youth in care with most reports ranging between 20% and 
35% [21]. Therefore, whether one looks at groups of homeless people or groups of 
former youth in care, a strong association exists between a history of being in care 
and risk of later homelessness.

“One study [...] found that a sobering 36% of youth in care had experienced homelessness 
by age 26.”

 Issues Affecting Youth in Care

Youth in care who become homeless commonly live unstable lives even before they 
are homeless. The impact of losing one’s stable housing is exacerbated by a system 
that not only pushes youth in care to be socially and financially independent at an 
earlier age than is expected for the most other youth but also inadequately prepares 
these youth for independence. Youth in care can have unmet life skills, gaps in edu-
cation, under-recognized health and developmental challenges, poor employability, 
and premature detachment from social supports. These youth commonly receive 
fragmented services, including housing, school, and healthcare, which seriously 
impede their healthy development and preparation for adult life [14].

 Housing

Youth in care may be moved numerous times throughout their adolescent years, and 
these changes in residence commonly not only involve changing homes and care-
takers but often also schools, primary care physicians, and peer groups, resulting in 
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few relationships sustained over time. Former youth in care who become homeless 
are more likely to have been in group homes, had frequent moves, and had interac-
tions with the juvenile justice system [16], indicating a pattern of trauma, loss, and 
instability starting before homelessness.

Group homes, where many struggling youth in care eventually find themselves, 
can come with their own challenges. The most striking testimonies reflect on the 
unforgiving rigidity of rules, the lack of privacy from surveillance, and the extent of 
peer-on-peer bullying in some group homes, which serve to undermine the healing 
and sense of security of traumatized adolescents. For girls and young women, being 
placed in one of the extremely rare female-only group homes can be invaluable in 
alleviating their constant vigilance against sexual assault [12].

 Education

Youth with higher education outcomes significantly increase their earnings [23], but 
youth in care are less likely to attend post-secondary education, such as a college, 
university, or trades program. High school dropout rates can be over 50% in some 
provinces or states [20]. Too often youth in care have unrecognized learning dis-
abilities, significant gaps in their education, and incomplete school files, revealing 
the pervasive systemic challenges confronting the current foster care system.

Poverty-related barriers to high school attendance, including school fees, uni-
forms or school-appropriate clothing, consistency of personal hygiene, and trans-
portation, are exacerbated when youth are in care and trying their best to keep up 
with their education [12]. School truancy is often an unintended and disappointing 
sequelae of unstable housing. This is especially true in instances where a student 
may move foster homes multiple times during a school year or even slip in and out 
of homelessness.

“High school dropout rates can be over 50%...”

 Employment

Unemployment and underemployment are big challenges for youth in care. Although 
many are employed when they leave care, half lose their employment within 3 years 
[23]. In addition, employed youth in care earn 50% less than their peers who are not 
in care [23]. Without a financial safety net from their parents or family, as many 
other youth have, youth in care can experience drastic consequences of what might 
be otherwise developmentally appropriate experimentation or exploration of new 
forms of employment and income-generation behaviors, being unable to turn to 
their parents during difficult times. They may lack skills and guidance for new tasks, 
such as paying rent and utilities on time and managing budgets.
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 Health

Many youth in care experience specific health issues that can impact their housing 
stability and well as their experience with homelessness. Their frequent childhood 
histories of loss; trauma; disrupted early attachment; household dysfunction; and 
emotional, physical and/or sexual abuse have serious implications for their health 
[17]. Physical and mental health symptoms, which often derive from the same 
sources of trauma, can interfere with regular employment and reaching out to social 
services.

Typically, physical and mental health deteriorate sharply following transition out 
of care. Within 18 months after leaving foster care, 30% of former youth in care had 
become young parents and 48% reported depression or other major mental health 
issues [24, 26]. At ages 17 or 18, these vulnerable youth are two to four times more 
likely to suffer from mental health disorders compared to those in the general popu-
lation [19]; however, only a small minority receive professional help [19, 25]. These 
rates are unsurprisingly higher in those who become homeless [17]. Furthermore, 
adults formerly in care are consistently found to have higher rates of chronic health 
problems, such as asthma, diabetes, hypertension, and epilepsy [32].

Since youth with multiple childhood adverse experiences are more likely to 
experience adult health problems [17], youth in care may be at a lifelong disadvan-
tage if they cannot navigate the adult healthcare system, which can often be unfor-
giving of youth. For example, a specialist clinic may terminate a doctor–patient 
relationship for reasons such as missed appointments. There are numerous obstacles 
in seeking healthcare for youth in care, including a lack of continuity in care, insuf-
ficient communication with healthcare providers, and insufficient training, informa-
tion, and support provided for foster parents [22]. Child protection teams rarely 
have sufficient case management personnel to support even the children and youth 
with known chronic health conditions.

“Within 18 months after leaving foster care, 30% of former youth in care had become 
young parents and 48% reported depression or other major mental health issues.”

 Social and Familial Attachment

Youth in care often lack consistent and strong family connections on whom to rely 
for support during tough periods of their life [16]. Young people entering care as 
adolescents are a high-risk subgroup, as they are frequently placed into group homes 
or independent living where there are fewer adult supports and attachments [16].

Youth removed from their homes and placed in foster care, even homes in which 
they had been victims of child abuse and neglect, commonly sustain strong attach-
ments to their parents and caregivers from early childhood. Given these bonds, it is 
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not unusual for youth in care to seek out and attempt reunification with their original 
family. In working with youth in care, it is essential to respect these relationships 
and to avoid prejudgment or negative characterizations of loved family members.

 Marginalization

Indigenous and visible minority youth have long had a disproportionately high rep-
resentation in developed nations’ foster care systems. Racially discriminatory atti-
tudes in their foster homes can drive youth in care to leave those unsafe and 
unsupportive homes and become homeless. In addition to their lived experience of 
targeted victimization, these youth are often distrustful of fostering due to historical 
victimization in the forms of colonialism, slavery, and child segregation, which is 
inherited through generational trauma [12].

Similarly, LGBT youth can experience discrimination in foster homes, group 
homes, and youth shelters. These youth often enter foster care as a result of fleeing 
homophobia in their home of origin. Schools and social services may also not be 
LGBT-friendly, which forces these youth into further vulnerability and disengage-
ment and typically to conceal their LGBT identity as a survival mechanism [12].

“[Youth in care] are often distrustful of fostering due to historical victimization in the forms 
of colonialism, slavery, and child segregation…”

 Relations with Child Protection Services

Child protection services aimed solely at identifying safe living situations may not 
be adequately equipped to connect youth with needed mental health and counseling 
services, social supports, and developmental assessments that can be critical to their 
health [8, 10].

Parental neglect is by far the most prevalent reason for removal by child protec-
tion agencies from a family home. This stems from risk factors such as conditions 
of poverty, poor housing, parental incarceration or death, domestic violence, and 
parental substance abuse [28]. Consequently, many youth in care originate from 
families who may have similarly struggled with housing instability, frequent moves, 
and insufficient financial resources. The back and forth between inadequately stable 
housing and homelessness can be a destructive cycle that recurs through their child-
hood, adolescence, and young adulthood.

Understandably, many youth in care have a strong distrust of child protection 
services and related government agencies. This may introduce additional complex-
ity in efforts to support their transition to independence.
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 Transition Out of Care

Transitioning out of care has been established as a period of great risk for an already 
marginalized group, which stems from an unrealistic expectation that they will 
become newly independent young adults with little to no support. A lack of coordi-
nation between multisystem services often means that youth “fall through the 
cracks” [8]. Youth can also become disconnected from services when they age out 
of care because they do not know or trust the new systems. As a consequence, 
despite youth service providers who may make every effort to facilitate connec-
tions, the history of trauma and disrupted relationships experienced by many youth 
in care creates barriers to following-up on such referrals [8].

One tragic case in Vancouver, Canada, that was subject of a government review 
illustrates the consequences that can befall youth in care as they abruptly transition 
out of care. On the last government agency note written for one youth who experi-
enced frequently changes in foster homes as well as homelessness, her welfare 
worker wrote, “The child is one month from turning 19 and unfortunately she is still 
binge drinking heavily and appears not to be overly concerned about having any-
where to live at age 19.” In contrast, an email from her foster parent expresses con-
cern that “[the youth’s] anxiety builds as her move out date approaches,” implying 
that the youth’s detached behavior recorded by the welfare worker was an expres-
sion of stress and worsening mental health. This youth subsequently died from an 
overdose 11 months later [31].

Accessing social services when a youth is still in care is often much easier than 
after they transition out of care, since the responsibility transfers from the welfare 
worker to the youth at the time of transition. In many jurisdictions, funding for psy-
chological diagnostic investigations, which may be an avenue to qualify for neces-
sary adult supports, is dependent on a youth’s age and may be available only for 
those still considered minors. A former youth in care would be also simultaneously 
charged with new responsibility for finances, housing, food, and more, which can be 
overwhelming for a youth who may be living with a disability. Hence, there is a 
vicious cycle between disability and social needs.

Young adults seeking social services are not viewed any differently than 
adults seeking those same services, even though their needs are profoundly dif-
ferent from the needs of adults in the general population [31]. For example, a 
young adult attempting to access welfare income may have overwhelming diffi-
culty trying to navigate the complexities of the system due to their inexperience 
with social services. Conflicting feelings about whether or not to access social 
services can also interfere with seeking help and following the multiple steps 
properly.

Adequately supporting the transition out of care is an essential component of 
preventing youth homelessness. The American Academy of Pediatrics emphasizes 
that during their period of transition, youth in care may innately have “difficulty 
assuming tasks of young adulthood which require rapid interpretation of informa-
tion,” such as key skills needed for employment and independent living [3]. 
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Pediatricians and other physicians, nurses, social workers, and other professionals 
who work with youth in care play a vital role in supporting these youth and advocat-
ing for the transition services and resources that they need.

 Promising Interventions and Strategies

 Policy Changes

Extending foster care until age 21 has long been advocated by numerous social 
policy groups. The focus on extending the age of eligibility grew after convincing 
advocacy efforts demonstrated the benefits for youth in care, as well as for the gov-
ernment in fiscal savings. Currently, policies are beginning to shift in the United 
States and Canada, with more jurisdictions continuing some or all foster care ser-
vices until age 21. It is not clear if extending foster care decreases homelessness in 
this population, but at the very least, it delays homelessness [17]. Since most youth 
in the general population rely on emotional and financial support from their families 
through young adulthood, this policy shift is a first-line effort to provide a better and 
more equitable life for youth in care.

However, even when available, extending foster care until age 21 is not enough. 
Policies that ensure adequate housing, fiscal availability, job readiness, and educa-
tional access are essential. Expert advocacy groups exist in the United States and 
Canada that provide extensive recommendations and creative ideas to plan for 
youths’ transition out of care. These include interventions that interface more 
directly with youth, such as building savings accounts, assessing gaps in life skills, 
and facilitating connections with mentors and families.

 Strong Foster and Adoptive Families

Though the numbers are sobering, there are many foster homes and foster parents 
who are, in many ways, a positive influence and transformative for youth who have 
had traumatic experiences. Healing from childhood adversity is a realistic possibil-
ity and requires time and attention. However, foster and adoptive families need the 
support of their government, team of professionals, and community resources to 
help break the cycle of trauma in which youth in care find themselves.

“…foster and adoptive families need the support of their government, team of profession-
als, and community resources to help break the cycle of trauma…”

Nonprofit organizations, such as the Annie E.  Casey Foundation, compile 
evidence- based strategies to support families to care for children and youth who 
have had to leave their families of origin [4]. Child welfare agency strategies and 
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procedures can enhance the capacity of families to care for vulnerable youth 
(Table 5.1).

Focusing on family relationships, supporting kinship care through financial sup-
port, education, and mentoring of extended relatives and friends can provide less 
disruption when a child requires removal and also enhances the pool of strong foster 
families. A child needs a loving, supportive, permanent home as soon as possible, 
and child welfare agencies should feel a sense of urgency to address the problems 
that threaten the parents’ ability to provide this or to find another stable and perma-
nent alternative family.

 Mentorship

A key factor that has been found to be significantly associated with better physical 
and mental health outcomes for youth transitioning out of care is mentorship. 
Mentored youth have improved outcomes in their transition to independence when 
they have had positive relationships to community professionals who, in a way, 
become the youth’s surrogate family [2]. Young people have a number of formal and 
informal relationships that can help support them throughout their adolescent and 
young adult years as they navigate the foster care system and transition out of foster 
care. Research with youth formerly in care shows that youth may be more receptive 
to professional mentors at critical transitions, such as the move into or out of foster 
care [1]. These may be key times to target the introduction of professional supports. 
Facilitating youth’s capacity to reach out and develop mentorship relationships may 
be an important life skill and should be integrated into transition planning for youth 
in care in their adolescent years.

 Employment and Education Programs

Employment programs that provide paid training and work experience while engag-
ing and providing mentorship in the work context are highly valuable for youth 
aging out of care. Trade programs or educational programs lasting 6–18 months 
may be more practical for youth who require a steady income and don’t have others 

Table 5.1 Effective or promising child welfare strategies

Increase support for families in crisis to avoid removal when possible
Support family and kinship relationships
Work toward permanent homes for all children
Promote expert frontline casework
Promote competent decision-making about placement and removals
Increase the pool of competent foster homes by supporting education, training, and support of 
potential families
Minimize disruptions in school
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that they can lean on for housing and food that would allow for 4-year or more col-
lege or university experience. Job training programs such as Job Corps have been 
shown to increase earnings and educational attainment for vulnerable youth, but it 
does require significant governmental investment to run [27]. Similarly, 
governmental- sponsored programs in British Columbia, such as Intersections Media 
or Plea’s Cue program for youth on probation, link youth with job placement under 
mentorship with positive feedback from youth and employers [13].

 The Role of Healthcare Providers

How does a healthcare provider make a difference in the lives of these youth? 
Providers offer an important focus on health and well-being and can communicate 
those needs to others caring for the youth, including social workers, group home 
workers, foster parents, and counselors. Many pediatricians and adult providers are 
unfamiliar with the core issues affecting this demographic and may be intimidated 
by the social and systemic issues they face. However, this should not deter one from 
striving to provide the best possible care for these vulnerable youth, as there is much 
that providers have to contribute (Table 5.2) [30].

Providing a medical home that anticipates and responds to their specific needs, 
including medical, psychiatric, and neurodevelopmental, can improve outcomes for 
children and adolescents as well as newly fledged young adults [7]. Youth in care 
will almost universally need more frequent visits and close ongoing care coordina-
tion. For example, identifying concerns for a learning disability and advocating for 
appropriate psychoeducational and developmental assessments can transform a 
youth whose undiagnosed disability might otherwise be misinterpreted as a behav-
ioral or disciplinary concern. Similarly, connection to appropriate trauma counsel-
ing and/or other indicated therapies can help avoid misdiagnosis of more severe 
psychiatric disorders, which can sometimes be the presentation of youth in crisis.

Table 5.2 Recommendations for healthcare providers caring for youth in care and former youth 
in care

Provide a medical home
Recognize the physical and behavioral effects of trauma and toxic stress
Incorporate trauma-informed care into your practice
Keep the youth involved in his or her medical care
Provide anticipatory guidance in preparation for the transition to adult care
Coordinate routine health assessments, including dental, vision, mental health, sexual health, 
immunizations, learning assessments, etc.
Be understanding of the youth when he or she misses or is late to an appointment or if he or she 
does not follow through on your recommendations
Work as an interdisciplinary team comprised of foster parents, social workers, psychologists, 
community resources, etc.
Advocate in your community and healthcare institution and, if possible, directly to your 
representatives in government
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Some child protection jurisdictions have developed case management systems 
for youth in care, but the healthcare provider may need to advocate for connection 
to these services once a diagnosis is made. In other jurisdictions, care coordination 
is the responsibility of social workers who may have little health knowledge and are 
already overburdened with unrealistically high numbers of youth for case manage-
ment. Many providers struggle with disrupted continuity of care and unpredictable 
placement changes that might impact treatment and follow-up plans.

Intervening early, prior to a youth aging out of care, yields the most benefit to the 
youth. Strong and positive attachments to communities are powerful determinants 
of better health outcomes [2, 9, 11]. Relationships between young people and ser-
vice providers should be informed by an understanding of the youth’s resiliency and 
self-sufficiency.

 Conclusions

Youth in care are a distinct segment of the homeless youth population, and they 
require a larger safety net focusing on prevention and stabilization during the criti-
cal stage when they transition out of care. This safety net must include educational 
opportunities, secure employment, housing options, and fiscal strategies, as well as 
longitudinal supports involving family when possible, welfare workers, and health-
care professionals. Similar to other young adults, former youth in care often require 
these second or third chances when becoming independent to allow for setbacks that 
are inherent to their journey into adulthood. In this way, emergencies and times of 
crisis can be made tolerable, and homelessness can hopefully be avoided.

Looking ahead to the next decade, resources developed to support a youth’s tran-
sition out of care should be transparent and easily accessible and facilitate a con-
tinuum of care from the services and care they received as children and adolescents. 
Vulnerable populations within this already high-risk population, including indige-
nous youth, visible minority youth, LGBT youth, and young women, will need 
dedicated consideration from all facets of the child welfare system. Healthcare pro-
viders can represent an important bridge during the transition out of care when the 
other professional supports, such as social workers, foster care, and group homes, 
fall away. In working toward effective advocacy for youth in care, we should 
remember that change needs to occur at all levels, whether it is involving the 
 individual, family, school system, healthcare institutions, government housing and 
welfare system, or society at large.
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Chapter 6
Refugee and Migrant Youth in Canada 
and the United States: Special Challenges 
and Healthcare Issues

Shazeen Suleman and Curren Warf

 Background

The global community continues to see record numbers of displacement and mass 
migration, due to persecution, violence, and instability in home countries and 
increasingly due to climate change [1]. In 2017, the United Nations High 
Commissioner for Refugees (UNHCR) reported that there were 68.5 million people 
who were forcibly displaced from their homes, including 25.4 million refugees, 3.1 
million asylum seekers, and 40 million internally displaced persons.1 Of these, over 
half are children and youth under the age of 18, a number that continues to increase 
and includes at least 173,800 children and youth who are unaccompanied.2 Today, 
1 in 35 people is an international migrant [2].

Many families, children, and youth are economic or family immigrants, arriving 
in host countries seeking better opportunities. To qualify, families have often waited 
years before their name is chosen in a lottery system and their educational and pro-
fessional qualifications carefully scrutinized.3 In Canada, over 40% of children are 
considered first-generation or second-generation Canadian, the result of waves of 

1 UNHCR Global Trends 2017 report.
2 UNHCR Global Trends 2017 report.
3 https://www.canada.ca/en/immigration-refugees-citizenship/services/immigrate-canada/ 
express-entry/works.html
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immigration, which is steadily growing.4 In the United States in 2017, 25% of chil-
dren (or 19 million) were either first-generation immigrants (born outside the United 
States) or second-generation immigrants (with at least one immigrant parent).5 One 
in seven US residents is foreign born.6

The United Nations High Commission for Refugees defines refugees as “persons 
who are outside their country of origin for reasons of feared persecution, conflict, 
generalized violence, or other circumstances that have seriously disturbed public 
order and, as a result, require international protection” as per the 1951 Geneva 
Convention.7 On arriving in their host country, refugees are then typically referred 
to as “resettled refugees.” Asylum seekers or refugee claimants in the United States 
or Canada are individuals who make their claim for refugee status or asylum upon 
entering the respective country. The term “migrant” can be used to describe persons 
that move to a different country of residence, independent of their reason for moving 
or legal status; “irregular migrants” are essentially those who cross borders without 
documentation8 and are referred to as “undocumented immigrants” in the United 
States; “immigrant” is often used to refer to individuals who have been legally per-
mitted to gain permanent residency in another country, often for economic or family 
reasons.9,10 While economic and family immigrants have their own unique needs, in 
this chapter, we will focus on refugees and migrants that may not have official legal 
status. We use the term “newcomer,” an inclusive and welcoming term that encom-
passes all categories of individuals who have newly settled in their host countries.

Children and youth do not generally choose to be refugees or immigrants; they 
follow their families or are sent to seek safety and opportunity from social or civil 
violence or escape grinding poverty. However, this special population of youth faces 
specific challenges and are among the most vulnerable of young people. Adolescent 
refugee and immigrant health is of global relevance, affecting every country in the 
world. Internationally, the majority of refugees are hosted in developing countries, 
primarily in Asia and Africa, with Turkey hosting the largest number worldwide at 
3.5 million refugees.11 While the majority of refugees today come from three coun-
tries in the world – Afghanistan, Syria, and South Sudan – refugees and immigrants 
come from many home countries.12 In the United States, most migrants originate 

4 https://www12.statcan.gc.ca/census-recensement/2016/as-sa/98-200-x/2016015/98-200-
x2016015-eng.cfm
5 Migration Policy Institute Data Hub. https://www.migrationpolicy.org/programs/data-hub/charts/
children-immigrant-families
6 Migration Policy. https://www.dhcs.ca.gov/services/medi-cal/eligibility/pages/medi- 
calfaqs2014b.aspx
7 https://refugeesmigrants.un.org/definitions
8 Institute of Migration. https://www.iom.int/key-migration-terms#Irregular-migration
9 Ibid.
10 https://www.dhs.gov/immigration-statistics/data-standards-and-definitions/definition-terms
11 UNHCR Global Trends 2017 report.
12 UNHCR Global Trends 2017 report.
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from Central America and Mexico, though there are many from the Middle East, 
Somalia, Southeast Asia, and other regions.

It is important to recognize the ethno-geographic diversity of refugee and immi-
grant youth so that medical and health assessments can be tailored to specific needs. 
In this chapter, we discuss some health challenges affecting newcomer children in 
their host countries but recognize that this is not an exhaustive list. To support new-
comer children and youth, challenges and their solutions must be framed in the 
context of their lives, beginning with themselves and encompassing their families, 
community, and other challenges (Fig. 6.1). Finally, we identify a framework for 
developing youth-centered solutions and discuss examples of successful programs 
that promote healthy development of immigrant and refugee youth.
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Fig. 6.1 A socio-ecological approach to health issues affecting immigrant and refugee youth
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 Individual Health Considerations for Immigrant  
and Refugee Youth

 Infectious Disease Risk

Youth who are refugees or immigrants face unique and significant health risks, dif-
fering from both adults and young children in their exposure and treatment. 
Infectious diseases are seen in large numbers of refugee and immigrant youth, 
depending on the country of origin, with some studies reporting that more than half 
of all patients seen from sub-Saharan Africa are affected by infectious disease [3]. 
In addition to parasitic and vector-borne diseases like malaria and H. pylori infec-
tions, refugee and immigrant youth are at risk for exposure to preventable, sexually 
transmitted infectious diseases, such as HIV and hepatitis B [4, 5].

 Non-infectious Health Challenges

Many refugee and immigrant youth faced inadequate nutrition prior to and during 
the resettlement process. Nutritional deficiencies common among newly arrived 
refugee and immigrant youth across the globe include iron deficiency anemia and 
vitamin A deficiency, a leading cause of worldwide blindness [6]. However, immi-
grant and refugee youth additionally face nutritional burdens following settlement, 
particularly when faced with acculturation burdens in Western countries. In a study 
of recently resettled Afghan youth, dyslipidemia was found in nearly one-third of 
patients [7]. Vitamin D deficiency is also prevalent, which can clinically present as 
rickets, and another preventable deficiency found in many refugees and immigrant 
youth. In the developing young adult, infectious diseases and nutritional deficien-
cies can have lifelong implications [7–10].

In addition, migrant children, youth, and their parents working in or residing 
near agricultural areas are commonly exposed daily to pesticides in air, food, dust, 
and soil and through agricultural product residues. For many children, their diet 
may be the most influential source. Unintended exposure at home may also come 
from clothing and footwear of agricultural workers. Children in cities may also be 
exposed through the use of insecticides in housing for urban pest control. Acute 
poisoning can take place through ingestion, skin exposure, or inhalation.13 High- 
dose pesticide exposure can be devastating and lethal to children and youth.

Unfortunately, pediatric healthcare providers have a poor track record of recog-
nizing the signs of pesticide exposure. The AAP has provided a clear chart on the 
clinical signs and symptoms and management considerations of exposure to 
 common pesticides [11].

13 Recognition and Management of Pesticide Poisonings, US Environmental Protection Agency. 
https://www.epa.gov/pesticide-worker-safety/recognition-and-management-pesticide-poisonings

S. Suleman and C. Warf

https://www.epa.gov/pesticide-worker-safety/recognition-and-management-pesticide-poisonings


85

Many pesticides are classified by the US Environmental Protection Agency as 
carcinogens. Chronic toxicity endpoints for children that have been documented in 
epidemiologic studies include preterm birth, low birth weight, congenital anoma-
lies, pediatric cancers, neurobehavioral and cognitive deficits, and asthma. Case 
control studies and evidence reviews support a role for insecticides in risk of brain 
tumors and acute lymphocytic leukemia. Prospective studies link early life exposure 
to organophosphate insecticides with reductions in IQ and abnormal behaviors 
associated with ADHD and autism [11].

 Food Insecurity

Famine and crop failure are increasing factors related to climate change driving 
migration; children and youth are particularly vulnerable to these negative conse-
quences [12]. Rising temperatures and drought have affected food production, wip-
ing out harvests and leaving families destitute. The World Bank concluded that 
climate change could lead to at least 1.4 million people to flee their homes in Mexico 
and Central America and migrate over the next three decades.14

Host countries must reduce the barriers faced by immigrant and refugee families 
to adequate nutrition without penalties. In the United States, certain categories of 
immigrants, specifically refugees, asylum seekers, and victims of human trafficking 
or domestic violence, have the same eligibility requirements for federal benefits as 
lawful permanent residents (LPRs)15 and legally residing immigrant children, and 
families are now eligible for, and need to be enrolled in, Supplemental Nutrition 
Assistance Program (or SNAP) – formerly called food stamps16 (legally residing 
immigrant children had been cut from food stamps in 1996 but restored in 2002). 
Unfortunately, undocumented immigrants, including Deferred Action for Childhood 
Arrivals (DACA) holders, have never been eligible for SNAP or food stamps and are 
ineligible for regular Medicaid or healthcare subsidies under the Affordable Care 
Act, Supplemental Security Income (SSI), or Temporary Assistance for Needy 
Families (TANF). Ominously, it was proposed in 2018 to permanently exclude from 
eligibility for legal status any undocumented or otherwise ineligible immigrant who 
had accessed public benefits, even if accessed legally, such as food stamps or 
Medicaid, so that they would be indefinitely subject to deportation. The resolution 
of this proposal remains unclear at the time of this writing. However, there are sig-
nificant regional exceptions, for example, in California under Medi-Cal (California 

14 The World Bank, Internal Climate Migration in Latin America; Groundswell, Preparing for 
Internal Climate Migration, Policy Note No. 3.
15 National Immigration Forum. https://immigrationforum.org/article/fact-sheet-immigrants-and- 
public-benefits/
16 National Immigration Law Center. https://www.nilc.org/issues/economic-support/
nutritionassistancechildren/

6 Refugee and Migrant Youth in Canada and the United States: Special Challenges…

https://immigrationforum.org/article/fact-sheet-immigrants-and-public-benefits/
https://immigrationforum.org/article/fact-sheet-immigrants-and-public-benefits/
https://www.nilc.org/issues/economic-support/nutritionassistancechildren/
https://www.nilc.org/issues/economic-support/nutritionassistancechildren/


86

Medicaid), all undocumented immigrant children are eligible for food stamps and 
medical services and commonly need assistance in enrollment.

 Mental Health Challenges

In addition to physical illnesses, many refugee and immigrant youth experience a 
disproportionate burden of mental health problems. Several studies show high rates 
of mental health disorders, including depression, anxiety, attention-deficit hyperac-
tivity disorder (ADHD), oppositional defiant disorder (ODD), and post-traumatic 
stress disorder (PTSD) [13, 14]. However, prevalence rates of emotional trauma 
vary from 5% to 89%, suggesting that trauma is a ubiquitous part of the displace-
ment experience which does not resolve readily on resettlement [15, 16]. 
Furthermore, the experience of trauma can present like many mental health diagno-
ses, making interviewing and diagnosis challenging. In a study of unaccompanied 
asylum-seeking youth, 89% of youth met criteria for psychiatric disorders 3 years 
after arrival in the host country [17] (Please refer Chap. 3).

Mental health is affected by external stressors, such a lack of social support, 
linguistic barriers in communication, limited navigation through the legal process, 
and the threat of, or actuality of, denial of asylum [18]. These problems are com-
plicated, particularly in the United States, by policies enacted that involuntarily 
separate children and adolescents from their parents, their major emotional pro-
tection. Children (even infants) can be frequently moved hundreds or thousands of 
miles away into federal shelters while parents are held in involuntary detention or 
deported to their home countries, making it exceedingly difficult to reunite chil-
dren with their parents [19]. In June 2019, the US Administration declared that it 
would restrict or cancel education, legal aid, and playground recreation for all 
migrant children and youth housed in government shelters; at the time of this 
statement, there were 13,200 migrant children, including adolescents, who crossed 
the border alone and young children who were separated from their parents, 
housed in more than 100 shelters across the United States  – they had received 
English instruction, as well as math, civics, and other classes, and generally 
allowed access to a sports field, usually to play soccer, at least once a day [20]. 
Enactment of these policies has been highly traumatizing to thousands of children 
and youth, disrupted early attachment, and are a significant source of enduring 
childhood trauma [21, 22].

Conversely, evidence suggests that the receipt of legal status in the country of 
residence can lead to positive psychosocial functioning [23]. The major mitigating 
factor against mental illness and trauma is consistent attachment to the accompany-
ing family, in particular parents when present but aunts, uncles, grandparents, older 
siblings, and family friends as well. Separation of children and youth from these 
critical attachment figures under circumstances of migration can be even more trau-
matic than the circumstances and experiences that led to migration [24].
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 Sexual Health

Sexual health and safety for refugee and immigrant youth are an area of vulnerabil-
ity, further identified by youth themselves in consultations organized by the United 
Nations.17 Menstruation continues to be stigmatized among some populations, with 
some women experiencing genitourinary infections from unsafe menstrual hygiene 
practices [25]. Young women have often never had preventative sexual healthcare, 
including contraception counseling and access, sexually transmitted infection pre-
vention, and HPV vaccination. Stigma surrounding sexual health, particularly for 
adolescent women, places further barriers to accessing appropriate care. Many 
young women, and boys as well, have not had basic sex education and may be sur-
prisingly naive. In particular, lesbian, gay, bisexual, gender-fluid, nonconforming, 
and transgender (LGBT) unaccompanied youth may have fled their home countries 
due to severe discrimination, trauma, persecution, or family rejection and thus 
require great sensitivity from healthcare providers. It is essential to appreciate the 
stigma these young people may have experienced and respect their boundaries and 
identify local LGBT-supportive resources. Refugee youth may have a history of 
sexual assault or being sexually trafficked; the shame experienced and internalized 
by these experiences and the perceived threat of social rejection may significantly 
inhibit disclosure of the experiences.

 Benefits of Migration

Notwithstanding the multiple risks that the process of migration holds for children 
and youth, it is important to recognize that migration also is unavoidable at times 
and holds many potential benefits both for migrant children and their families, as 
well as the host countries where they bring their labor, skills, and talents. People 
move from one place to another in search of economic opportunity, to join family 
members, or driven by war, human rights abuses, and persecution. It will continue 
as long as economic imbalances and conflicts exist, and movement is an essential 
element in today’s global economy [2].

There is some evidence for a “healthy immigrant effect,” that is, many economic 
immigrants may have better health on arrival than the native populations, which has 
been attributed to both self-selection (educated, wealthy, and healthy people are 
more likely to have opportunities to migrate) and the exclusion of unhealthy 
migrants at immigration prescreening. However, this may not be seen in refugees, 
asylum seekers, and other forced migrant populations, since their migration is by 
definition involuntary, commonly occurs on short notice, and impacts all classes in 
a given community [26].

17 UNHCR, Reproductive Health. https://www.unhcr.org/reproductive-health.html
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 Unaccompanied Migrant Youth

Many adolescents arrive in the United States, particularly in the Southwest, 
unaccompanied by parents. These young people may be traveling alone or with 
one or a few friends. Many lack fluency in English, money, and social supports, 
rendering these youth extremely vulnerable to poverty, poor health outcomes, 
and high-risk behaviors. There is growing evidence regarding the sexual exploi-
tation of unaccompanied refugee children, including boys [27]. Unaccompanied 
refugee and migrant youth have significantly higher rates of mental health condi-
tions, even when compared to refugee youth who are accompanied [28, 29]. 
Given their high state of vulnerability, unaccompanied youth should be identified 
and connected without delay to community agencies, stable housing, adequate 
meals, and food resources and be integrated into school or employment (see sec-
tion “Contemporary Challenges for Refugee and Migrant Youth Entering the 
United States”).

 Exposure to Trauma and Adverse Childhood Events

Refugee and migrant youth may have had different exposures to adverse child-
hood experiences (ACEs), before and on arrival in their host country. In keeping 
with the “healthy immigrant” effect, many children accompanying their parents 
as economic or landed immigrants have reported fewer ACEs when compared to 
host country–born children [30–32]. However, refugee youth – many of whom 
are fleeing persecution and conflict  – may have endured significant traumatic 
experiences and stress prior to arrival. Often, school staff are among the first to 
witness displays of trauma, such as externalizing behaviors, inability to focus in 
school, or social withdrawal.

It is important to consider the impact of household functioning on migrant and 
youth health. Many ACEs relate to household dysfunction, including having a 
parent with significant mental illness, witnessing intimate partner violence, 
parental incarceration, or parental separation due to divorce, deportation, or 
death [33]. Some adolescent children have experienced parental rejection sec-
ondary to their emerging sexual orientation or identity which may be highly stig-
matized in their native culture. For adolescent migrants and refugees, there are 
additional ACEs  specific to witnessing violence prior to migration, loss of com-
munity and social networks, loss of contact with extended family and caregivers, 
and potentially loss and involuntary separation from parents, grandparents, 
and other close attachment figures. Exposure to ACEs can result in toxic stress 
for the developing adolescent brain and may have long-standing, deleterious 
consequences.
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 Appreciation of Significant Family Stressors

The role of family stressors contributing to the mental health problems of adoles-
cents cannot be overstated. Migrant parents have frequently undergone their own 
traumatic experiences and losses and may not have experienced the supports pro-
vided to their children; poor parental mental health can negatively affect well-being 
and school performance in immigrant and refugee youth [34]. Parents need to sur-
vive in their new country, commonly working long hours at low-wage jobs that 
remove them from contact with their children. If they are undocumented, parents 
live with the constant threat of being apprehended and deported and being forced to 
leave their children behind and unattended; children and youth may have already 
experienced the abrupt deportation of one of their parents.

Parents may not have had the opportunity for basic education in their home coun-
try and may not be functionally literate even in their own language. As an example, 
indigenous refugees from Guatemala increasingly present at the border of the 
United States and enter in the United States, having been driven off their historic 
lands at home and fleeing violence by both police and private armed groups. This 
forced migration of parents and children, who are commonly not fluent in either 
Spanish or English and may not be literate in any language, poses significant chal-
lenges in settlement and education.

Parents also need to cope with the consequences of their displacement from home, 
the lack of a trusted social network, the lingering effects of trauma and loss on their 
own mental health, the lack of language fluency in their new home country, cultural 
continuity, poverty, poor employment opportunities, and a sense of despair about 
integrating into a new alien culture. All of these factors pose difficult obstacles to 
being the successful and effective parent for their children that they strive to be.

Children and youth often learn the language of the host country faster than their 
parents; for older adolescent siblings, this may also come with the expectation to 
carry out social roles that their parent otherwise would adopt. These increased 
responsibilities may shape the adolescent’s overall well-being and acculturation, 
both positively and negatively. For some youth, taking on these roles as interpreter 
or bridge to a new culture may provide them a position of respect and value in the 
family. However, it is critical for clinicians to know the appropriate limits to using 
children and adolescents as interpreters for medical issues of parents or reporting 
parental traumatic experiences.18 The use of trained interpreters who are respectful 
of confidentiality and culturally sensitive in assisting communication about more 
complex issues and in medical environments is essential to assure that children are 
not inadvertently further traumatized in the process of interviewing19 and that the 
translation is accurate.

18 https://www.cps.ca/en/documents/position/cross-cultural-communication
19 https://www.cps.ca/en/documents/position/cross-cultural-communication
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 Prolonged Separation of Children from Parents

Migrant and refugee youth are highly resilient, with great strength and commonly 
with continuing ties to their family. Some data suggests that compared to their host 
country peers, migrant youth are more likely to live with a parent in the household 
and with extended family [35]. However, there are many adolescents who have been 
separated from their parents for years during early childhood and into adolescence; 
perhaps the parent has come to the host country to find employment years before 
them so that effectively, the parent does not have the expected influence and author-
ity and the youth has not experienced the attachment that they would have otherwise.

Youth can experience a high level of anger at the absence of their parent, but this 
commonly wanes as they come to appreciate the demands and choices that the par-
ent faced. In these cases, it is useful to have parents tell stories of their memories of 
when they had been with their child at a younger age, using photographs if available 
to tell and reinforce stories and details, and describe their earlier life together. This 
is a common concern for parents who had been separated from children during the 
formative years, while the parent migrated to send funds back home. It is also a very 
vulnerable period for families during which parents may separate and when the 
youth may feel disconnected and not experience a meaningful positive relationship 
with any adult. When possible it is useful to engage a social worker or family thera-
pist experienced in working with immigrant families.

Commonly, newcomers from specific home countries or social groups may con-
gregate in specific communities in the host countries. In these circumstances, there 
may be community agencies which can help welcome the newcomers including 
children and adolescents, provide an orientation, and facilitate integration. Cultural 
institutions such as the congregations of churches and mosques that attract specific 
immigrant populations may provide positive supports for distressed groups. In addi-
tion, engagement of children and youth in cultural practices consistent with their 
families’ backgrounds can foster a sense of identity and belonging and be critical in 
building resiliency.20

 Promoting Resiliency

As described above, ACEs are very common among refugee children and adoles-
cents, and it is essential that clinicians, teachers, and others who interact with these 
survivors find ways for these experiences to shape characteristics of resilience and 
strength. Being resilient means being able to recover from adversity by adapting to 

20 https://www.nctsn.org/what-is-child-trauma/trauma-types/refugee-trauma/screening-and- 
assessment
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change; promoting resilience in young newcomers is a key component in promoting 
their mental health.21

It is important that healthcare practitioners working with families who may have 
experienced trauma respect and encourage protective practices for children and 
youth, in particular promoting attachment to loving parents, grandparents, and other 
adults, siblings, and extended family members. Consistent relationships and support 
from at least one parent are the single most important factor in building and sustain-
ing resiliency among displaced children and youth. Commonly, parents are best 
positioned to respond to the experiences that children have undergone. Continuation 
of family stories, including their own story of migration, family and cultural rituals, 
celebrations and holidays, continued preparation of meals from home, and exposure 
to culturally familiar music and literature can provide a sense of continuity for chil-
dren and adolescents. Young people can also share in the grief that the parents have 
for their loss of loved ones and loss of home and culture; these are authentic experi-
ences that families share and can build upon the connection and attachment that 
children experience. Parents commonly seek to protect their children by not dis-
cussing difficult issues, but this silence about core experiences can become a barrier 
to mutual understanding and appreciation. Resiliency can be promoted through nur-
turing close relationships (particularly family relationships), continuity with culture 
of origin, engagement in school, and successful development of skills in sports, arts, 
and other fields.

For unaccompanied migrant youth identification of extended family members, 
continued communication with family of origin when possible, and connection with 
local agencies working with migrant youth are stabilizing. It is essential that when-
ever possible, youth become promptly engaged in school, job training, and develop 
English fluency. Child protective services can commonly provide stabilization and 
housing for homeless migrant youth, in particular the younger adolescents.

LGBT youth can be connected to local agencies supportive of these youth; given 
the common level of distrust, it may be challenging initially to foster a trusting rela-
tionship. Parents, when possible, should be encouraged to accept their children for 
who they are; migrant parents face the same challenges of nonmigrants and com-
monly require time and multiple attempts to adjust to, and accept, their child’s 
emerging identity; others may have already come to accept their child, have an 
understanding of what their child is going through, and anticipate barriers they may 
encounter.

It is essential that providers who care for and interact with children and youth 
appreciate that they are truly a work in progress and their future is filled with oppor-
tunities and potential. It is essential that their accomplishments and successes be 
recognized and acknowledged and that the young person not be labeled or charac-
terized by mistakes or transient youthful behaviors. For clinicians, getting to know 

21 https://www.kidsnewtocanada.ca/mental-health/mental-health-promotion#risk-and- 
protective-factors
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children, adolescents, and families over time and playing a role in their growth and 
development are one of life’s most rewarding and memorable experiences.

Though every migrant youth needs to have their fundamental human rights 
respected, including the rights to safety and migration, it should also be recognized 
that immigrants have made and continue to make great contributions to host coun-
tries, including the United States and Canada. Though the road may never be easy, 
welcoming young people, supporting stability, providing education and healthcare, 
and ensuring that every person has a decent education, employment, and meaning-
ful opportunity are the most realistic path toward integration and assuring that every 
person is provided the opportunity to contribute their fullest.

 Host Community Considerations

Beyond the household, refugee and immigrant children and youth may face addi-
tional challenges in community programs, such as the educational system. Most 
migrant and refugee youth have experienced some kind of disruption in their formal 
schooling; some may never had the opportunity for formal schooling. Regardless, it 
is important that educators and child health practitioners support all immigrant and 
refugee youth in achieving the same educational outcomes as their peers, as studies 
show that their educational attainment is comparable when in a supportive, strengths- 
based environment [13]. From an educational perspective, school can be both a 
space of strength and difficulty for newcomer children in their host country.

The United Nations Convention on the Rights of the Child,22 adopted by all coun-
tries of the world except the United States (but including Canada), clearly states that 
all children, regardless of immigration status, have the right to an education in the 
country in which they live. It is important that all child health practitioners in host 
countries advocate and support migrant and refugee youth in accessing formal educa-
tion opportunities, such as helping with registration processes and identifying schools.

Risk factors for poor educational outcomes include poor parental understanding of 
educational systems and low teacher expectations. Furthermore, while trauma expe-
rienced prior to arrival in the host country can have negative influences on a youth’s 
mental health, it is perhaps even more important to recognize that trauma following 
migration can have an even more deleterious effect [13]. This includes being bullied 
or ostracized in the school, which may superficially appear to be relatively innocent 
but are still forms of racist and xenophobic discrimination; the negative effects are 
even worse for targeted migrant and refugee youth who identify as LGBT, especially 
if they are unaccompanied or unsupported by their family, school, or community 
agencies. School staff may need support in developing a welcoming and accepting 
environment for migrant youth and need to make efforts to reach out to all students 
and their parents.

22 UN Convention on the Rights of the Child. https://www.ohchr.org/en/professionalinterest/pages/
crc.aspx
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 Special Concerns for Young Women Migrants and Refugees

The role of women varies greatly among different cultures. In contemporary 
Canadian and US culture, most healthcare professionals recognize and deeply sup-
port equal rights for women and men, and opportunities for boys and girls, and 
recognize that this equality of rights is central to the improvement of the health and 
well-being of society. In some cultures of origin, mixed socializing of men and 
women is uncommon or restricted to specific circumstances. It is important for pro-
viders to ask about and respect stated cultural preferences in clinical practice, such 
as a preference for male or female clinicians, while avoiding stereotyping, recogniz-
ing that there is great variability within the same cultural milieu.

Yet a critical facet of gender equality is for women, including adolescents, to 
have control over their reproductive lives, including the choice of who to marry, not 
to marry at all, the right to divorce, confidential access to family planning, contra-
ception, safe and legal pregnancy termination, and access to prenatal care. Another 
facet is to be free from intimate partner violence and to be safe from threats of 
sexual assault or other forms of coercive sexual contact. Though generally accepted 
today, the integration of these principles into modern society is relatively recent and, 
in some sectors of the general population, still not universally accepted.

All adolescents, including irregular migrants and refugees, are entitled to safety 
and access to child protective services as needed in the case of sexual abuse, coer-
cion, or exploitation.

Immigrant girls and women may come from societies with more patriarchal val-
ues and may have internalized these values. In some circumstances, they may have 
been in such desperate straits and with such limited options that they engaged in 
providing sex for survival needs for themselves or for their children. Immigrant girls 
and women may have been sexually assaulted in their home country or in transit, not 
uncommonly by police or soldiers, and may have an enduring distrust of police and 
soldiers. These experiences may be so stigmatized and incur such profound shame 
that they are not disclosed even with promises of confidentiality.

In some communities, female genital mutilation (FGM) or clitorectomy (some-
times called “female circumcision”) is considered a religious or cultural practice. 
The World Health Organization recognizes FGM as a “violation of the human rights 
of girls and women. It reflects deep-rooted inequality between the sexes, and consti-
tutes an extreme form of discrimination against women. It is nearly always carried 
out on minors and is a violation of the rights of children. The practice also violates 
the person’s rights to health, security and physical integrity, the right to be free from 
torture and cruel, inhuman and/or degrading treatment…”23 In Canada and in the 
United States, this practice is legally banned, irrespective of historic cultural or 
religious practices. A recent court case (November 2018) in the United States has 
put in question the legality of banning this practice as an infringement of “freedom 
of religion” [36]; nonetheless, it remains a legally banned practice.

23 WHO, Jan 11, 2018. https://www.who.int/news-room/fact-sheets/detail/female-genital- 
mutilation
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 Surviving Gender-Based Violence

For centuries, young women have faced gender-based violence in the context of 
war, which continues in recent contexts, from Yazidi young women sold as sex 
slaves by Daesh to reports of the rape and torture of young Rohingya women fleeing 
ethnic cleansing in Myanmar to the mass kidnapping of school girls in Nigeria. It is 
essential to recognize the vulnerability of migrant and refugee youth to the experi-
ence of gender-based violence prior to migrating to the host country, or sometimes 
after arrival. The sequelae of these traumatic experiences last for years, if not for 
life, and therefore requires extending all facets of reproductive care in the host coun-
try, including facilitating access to affordable and safe emergency contraception; 
access to safe, legal, and confidential pregnancy termination; STI testing and pro-
phylaxis; and ongoing supportive, trauma-informed counseling.

For sexual minorities, including LGBT youth, the risk of gender-based violence, 
persecution, or discrimination is even greater. It is important to explore their social 
support systems, as many youth find the lack of community support to be even fur-
ther isolating. In addition, LGBT youth and adults may have experienced grave 
discrimination and persecution in their home country or during migration; in fact, 
this persecution may be the principal reason for migration. Contemporary scientific 
understanding of gender identity and sexual orientation appreciates that LGBT 
identities and orientation are within the spectrum of expected and normative human 
experiences and are found throughout the world. It is important that youth and 
adults identifying as LGBT hear these assurances from clinicians and that parents 
receive the support they need to come to an acceptance of their child’s orientation 
and identity. It is also important for the youth and their parents to know that their 
child, regardless of gender orientation or identity, needs their love and acceptance 
and is entitled to the full protection of the law.

 Importance of Inclusive Host Country Communities

The host country communities that are welcoming, inclusive, and supportive toward 
youth regardless of their culture or country of origin plays a critical role in support-
ing healthy child and adolescent development. Child health practitioners can ask 
about their patients’ experiences of isolation and inclusion at school and identify 
programs and support systems in their local communities to promote the develop-
ment of positive social circles; this is particularly important for unaccompanied 
adolescents. Helping newcomer youth retain positive traditions and customs of their 
home country or ethnic group while also developing ties to their new community is 
a protective factor in both educational success and preventing youth victimization 
by, or involvement in, violent behavior. As with other young people, youth who are 
disengaged from inclusive communities, out of school, without employment, and 
with a perception of poor future prospects may be vulnerable targets for inclusion in 
violent groups. Some studies have shown that a perceived lack of inclusion in their 
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host countries, particularly school communities, have led to anger and frustration 
toward dominant social groups and was a driver for youth seeking out others that 
have had similar experiences [37].

 Access to Healthcare of Migrants and Refugees  
in Host Countries

Perhaps of greatest relevance to healthcare practitioners is ensuring that migrant and 
refugee youth understand their rights and have access to appropriate healthcare and 
healthcare insurance. In Canada, asylum seekers receive healthcare coverage through 
the Interim Federal Health Program (IFHP), a separate insurance system from the 
universal, provincial health system that Canadian citizens and permanent residents 
enjoy. Although IFHP gives beneficiaries access to basic medical care and a wide 
array of supplementary and allied healthcare coverage, not all physicians are 
required to register or accept this insurance. Furthermore, physician knowledge of 
how to access services is weak, even in large tertiary centers. For health practitioners 
caring for migrant and refugee youth, it is important that they be aware of care cov-
erage and support youth to know how to access the health services they are entitled 
to. Furthermore, practitioners can advocate to ensure that these services remain pro-
tected. In 2012, the Canadian government removed health insurance coverage for 
asylum seekers from designated countries. However, the Supreme Court overturned 
this policy, led by a group of physicians who challenged the federal government in 
this practice that violated the Canadian Charter of Rights and Freedoms.

In the United States, immigrant and refugee access to healthcare is even more 
problematical. There are barriers not only related to actual access but to the fears 
that commonly exist, sometimes based on real threats, that for migrants accessing 
publicly funded healthcare can create a future barrier to establishing legal residency 
or successful application for citizenship. There are also regional differences within 
the United States regarding restrictions to access of healthcare by migrants with 
some states being more accessible and others with higher barriers. In urban centers 
there are commonly youth-focused clinics that are funded through nonprofit agen-
cies that can provide primary and secondary health services, in particular related to 
reproductive health for minors. Undocumented immigrants in the United States do 
not have access to Medicaid, the federally funded healthcare system, with the excep-
tion of emergency care. However, there are significant state-by-state differences and 
exceptions in eligibility requirements. For example, in California undocumented 
immigrants, both children and adults, are eligible for Medi-Cal (Medicaid in 
California) if they otherwise meet income eligibility requirements.24 There is also a 

24 California Department of Health Care Services; Medi-Cal Eligibility and Covered California – 
Frequently Asked Questions. https://www.dhcs.ca.gov/services/medi-cal/eligibility/pages/ medi-
calfaqs2014b.aspx
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commonly held concern that information, including medical and mental health his-
tories, may be accessible to immigration authorities and may be used to introduce 
unwarranted barriers to obtaining legal residency in the future, including for minors; 
this issue remains unresolved at this time.

 Societal Considerations Impacting the Health  
of Newcomer Youth

Canada and the United States are often referred to as “nations of immigrants,” coun-
tries colonized over several centuries by waves of immigrant settlers with the excep-
tion of Indigenous peoples and, in the United States, enslaved Africans and their 
descendants. Alarmingly, there are vocal sectors of the population and powerful 
political forces who politicize the issues and oppose immigration, falsely character-
izing immigrants as a threat to safety or even as “criminals” or “terrorists” creating 
barriers to the health and well-being of children and youth.

Embedded in the anti-immigrant rhetoric is the confluence of both racist and 
xenophobic discrimination, both distinct yet each damaging [38]. Definitions by the 
International Labour Organization help explain the difference [39]. Xenophobia is 
defined as “attitudes, prejudices and behaviour that reject, exclude and often vilify 
persons, based on the perceptions that they are outsiders or foreigners to the com-
munity, society or national identity” whereas racism “assigns a certain race and/or 
ethnic group to a position of power over others on the basis of physical and cultural 
attributes, as well as economic wealth, imposing hierarchical relations where the 
purportedly ‘superior’ race exercises domination and control over others” [39, 40]. 
For refugee and immigrant youth, it is often the combination of xenophobic and 
racist discrimination that excludes them from the community (xenophobia) while 
asserting power and privilege (racism).

Historically, in the United States during periods of economic stagnation, preju-
dice against immigrants has increased as they are perceived as taking jobs. In addi-
tion, there is a long and tragic history of racism targeting African-Americans, 
Latinos, Asians, and others, particularly of non-Western European descent. People 
who hold these biases may put significant obstacles in the path of social integration 
for immigrants. As with xenophobia, there are political forces at work that foster, 
perpetuate, and take advantage of these irrational social biases. It is important to 
remember that while a minority of the population espouses explicit racial or xeno-
phobic discrimination, which can be verbal, physical, or violent, others may hold 
implicit biases that are culturally reinforced but not openly expressed. It is equally 
important for all citizens, especially health practitioners, to be critical of policies 
that may endorse “pervasive, structural xenophobic discrimination”; for example, 
despite the appropriate qualifications and experience, many immigrants are denied 
the same job opportunities as their counterparts in their host country [38, 41].
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Due to explicit and structural xenophobia and racism, as well as other issues, 
immigrants commonly face a degree of discrimination in multiple areas, most sig-
nificantly in employment [41, 42]. This is greatly accentuated for immigrants with 
undocumented status. Lack of familiarity with or fear of social services, poor 
English fluency, and poor general education opportunities all play important roles in 
relegating many immigrants to employment where labor laws and minimum wage 
are not respected and other low-income employment, impairing their ability to 
emerge from poverty. Commonly, both parents must work to support the family, and 
at times, youth may also be financially supporting their family.

It is unsurprising then to learn that immigrant and refugee families are dispropor-
tionately affected by poverty. In a recent study in Toronto, heralded as one of the 
most multicultural cities in the world, one in two refugee children live in poverty.62 
While poverty decreased based on the length of time in Canada, the rate of poverty 
for immigrants remained at two to three times the rate of poverty for native-born 
Canadians, inferring an ugly truth that poverty exists along racial lines.25 In the 
United States in 2011, children with an immigrant father, or immigrant father and 
mother, had poverty rates of 19.9% versus poverty rates of 13.5% among nonim-
migrant families.26 With poverty, many families are forced to live in shelters and 
inadequate, insecure housing, often with overcrowding and in neighborhoods 
threatened with violence. Unstable housing commonly is associated with changes in 
schools for children and obstacles in maintaining a stable group of friends, peers, 
and supportive adults or enrolment in a consistent school.

 Contemporary Challenges for Refugee and Migrant Youth 
Entering the United States

 Apprehension of Children and Adolescents at the US Border

Every year, thousands of unaccompanied children and adolescents arrive in the 
United States to escape persecution in foreign countries. For the past several years, 
most children arriving at the Southwest border of the United States are from Central 
America’s Northern Triangle – El Salvador, Honduras, and Guatemala [43].

Fleeing crime, gang threats, violence, hunger, and ethnic persecution, these chil-
dren and youth, alone or with families, endure perilous journeys to the United 
States. Often crossing several borders, children and adolescents travel hundreds of 

25 https://www.socialplanningtoronto.org/unequal_city_the_hidden_divide_among_toronto_ 
s_children_and_youth
26 Center for Immigration Studies, Immigrants in the United States: A Profile of America’s Foreign 
Born Population. https://www.dhcs.ca.gov/services/medi-cal/eligibility/pages/medi-calfaqs2014b.
aspx
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miles by foot, by bus, by car, or atop dangerous freight trains. They endure weeks or 
months without sufficient food or medical care, without safe sleeping spaces, and a 
complete dependency on others for survival [44]. The absence of a parent or adult 
caregiver places unaccompanied children at higher risks of experiencing additional 
traumatic events, such as physical or sexual assault, during their trip to the 
United States.

Once they cross the border, many children are either apprehended or turn them-
selves in to the US Customs and Border Patrol (CBP) or other Department of 
Homeland Security (DHS) officers. Children and adolescents under age 18 who 
arrive without a parent or legal guardian are classified as “unaccompanied,” even if 
they arrive with an adult relative or caregiver.27 Once detained by a federal agency, 
unaccompanied children and adolescents must be transferred to the custody of the 
Office of Refugee Resettlement (ORR) within 72 hours.

ORR is the federal agency responsible for coordinating and providing the care 
and placement of unaccompanied children. Under the Flores Settlement 
Agreement, which has been in effect since 1993, ORR is required to detain chil-
dren in the “least restrictive setting” and release children “without unnecessary 
delay” to a sponsor.28 With limited exceptions, the Settlement requires ORR to 
place unaccompanied minors in nonsecure facilities that are licensed to care for 
dependent children.29 Once a child or adolescent is in ORR custody, ORR is 
required to make “prompt and continuous efforts” to identify and screen potential 
sponsors (usually a parent, legal guardian, or close relative) and to plan for the 
child’s release.30 However, children may be detained for months or even years 
while they wait to be released to an adult sponsor, even if a sponsor is ready and 
willing to take custody.

Under the Flores Settlement Agreement, the Flores case remains open with 
active federal oversight of the parties’ agreement. Under the Settlement, Flores 
class counsel have the ability to visit facilities and conduct interviews with detained 
children.31 As a result of active monitoring efforts over the past two decades, Flores 
counsel have repeatedly uncovered violations of the Settlement Agreement and 
brought motions to enforce the Settlement in federal court. For example, Flores 
counsel recently uncovered numerous examples of children being administered 
multiple psychotropic medications without informed consent or appropriate over-
sight, in direct contravention of state law. In 2018, a federal court ordered ORR to 
comply with state law when administering psychotropic medications to children 
detained at a residential treatment center in Texas [45].

27 See 6 U.S.C. § 279(g)(2) (2012).
28 See Flores Settlement Agreement (“Settlement”), Case No. CV 85-4544-RJK(Px) (C.D. Cal. 
Jan. 17, 1997), ¶¶ 11, 14.
29 Settlement ¶ 19.
30 Settlement ¶ 18.
31 Settlement ¶¶ 32–3.
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 Recent Family Separation Crisis Affecting Migrant Children 
and Youth Seeking Refuge in the United States

Children may become separated from their family at any stage during their migra-
tion – before they leave their home country, during the journey, at the border, or 
while detained in ORR custody. Recent governmental practices have called atten-
tion to family separation occurring at the Southwest border. Media reports in March 
2017 that the Department of Homeland Security (DHS) was considering a policy of 
separating immigrant mothers from their children upon arrival at the US border 
alarmed the nonpartisan Society for Adolescent Health and Medicine (SAHM)32 
and the American Academy of Pediatrics (AAP) [24], as well as experts in child 
welfare, Juvenile Justice, and child development33 who immediately spoke out 
against this proposed policy given the grave additional trauma on children that 
would be inflicted, augmenting the trauma already experienced.

In April 2018, DHS adopted a “zero-tolerance” policy, criminally prosecuting 
anyone who crossed the border illegally. Under that policy, federal authorities sepa-
rated children from parents or legal guardians when they were apprehended by fed-
eral authorities  – adults were prosecuted and held in the US Immigration and 
Customs Enforcement (ICE) custody, while the children were placed in ORR cus-
tody. New US governmental policies enabled indefinite separation of 
 non-English- speaking children from their mothers and fathers, including infants 
and toddlers, as well as adolescents, and who at times have been put up involuntarily 
for adoption. These practices are sure to accentuate the grave trauma that these 
young asylum seekers had already experienced [46].

In June 2018, a Federal District Court ordered that all separated children must be 
reunited within 30 days, children under 5 within 14 days, and all parents must be 
able to speak with their children within 10 days [47]. Within this lawsuit, the gov-
ernment identified a class of 2737 children that they believed had been separated 
under this policy [48].

In November 2018, the United States held 16,000 immigrant children and ado-
lescents who had been involuntarily separated from their parents, including 2700 
apprehended over the summer of 2018 and held indefinitely in temporary camps on 
the Mexican border with thousands of others scattered around the United States in 
group homes and foster care settings [49, 50]. In January 2019, a report from the 
Office of the Inspector General of the Department of Health and Human Services 
found that an unknown number of children, potentially “thousands,” were separated 
from parents and guardians at the Southwest border before June 2018 but hadn’t 
been included in official government tallies of separated families [51]. The report 

32 SAHM Statement on Forced Family Separation. https://www.adolescenthealth.org/Advocacy/
Advocacy-Activities/2018-Activity/SAHM-Statement-on-Forced-Family-Separation.aspx
33 Renewed Appeal from Experts in Child Welfare, Juvenile Justice and Child Development to Halt 
the Separation of Children from Parents at the Border, June 7, 2018. http://www.adolescenthealth.
org/SAHM_Main/media/Advocacy/2018/Opposition-to-Parent-Child-Separation.pdf
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found that the government faced “significant challenges in identifying separated 
children, including the lack of an existing, integrated data system to track separated 
families” [51]. In February 2019, the New York Times reported that more than 11,000 
toddlers, children, and teens were in federal custody as unaccompanied minors.

The tracking of child and youth migrants, separated from parents, and appre-
hended and detained were poorly recorded; thousands who had been taken from 
their parents even before the policy was announced were not disclosed [51, 52]. 
Government officials said there were no plans to attempt to reunite these children 
because “it would destabilize the permanency of their existing home environment, 
and could be traumatic to the children” [53].

In February 2019, it was found through documents released by the US Department 
of Health and Human Services Office of Refugee Resettlement that between October 
2014 and July 2018, there were 4556 complaints of sexual abuse of immigrant youth in 
government-funded shelters; the Department of Justice received 1303 additional seri-
ous complaints including 178 allegations of sexual abuse by adult staff [54]. As of 
March 2019, over 11,000 unaccompanied children and adolescents remained in ORR 
custody nationwide [55]. In June 2019, the US Administration declared that it would 
restrict or cancel education, legal aid, and playground recreation for all migrant children 
and youth housed in more than 100 government shelters across the United States [20].

Unfortunately, the record keeping of young immigrants and asylum seekers has 
been negligent, with a federal judge in San Diego stating that they were treated 
“worse than chattel” and “under the current system, migrant children are not 
accounted for with the same efficiency and accuracy as property.” This was illus-
trated by a report in January 2019 that thousands more children had been taken from 
their parents than previously reported and that record keeping had been so poor that 
the Department of Homeland Security’s computers could not track them [52].

Prolonged detention becomes especially damaging when youth turn 18  years 
old. Once youth turn 18, they cease to qualify as “minors” and lose eligibility for 
many pathways for immigration relief. Recently, practices have been enacted to 
remove young people in ankle chains on their 18th birthday from federal shelters 
and transport them to adult detention facilities.34

 Harms of Family Separation

In 2018 and 2019, the United States was met with worldwide condemnation for the 
separation of migrant children and youth from their families at the US–Mexico 
border and detained separately [49, 56]. The American Academy of Pediatrics 
(AAP) [57] and the Society for Adolescent Health and Medicine (SAHM),35 along 
with many other child and youth health advocacy groups, opposed those detention 

34 NPR; Migrant Youth Go From A Children’s Shelter to Adult Detention On Their 18th Birthday, 
February 22, 2019.
35 SAHM Statement on Forced Family Separation. https://www.adolescenthealth.org/Advocacy/
Advocacy-Activities/2018-Activity/SAHM-Statement-on-Forced-Family-Separation.aspx
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practices for children and youth due to the known negative effects of family separa-
tion and toxic stress. The detention and separation of children from their families 
cause profound and long-lasting mental and physical harm. A long-standing body of 
research has established that detaining children interferes with healthy develop-
ment, exposes youth to abuse, undermines educational attainment, makes mentally 
ill children worse, and puts children at greater risk of self-harm [58].

In Dr. Julie Linton’s testimony before the US House of Representatives 
Committee on Energy and Commerce Subcommittee on Oversight and Investigations, 
she noted that “[H]ighly stressful experiences, like family separation, can cause 
irreparable harm, disrupting a child’s brain architecture and affecting his or her 
short and long term health. This type of prolonged exposure to serious stress  – 
known as toxic stress – can carry lifelong consequences for children. A parent or a 
known caregiver’s role is to mitigate these dangers. When robbed of that buffer, 
children are susceptible to a variety of adverse health impacts including learning 
deficits and chronic conditions such as depression, post-traumatic stress disorder 
and even heart disease” [59]. A primary factor in recovering from such trauma is 
reunification with a parent or other trusted adult. Without the presence of trusted 
caregivers, children are often unable to cope with the psychological trauma and 
stress associated with separation and detention.

Recent governmental practices in the United States affecting children and youth 
seeking refuge with their parents may accentuate the trauma that children and youth 
experience. These children and youth, commonly with their parents, seek refuge 
from pervasive violence in Central America. They had already experienced high 
levels of trauma and loss, fleeing organized criminal gangs, civil conflict, or perse-
cution of indigenous peoples by military governments.

There is renewed threat of more aggressive introduction of similar, even more 
aggressive policies to separate children from parents, refuse them basic education 
and recreational opportunities, and to incarcerate parents who are seeking asylum 
[60]. Children and parents seeking safety continue to confront insurmountable bar-
riers to obtaining formal asylum, including gratuitous future barriers, to establishing 
legal residency if public benefits are utilized such as obtaining medical care through 
Medicaid-funded clinics or accessing food with food stamps. This tragic process 
remains unresolved and continues to unfold.

 A Framework Toward Supporting Healthy Resettlement

In 2016, the United Nations High Commission for Refugees held a series of consul-
tations with refugee youth around the world. In their report We Believe in Youth: 
Global Refugee Youth Consultations, ten challenges and seven core actions to sup-
port refugee youth were identified, many of which are described in this chapter [61]. 
Limited access to education, employment, and the ability to participate in decision- 
making; poor access to youth-centered healthcare, gender inequality and racist, 
xenophobic, and LGBT discrimination; and a lack of safety, security, and limited 
knowledge of rights and legal documentation were cited as core challenges facing 
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refugee youth globally [61]. The seven core actions that advocate and host commu-
nities can take to mitigate these challenges include the following [61]:

 1. Empowering youth through meaningful engagement
 2. Recognize and utilize youth capacities and skills
 3. Ensure refugee youth-focused protection
 4. Support the physical and emotional well-being of refugee youth
 5. Facilitate networking and information sharing among refugee youth
 6. Reinforce the abilities of refugee youth to be connecters and peace builders
 7. Generate data and evidence about refugee youth to promote accountability

We discuss some strategies to incorporate these actions into promoting health 
resettlement of refugee and migrant youth in the United States and Canada.

First, and most importantly, the strength and resilience of immigrant and refugee 
youth must be acknowledged. Schools can provide a critical stabilizing engagement 
for all youth, including unstably housed and many homeless youth. Many youth are 
pillars of support for their families, parents, and younger siblings, through their 
ability to adapt quickly to new surroundings while retaining a role as the cultural 
ambassadors for their families.

For the children of immigrants, accessing high-quality education is viewed as a 
principle opening for economic advancement. Many public schools in communities 
with high numbers of migrants have highly skilled and dedicated teachers who 
strive to help integrate the children and youth. It is essential that children and ado-
lescents, including unaccompanied youth, be integrated into the public schools as 
soon as possible to continue their education.

As described earlier, it is important that child health providers recognize the 
impact of implicit or structural racism, xenophobia, and discrimination on immi-
grant and refugee youth. For many youth, it is the intersection of both racism and 
xenophobia that compounds the resultant discrimination, stress, and civic exclusion. 
From subtle indicators like a lack of interpreters to explicit federal policies that ban 
children and youth on the basis of their residency status or citizenship, healthcare 
providers must recognize the toll that these forms of discrimination can take. 
Newcomer children and youth must be given the opportunity to openly discuss neg-
ative experiences and receive support from their parents, teachers, healthcare pro-
viders, and other supportive adults. Furthermore, healthcare providers and 
community advocates alike must examine our own individual and institutional 
implicit biases and take action to challenge and improve these.

Providing opportunities for youth to engage meaningfully with their community 
is highlighted as a critical core action to promote healthy resettlement for immigrant 
and refugee youth. Programs that engage youth as partners  – led by youth, for 
youth  – with the opportunity to contribute and utilize their skills meaningfully 
enable the development of confidence in their own identities while sharing their 
lived experiences with others.

One such example is the Nai Syrian Children’s Choir, led by CultureLink, a 
settlement organization that strives to promote equity healthy resettlement for new-
comers in Canada. The chorus was founded in 2016, where youth participate in a 
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weekly music program while their parents receive ESL classes, all without cost to 
youth or families. In this integrated model, both parents and children are able to 
participate in enriching opportunities simultaneously. Another example is the 
MusicBox Children’s Charity, another arts-based education program in several cit-
ies in Canada. Since 2004, over 5000 children have come through their programs, 
with some children now achieving certifications for they themselves to be teachers.

 The World Health Organization’s Call for Universal Health 
Insurance for All Refugees and Migrants

Finally, ensuring timely, equitable, and accessible healthcare is an essential factor in 
promoting healthy resettlement of newcomer children and youth. The World Health 
Organization (WHO) has called for universal health insurance coverage for all 

Spotlight on MusicBox Children’s Charity
MusicBox Children’s Charity was developed by two young first-generation 
Canadians. Since launching in 2002, MusicBox harnesses the energy of young 
adults to provide high-quality music education programming to vulnerable 
youth across Canada. Multiple locations exist in partnership with local com-
munity agencies, such as the Ray-Cam Co-operative Centre (Vancouver), 
Inasmuch House (Hamilton), the YWCA and affiliated housing developments 
(Toronto), and Boys & Girls Clubs (Edmonton), among many others, that act 
as local hubs for children and youth in their neighborhoods.

Using a community- and asset-based model of delivery, MusicBox shapes 
programming based on student and community interest, offering programs in 
community spaces free of charge. Popular programs include private instru-
ment lessons, such as guitar, piano, and drums; early childhood music educa-
tion; and world music appreciation. However, programs are developed based 
on youth interests, which have led to more creative offerings such as DJ 
classes, drop-in “jam sessions,” and drumming circles.

Evaluation of MusicBox programs has found that stakeholders perceive 
programming improved children’s intrapersonal development, literacy, and 
kinesthetic skills. Parents expressed that music classes promoted mother–
child attachment in shelter environments where children are facing adverse 
childhood experiences (ACEs).

One of the key strengths of MusicBox’s programming is the investment in 
longstanding community partnerships and the development of positive rela-
tionships between youth. MusicBox has also partnered with medical schools 
to provide opportunities for medical students to engage in community-based 
service learning, witnessing the impact of community programs on children 
and youth facing difficult social circumstances.
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 refugees and migrants globally. Universal Health Coverage, according to WHO, is 
aimed at “ensuring that all people can use the promotive, preventive, curative, reha-
bilitative and palliative health service they need, and that these are of sufficient 
quality to be effective, while also ensuring the use of these services does not expose 
the user to financial hardship. Universal health coverage provides an opportunity to 
promote a more coherent and integrated approach to health, beyond the treatment of 
specific diseases for all populations, including migrants, irrespective of their legal 
and migratory status.”36,37

 United Nations Conventions on the Rights of the Child

The United Nations Conventions on the Rights of the Child states in Article 4 that 
“States Parties recognize the right of the child to the enjoyment of the highest attain-
able standard of health and to facilities for the treatment of illness and rehabilitation 
of health. States Parties shall strive to ensure that no child is deprived of his or her 
right to access to such health care services.”

“States Parties shall pursue full implementation of this right and, in particular, 
shall take appropriate measures…to ensure the provision of necessary medical 
assistance and health care to all children with emphasis on the development of pri-
mary health care.”38

 A Practical Approach for Clinicians

Caring for migrant and refugee youth requires a comprehensive approach, begin-
ning before the first visit and extending into the community. The following approach 
helps guide clinicians from before their first visit to supporting community programs.

 Building a Healthcare Workplace and Environment Rooted 
in Trauma- Informed Care and Cultural Safety

To provide comprehensive care for migrant and refugee youth and their families, the 
entire medical team must be engaged in creating a workplace that is culturally 
safe.39 Frontline staff like administrative or clerical support should know how to 

36 https://www.who.int/migrants/about/mh-qhc/en/
37 WHO, Health of refugees and migrants. https://www.who.int/migrants/publications/PAHO-
report.pdf?ua=1
38 UN Conventions on the Rights of the Child. https://www.unicef.org/child-rights-convention/
convention-text
39 https://nam.edu/wp-content/uploads/2017/12/Perspectives-on-Health-Equity-and-Social-
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welcome families and address questions like residency and insurance coverage in a 
safe and nonthreatening way. Allied health staff, including nurses, dietitians, social 
workers, and psychologists, are essential to caring for adolescents, especially unsta-
bly housed and many homeless youth.

Suggested organizational practices include the following:

• Placing clear signage for registration in English, Spanish, and other languages 
that are common in the area

• Ensuring access to high-quality health interpreters
• Providing written resources in multiple languages
• Creating a safe, welcoming physical space in the waiting room and office
• Promoting a culture of reflective practice, team huddles, and debriefs

For individuals, building skills in cultural competence, safety, and trauma- 
informed practice can enhance the quality of care newcomer youth can receive. The 
LEARN (Listen, Explain, Acknowledge, Recommend, Negotiate) mnemonic, pro-
moted by the Canadian Paediatric Society, represents a useful approach for health-
care providers to adopt in clinical encounters with families from diverse cultural 
backgrounds [62].40 The goal is to develop respect and understanding between both 
the provider and patient and thus lead to improved patient care.

First, providers and patients listen to each other’s understanding and explanation 
of the condition. For example, behavioral problems at school may be seen as due to 
stress by the patient and their family, while the provider and school may see this as 
symptomatic of ADHD. Next, the provider explains their understanding of the con-
dition and acknowledge the differences in perspectives. Finally, the provider makes 
recommendations and negotiates a management plan collaboratively with the fam-
ily. In the example above, the patient and their parents may first wish to explore 
ways to cope with stress and engage family, community, and social support, before 
considering medication.

During the encounter, there may be episodes of silence, which may express 
different feelings in various cultures. Cross-cultural communication includes 
respecting silence and reading nonverbal cues throughout the encounter. 
Allowing the patient and their family to speak – or not – as they so choose can 
facilitate trust and understanding. For more information, please refer to the posi-
tion statement on promoting culturally relevant care by the Canadian Paediatric 
Society.41

Determinants-of-Health.pdf
40 https://www.cps.ca/en/documents/position/cross-cultural-communication
41 https://www.cps.ca/en/documents/position/cross-cultural-communication
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The LEARN Model for Cross-Cultural Communication to Build Mutual Understanding and 
Enhance Patient Care
Canadian Pediatric Society
https://www.cps.ca/en/documents/position/cross-cultural-communication

Listen: Assess each patient’s understanding of their health condition, its causes, and potential 
treatments. Elicit expectations for the encounter, and bring an attitude of curiosity and humility 
to promote trust and understanding.
Explain: Convey your own perceptions of the health condition, keeping in mind that patients 
may understand health or illness differently, based on culture or ethnic background.
Acknowledge: Be respectful when discussing the differences between their views and your own. 
Point out areas of agreement as well as difference, and try to determine whether disparate belief 
systems may lead to a therapeutic dilemma.
Recommend: Develop and propose a treatment plan to the patient and their family.
Negotiate: Reach an agreement on the treatment plan in partnership with the patient and family, 
incorporating culturally relevant approaches that fit with the patient’s perceptions of health and 
healing.

 Interviewing Youth and Promoting Positive Relationships

When interviewing young people, in particular for youth who are unaccompa-
nied, it is important to focus on strengths and positive experiences and not focus 
entirely on problems. Stabilizing housing, engaging in education, and promoting 
engagement in environments where positive relationships with caring adults can 
be fostered are key building blocks toward promoting positive development 
for youth.

It is important for practitioners to be familiar with local resources, including 
shelters, alternative schools, and healthcare, that are accessible and available to 
these vulnerable youth. It may be necessary to engage social workers or others more 
familiar with community resources to facilitate these connections. It is important to 
identify and validate individual strengths including athletic or artistic talents, close 
interpersonal relationships, and positive aspirations for the future. For LGBT youth 
who commonly experience social and internalized stigma, it is important to assure 
that they are provided an accepting environment that will support self-acceptance 
and family acceptance when possible.

It is important for clinicians to be sensitive to differences between their own 
cultural background and their patients’ cultural backgrounds; these differences can 
affect both verbal and nonverbal communication. The expectations and values of the 
practitioner can inadvertently communicate an “implicit bias” toward young people 
of other cultures or socioeconomic status. Ethnic and cultural groups are not homo-
geneous, and it is essential for clinicians not to overgeneralize, stereotype, or adopt 
other culturally biased assumptions. These are key components of providing cultur-
ally competent care.

If there are language barriers, it is important to use a professional medical inter-
preter; if not already available, it is important to find ways to make interpreters 
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available, such as by telephone or online. Do not use children as interpreters, beyond 
narrowly circumscribed topics such as giving directions to locations.42

It can be difficult, overwhelming, and undesirable to attempt to get all of the 
desired information in one visit. It is usually easier to use multiple visits to complete 
a full history; engage other clinical staff such as social workers, nurses, or mental 
health providers; and explore the social determinants in more depth. Having multi-
ple encounters allows the development of trust and rapport as well as identify and 
make available resources as their need becomes apparent. Regular follow-up visits 
help build relationships and trust with your patient and their family.

 First Visit to the Office

The first visit can be daunting for both the provider and the patient. A comprehen-
sive history and physical can be conducted over several visits, so cultivating trust 
and rapport with patients is essential.

It is important to note that some subjects covered in the interview are exceedingly 
sensitive areas for the youth and their family and potentially for the clinician as well. 
To respectfully explore these topics requires developing trust, taking time, and deeply 
respecting the boundaries and sensitivity of the young person and their families. The 
traditional structure of medical interviewing, using a “problem-based” approach, par-
ticularly regarding behavioral or social situations, can inadvertently derail a relation-
ship with youth and their parents, as such approaches may leave families feeling 
misunderstood, judged, or unheard, with questions about problems interpreted as 
criticism. Worse still, an insensitive approach may leave patients believing that infor-
mation disclosed may undermine their applications for immigration or protection.

Clinicians need to be prepared to be patient, to seek out and identify the young 
person’s authentic strengths and positive attributes. It is important for clinicians to 
self-reflect on their personal skills and clinic structure and, in some cases, consider 
if another provider or clinic may be a better fit for the patient. Clinicians must 
remain nonjudgmental and positive, even as patients and families may have differ-
ent values and opinions. In caring for newcomer children, an interdisciplinary and 
collaborative team of regular providers is ideal, particularly in clinical educational 
environments when rotating students, residents, or other trainees participate but are 
not available to develop a longer-term relationship. Please refer Chap. 3.

 Taking a History

Important features of a comprehensive history, which may take place over several 
encounters, include the following:

42 https://www.kidsnewtocanada.ca/mental-health/mental-health-promotion#risk-and-protective- 
factors
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• Detailed past medical history, including any previous hospitalizations, surgeries, 
transfusions, or other medications.

• A travel history, detailing all countries in transit prior to arrival.
• Assess risk for exposure to contaminated water, agricultural pesticides, or other 

toxins.
• Reviewing immunization records; if records cannot be produced, consider a 

catch-up schedule for many preventable diseases. Many children have also 
received the BCG vaccine, which is important to note for tuberculin skin testing.

• Screening examinations for vision, dental, and hearing – many countries in the 
world do not have universal screening programs, which can lead to late diagno-
ses. Most children have not had adequate dental care and will need referral. 
Young people may not have been screened for visual refractive errors and will 
need referral for free or very low-cost corrective lenses.

• The adolescent interview and history: Depending on the adolescent, it may be 
worthwhile to explore portions of this history with the parent or caregiver in the 
room or with the adolescent alone. The parent may need time alone with the 
clinician as well and may offer great insights, particularly about early childhood 
experiences, that the youth is unable to articulate. It is important that the parent 
and youth understand the adolescent’s right to confidentiality and the limits of 
confidentiality. This interview generally cannot be completed on the first visit as 
the young person may need time to develop trust and confidence. Given the sen-
sitivity of many of the areas covered, it is important to be highly sensitive to, and 
respectful of, the boundaries of the youth and appreciate that sustaining a trust-
ing relationship is more important that completion of all areas of the interview. It 
is important to keep in mind the differences in emotional development between 
early, middle, and late adolescence and frame inquiries accordingly. It is particu-
larly important for LGBT youth that there be strict observance of confidentiality 
and an appreciation of the stigma the youth may encounter if information is 
disclosed; ideally, parents will come to accept their child’s sexual orientation and 
identity, if they haven’t already. In addition, traumatic sexual experiences are not 
uncommon among refugee youth, in particular girls, and may be highly stigma-
tizing within the family or to the youth himself or herself. It is essential to have 
available appropriate counseling services. (Please see Interviewing Homeless 
Adolescents in the Context of Clinical Care: Creating Connections, Building on 
Strengths, Fostering Resilience, and Improving Outcomes in this book.)

• Gynecological history for young women.
• Mental health screening, with the appreciation that mental health issues are 

likely to carry a high level of stigma and are conceptualized in widely different 
ways among cultures, as are acceptable approaches to management. Traumatic 
experiences from place of origin and during migration, disrupted attachments to 
family and community, and loss of culture of origin all play significant roles in 
what may be perceived as manifestations of mental illness. It is important to 
exercise patience, as the experience of trauma, stress, and other mental health 
challenges take time to unfold. If these become apparent, it is important to iden-
tify and involve additional community and mental health resources that are 
appropriate for the patient and their family.
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 Physical Examination

A full physical examination should also be conducted, including anthropometrics 
and a full set of vital signs. When considering diagnostic testing, specific attention 
should be paid to

• Features of chronic disease (i.e., diabetes, hypothyroidism)
• Infectious and communicable disease screening as indicated
• Inherited conditions (i.e., hemoglobinopathies)
• Oral health
• Nutritional markers, including vitamin and micronutrient status
• Screening for vision and hearing
• Sexually transmitted infection screening

There are several resources that can guide the history, physical examination, and 
recommended diagnostic and laboratory testing by country of origin. A useful 
resource is the Centers for Disease Control, which identifies the prevalence of com-
municable diseases by country of origin.43 Another resource is the Caring for Kids 
New to Canada website produced by the Canadian Paediatric Society;44 templates 
for history and physical examinations are provided.

 Screening for and Addressing the Social Determinants of Health

In addition to a comprehensive history and physical exam, special attention should 
be paid to addressing the social determinants of health, especially housing and food 
insecurity. For unstably housed youth and families, this need must be addressed 
with urgency. In addition, it is essential that children and youth be engaged in school 
as promptly as possible. Allied health providers, including social workers and psy-
chologists, are integral to providing comprehensive support to newcomer youth and 
their families. Some important elements for newcomer youth include

 (a) Immigration status and healthcare access: In Canada, it is important for health-
care providers to know the patient’s immigration status, to determine what type 
of health insurance and benefits they may be eligible for. However, this does not 
need to be documented in the medical record. For example, refugee claimants 
are eligible for the Interim Federal Health Program (IFHP), while government- 
sponsored refugees are covered under provincial health insurance plans. 
Families without status, including those on a visitor’s visa, often have no access 
to health insurance which limits their ability to access basic medical and allied 
healthcare. Providers can learn about IFHP and how to access covered services 
through online resources.45

43 National Notifiable Diseases Surveillance System (NNDSS). https://wwwn.cdc.gov/nndss/con-
ditions/notifiable/2018/infectious-diseases/
44 Caring for Kids New to Canada, Canadian Pediatric Society. https://www.kidsnewtocanada.ca/
45 https://docs.medaviebc.ca/providers/guides_info/IFHP-Information-Handbook-for-Health-care-
Professionals-April-1-2016.pdf
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For families without documented status, this can be a particularly sensitive 
topic. Often, adolescents may not know their undocumented immigration sta-
tus. With parents alone, healthcare providers can cautiously explore the length 
of time the child has been in the country and how they arrived. Parents may be 
extremely distrustful of the healthcare system, and providers should weigh 
these consequences carefully against the actual benefit of asking these ques-
tions, as the actual confidentiality of medical charts remains to be assured.

In the United States, it is useful to have resources for legal services to sup-
port youth with questions about immigration status. It is not necessary to docu-
ment any concerning information regarding immigration status in the medical 
chart, given doubts about sustained confidentiality of electronic medical 
records. Though there has been an erosion of federal support in the United 
States for international migrants, including children and adolescents, it is 
important to know the resources available and accessible for migrant youth in 
one’s own community, including schools, healthcare, family planning, nutri-
tional support and food stamps, and shelters and housing. It is important to have 
staff who are knowledgeable regarding patient eligibility for healthcare as this 
varies state by state and is an ongoing area of negotiation and renegotiation. For 
example, migrant patients who meet income eligibility requirements are not 
eligible for federally funded Medicaid in most states; however, in California, 
home to many migrants, Medi-Cal (California Medicaid) is available to all who 
meet income eligibility requirements including documented and undocumented 
migrants.

 (b) Housing: Housing is a core need for all children, youth, and families. Without 
stable housing, it is effectively impossible to address other social determinants 
of health. This is most acutely true for unaccompanied migrant adolescents. It 
is essential that agencies interacting with unaccompanied migrant youth be 
knowledgeable about accessible shelters and other resources. Commonly, local 
child protective services are very helpful in addressing this need for youth. In 
addition, there are nonprofit agencies with highly experienced staff that operate 
shelters and other resources in urban communities to which these youth can be 
referred; they may be able to send staff to healthcare centers to meet the indi-
vidual youth and bring them to shelters. Many newcomer families live in inse-
cure, crowded, and unsafe housing or with other families and friends. It is 
important to identify youth and families living in unsafe housing conditions and 
advocate for improvement.

 (c) Schools: In Canada, education is under the mandate of the provinces and terri-
tories. As an example, in Ontario, Canada’s most populous province, all youth 
under the age of 18 have the legal right to attend school, regardless of their 
immigration status. However, there may be variability between provinces and 
local school boards. Many families new to Canada struggle with the school 
registration process and school success. Healthcare providers can support youth 
and children with the school registration process, by helping to identify local 
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schools and inform themselves and their patients about their right to education. 
Additionally, they can build relationships with local schools and advocate for 
educational resources and support to encourage a level playing field. In the 
United States, the Supreme Court ruled in 1982 that undocumented children 
and young adults have the same right to attend public primary and secondary 
schools as do US citizens and permanent residents. Public schools may not 
deny admission to a student on the basis of undocumented status, treat a student 
differently to determine residency, require a student or parent to disclose or 
document their immigration status, or require social security numbers from stu-
dents or parents.46 Many states, such as California, support enrolment of all 
children, regardless of immigration status, in public schools, and through the 
schools many other services are available to children and to their families.

 (d) Poverty: As many newcomer families are at risk of living in poverty, healthcare 
providers can play a role in screening for and supporting families with accessing 
financial resources. Providers can support families with completing their taxes 
and other financial forms for which they are eligible. The Poverty Screening 
Tool,47 developed by Canadian physicians, is a brief but useful tool to help physi-
cians with screening and addressing poverty in the office. It is important to have 
available links to social workers to support negotiation of accessing services.

 (e) Food insecurity: The Hunger Vital Sign [63] is a validated two-question screen 
to identify children and youth of food insecurity. Screening for food insecurity 
is therefore an essential component of caring for newcomer children and 
 providing resources to access food in the community, such as food voucher 
programs, community food banks, and kitchens.

 (f) Adverse childhood experiences (ACEs): A number of short, validated screening 
tools for ACEs48 exist, such as the Center for Youth Wellness ACE Questionnaire 
or the IHELLP screening tool. It is important to consider language and length 
of the tool when implementing in your practice but, most importantly, also to 
consider how to address issues that arise. For example, while screening for 
trauma it is important, it is even more critical that when identified, patients are 
able to access the age and culturally appropriate therapy and other resources 
that they need. It is critical to keep in mind that youth are resilient, they are not 
defined by their traumatic experiences, and that their strengths also need to be 
identified, acknowledged, and emphasized.

46 Immigrant and Refugee Children: A guide for educators and school support staff. National 
Immigration Law Center. https://www.nilc.org/wp-content/uploads/2016/06/ICE-Raids-
Educators-Guide-2016-06.pdf
47 Poverty Screening Tool. https://cep.health/clinical-products/poverty-a-clinical-tool-for-primary- 
care-providers/?&region=6
48 https://screeningtime.org/star-center/#/screening-tools#top
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 Supporting Immigration Applications

Some families may approach their healthcare team to support their immigration 
applications. Providers may be asked to write a letter outlining the benefits of stay-
ing in Canada or the United States to the child or youth.

It is up to the individual discretion of the provider to choose to provide letters of 
support. Letters can be brief, summarizing the provider’s relationship to the patient, 
their diagnoses, and the services and/or therapies they have been able to access in 
their host country. Based on the evidence available, the provider can briefly describe 
the potential detriment to the child if they – or their parents – were to return to their 
home country. Providers can share a draft of the letter with families to ensure that 
information is being conveyed respectfully and truthfully.

However, families may be reluctant to discuss immigration at all, for fear of 
being reported. The family’s desires must be respected. Providers can help provide 
education to patients about their rights and connect them with legal aid support.

 Community Advocacy

Perhaps most important is the role that providers play in community and broader 
advocacy. It is without question that refugee and immigrant youth continue to expe-
rience marginalization, as outlined earlier in this chapter. The voice of healthcare 
providers, including physicians, nurses, social workers, and others, is exceptionally 
powerful in paving the way forward for policies that improve the individual and 
community health of newcomer youth and their family. Advocacy can take place at 
the level of an institution, your community, or on city, county, provincial, state or 
federal platforms. It may look like training all providers to be skilled in trauma- 
informed care and cultural competence or advocating for better interpreter services 
at the respective institutions. Advocacy can include writing op-eds, speaking with 
elected officials, and standing up in the face of grave injustice. The American 
Academy of Pediatrics, the Canadian Paediatric Society, and the Society for 
Adolescent Health and Medicine are three professional medical organizations that 
have lent their voices to stand up for the rights of immigrant children and youth.

 Conclusion

With growing migration worldwide, healthcare providers in the United States and 
Canada are increasingly likely to care for greater numbers of immigrant and refugee 
youth. While these youth may have faced a number of healthcare conditions, includ-
ing infectious diseases, nutritional and mental health challenges, physical injuries, 
and more, they are incredibly resilient and often are anchors for their families in a 
new country; in fact, it is the hope of a better future that motivates many families to 
immigrate. Special considerations should be made to challenges affecting young 
immigrant and refugee women, unaccompanied minors, homeless, and LGBT and 

S. Suleman and C. Warf



113

other sexual minority youth. Many newcomer youth face significant barriers through 
key social determinants of health, including food, housing insecurity, poverty, and 
discrimination.

For unaccompanied migrant youth in particular, it is essential that the highest 
priority be given to prompt housing stabilization, engagement in education, and 
provision of appropriate supportive services. Providers can play an important role in 
connecting youth to educational opportunities and community programs. Programs 
that are embedded in the community and led by youth for youth are often successful 
models to promote inclusion and acceptance. Successful care for migrant and refu-
gee youth is built on the foundation of developing trusting, nonjudgmental relation-
ships, built over time and integrated into community programs. Healthcare providers 
have the ability to be strong advocates for migrant and refugee youth, from the 
institutional to policy level.

In working with migrant youth who have experienced great trauma, loss, and 
challenges to obtaining the stability they so need, it is essential for clinicians and all 
healthcare providers to keep in mind their great resilience and that their future is not 
predetermined by the obstacles they have encountered. The same courage, inven-
tiveness, and persistence that they have demonstrated through their personal migra-
tion process are also the seeds of their potential.

 Appendix: Resources for the Care of Migrant and Refugee 
Children, Youth, and Families

The National Child Traumatic Stress Network, funded through the Center for 
Mental Health Services (CMHS), the Substance Abuse and Mental Health Services 
Administration (SAMHSA) and the US Department of Mental Health Services has 
produced best practices in Screening and Assessment specific to Refugee youth49 
and Families.50

The Canadian Paediatric Society has produced a free, web-based guide “Caring 
for Kids New to Canada: A Guide for Health Professionals Working with Immigrant 
and Refugee Children and Youth” (www.kidsnewtocanada.ca).51

Similarly, the American Academy of Pediatrics has produced an excellent 
resource “Immigrant Child Health Toolkit”, also available online. https://www.aap.
org/en-us/advocacy-and-policy/aap-health-initiatives/Immigrant-Child-Health-
Toolkit/Pages/Immigrant-Child-Health-Toolkit.aspx.52

49 https://www.nctsn.org/what-is-child-trauma/trauma-types/refugee-trauma/screening-and-
assessment and https://www.nctsn.org/resources/refugee-services-core-stressor-assessment-tool
50 https://www.nctsn.org/resources/measures-are-appropriate-refugee-children-and-families
51 https://www.kidsnewtocanada.ca/mental-health/mental-health-promotion#risk-and-protective- 
factors
52 Immigrant Child Health Toolkit. https://www.aap.org/en-us/advocacy-and-policy/aap-health-
initiatives/Immigrant-Child-Health-Toolkit/Pages/Immigrant-Child-Health-Toolkit.aspx
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Chapter 7
Social Pediatrics: A Model to Confront 
Family Poverty, Adversity, and Housing 
Instability and Foster Healthy Child 
and Adolescent Development 
and Resilience

Christine Loock, Eva Moore, Dzung Vo, Ronald George Friesen, 
Curren Warf, and Judith Lynam

 Introduction

The International Society of Social Pediatrics and Child Health (ISSOP) [1] defines 
social pediatrics as “a global, holistic and multidisciplinary approach to child health; 
it considers the health of the child within the context of their society…, integrating 
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the physical, mental, and social dimensions of child health and development, as well 
as (health) care, prevention and promotion…” [2].

Social pediatrics initiatives target high-need populations to facilitate proportion-
ate distribution of health resources and provision of services to meet the needs of 
children and youth living in poverty who are often at higher risk for developmental 
delay or poor physical or mental health, often miss out on routine screening, or do 
not benefit from diagnostic assessment, treatment, and/or early intervention [3–5]. 
Simply said, social pediatrics is most often about the children and youth “who we 
aren’t seeing” in our traditional health-care settings [6].

Social pediatrics considers the needs of the whole child [7, 8]. Social pediatrics 
is an equity-oriented practice and philosophy that seeks to take action on the social 
determinants such as income, housing, education, social capital, and social environ-
ment, as critical mediators of child and youth health. It has been described as a 
primary health-care services “linked in and linked across” with both specialist 
health-care services and community services, providing a spectrum of services 
beyond the traditional health-care system [3]. In addressing the needs of vulnerable 
and low-income children, youth, and families, integrating extended families and 
community resources in support of youth, and confronting social determinants of 
health, social pediatrics offers a model to intervene early and prevent young people 
from becoming homeless and when they do become early stabilize them early and 
prevent acculturation to homelessness.

Following is a description of the origins of social pediatrics, a description of 
social determinants of health for homeless youth, the Vancouver RICHER Social 
Pediatrics Program, and associated Medical-Legal Community Partnership.

 History of Development of Social Pediatrics

Social pediatrics in Canada, growing out of the innovative and foundational work 
over a 30-year period of Canadian pediatrician Dr. Gilles Julien and others, is an 
interdisciplinary approach to addressing inequities and social determinants of 
health, working with families, schools, communities, and youth to assure engage-
ment in positive activities and promote supportive relationships [9]. The field of 
social pediatrics drew on longitudinal population-based data gathered in Britain [10] 
which linked poverty to poor health profiles over the life course. Studies in other 
countries have documented similar associations [11]. These studies and others have 
demonstrated that social conditions and health are inextricably linked, and negative 
consequences can accrue to children when attention is not paid to ensuring that the 
resources to foster children’s development, including the provision of support of 
families, are in place. Social pediatrics is a model of practice that offers a means for 
holding these interests in the foreground as services are designed and delivered [6].
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 Social Pediatrics and the Social Determinants of Health

The World Health Organization (WHO) defines social determinants of health as 
“the conditions in which people are born, grow, work, live and age, and the wider 
set of forces and systems shaping the conditions of daily life. These forces and sys-
tems include economic policies and systems, development agendas, social norms, 
social policies and political systems” [12] The American Academy of Pediatrics 
(AAP) in its 2019 Policy Statement entitled “The Impact of Racism on Child and 
Adolescent Health” states that “racism is a social determinant of health that has a 
profound impact on the health status of children, adolescents, emerging adults, and 
their families” [13]. These health inequities are not the result of individual behavior 
choices or genetic predisposition but are caused by economic, political, and social 
conditions, including racism [14].

Children and youth grow and develop in the context of families and communities 
so that their social determinants of health mirror those of the adults and other chil-
dren with whom they live:

Child development is not just a reflection of private parenting patterns, or the resources that 
individual families have to invest in their children. It also reflects the broader social dynam-
ics and institutions through which the entire citizenry organises itself economically, cultur-
ally, socially and so on…community conditions…create an environment for social care that 
moderates opportunities available to children as they mature [15]

 Neglect, Rejection, and Maltreatment and Adolescent 
Homelessness

There are many paths to homelessness for youth, but commonly homelessness is the 
reflection of family poverty, adversity, and social inequities that have shaped their 
lives since childhood and in fact have shaped the lives of their families. These social 
inequities are commonly intergenerational, including the legacy of forced migra-
tion, coerced residential school placement, war trauma, slavery, genocide, incar-
ceration, or other factors, and in some families may be reflected in parental capacity 
to provide a healthy environment for children. The experience of neglect, rejection, 
maltreatment, and abuse is tragically not uncommon in the lives of adolescents who 
runaway and end up homeless.

Parental mental illness or substance abuse may impair their ability to provide a 
supportive environment. Parents who themselves did not have the opportunity to 
learn positive parenting skills from their own parents may have limited ability to 
parent themselves. Rejection at home is commonly driven by family, parent, or step-
parent negative response to the youth’s expression of non-heteronormative sexual 
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orientation or gender identity. The maltreatment that children and youth experience 
may bring them to the attention of child protective services where they may or may 
not find a safe and secure placement.

However, not all homelessness among adolescents is related to abuse, rejection, 
and maltreatment, and many young people who are homeless retain positive rela-
tionships with parents, remain in contact with them, and have a meaningful poten-
tial for reunification. Escalating rental costs, parental unemployment, poverty, 
homelessness, incarceration, or other factors may underlie the lack of capacity of 
parents to provide housing stability. Each situation needs to be evaluated individu-
ally, and those who work with homeless youth should be cautioned against making 
premature, unsubstantiated, and generalized assumptions about the sensitive subject 
of parental and other family relationships.

 Homelessness of Adolescents in Rural Areas

Much of the research conceptualizes youth homelessness as an urban problem. 
“This exclusion has significant implications in that it marginalizes the rural home-
less and hinders the development of social policy to address the issues that this 
population faces” [16].

Homelessness also looks different for youth in urban centers compared with 
those living in rural areas, and estimates for youth who experience rural homeless-
ness reflect its invisible nature. Although it is commonly believed that youth have 
the option to migrate to urban centers for services [16], studies have shown that this 
is not ideal. In doing so, youth have to leave behind their network of informal social 
support and their sense of community.

 Poverty, Youth, and Health Outcomes

The pervasive effects of poverty on health also have negative effects on health care:

…poverty has long been associated with health disparities among young people. Adolescents 
who are poor report worse health outcomes, including higher rates of sexually transmitted 
infections and pregnancy, than higher socioeconomic status adolescents. They also have 
rates of depression and suicide and are more likely to be sexually abused or victims of 
homicide. Obesity is also higher among low socioeconomic status adolescents than those 
who are better off economically [17, p. 126]

…poor families are most likely to experience the consequences of bleak economic times… 
poor families must deal with others’ (often negative) assumptions about them and these 
assumptions create barriers to access… [18]

The profound impact of social context on disease continues during this era of 
advanced medical science:
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We cannot look at the status of a population’s health without examining social context. 
Consider the risk of exposure, host susceptibility, course of disease and disease outcome; 
each is shaped by the social matrix, whether the disease is labeled “infectious,” “genetic,” 
“metabolic,” “malignant” or “degenerative.” The distribution of health and disease in 
human populations reflects where people live; when in history they live; the air they breathe 
and the water they drink…the status they occupy in the social order [19]

 Disproportionate Impact of Inequities on Ethnic Minorities

The National Academy of Medicine’s 2017 report on “Perspectives on Health 
Equity and Social Determinants of Health” states:

“…subtle forms of inequity and discrimination are sometimes so deeply embedded in and 
accepted as societal practices that they may be difficult to uncover yet render many children 
and families hopeless. The interplay between and among relevant systems and the statuses 
accompanying power attributed to different ethnic, racial, cultural and socioeconomic 
groups affect both individuals and their social networks (e.g., family, neighborhood, and 
community). They are tied directly to and within institutional and structural hierarchies” 
[17, p. 16]. It goes on to state that “…systems produce very different lived experiences for 
entire categories of people who are embedded within complex webs and social networks at 
different levels (e.g., family, neighborhood, and community as well as institutional and 
structural). These lived experiences can either enhance or challenge the developmental 
pathways of children through adulthood and the ability of parents and families to ensure a 
positive trajectory for their children. They affect both the individual child and the networks 
and communities in which children live and grow and that define their access to resources” 
[17, p. 15]

Societal inequities are highly accentuated in the USA among adolescents who are 
African American, Indigenous or Native American, Latino, and migrants [17, 
p. 126] and in Canada among youth who are of Indigenous (First Nations, Metis, or 
Inuit) background, refugees, and new immigrants. Compared to white fifth graders, 
African American and Latino fifth graders have higher rates of exposure to violence, 
peer victimization, substance use, and terrorism worries; lower rates of seat-belt 
use, bike helmet use, and vigorous exercise; and lower self-rated health status and 
psychological and physical quality of life. The proportion of the US adolescent 
population is becoming increasingly diverse ethnically, with more Latino and Asian 
American youth and addressing racial and ethnic disparities will become increas-
ingly more pressing in the next decade if progress is to be made towards health 
equity [17, p. 127]:

“Racism is a core social determinant of health that is a driver of health inequities” [13, 20]. 
“Racism is a system of structuring opportunity and assigning value based on the social 
interpretation of how one looks (which is what we call ‘race’) that unfairly disadvantages 
some individuals and communities, unfairly advantages other individuals and communities, 
and saps the strength of the whole society through the waste of human resources” [21]

Children experience the outputs of structural racism through place (where they live), educa-
tion (where they learn), economic means (what they have), and legal means (how their 
rights are executed). Research has identified the role of implicit and explicit personally 
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mediated racism (racism characterized by assumptions about the abilities, motives, or 
intents of others on the basis of race) as a factor affecting healthcare delivery and general 
health outcomes. The impacts of structural and personally mediated racism may result in 
internalized racism (internalizing racial stereotypes about one’s racial group). A positive 
racial identity mediates experiences of discrimination and generates optimal youth develop-
ment outcomes. The importance of a prosocial identity is critical during adolescence, when 
young people must navigate the impacts of social status and awareness of personally medi-
ated discrimination based on race [13]

Rather than focusing on preventing the social conditions that have led to racial disparities, 
science and society continue to focus on the disparate outcomes that have resulted from 
them, often reinforcing the posited biological underpinnings of flawed racial categories 
[22]. Although race used in these ways has been institutionalized, linked to health status and 
impeded our ability to improve health and eliminate health disparities [23], it remains a 
powerful measure that must be better measured, carefully used, and potentially replaced to 
mark progress in pediatric health disparities research [13]

 Disproportionate Representation of LGBT Youth Among 
Homeless Youth

Lesbian, gay, bisexual, non-binary, gender fluid and transgender (LGBT) youth are particu-
larly vulnerable to a range of health disparities and make up a disproportionate share of 
homeless youth, recently assessed to be between 20% and 40% [24]. LGBT adolescents 
and young adults have significantly worse health outcomes than heterosexual youth, includ-
ing higher rates of mental health problems, chronic stress and depression, as well as suicide. 
These outcomes are significantly related to discrimination, harassment, and other forms of 
victimization, which takes place in families, schools and communities [17, p. 127]

Further complicating the access of LGBT youth to health care is the implicit hetero-
normative assumption present in many health-care environments, that is, despite 
good intentions, the underlying cultural assumptions may contribute to creation of 
an environment and experience for LGBT youth where they are unrecognized or 
experience stigma or neglect [17, p. 16].

To have a meaningful impact on homelessness among youth, it is essential that 
all agencies create a welcoming and nonjudgmental environment for all youth, 
inclusive of LGBT youth and migrants. It is essential that youth of all ethnicities be 
welcomed and supported in every health-care environment they encounter, from the 
physical environment to the language and behavior of staff.

 Disproportionate Representation of Youth with Disabilities 
Among the Homeless

Poverty and disability are inextricably linked. Estimates of the number of persons 
living with a physical disability or mental illness run as high as 45% of the homeless 
population [25]. Children and youth with disabilities are twice as likely to be living 

C. Loock et al.



123

in families receiving social assistance.1 The causes of poverty related to disability 
are multifactorial and include both social and material poverty. Not only do the care 
needs have a direct impact on family income and employment, but there is a higher 
risk for social isolation and lack of inclusion for persons with physical and develop-
mental disabilities. Children and youth with disabilities are at increased risk for 
bullying, abuse, and neglect. Youth with disabilities living in poverty are also at risk 
of being neglected by systems of care resulting in lack of inclusion and planning for 
their activities and participation in the community.

Conditions such as fetal alcohol spectrum disorder (FASD) and other neurode-
velopmental disabilities are frequently recognized among the adolescent and adult 
homeless population [25]. Prenatal alcohol exposure and FASD are associated with 
a higher prevalence of intergenerational trauma and history of multiple adverse 
childhood experiences (ACES) [26].

 Intergenerational Trauma

Communities that have had historical or contemporary trauma associated with colo-
nization, racism, and social exclusion may also have increased prevalence of home-
lessness. Increased prevalence of homelessness is related to multigenerational 
discrimination and social exclusion and the historic disproportionate placement of 
children in foster care, residential schools, or juvenile justice removed from parents 
with interruption of early modeling and learning of parenting skills.

The American Academy of Pediatrics in the 2019 Policy Statement “The Impact 
of Racism on Child and Adolescent Health” states that:

…it is important to examine the historical underpinnings of race as a tool for subjugation. 
American racism was transported through European colonization. It began with the subju-
gation, displacement, and genocide of American Indian populations and was subsequently 
bolstered by the importation of African slaves to frame the economy of the United States. 
Although institutions such as slavery were abolished more than a century ago, discrimina-
tory policies, such as Jim Crow laws, were developed to legalize subjugation…Native 
Hawaiian, and Pacific Islander, Alaskan native, Asian American, and Latino American 
populations have experienced oppression and similar exclusions from society…remnants of 
these policies remain in place today and continue to oppress the advancement of people 
from historically aggrieved groups…Through these underpinnings, racism became a 
socially transmitted disease passed down through generations, leading to the inequities 
observed in our population today [13]

Poverty, increased rates of unemployment, and systemic barriers to access stable 
housing and other services contribute to family and parental instability and home-
lessness. Additional factors contributing to parental homelessness are lack of access 
to health care and social services and lack of prevention and early intervention 

1 Canada Without Poverty > Poverty > Just the Facts, http://www.cwp-csp.ca/.
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 services of substance abuse including treatment for addiction, alcoholism, and men-
tal health, most notably for pregnant and parenting women and their partners [27].

 Systems Change and Children’s Social Determinants of Health

It is essential that health-care providers be cognizant of the profound impact of 
social determinants of health and intergenerational trauma on society, on the health 
and well-being of families, and on the development of children and youth and their 
inequitable opportunities for education and employment and ultimately their ineq-
uitable vulnerability to poverty, poor education, housing instability, and lack of 
opportunity. In the context of US society, it is essential to keep in mind that social 
determinants of health, intergenerational trauma, discrepancies in child and family 
poverty rates, vulnerability to long-term incarceration, and many other factors pro-
foundly shaping the lives of children and youth in society are reflections of historic 
and pervasive racism [13].

Notwithstanding these challenging factors, which can seem overwhelming to 
practitioners working with impoverished communities, there have been a number of 
social policies enacted regionally and nationally that have led to meaningful 
improvement of the lives of children and youth in the USA and Canada. These 
social policies include the Food Stamp Program, the War on Poverty, efforts to 
improve education, housing opportunities, child health insurance in the USA and 
universal publicly funded health insurance in Canada, and environmental policies to 
decrease lead exposure and improve water purification. These positive efforts have 
led to decreased exposure to neurotoxins, improved health outcomes for injuries, 
asthma, and cardiovascular disease, and mental health problems as well as improved 
access to medical and dental care for African American, Hispanic children, immi-
grant, and low- income children. Policy initiatives have been far too modest and 
limited and have not addressed many critical social determinants, in particular 
unemployment, incarceration rates for adults and children in the US (particularly 
African American adults and youth), or income and extreme wealth inequality, but 
they do demonstrate that it is not beyond the capability of contemporary society to 
begin to address health issues within the lifetime of children who are alive today [13]:

…the non-profit sector most frequently operates using an approach that we call “isolated 
impact.” It is an approach oriented toward finding and funding a solution embodied within 
a single organization, combined with the hope that the most effective organizations will 
grow or replicate to extend their impact more widely…. Despite the dominance of this 
approach, there is scant evidence that isolated initiatives are the best way to solve many 
social problems in today’s complex and interdependent world. No single organization is 
responsible for any major social problem, nor can any single organization cure it. In the 
field of education, even the most highly respected non-profits—such as the Harlem 
Children’s Zone, Teach for America, and the Knowledge Is Power Program—have taken 
decades to reach tens of thousands of children, a remarkable achievement that deserves 
praise, but one that is three orders of magnitude short of the tens of millions of U.S. children 
that need help [28]
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Addressing these factors substantively requires significant system change in multi-
ple dimensions including housing access, access to education and improved quality 
of education, employment opportunities, support for families in need, improved 
treatment of children and families by child protective services, juvenile justice, the 
adult criminal justice system, and more. Our societies have struggled for genera-
tions with these historic factors, and we will continue to struggle with them into the 
foreseeable future. Nonetheless, recognizing the pervasive influence of these factors 
on the lives of children, youth, and families and the discrepant opportunities they 
are provided requires that system change be embraced in multiple dimensions and 
sustained over time so that future generations of children and youth encounter a 
more equitable world with greater resources and greater opportunities:

Because the systems change process is necessarily a political one, with competition for 
scarce resources and priorities heightened at the time of change, the presence of individuals 
capable of successfully navigating these political waters is critical…Efforts to truly trans-
form systems and change the status quo can encounter strong resistance and push back, 
stalling or terminating an initiative [29]

Small wins are important first steps in significant change pursuits. By targeting smaller, 
more manageable problems stakeholders can become emboldened to take on more signifi-
cant pursuits and are less likely to feel helpless facing insurmountable issues. Small wins 
can also promote well functioning action learning teams because they provide quick feed-
back on the effectiveness of strategies, offer immediate insights into system reactions, and 
generate member commitment to the effort [30, 31]

While these changes may start small through the strategy of enacting small wins, 
over time efforts can lead to more comprehensive and deep structural changes [32]. 
As opportunities arise to participate in changes fundamental to health, including 
improvements in access to preschool, quality education, after-school programs, 
affordable housing, food security, college education, trade school, and more, it is 
important that those providers closest to these children and families embrace and 
encourage these needed changes.

 Accessibility and Engagement with Health-Care Services 
for Marginalized Patients

Ability to access health care is not determined simply as a matter of choice. People’s 
decisions about where to go for health care are shaped by social determinants of 
health including income, health insurance status, transportation, housing, educa-
tion, immigration status, gender, employment, legal status, safety, and primary 
health-care access.

Health-care access is shaped by how families and youth anticipate that they will 
be treated in community clinics, hospitals, or health provider offices. Barriers to 
health care access include the assumptions that patients feel will be leveled toward 
them when they seek care, and their worries that their health concerns will be dis-
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missed because of these assumptions. Understanding these barriers can help shape 
the design of health services to be responsive to the complexities of health care 
access for those parents and their children who experience racialization and impov-
erishment [11, 33]. Implicit bias operating in the health-care environment creates 
significant barriers to access to health care for minority youth [34].

 Advocating for Children and Youth at Risk for Homelessness

Clinicians have the opportunity to advocate on behalf of children and youth at high 
risk for homelessness by encouraging connections to immediate and extended fami-
lies, home communities, and social networks. Maintaining these connections over 
time can encourage engagement and stabilization. Children and youth benefit from 
supportive environments that are inclusive of parents and caregivers, community 
agencies, and schools. These networks can also support youth living in higher-risk 
environments to continue to stay in school and to benefit from community resources, 
in particular youth centers. Recognizing that many youth leave home, or even home 
communities, because of traumatic experiences including neglect and maltreatment, 
it is essential that they have easy access to alternative schools, long-term connec-
tions with youth workers and social workers, and safe places to stay. Child protec-
tive services commonly have skilled social workers to provide youth and families 
with support and, if necessary, out of home placement.

 Developmental Risk to Adolescents Experiencing Homelessness

Adolescence is a developmental stage of life in which youth learn social norms, 
coping skills, appropriate behaviors, life skills, and what it means to be an adult. 
This process involves a lot of trial and error as they “try on” different identities. 
Youth need to be able to experiment with opportunities and to be able to fail and try 
again in a supportive environment. In the absence of a stable home life, strong adult 
role models, or a supportive environment, the consequences for an adolescent of 
making mistakes can be life-altering. Survival on the street may become the extent 
of the life skills they learn, making it difficult for them to understand and function 
in mainstream society.

 Promoting Resilience and Positive Youth Development

A robust body of research into youth resilience has led to consistent findings show-
ing that protective factors can buffer risks and enable some adolescents to achieve 
good health and developmental outcomes even in the presence of significant risk 
factors [35]. Protective factors can be divided into two general categories: internal 
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and external protective factors. Internal protective factors include an easy tempera-
ment and strong coping skills to manage stress. Many of the coping skills can be 
learned and enhanced with practice. External protective factors include a meaning-
ful and trusting connection with a caring adult, which could be a parent or guardian, 
an older sibling, aunt or uncle, another caring adult in the family, family friend, or 
school or community worker.

Positive youth development [36, 37] is a strength-based approach that builds 
upon the abilities of youth and motivates and focuses on the development of skills 
to prepare a young person to achieve a successful adulthood. Positive youth devel-
opment is based on the recognition that young people need to be prepared for their 
future independent life as adults and includes activities such as the arts, music, 
education, or physical activities depending on youth interests and staff capacities. 
Young people themselves can contribute to the development of resources for youth 
by becoming engaged in identifying program needs and in designing accessible 
programs for young people.

By identifying, offering, and strengthening internal and external protective fac-
tors, the practitioner can help support the adolescent’s development toward a healthy 
life trajectory, fostering positive youth development and the life skills that youth 
will use throughout adulthood, including leadership and community involvement to 
continue to grow as adults, offering lifelong benefits.

Children and youth can have opportunities to develop resiliency and to achieve 
positive outcomes despite severe challenges when provided opportunities to grow in 
positive environments with responsive and high-quality schools, trade schools, 
community centers, after-school activities and employment, close relationships 
with stable peers and families, reliable and consistent support from youth workers, 
and opportunities to give back to their community. Young people who have experi-
enced significant loss or undergone traumatic experiences, if given opportunities to 
explore these experiences in safe environments and find meaning, may utilize dif-
ficult experiences to grow and become surprisingly resourceful. This process may 
require engaging a psychologist or other mental health professional. If we care 
about positive youth development, we must also work to create environments which 
will enable youth to thrive. The resilience perspective gives powerful tools to the 
adolescent health practitioner that can have lasting impact, not only in the reduction 
of risk behaviors but supporting young people in achieving a viable and successful 
future [38].

Ginsburg describes seven qualities that adults can nurture in youth to support 
their optimum development. In nurturing these resilience strategies, adults need to 
believe in youth unconditionally, communicate high expectations, and model those 
behaviors in their own lives.

Competence: When we notice what young people are doing right and give 
them opportunities to develop important skills, they feel competent. We 
undermine competence when we don’t allow young people to recover them-
selves after a fall.
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 The Vancouver RICHER Social Pediatrics Model

The RICHER Social Pediatrics model in Vancouver, British Columbia, Canada was 
designed to complement existing tertiary and primary services and provide 
community- based health care to those children and youth who are most vulnerable 
and have high health-care needs. As with other social pediatrics models, the 
approach has focused on “groups of children and youth who are experiencing 
extreme difficulty on the physical, social, and psychological levels as well as fami-
lies experiencing an alarming level of stress” [9]. Children, youth, their families, 
and their communities are understood to be “at risk” because of social, material, and 
cultural disadvantage. Children, youth, and their families require a distinct approach 
recognizing that the nature of their health concerns is different than those of adults 
and older members of their communities.

 The RICHER Approach

The acronym RICHER represents:

• Responsive  – the central importance of fostering enduring socially supportive 
relationships that mitigate risk for vulnerable children and youth and recognition 
of the competence of children, parents, and families and the continuities of care 
through childhood, school age, and adolescence

Confidence: Young people need confidence to be able to navigate the world, 
think outside the box, and recover from challenges.
Connection: Connections with other people, schools, and communities offer 
young people the security that allows them to stand on their own and develop 
creative solutions.
Character: Young people need a clear sense of right and wrong and a commit-
ment to integrity.
Contribution: Young people who contribute to the well-being of others will 
receive gratitude rather than condemnation. They will learn that contributing 
feels good and may therefore more easily turn to others and do so without 
shame.
Coping: Young people who possess a variety of healthy coping strategies will 
be less likely to turn to dangerous quick fixes when stressed.
Control: Young people who understand privileges and respect are earned 
through demonstrated responsibility will learn to make wise choices and feel 
a sense of control.
Ginsburg – from http://www.fosteringresilience.com/7cs.php
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• Interdisciplinary and intersectoral – incorporates medical specialists, pediatri-
cians, social workers, counselors, youth workers, community members, and 
others

• Community-based – nurtures local and enduring supportive relationships
• Health – recognizes the multiple determinants of health and wellness
• Education – for children, youth, parents, the community, and professionals
• Research – an imperative to assure that services are encompassing, effective, and 

compatible with contemporary understanding [11]

Created in partnership with Vancouver’s inner city communities as part of the 
British Columbia Children’s Hospital, the provincial-level governmental health sys-
tem, and the University of British Columbia, this research-to-practice program was 
designed to develop new effective models together with the community to address 
inequities in health outcomes, engage families with increased vulnerability due to 
material and social factors, and bridge gaps in services for individuals and families. 
To address complex issues, RICHER Social Pediatrics promotes collaboration with 
government and nongovernment organizations and community agencies, including 
recreation centers, daycare, public schools, and community organizations.

Examples of grave challenges faced by parents and families that RICHER aims 
to address include the following:

• Parents who are homeless or face eviction and are unable to find suitable housing 
may find that apprehension of their children is the most readily available inter-
vention offered by the formal system.

• Parents living in substandard housing who are told housing conditions (mold, 
standing water, lack of heating) underlie their child’s repeated hospitalizations 
for compromised respiratory status and they risk being reported for neglect.

• The threat of eviction by their landlord if they complain about conditions.
• Youth living under orders of protection are given vouchers to access unsuper-

vised inner-city single-room occupancy hotels with high-risk adult tenants 
instead of being accorded appropriate and supportive stable housing.

• Children and youth removed from their communities for protection concerns, but 
with the loss of community networks, experience disruption and loss of identity, 
culture, and stability.

Family and children’s needs drive the RICHER program priorities, and the model 
is dependent on fostering strong relationships. Partnerships have developed that 
have increased access to health care, mental health, parent education and support 
programs, childcare programs, legal services, and more. Importantly, these services 
are distributed in local neighborhood spaces. Primary and specialist health-care pro-
viders share space in schools and community centers, thereby developing strong 
community connections and shared decision-making about care for children and 
families.

By breaking down invisible barriers of power, culture, and location and promot-
ing care centered on relationships with families, children, and youth, the clinicians 
have effectively recognized and benefited from the community’s expertise [6].
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 RICHER Social Pediatrics Clinical Care Model

Primary health care is delivered in the context of the community, in collaboration 
with embedded community agencies that have had long-standing engagement. The 
program is staffed by a team of nurse practitioners and includes a number of youth- 
focused models including school-linked services and clinics held simultaneously 
with parent engagement activities.

Other pediatric medical subspecialists that provide care in the community sites 
include child psychiatry, developmental pediatrics, adolescent medicine, ophthal-
mology, and dermatology. In addition, collaborative relationships have been devel-
oped with community-based youth workers (a publicly funded profession in BC 
developed to enhance engagement of homeless and insecurely housed youth) and 
publicly funded counselors.

Vancouver has a network of youth clinics that provide no-cost contraceptive ser-
vices, and STI testing and treatment for adolescents. In addition, Vancouver has a 
network of youth centers that provide recreational activities, employment prepara-
tion and referral, resources and meals, tutoring, and other activities. Over the period 
of development, RICHER has contributed to several specialized youth engagement 
activities such as NAZKAR (Never Again Steal Cars –which teaches youth to work 
on cars with mentorship from police and college-level mechanical teachers), Hip 
Hop Drop (an urban youth-centered celebration of art and music), and the Eastside 
Boxing Youth Program (a noncontact physical activity program focused on youth 
engagement and self-discipline).

Through these accessible activities and with linkage to public agencies, in par-
ticular local schools, and with the engagement of skilled youth workers, resources 
are available to address youth who are tenuously engaged with school, on the streets, 
and not living at home. Other programs in these communities typically focus on 
adult needs and children and adolescents are too often excluded from programming 
as a means to protect their safety.

 RICHER Community “Kitchen Table”

Community engagement and participation in health-care delivery is facilitated by 
weekly open “kitchen table” meetings that are held in a community center. Everyone 
is welcome, and the agenda is set at the meeting to allow for accessibility and 
responsiveness. The kitchen table meeting has created a forum for problem-solving 
and consultation with key community leaders and is well known and respected by 
long-standing nonprofit agencies and formal and informal community activists.

Following the open meeting, a confidential, case-based meeting for providers 
and clinicians allows for interdisciplinary discussions and case planning for indi-
vidual patients and clients.
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 “Place-Based” Approaches Enhance Engagement, 
Relationships, and Trust

The success of the RICHER program has rested on a general philosophy that unifies 
the team. This is represented by (1) an explicit commitment to building respectful 
relationships as a key premise of the practice approach; (2) enacting practice through 
interprofessional partnerships that recognizes the community as the home and a key 
resource for children and youth, where families and cultural identity are central; and 
(3) an expressed commitment to work across organizational-jurisdictional service 
delivery boundaries in order to provide health care that is responsive to needs [18]:

A place-based approach … aims to address issues that exist at the neighbourhood level, 
such as poor housing, social isolation, poor or fragmented service provision that leads to 
gaps or duplication of effort, and limited economic opportunities…[and] to make families 
and communities more engaged, connected and resilient.2,3

Through communicative and collaborative processes, shared goals are recognized: 
supporting children and youth to achieve their potential, recognition of the different 
talents each person or organization brings to the table, and a commitment to work 
together.

“Horizontal partnerships” and “horizontal communication” in which knowledge 
and power is shared by practitioners, partners, and families legitimize and validate 
community-based knowledge derived from lived experience and local conditions 
[39]. This is in keeping with analyses of primary health-care quality indicators 
about conditions that foster the broadest forms of engagement across individuals 
and organizations with differential power, in part because it recognizes and values 
different forms of expertise [39].

 Addressing Adverse Childhood Experiences and Resiliency

The aim of RICHER has been to provide timely access to prevention and interven-
tion services for children and youth at higher risk due to material and social poverty 
and adverse childhood experiences; to provide place-based care; to develop trust 
with community members, service providers, and vulnerable children, youth, and 
families; and to promote resilience.

Both primary care and specialist providers have identified a disproportionately 
high accumulation of adverse childhood experiences (ACEs), including violence 
victimization, physical and emotional neglect, and family dysfunction (addiction, 

2 https://www.ourplace-vancouver.ca
3 https://ww2.rch.org.au/emplibrary/ccch/Policy_Brief_23_-_place-based_approaches_final_ 
web.pdf
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mental health, and incarceration) as recorded through clinical encounter forms. 
These findings mirror the recent findings from the Global Early Adolescent Study, 
with adolescents from low- and middle-income countries representing 14 urban 
communities [40].

RICHER has engaged with community organizations across service sectors to 
empower and support the development of resilience of children, youth, and families. 
These relationships create opportunities for children, youth, families, and commu-
nity members through bridged trust to connect with services, such as the Medical- 
Legal Community Partnership/Circle of the Child initiative described below.

 Medical-Legal “Community” Partnership

By engaging with a community characterized by ethnic diversity and established 
families, RICHER recognized the effects of family disruption, inequity in access, 
and social and material poverty. Challenges included lack of income, transportation, 
appropriate housing, education, legal services, primary care, and safety. Case stud-
ies focusing on families with a cluster of these challenges were developed. While 
anecdotal, consistently the challenges required multiple services including health, 
community, and legal services:

• Early work included establishing links with legal agencies and organizations and 
opening dialogue regarding interprofessional collaboration between health, 
legal, and community services.

• Further work included developing case studies that focused on families with a 
cluster of challenges that had led to family disruption and social isolation. 
Consistently the challenges required a multitude of services including health, 
community, and legal services to respond effectively. Without established inter-
professional and community relationships, the complexity of responding was 
multiplied.

• As determined through community experience and research evidence, the cases 
that represented the most significant opportunities to reduce family disruption, 
improve access, and decrease system costs were seen as priorities.

• “Model” policies and processes were developed to resolve challenges identified 
in the case studies – consistently this required accessing expertise from the com-
munity and across multiple sectors.

• Evaluation assured that model policies and processes were working efficiently 
and effectively, and research could be conducted to determine implications for 
reducing family disruption, increasing access, and reducing costs. These pro-
cesses were initiated with a small number of cases focusing on those that pro-
vided the most significant opportunities to reduce system costs.

Given existing health/community relationships through RICHER, early work 
focused on establishing links with legal services. The team explored the develop-
ment of a medical-legal partnership (MLP) based on the work of Zuckerman 
et al. [41].
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 Development of the Medical-Legal Community  
Partnership (MLCP)

 The Vancouver Foundation RICHER Medical-Legal Pilot Study

Committed to fostering health and human rights, the medical-legal pilot study was 
initiated to generate insights from within the community that would promote child/
youth and family health equity. Research, funded by the Vancouver Foundation, was 
designed to examine the ways structural violence operated in the day to day lives of 
children, youth, and families living with marked social and material adversity in 
Vancouver’s inner city. (Structural violence refers to “social structures – economic, 
political, legal – that stop individuals, groups, and societies from reaching their full 
potential.” The idea of structural violence is linked closely to social injustice and the 
social machinery of oppression) [42].

By engaging with a community characterized by both ethnic diversity and estab-
lished families, RICHER emerged with a recognition of the effects of family disrup-
tion, inequity in access, and social and material poverty. Challenges to the 
community included lack of income, transportation, appropriate housing, educa-
tion, legal services, primary care, and safety. An acknowledgment grew that tradi-
tional approaches would be ineffective in dealing with complex problems.

Recognizing the importance of developing research-supported evidence to meet the 
standards of funders that would enable the building of successful and effective pro-
grams, RICHER initiated data collection to set priorities based on evidence and target 
high-risk families, particularly in areas such as access to housing, childcare, disability 
benefits, and justice. The goal of the research was to illustrate the impact of structural 
violence on health, child, and youth development and community well- being and to use 
this analysis to inform the design of a Medical-Legal Community Partnership (MLCP).

From the earliest stages, it was clear that legal services were a vital component 
of the health care/community team to facilitate direct service, influence institutions, 
and influence policy change.

The MLCP addressed the nonmedical, social determinants of health that have 
legal remedies and considered approaches that might assist the targeted community 
to address the systemic issues that contribute to poor health of children, youth, and 
families. As a result, the MLCP was an attempt to integrate the legal sector into 
existing RICHER social pediatrics relationships with sectors including health, edu-
cation, social services, and housing.

In addition to including the legal sector, the community determined that a place- 
based strategy was desirable to mobilize supports at the community level given that 
“traditional systems of care simply do not serve marginalized communities or dis-
tressed neighbourhoods [whereas]… a place-based approach… builds on the 
 capacity of our local community, eliminates inefficient service silos, and adapts to 
the unique challenges of living in the inner city.”4

4 Our Place, Promoting Local Access and Community Empowerment. https://www.ourplace- 
vancouver.ca/about/place-based-strategies.
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Taking its cues from the community, the MLCP identified a place-based approach 
as fundamental to moving forward. Critical too was the addition of the legal sector 
to the strong interprofessional relationships between health and community that had 
been established through RICHER.

The medical-legal pilot study was initiated to illustrate the impact of structural 
violence on health, child, and youth development and community well-being and to 
inform the design of a MLCP to respond. Legal services were vital to facilitate 
direct service, transform institutions, and influence policy change to address sys-
temic issues and structural violence, where the latter refers to “social structures – 
economic, political, legal – that stop individuals, groups, and societies from reaching 
their full potential” [42].

The next step was to identify possible models; the Child’s Protective Circle 
model (or Circle of the Child) developed by the Fondation du Dr. Julien in Montreal 
was seen as the most appropriate model: “It involves collective know-how and 
cooperation between the community social pediatrics team and the child’s family 
and social and institutional networks where the entire focus is placed on coming up 
with solutions together to best meet the child’s needs.”5

 Adopting a “Circle of the Child (and Youth)” Approach: 
Intervention and Stabilization While Youth May Still Have 
Connections with Family and Community

A Circle of the Child model, which was adjusted for the community and extended 
to include youth and young adults, is being implemented in the Downtown Eastside 
(DTES) of Vancouver, one of the lowest-income neighborhoods in Canada. The 
Circle creates a family and community network around the child or youth to build 
on their strengths and help achieve their dreams.

The family network is determined with the child or youth supported by a facilita-
tor and includes direct and extended family, foster family, other caregivers, friends 
of the child or youth, community members, elders, and others.

The community network includes a social pediatrics health-care provider, to 
ensure that developmental needs are identified, and may include school staff, child-
care center workers, youth workers, elders, community members, housing, recre-
ational center staff, community groups, health and social service providers, lawyers, 
legal aid services, and others. Ongoing relationships among the community network 
facilitate responsiveness and continuity. Not all members of the community net-
work engage with every child, youth, or family: just those already connected and 
those most appropriate are involved. Because this is a place-based approach, the 

5 https://pediatriesociale.fondationdrjulien.org/en/about/quel-est-le-coeur-du-modele/
la-cointervention/

C. Loock et al.

https://pediatriesociale.fondationdrjulien.org/en/about/quel-est-le-coeur-du-modele/la-cointervention/
https://pediatriesociale.fondationdrjulien.org/en/about/quel-est-le-coeur-du-modele/la-cointervention/


135

relationships among the members of the community network are frequently 
preexisting.

In the Circle process, a facilitator (a lawyer with interest-based mediation skills) 
engages with the child or youth and their family and community network to create 
a plan to promote the child/youth’s well-being and healthy development and to 
mobilize the network to implement the plan. The legal training of the facilitator is 
helpful in distinguishing which issues have legal remedies and directing those mat-
ters as appropriate.

It is a priority to foster and strengthen ongoing relationships among members of 
the community network including recruiting and training members so they under-
stand the process, create ongoing relationships with other members, and quickly 
identify resources and implement actions to respond to challenges faced by the 
child, youth, or family.

The facilitator:

• Connects with the child or youth to understand their strengths, dreams, and chal-
lenges and to identify participants for the family network

• Connects with the family network to understand family dynamics, to frame conver-
sations around supporting the child or youth’s strengths, to identify what role each 
participant is able to play in supporting the child/youth, and to identify barriers

• Connects with both the family and community network to identify individuals 
who may be appropriate (and prepare them) to participate in a 1-day circle plan-
ning process to finalize a plan. The 1-day circle planning process is resource 
intensive and may not be required in all cases; however, building and mobilizing 
the network is critical in all cases.

The core principles of the Circle of the Child (and Youth) include the following:

• Recognition: The child/youth has a right to be heard and his or her views are to 
be taken seriously.

• Healthy development: The child/youth has the right to the best possible health 
and medical care and access to the information that will help his or her health.

• Family and community: Children and youth have the right to live with their fam-
ily, unless it is a danger to them. If they cannot live with their family, they have 
the right to special protection and help. The entire community is responsible for 
child and youth health and well-being and will support them.

• Education and play: Children and youth have the right to an education that 
enables them to develop their abilities, character, and an understanding of their 
culture. They have the right to play and relax by doing the things they enjoy such 
as sports, music, arts, and drama.

• Best interests: All adults should make decisions in the child or youth’s best 
interests.

• Rights: Children and youth rights can be enforced by law, and if poor or in need, 
they have the right to help from the government.

• Protection: Children and youth have the right to be protected from being hurt or 
treated badly.
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The goals of the Circle of the Child (and Youth) are:

• To improve the well-being of children and youth, who are vulnerable in the con-
text of social determinants of health, by developing a decentralized community- 
based mechanism for engaging in decision-making around difficult problems, 
separate from the current child welfare process

• To put the child or youth at the center of a network of supportive family and com-
munity resources

• To convene and mobilize the group to create a plan for the child or youth
• To empower the child or youth and family network by involving them as full 

participants and decision-makers in the planning process
• To build trust and connections among all participants in the child or youth’s fam-

ily and community networks including extended family, elders, friends, neigh-
bors, other caregivers, community members, and service providers

• To reconvene and mobilize as appropriate to support adjustments to and effective 
long-term implementation of the plan

 Professional Education on Social Pediatrics and the Care 
of Homeless Youth

Contemporary medical education has long been criticized for focusing dispropor-
tionately on tertiary hospital-based care that removes students and residents from 
meaningful engagement and connection with communities. This process leads 
not only to a lack of engagement but a lack of understanding or appreciation of 
the barriers that children, youth, and families encounter in their lived experiences. 
It also contributes to reinforcing a sense of identity of practitioners as separate 
and disconnected from the communities, families, and patients that they serve.

The American Academy of Pediatrics 2019 Policy Statement on The Impact of 
Racism on Child and Adolescent Development makes several recommendations for 
optimizing workforce development and professional education including:

• Advocate for pediatric training programs that are girded by competencies and 
sub-competencies related to effective patient and family communication across 
differences in pediatric populations.

• Encourage policies to foster interactive learning communities that promote cul-
tural humility (e.g., self-awareness, lifelong commitment to self-evaluation, and 
commitment to managing power imbalances), and provide simulation 
 opportunities to ensure new pediatricians are competent to deliver culturally 
appropriate and patient- and family-centered care.

• Integrate active learning strategies such as simulation and language immersion to 
adequately prepare pediatric residents to serve the most diverse pediatric 
 population to date to exist in the USA and lead diverse and interdisciplinary 
pediatric care teams.
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• Advocate for policies and programs that diversify the pediatric workforce and 
provide ongoing professional education for pediatricians in practice as a strategy 
to reduce implicit biases and improve safety and quality in the health-care deliv-
ery system [13].

In recognition of this dilemma and to promote greater understanding of the lives 
and communities of vulnerable patient populations, the chairs of the 16 departments 
of pediatrics at Canadian medical schools released a statement that argued:

…that not only is the practice of social paediatrics evolving rapidly but, more importantly, 
it is time for a two-pronged approach. First, we need to ensure its inclusion in the main-
stream of curriculum development in our medical faculties, using a broad interprofessional 
approach; second, the knowledge gleaned from the UNICEF and other reports should stim-
ulate a vigorous child health advocacy strategy [43]

Although the social context of children receiving care in children’s hospitals is given atten-
tion in didactic lectures and bedside or clinic teaching, we contend that, to truly understand 
the social determinants of health, they must be experienced firsthand in community, school 
and home settings where they are brought into stark focus. These experiences move from 
the medical model of hospital care to an increasingly interprofessional sociological model 
as we move from tertiary through secondary and primary care to the public health issues 
affecting children and their families [43]

We are training family practitioners, paediatricians and other health care providers, many 
of whom interact with children and their families for whom the social determinants of 
health have daily ramifications: food and lodging insecurity, inferior education and 
neglect and/or abuse. It is only through robust educational exposure that medical students 
will be prepared to address the needs of these children and youth. Preclerkship place-
ments within the community agencies that deal with these groups is a first step, provided 
these are of sufficient relevance to the students’ future medical practice, e.g., children’s 
aid societies, youth centres and refugee health clinics. These learning opportunities 
should be an integral part of clinical training, not only for specialists who interact regu-
larly with children and youth and their families (e.g., family physicians, paediatricians 
and psychiatrists), but also those dealing with chronic diseases impacted by the social 
determinants [43]

Resident’s reflection after completing their requisite first year of social pediatrics 
rotation:

I was struck on the first day of my Social Pediatrics rotation walking down the main street 
of the inner city for the first time, about how uncomfortable I felt. This was never some-
where I would have thought to visit; it is drastically different from the context in which I 
was fortunate enough to grow up. It was a little bit like entering a different world, char-
acterized by extreme poverty and many among the most vulnerable people in the city. 
When I first entered medicine these were the contexts in which I was hoping to work, to 
make a difference, to work with the most vulnerable among us. Throughout medical 
training, my vision and direction were constantly directed towards tertiary care, large 
centers, and all the trappings that come along with it. Particularly in residency the work 
we do over long hours, evenings and weekends, becomes dissociated from that initial 
driving mission.

As physicians we often expect patients to come to us while they are at some of their 
lowest points and interact with us on our turf, a place where we are familiar, and interact 
with us on our terms. It was a worthwhile experience to get out of my comfortable context, 
and spend time walking around the area where many of our patients actually live. Going on 
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to work, attending meetings seeing patients in school and alternate settings was a great way 
to interact with patients in their contexts, where they’re more comfortable, and to do so 
more on their terms.

This kind of experience is something that had been lacking from my residency training 
so far. Many components of the social history seem like abstract concepts when discussed 
in a hospital ward, or even in the academic context in lectures. Seeing these determinants of 
health firsthand including, poverty and substance misuse, reinforces how overarching these 
loom in the lives of our patients.

Another easy misconception being within the tertiary care bubble is it can seem to us 
that we play an inflated role in our patients’ lives. Having a chance to see some of the other 
major challenges our families face helped to re-contextualize the role we play in our patients 
lives. It reinforces that a degree of humility is essential, as our short clinic visits or ward 
stays are only a minor part of the rich, diverse and complex lives of our patients.

This has represented a different way to practice, mindful of the social determinants of 
health, community focused, meeting people where they are, and striving to help those 
among us who need the support most.

The integration of social pediatrics in the training of medical students and pediat-
ric and family medicine residents has a rich potential to enable trainees to retain 
the ideals that brought them into medicine and better equip them to understand and 
to serve the needs of critical and vulnerable components of the population and 
have a deeper and more realistic appreciation for the underlying issues that are 
shaped by poverty, implicit and explicit bias, severe economic inequities, and other 
social determinants of health. This experience will help them care for the children, 
youth, and families who need their skills, commitment, compassion, and 
understanding.

 Conclusion

 Adolescent Health and Social Pediatrics

Community social pediatrics is a model well suited for adolescents in vulnerable 
families and distressed communities. Meaningful responses to inequities in health 
and opportunity require responsive interdisciplinary and intersectoral services with 
access to resource-rich, supportive social environments that foster resilience and 
development of social resources for all children and youth. The goal is to assure that 
youth rights, needs, and interests are respected, targeting not only psychosocial and 
physiological development but their growth in every area of life.

The social pediatrics model of care embraces the formation of intersectoral mul-
tidisciplinary teams to set up appropriate and tailored early intervention, treatment, 
and prevention programs that foster resilience and enable youth to grow up in good 
health, despite the potential of multiple early or ongoing life adversities. Social 
pediatrics respects the overall needs of children and youth in the community and 
considers the major determinants of health including income and social status, 
social support networks, level of education and literacy, employment and working 
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conditions, social and physical environments, and the most fundamental interpreta-
tion for the rights of children and youth.

Through early intervention with connections to community social and family 
resources, the foundational supports and relationships are laid in place to address 
significant problems as they arise, engage the family and community supports, and 
avoid adolescent homelessness and social isolation.
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Chapter 8
Substance Use Among Young People 
Experiencing Homelessness: A Brief 
Motivational Enhancement Approach

John Howard

 Introduction

There is abundant evidence from all continents that young people experiencing 
homelessness have significant preventable morbidity and mortality. Their difficul-
ties may predate their homelessness or be exacerbated by or develop because of it. 
In particular, use of alcohol, tobacco and other drugs and substances, such as inhal-
ants, among young people experiencing homelessness is associated with increased 
negative health and social consequences [1–16].

While boredom, curiosity and wanting to feel good (or better) may be reasons for 
initiating use of substances, other functions served by substance use can be to relieve 
hunger and pain, for peer/social acceptance, to keep awake or get to sleep, for 
increasing courage and pleasure. Most young people who experiment with various 
substances do not continue their use or develop significant problems. For those who 
do, many of the harmful consequences of substance use are determined by the 
 interrelated cultural, legal, social and economic contexts within which they are 
 consumed [17].

Unsafe sexual behaviour while intoxicated increases the likelihood of unplanned 
pregnancies and sexually transmitted infections (STIs). Road traffic and other acci-
dents, often associated with alcohol use, are a major cause of mortality and injury 
among young people, and suicide and homicide are often associated with use of 
substances. To survive out of home, young people may put themselves at risk of 
violence by working in the illicit drug and commercial sex industries. Young people 
who inject drugs are more likely to be involved in riskier behaviours than those 
older, including from sharing injection equipment and exposure to HIV and other 
BBIs [18–20].
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In addition, significant harm results from the criminalisation of people who use 
substances, especially incarceration, which increases marginalisation and experi-
ence of stigma and discrimination. This, in turn, may decrease access to and partici-
pation in interventions to address their difficulties, including substance use-related 
harm [18, 19].

However, the burden of disease and morbidity tends not to be evenly distributed 
but falls on more heavily to those with increased vulnerability due to factors in addi-
tion to (or a cause or consequence) homelessness, for example, very young adoles-
cents, sexuality and gender-diverse youth, minority populations/cultures, young 
people involved in sex work, those in juvenile justice/closed settings, indigenous 
young people and those with significant trauma histories [17].

Young women have specific issues, as they are often introduced to substance use 
by male partners and exacerbated if involved in commercial sex work by their 
‘pimps’. Homeless young women tend to exhibit greater levels of psychosocial dis-
tress and negative life events than do young men. Pregnancy is also a major issue, 
and young women who use substances are often viewed more negatively than young 
males [17].

Clearly, young people experiencing homelessness present with multiple, com-
plex and interconnected needs and comorbidities that usually require contempora-
neous management. Addressing substance use and related issues may assist with 
stabilisation of accommodation and participation in education, training or employ-
ment and improved mental health. However, how to deal with behaviours such as 
substance use that may be meeting a variety of needs, while exacerbating various 
social and health concerns, is challenging for primary and allied health workers, 
physicians, nurses, counsellors and youth workers (hereafter ‘clinicians’).

 Stages of Change

Addressing substance use and related difficulties is a process, not an event, and total 
cessation/abstinence may not always be a necessary outcome. Young people who do 
not identify abstinence as their goal are not necessarily being resistant and unmoti-
vated. Their goal may be to manage their lives more effectively – with our without 
substance use. Later, they may come to a realisation that such life management may 
not be possible without reduction of use or cessation. Engaging with them on a 
journey of change is possible, and motivational enhancement approaches aid such 
engagement.

Prochaska and DiClemente developed the ‘transtheoretical model of behaviour 
change’ to describe a process of change in the context of substance use and depen-
dence [21]. See Fig. 8.1. Their stages of change are as follows:

• Precontemplation: not yet acknowledging that there is a problem behaviour that 
may need to be addressed

• Contemplation: acknowledging that there is a problem, but not yet ready or sure 
of wanting to make a change
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• Preparation/determination: getting ready to change
• Action: change behaviour
• Maintenance: maintaining the behaviour change
• Termination: changes sustained

The motivational enhancement approach, developed by Miller and Rollnick [22], 
is useful in promoting self-reflection by a young person on their predicament and 
current ‘stage’ or readiness to change, identifying internal and external resources 
and supporting movement through the change process towards their desired out-
comes. As, (re)lapse, returning to older behaviours and abandoning the new changes, 
is a most likely recurring event during the process of attempting to change most 
health-compromising behaviours, for example, diabetes, cardiovascular disease and 
obesity. Thus, identifying triggers and the development of relapse prevention strate-
gies are important foci for interventions.

 Motivational Enhancement Approaches to Assist Young 
People Experiencing Homelessness Address Substance 
Use- Related Difficulties

A major issue in the management of substance use-related difficulties in out of 
home/school, as in other settings, is how to engage young people in helpful conver-
sations about the use of legal and illegal substances. Young people experiencing 
homelessness rarely self-initiate treatment for their substance use but may seek 
assistance for other issues, such as accommodation, physical health, poor sleep, 

Contemplation

Pre-contemplation

Start

Determination

Action

Maintenance

Best outcome

(Re)lapse(Re)lapse

(Re)lapse (Re)lapse

Fig. 8.1 Stages of change
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anger, depression, anxiety, relationship issues or respiratory problems, and not men-
tion that they use substances. In addition, substance use may be but one ingredient 
in a complex situation. Early detection of substance use-related issues is important 
in preventing escalating problems.

Clinicians may feel ill-prepared to engage in meaningful conversations with 
young people experiencing homelessness with regard to reduction or cessation of 
substance use. In addition, while some young people may avoid conversations about 
their substance use, others will be relieved that they did not have to bring it up 
themselves.

At a minimum, clinicians are encouraged to provide accurate information, and 
basic screening and detection are strongly encouraged. However, screening instru-
ments do not replace an empathic conversation and history taking. Motivational 
enhancement approaches have proved to be useful with young people and tend to 
enhance more formal screening and assessment, as they aid the development of rap-
port and trust.

Brief, opportunistic motivational enhancement can be utilised in most settings 
and aim to engage with young people and explore their substance use and associated 
issues. Such settings can include where young person feels safe – open space (e.g. 
park), shelter common area through to more ‘clinical’ settings – from emergency 
room to office based. The approach fits with time constraints (for clinician and 
young person) and the short attention span of many young people. The approach 
emphasises collaboration, evocation of self-motivation and resources and autonomy 
(self-efficacy), rather than one focused on confrontation, education and authority 
vested in the clinician.

If it is within the role of the clinicians, use of any of the evidence-informed thera-
peutic approaches could follow, and it is likely that they may be more effective with 
initial attention to engaging with the adolescent using motivational enhancement. 
Alternatively, appropriate referrals could be provided.

A range of ‘motivational enhancement’ approaches have been evaluated in 
Australia, the Netherlands and the USA and have demonstrated reductions in sub-
stance use. They range from one off opportunistic encounters to two to three session 
and approaches that incorporate motivational enhancement with other models. 
Cannabis use has been the focus of a number of the studies, and participants came 
from a wide range of ethnicities including Hispanic, African American, Native 
American and Alaskan Indian [23–31].

The essentials of the motivational enhancement approach are as follows:

• Open-ended questions
• Reflective listening
• Affirmation
• Periodic summaries
• Eliciting self-motivation statements
• Recognising and dealing with resistance
• Recognising readiness for change
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Motivational enhancement uses an engaging conversational style, ensuring 
respect and empathy, indicating an understanding that the young person’s substance 
use is not mindless and that they recognise the ‘benefits’ and ‘less good’ aspects of 
substance use. The approach also indicates that the clinicians understand that change 
is difficult, and while possibly bringing benefits (never guaranteed), there are ‘costs’ 
associated with the change process, such as loss of peers and having to deal with 
problems their substance use might have hidden.

Essentially, the motivational enhancement involves consideration of five key 
questions and can take less than 10 minutes. The approach is illustrated below, using 
cannabis as the substance of focus, as adapted from Copeland and Howard [32].

 Motivational Enhancement with Young People Who Use 
Cannabis: ‘Five Key Questions’

The ‘five key questions’ usually take no more than 5 minutes to cover.

 1. So, what do you like/enjoy about your use of cannabis? [exhaust reasons]
 2. Ok, and what do you like less about your use of cannabis? [attempt to discount 

some, and give appropriate info as necessary]
 3. So, you say you like …, but are less happy about….have you thought about what 

could be good about making a change in your use of cannabis?
 4. OK, but what might be some less good things about making a change in your use 

of cannabis?
 5. (i) If young person is not interested in change at this stage: ‘So, you don’t seem 

too keen on making a change in your use of cannabis at this stage. Here is some 
info that you might find interesting or useful. Also, I am wondering what might 
lead you to re-think this decision at some stage?

Add: Before we finish, I would like to give you some information that you 
might find helpful and some contacts where you might get some help in if you 
re-consider your decision, and remember I am happy to talk with you again 
about this if you want’.
or
(ii) If young person is interested in change: ‘So we talked a lot about what you 
like and don’t like so much about your use of cannabis, and what you might gain 
and lose from changing your use. Before we finish, I would like to give you some 
information that you might find helpful and some contacts where you might get 
some help in making the changes you are thinking about’.

If is it part of the clinician’s role to provide brief interventions for young 
people wishing to address their substance use-related issues, they could then 
continue the conversation as follows:

‘We did not actually talk about how much cannabis you actually use …. so, 
can you tell me how many days a week you use….’
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 Clinical Vignette: Pedro Aged 16

Table 8.1 provides an example of the use of a conversational style of interviewing to 
cover the five key questions with Pedro, a 16-year-old male experiencing 
homelessness.

Table 8.1 An example of motivational enhancement

Role Dialogue

C [conversation begins after some general ‘chat’ Pedro has been having with the clinician/
youth worker]
…so, you were mentioning about using dope (cannabis)… I am wondering what YOU like 
about it – what are some of the things you get from it?

P I really don’t know what to say … I like the ‘high’ …
C What else do you like about it?

P Well … it’s something to do – fills the time… umm…I do it with me friends … we laugh
C So you have some fun times with friends and it fills the time… what else?

P I don’t know … um … it helps me to get to sleep… I dunno
C It’s hard for you to get to sleep without it

P Yep – sometimes… like when my head is spinning and it is giving me the sh##@!
C Ok, so it helps you to get to sleep too …. What else does the dope do for you?

P I dunno … it’s fun … Better than being bored and with nothing to do … the streets can 
get hectic … and I can relax and chill…

C Sounds using dope gives you something to do, some fun times and then helps you sleep… 
Any more things you like about it?

P Hey … what else? I don’t know – I just like it (Laughs)
C OK … I ask a lot of questions, hey? Are you OK?

P Yep …
C So, is there any ‘down side’ – things you don’t like so much about dope?

P Hmmm (pause) … Well, umm … it’s costing me a lot
C So, it’s getting a bit expensive for you?

P Yep
C What else?

P Ah … sometimes I don’t like what it does to my head – especially when I use it by 
myself… (pause)

C That must be tough … are there other things as well?

P Sort of … Like when I call Mum or Em (my sister) they keep saying – ‘are you still using 
dope?’, ‘Are you stoned now?’ It makes me angry and upset

C Upset?

P Yep – at them and me!
C Like?

P Like they think I am some sort of loser … they should talk!
C OK, so there is the cost, you head spinning, being a bit worried about what is happening 

to your head and how your mum and sister are treating you. Other things?

P … isn’t that enough … Oh… it makes me lazy too – I don’t look for work or a regular 
place to stay – I just sit with mates and get stoned ……

C Questions, questions …. But, seriously, are there other things you don’t like so much 
about the dope?

P Nah … think they are the main ones – oh, and I think the cops are watching me

J. Howard



149

Table 8.1 (continued)

Role Dialogue

C So, have you ever tried to cut down or stop?

P Yep – but it didn’t work
C What did you try?

P Just tried to stop …
C What happened?

P It didn’t work
C What did you want to get from stopping or cutting down?

P I dunno … Head quieter, some money for things … family … I don’t know … might get 
somewhere better to live, find a job, stop being lazy …

C OK … so you have some good ideas about what you wanted … what about things that 
might be no so good about making a change?

P Hmmm, … well guess my friends … how they will treat me…
C Yes… that is something important … what other things?

P Well … getting bored … what will I do…. there’s nothing to do ….
C So, having something to do and coping with your friends and their reactions … they will 

be hassles for you … anything else?

P Nah… just being straight and handling things….
C Ok…. Let’s see …so you like getting stoned with friends, stops you getting bored, helps 

you relax and sleep, BUT on the other hand you are worried about what the dope might 
be doing to your head, it costs you lot, makes you lazy, not looking for accommodation 
and work, and your mum and sister hassle you

P Yep … I guess that’s it
C And, you think that if you cut down you might have more money and get on better with 

your family, get somewhere safe to live … BUT you’re worried that your friends might not 
be so happy with you, you might then have no friends and you will be bored

P Yep
C So what do you think? I have some information here about how you could try to cut down 

or quit by yourself… and some info on people or programs that could maybe help you if 
you would prefer that, or feel uncomfortable working with me … some even on the web 
and there are some Apps …

Option One: willing to change
P I don’t know … what if I did want to try?
C Ok… and remember we’ll support you with what you choose … well let’s look at this 

material (e.g. brochures from appropriate agencies) ----

Option Two: not so willing to make a change – at this stage
P Hmmm, I’m not sure … maybe too hard for me … not sure I could do it
C OK, well at least you have had a good look at your situation – what you like and like less 

about dope and what might be good about change, but what also might be hard … what 
about I give you this info here and you can look at it …. OK?

P Ok, yea…
C Good. Oh, and, one last thing … I just wanted to leave you with a question …‘What do 

you think could happen that might make you think again about making a change?’

P I don’t know … maybe getting busted by the cops?… I don’t know
C That could be a big thing …. OK – let’s hope that does not happen … if you do think 

again about what we have been talking about today … you know where we are – and I’m 
more than happy to have another chat? OK?

P Ok – thanks ----

C = clinician/youth worker; P = Pedro aged 16
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The themes evident in this scenario include the following:

• The clinician is attempting to build motivation for reflection on Pedro’s predica-
ment and easing Pedro to a point where he can make a ‘decision’.

• The clinician tries to exhaust ‘good things’ about use, and not overreact to ‘less 
good things’, thus letting Pedro know that he or she understands that Pedro uses 
cannabis for specific reasons, is not merely engaging in delinquent behaviour 
and is aware of the impact of his cannabis use. It is important not to attempt to 
deal with all issues raised; the main task is engagement and enhancing motiva-
tion for change.

• The clinician tries to elicit Pedro’s views about ‘good and less good things’ about 
reducing or ceasing use.

• The clinician summarises and attempts to have Pedro reflect on this and make a 
decision about attempting change or staying where he is.

If Pedro is ready to contemplate change, further intervention could be offered 
within the initial consultation, and/or over time if engagement with Pedro strength-
ens and is actively maintained via sensitive and appropriate reminders, possibly text 
messaging based. Key components of these might include the following:

• Providing further feedback linking cannabis use with current and potential health 
problems.

• Elaboration of cannabis use: patterns, amount of use alone and with others, times 
of day, locations of use, age mix of those they use with, any coercion and any 
risks associated with their cannabis use – e.g. location, mix of co-users, sharing 
of means of use – bong or joint.

• Provision of harm reduction strategies.
• Discussion aimed at eliciting change talk. For example, discuss Pedro’s level of 

confidence that he can change their substance use if he wants to. If confidence is 
low, encourage Pedro to recount other changes he has made or the personal qual-
ities that would help him to make changes in his cannabis use.

• Assisting Pedro to identify his personal strengths/resources.
• Raising specific options to assist change (a menu of options). For example, iden-

tify high-risk situations, triggers and strategies to avoid them. Triggers for use 
include moods/feelings; people (family, friends, peers, others); places; odours, 
for example, room and clothing not cleaned; implements and waste left around; 
visual stimuli such as posters linked to cannabis, its use and famous cannabis 
users; mixing bowls; and certain prodrug use songs.

• Identifying other pleasurable activities.
• Helping Pedro decide on his goals.
• Encouraging Pedro to identify people who could provide support and help for the 

changes he wants to make.
• Assisting Pedro develop a realistic relapse prevention plan, that will be regularly 

reviewed.
• Providing self-help resources, youth-friendly written information and web links 

to reinforce what has been discussed.
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• Inviting Pedro to return to discuss his progress and offering further help or infor-
mation as necessary.

• Connecting Pedro to appropriate accommodation, education/training or employ-
ment providers.

• Considering a family work approach.

 Clinical Vignette: Emma Aged 14

To aid the development of a functional therapeutic or working relationship with 
Emma to address issues raised in the vignette, the five key questions illustrated in 
the case of Pedro could be helpful. After using the motivational enhancement 
approach, undertaking a more detailed exploration of her relationship with metham-
phetamine and cannabis would follow, and then consideration of the following:

Emma
is a 14 year-old female who lived with her mother and a younger brother, until 
she left home after an increase in conflict with her mother. She decided to see 
a doctor at a youth health service to obtain contraception. She had become 
sexually active at age 13. She told her doctor that she had been using cannabis 
and methamphetamine occasionally and did not see it as problematic. Her 
doctor did not share this view, but when she began to explore Emma’s can-
nabis and methamphetamine use, Emma became rather hostile and attempted 
to close off the issue. However, the doctor was able to employ a motivational 
enhancement style of interviewing.

Emma eventually revealed that she liked methamphetamine and said that it 
made her feel excited and happy. She was using once or twice a week with a 
loose group of males and females aged 14–24. She often stayed out late and 
roamed streets and parks. Her ‘boyfriend’ is 18 years old, probably metham-
phetamine dependent and occasionally injecting. He also uses cannabis daily, 
drinks heavily and is unwilling to use condoms. Emma believed that she had 
no difficulties with her methamphetamine use and that she was doing well at 
school, when she attended, even if her grades were not as good as they 
had been.

Her mother, who had used cannabis in her youth, appeared to have a laissez 
faire view of parental control, limit setting and behaviour. She knew that 
Emma had tried cannabis, but not methamphetamines, and was sexually 
active, but not to the extent of either activity. She had been sexually active in 
her mid-teens and experimented with drugs and believed that cannabis was a 
‘soft drug’. Emma’s father appeared to be somewhat stricter as a parent but 
had been minimally involved with Emma over the past 3 years.
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• Determining what ongoing approach would be best, for example, CBT, support-
ive therapy, any involvement of her mother and brother, an approach that also 
engaged her peers and other systems, such as education and youth activities

• Whatever the approach taken, the development of a realistic relapse prevention 
plan for identifying and managing triggers that could result in a return to prob-
lematic substance use, takes time. Change is usually an uneven process

• Addressing child protection and mandatory reporting issues
• Connecting Emma to an appropriate and youth-friendly sexual and reproductive 

health service, if not provided by current service
• Connecting Emma to a suitable education provider
• Gaining Emma’s agreement to meet with her mother, if deemed appropriate, tak-

ing into account any child protection service involvement
• Exploring the possibility of working with Emma and her boyfriend, if she wishes 

to maintain the relationship

Motivational enhancement fits with the FRAMES approach recommended by 
the WHO [33–35]. FRAMES refers to providing Feedback, promotion of 
Responsibility, providing Advice and a Menu of options, as necessary and appropri-
ate, employing an Empathic approach and supporting Self-efficacy. This approach 
can guide ongoing work with young people with substance use-related difficul-
ties [36].

It is important to discuss the symptoms of withdrawal, as they can trigger (re)
lapse. For example, cannabis withdrawal symptoms typically emerge after 1–3 days 
of abstinence, peak between days 2 and 6 and typically last from 4 to 14 days with 
sleep difficulties often taking some weeks to ameliorate. The most common symp-
toms include nightmares and strange dreams, difficulty getting to and staying asleep, 
night sweats, irritability and diminished appetite.

Likewise, cravings should be addressed and can occur within the context of the 
actual consultation by enquiring about the effect the conversation is having on the 
young person in real time. Strategies to manage cravings, such as delaying, de- 
catastrophising, distracting, de-stressing and drinking water can be discussed.

It needs to be remembered that change is a ‘process’, not an ‘event’. This is 
 especially the case with young people experiencing homelessness and who have 
multiple and complex needs; there will be many moves backwards as well as for-
ward. The clinician needs to be sturdy enough to withstand the onslaught, be well 
supported by colleagues, have regular supervision available and find time to ensure 
interventions being provided have an evidence base. Also essential is having  positive 
working relationships with relevant services such as education (formal or informal); 
training; employment; housing; mental, sexual and reproductive health (if not pro-
vided by the clinic/service within which they are located) and welcoming and 
appealing youth activity programs.

Some links to online resources and training on motivational interviewing and 
enhancement are provided below.
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 Conclusion

Clinicians occupy unique and trusted positions and, by virtue of this, can provide 
opportunities for young homeless and runaway youth to address behaviours that can 
impact on them at multiple levels – physical and mental health, academic perfor-
mance, family relationships, sport and other social and recreational activities and 
engagement in activities prohibited by law. Being comfortable in engaging in help-
ful, motivating conversation about substance use and strategies to address their con-
cerns is one such opportunity to assist them in managing their lives effectively.
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Chapter 9
Building an Effective System of Care 
for Adolescents Following Opiate 
Overdose: Stabilization Care, Residential 
Secure Care, Family and Community 
Engagement, and Ethical Concerns

Tom Warshawski, Grant Charles, Eva Moore, Alice Virani, Nina Preto, 
Amanda Pollicino, and Curren Warf

 Introduction

Opiate overdose is now the leading cause of death for adults under 55 years old in 
the United States and Canada. In British Columbia and in other areas, opiate over-
dose is now the leading cause of death for persons aged 10–59 years [1, 2], killing 
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more than suicide, car accidents, and homicide combined. The principal opiate 
involved is fentanyl, followed by heroin [3].

 Relative Incidence of Unnatural Causes of Death in BC
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BCCDC, BC Coroners Service, Illicit Drug Overdose Deaths in BC, Jan 1, 2008–Feb 28, 2018

Many if not most of these deaths are unintentional exposures through the contami-
nation with fentanyl of other non-opiate drugs including amphetamines and cocaine 
[4]. Fentanyl and its illicit analogues are particularly dangerous as they have 
between 40 and 100 times the potency of heroin. However, a significant portion of 
deaths are from deliberate fentanyl use that exceeded tolerance or fentanyl contami-
nation of other opioids. Regardless of how the overdose occurred, adolescents who 
have presented to an emergency department with an opioid overdose are at exceed-
ingly high risk of dying from a subsequent overdose in the near future.1 Assertive, 
effective intervention among youth who present with an opioid overdose can miti-
gate the risk of subsequent overdose. Youth who had deliberately used opioids can 
potentially be motivated to abstain or shift to opioid agonist therapy in order to 
avoid long-term opioid use and entrenched addiction. Youth who inadvertently con-
sumed opioids are also at high risk for subsequent overdose due to their unsafe pat-
tern of substance use, and efforts should also be made to move them away from 
substance use or to consume more safely. Those determined to continue using need 
coaching on how to consume in a safer fashion.

1 Preventing Death After Overdose: BC Coroners Service Child Death Review Panel. A Review of 
Overdose Deaths in Youth and Young Adults 2009–2023. Report to the Chief Coroner of British 
Columbia. January 2016. http://www.llbc.leg.bc.ca/public/pubdocs/bcdocs2016/591444/overdose-
death-young-young-adult-report.pdf
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 Fentanyl Detected in Over 80% of BC Overdose Deaths
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In this chapter we will review emerging early intervention models for adolescents 
who present to the emergency department with opioid overdose or who are develop-
ing dangerous levels of opiate or other drug use, acknowledging their special vul-
nerability and great promise, and offer new approaches to management. We will 
explore the rationale for assertive intervention to help youth who present with an 
opioid overdose and serious substance abuse and discuss the ethical questions which 
arise with compulsory intervention. Assertive interventions are feasible, realistic, 
and interdisciplinary and commonly include family engagement approaches that are 
particularly applicable for many homeless or runaway youth.

These approaches are not meant to take the place of harm reduction strategies 
that are critical in addressing the use of opiates by adults who have a longer history 
of opiate use; nor are these approaches meant to take the place of outpatient 
approaches such as cognitive-behavioral therapy for adolescents for less dangerous 
substance abuse.

In view of the growing threat to life that synthetic opioids have for both adoles-
cents and adults, we need to look critically at the actual interventions that now exist, 
evaluate how effective they have actually been, and be open to new approaches to 
interrupt the patterns of addiction that leave young people so vulnerable to lethal 
overdose.

Following are sections elucidating the arguments for new approaches to inter-
vention, including hospital-based certified stabilization care after acute overdose 
and certified and mandated residential secure care for more prolonged treatment. 
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We will discuss the importance of effective engagement of adolescent patients with 
parents and/or other supportive adults as well as engagement of social work and 
other supportive community agencies. As with any mandated treatment, whether of 
adolescents or adults, ethical questions that arise must be addressed clearly and 
openly. The questions arising from certification and involuntary hospitalization for 
stabilization and placement in residential secure care will also be explored.

 The Threat of Opiates to the Life and Well-Being of Adolescents

Over the last decade, youth aged 18–25 have had the highest increase in rates of use 
of heroin.2 The majority (86%) of young urban injection drug users interviewed in 
2008–2009 disclosed that they had first used opioid pain relievers obtained from 
family, friends, or personal prescription [5]. The incidence of heroin initiation was 
19 times higher among those who reported nonmedical use of prescription opioid 
pain relievers than among those who did not [6].

Many youth experiment with illicit drugs and approximately 5–15% of these will 
go on to develop substance use disorders (SUDs). [7] Serious substance use disor-
ders are more common among street-entrenched youth [8]. Regular illicit drug use is 
of concern as it often adversely affects development, family relationships, education, 
and employment and may lead to significant medical complications and even death.

Many adults addicted to opiates began their use as adolescents; it should be 
appreciated that the opiate use that one encounters among young people, whether 
prescription or heroin, may be the beginning of a long-term addiction and derail-
ment of their life’s potential.

Chronic or even episodic opioid use carries significant risks. The most severe 
outcome is death from overdose. North America is in the midst of an opioid over-
dose crisis; in 2017, there were 3996 apparent opioid-related deaths in Canada, of 
which 73% involved fentanyl or fentanyl analogues [9]; in the United States in 
2017, there were 70,237 drug overdoses, with 47,600 (67.8%) deaths involving use 
of opioids, nearly a 600% increase since 1999.3 In the United States and in Canada, 
opiate overdose is now the leading cause of death for adults under 55 years of age. 
Almost 60% of these deaths involved synthetic opioids. Youth under the age of 
25 years accounted for 8.7% of opioid deaths4with 2% of deaths occurring in per-
sons aged 19 years and younger [10].

2 National Institute of Drug Abuse. What is the scope of heroin use in the United States? www.
drugabuse.gov https://www.drugabuse.gov/publications/research-reports/heroin/scope-heroin- 
use-in-united-states
3 National Institute of Drug Abuse https://www.drugabuse.gov/related-topics/trends-statistics/
overdose-death-rates. Accessed March 4, 2019
4 Lawrence Scholl, PhD1; Puja Seth, PhD1; Mbabazi Kariisa, PhD1; Nana Wilson, PhD1; Grant 
Baldwin, PhD1 L Scholl, P Seth; M Kariisa; N Wilson; G Baldwin. MMWR/January 4, 2019/Vol. 
67/Nos. 51 and 52
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Spectrum of Effects of Substance Use
• Overdose death is the most extreme negative outcome of drug use.
• Neurological, mental health, and cognitive impairment.
• Physical health from infection, accidents, violence, sexual assault, and 

exploitation.
• Social functioning: school failure and dropout, conflict with peers and family, 

homelessness and street involvement, and interface with police or criminal jus-
tice system.

• Failure to meet adult responsibilities: parenting and employment.

Chronic use of opiates such as heroin, fentanyl, OxyContin, and others has sig-
nificant effects on health and development of youth. Use is associated with poor 
social functioning, school failure and dropout, conflict with peers and family, home-
lessness and street involvement, and interface with the police and criminal justice 
system. Physical health is affected by serious infections including endocarditis, risk 
of HIV, injuries from accidents and violence, and victimization by sexual assault 
and sexual exploitation. Long-term developmental problems are also affected 
including failure to meet adult responsibilities, sustain employment, and parenting 
children.

 Street Supply of Fentanyl

Fentanyl on the streets is usually imported from illicit amateur manufacturers, com-
monly originating overseas. The product is generally of unknown potency and may 
include several types of synthetic opioids. A mailed envelope can contain 100,000 
doses or even more. Kilograms of fentanyl have been found by police in individual 
shipments or in transit. Under these circumstances, fentanyl of unknown concentra-
tion is commonly introduced deliberately to methamphetamine or cocaine supplies 
to increase sales by providing an extra kick or simply through sloppy preparation. 
These are among the circumstances contributing to inadvertent fentanyl overdoses.

 Harms Posed by Opioid Abuse

Infectious complications are well known and include HIV and hepatitis C through 
needle sharing, as well as septicemia, endocarditis, and multiple abscesses through 
contaminated intravenous injections and equipment. Although all substance abuse is 
concerning, perhaps the most dangerous of the illicit drugs are opioids, in particular 
fentanyl.

It has been long recognized that experiencing a nonfatal opioid overdose is a 
significant risk factor for subsequent fatal overdose [11, 12] and the risk seems to 
have significantly increased over the past decade. Given the growth of use of opiates 
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since 1995 (including prescribed opiates such as OxyContin) and the dramatic 
increase in deaths from synthetic opiates (in particular fentanyl) since 2013,5 the 
current approaches to prevention and early intervention are clearly inadequate.

 Current Management of Adolescents with Opioid Overdose

Within North America, there is no standard management practices for adolescents 
after presentation to the emergency department with an illicit drug overdose. 
Fentanyl and other synthetic opioids are so potent that the drug screens available to 
hospital emergency departments are not sufficiently sensitive to detect the drug dur-
ing the acute overdose treatment period, leaving the physicians no option but to treat 
based on clinical presentation without laboratory guidance. Laboratory test results 
may be reported after several days; it is not known if they are capable of detecting 
other very high potency opiates. Practices vary considerably among institutions and 
between individual providers.

Currently, when a youth presents to hospital with an opioid overdose, parents or 
legal guardians are generally not contacted, nor is the teen admitted for stabiliza-
tion, as the youth typically refuses to consent to either. The operating principle is 
that the youth emerging from overdose is competent to make these decisions regard-
ing admission or parental notification. It is often assumed that it is safe to discharge 
an opioid overdose victim, including an adolescent, as little as 1 hour after having 
been revived by naloxone administration, as the risk posed by the presenting over-
dose is thought to be minimal [13]. Many teens are discharged after 1 or 2 hours of 
observation, often alone or with another minor. This practice and the assumptions 
underlying them need to be questioned.

The practice of early discharge of youth after opiate overdose contrasts sharply 
with the approach to adults who have received therapeutic opiates in hospital set-
tings for day surgery. These patients must be discharged into the care of a respon-
sible adult and are advised to wait at least 24  hours before making important 
decisions out of recognition of the impact of opioids, including therapeutic use of 
opioids, on the judgment of adults.6

Although the risk of immediate death after naloxone resuscitation is low, the 
12-month risk of overdose death is extremely high. Adults who present to the emer-
gency department with a nonfatal opioid overdose have up to a 10% risk of dying 
within 1 year [12]. The risk is likely similar for youth, or higher, as many of them 
have a propensity for risk-taking [14] or are homeless [8] or may have overdosed as 
a manifestation of a concurrent mental health issue with suicidal ideation [15]. 

5 The age-adjusted rate of drug overdose deaths involving synthetic opioids other than methadone 
increased by 45% from 2016 to 2017.NCHS Data Brief No. 329, November 2018. https://www.
cdc.gov/nchs/products/databriefs/db329.htm
6 Guide: Planning for my Outpatient Day Surgery, https://www.ottawahospital.on.ca/en/docu-
ments/2017/01/p084-english.pdf/ (accessed May 21,2019)
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Despite these hazards, many youth who have just survived an overdose are 
 discharged into the same circumstance from which they have been admitted and 
with less oversight than adults who have received opioids for surgical day proce-
dures [16].

Given the extreme risk of subsequent death facing youth who have experienced 
even a single opioid overdose, as well as the opportunity to intervene at a relatively 
early point in the developing opiate addiction in youth, there is an urgent need for 
health professionals to develop a coherent strategy to care for them and improve 
their safety after discharge. In formulating a management strategy, special consid-
eration must be given to the unique developmental aspects of the teenage brain, the 
effects of opioids on cognition, the role of concomitant mental health disorders on 
decision-making, the neurocognitive pathology underlying SUD, and the availabil-
ity of social supports for the adolescent including parents, older siblings, extended 
family, and social services.

 Development and Capacity for Decision-Making of Children 
and Youth

Most Western nations recognize that for some decisions, children and youth are 
competent to provide informed consent. Studies which demonstrate the ability of 
children and youth to exert sound judgment gauge competence on whether the child 
demonstrates the ability to understand information and then make what the asses-
sors deem to be an appropriate choice. This principle evolved from a landmark 
British ruling on a child’s right to consent to treatment which defined a competent 
child as one “who achieves a sufficient understanding and intelligence to enable him 
or her to understand fully what is proposed and has sufficient discretion to enable 
him or her to make a wise choice in his or her own interests.” [17] In a study which 
used clinical scenarios to assess the capacity of children and youth grouped in age 
clusters of 9-, 14-, 18-, and 21-year-olds, the 14-year-olds were as competent as the 
two adult groups in that they were as likely to come to “reasonable outcomes, ...the 
choice a hypothetical reasonable person might make.” [18] However, the authors 
caution that the “generalizability of these findings be tempered by the fact that sub-
jects were ...of high intelligence ….and not influenced by psychological disorder or 
...confusion, depression, or anxiety....”

In contrast with the “reasonable outcome” approach, others have proposed that 
competency should not rest solely on whether or not the assessor agrees with the 
decision but whether or not the reasoning that explains and justifies it seems to be 
valid [17]. This point of view departs from the requirement that the decision be 
“wise”; however, evaluating both the reasoning behind a choice and the wisdom of 
the choice is subjective. There must therefore be an operating principle with which 
to weigh the benefits of autonomous decision-making versus the accompany-
ing risks.
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Most agree that under optimal conditions, children and youth are capable of 
informed consent, and this right is often granted when the risks associated with 
consent, or refusal, are of minor consequence. However, when the ramifications of 
withholding consent are severe, and perhaps life-threatening, the developmental 
stage of the child or youth as well as their global cognitive capacity must be taken 
into account. In addition, the judgment of the child or youth must not be impaired 
by delirium, delusion, or depression [19]. If these factors are present, there is good 
reason to doubt capacity. It must also be noted that a person’s capacity, in particular 
an adolescent’s capacity, may fluctuate and may require multiple assessments 
over time.

Although many adolescents have adult levels of working memory, and verbal 
and visual comprehension, their reasoning processes, and therefore their capacity, 
may be affected by peer pressure, impulsivity, and risk-seeking behaviors [20]. 
Youth are also affected by “hot cognition” and “cold cognition,“ [21] that is, youth 
in calm, supportive environments who are not intoxicated, angry, or in conflict are 
capable of making thoughtful assessments and decisions similar to adults, while the 
same youth when angry, intoxicated, and under high levels of peer influence may 
take thoughtless, impulsive, and dangerous actions.

The prefrontal cortex (PFC) is the area of the brain most involved in attention 
regulation, inhibition of impulses, and anticipation of the consequences of actions 
[22]. The PFC develops slowly, with much individual variability, and continues to 
develop and mature at least through the mid to late twenties [21]. In general, a 
25-year-old has greater reasoning capacity than a 15-year-old in that the older brain 
is less impulsive and more resistant to peer influence and emotional impulses. This 
reasoning ability is heavily influenced by the social and peer environment, in addi-
tion to the influence of intoxicants.

The pubertal surge in testosterone, estradiol, and DHEAS results in the develop-
ment of the secondary sexual characteristics which herald adolescence and exert 
profound effects on the brain [23]. These hormones trigger structural changes in 
areas such as the prefrontal cortex [24], ventral striatum, amygdala, and hippocam-
pus [25] which themselves have estrogen and testosterone receptors. These struc-
tural changes coincide with significant behavioral correlates. Many adolescents 
tend to underestimate risks and overvalue rewards [14], discount adult direction in 
favor of peers [26], and are disproportionately influenced by emotions [22]. Youth 
in whom these problematic traits are present to a high degree are predisposed to 
substance misuse [27]. These attributes tend to improve in most young people by 
age 20–25 years.

There has been a long-standing “common sense” that many youth do not possess 
adult levels of judgment, and this is reflected in our laws which set the legal age to 
drink alcohol and to smoke tobacco at age 18–21 years, depending on the region. 
Advances in neuroscience support this view. Adolescents are not merely inexperi-
enced adults; they have unique developmental vulnerabilities.

By virtue of their developmental stage, many adolescents may be impulsive, 
show poor decision-making, and have difficulty following through with treat-
ment despite the best of intentions. This is greatly accentuated while acutely 
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intoxicated and during the period immediately afterward. Problems are qualita-
tively magnified when there is an absence of an involved and responsible sup-
portive adult relationship and when the youth is left unsupervised with peers. 
Knowledge of the unique vulnerability of adolescents must guide all interven-
tions aimed at them, but this is especially true when life and death decisions are 
being made.

 Persistence of Neurological Effects of Opioids  
Following Overdose

Even in the absence of frank delirium or delusion, acute intoxication with opioids 
can significantly impair an individual’s cognitive and behavioral capacities [28]. 
Once an individual who has suffered an opioid overdose is given naloxone, they 
“are unlikely to seek and engage wholeheartedly in addiction treatment …. [as they] 
will be having intense cravings to use opioids.” [29] Naloxone is very effective in 
countering the respiratory depression of individuals with opiate overdose but has 
little or no effect on the cognitive and emotive impairments associated with addic-
tion. Individuals who have had an opioid overdose may display significant cognitive 
deficits in memory [30] and problem-solving [31]. Even in the absence of a recent 
overdose, in the days following opioid abstinence, there are demonstrable deficits in 
complex working memory, executive function, and fluid intelligence [32]. This dys-
function is partially transient with relatively rapid improvement over 1–2  weeks 
[32, p. 8]. However, chronic opioid users display prolonged cognitive dysfunction 
[33], and it has been suggested that many require significant help in medical 
decision- making [34].

 Mental Health and Decision-Making

Individuals with disorders such as ADHD [35], anxiety [36], or depression [37] 
often demonstrate significant cognitive difficulties, and there is a high incidence of 
mental health disorders among youth with SUD [38]. Cognitive impairment that 
may accompany some mental health conditions can combine with drug-induced 
cognitive impairment to significantly impair an individual’s ability to evaluate treat-
ment options and appreciate the risks of continued drug use. Perhaps even more 
concerning is the observation that among street youth in particular, drug abuse 
“appears to be a form of indirect suicide that manifests in repeated accidental over-
doses.” [15]

The combination of SUD and one or more mental health conditions is a signifi-
cant risk factor for repeat overdose and death [39]. It is therefore imperative that 
youth who present with an opioid overdose be carefully assessed for concurrent 
mental health disorders and that treatment be initiated when mental health disorders 
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are identified. This assessment requires amassing a complete picture of the youth’s 
circumstances, a process which generally requires days to complete.

 Increased Adolescent Vulnerability to Addictive  
Patterns of Drug Use

Modern science has transformed our understanding of substance use disorders. 
Substance use disorders “were once viewed largely as a moral failing or character 
flaw but are now understood to be chronic illnesses characterized by clinically sig-
nificant impairments in health, social function, and voluntary control over substance 
use.” [40]

There is good evidence that the repeated use of illicit substances “produce 
changes in brain structure and function that promote and sustain addiction and con-
tribute to relapse.” [41] The areas most affected by illicit drug use include the pre-
frontal cortex, ventral striatum, and amygdala [41, pp. 2–5]—areas which normally 
undergo significant changes with puberty. It has also been noted that “as individuals 
continue to mature between 13 and 21 years, the likelihood of lifetime substance 
abuse and dependence drops 4-5% for each year that initiation of substance use is 
delayed.” [7] Teens seem particularly vulnerable to the addictive properties of illicit 
drugs. This observation raises the concern that illicit drugs may hijack normal 
pubertal brain development and predispose to addiction. It would appear that early 
and assertive intervention to prevent and minimize drug use in teens is warranted.

The modern view of substance use disorders is that they result from drug-induced 
brain impairment rather than a series of voluntary hedonistic acts [42] and this may 
be particularly true for youth. This understanding of a substance use disorder must 
be kept in mind when evaluating whether an individual is exercising freedom of 
choice when they continue to use illicit drugs despite obvious harm. It becomes 
more problematic to take this view when continued drug use carries a significant 
risk of death.

The modern understanding of addiction and the neurological effects of opiate 
and other substances of abuse, as well as the very real dangers posed to adolescents, 
lay the basis for the development of new approaches to management of youth with 
life-threatening substance use disorders.

 Assuring the Safety of Youth After Medical Presentation 
with Opiate Overdose

Many youth who present after an overdose are unwilling to consent to emergency 
department staff contacting family and caregivers to gather vital information. Given 
the evidence regarding cognition after opioid overdose, it is inappropriate to expect 
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a youth who has just received naloxone for a drug overdose to be capable of informed 
consent regarding notification of their parent or legal guardian to gather vital infor-
mation and ensure a safety plan for discharge and what follows. Failure to contact a 
legal guardian, or alternatively to engage supportive services, may result in the 
youth being discharged with only another minor (who may be no more competent 
than the patient) or on their own and left to their own devices. It is equally inappro-
priate to expect the youth to be fully competent to consent to, or more significantly 
to refuse, treatment options.

Prior to discharge, the youth’s mental well-being needs to be formally reassessed 
and documented, and cognitive functioning must be at a sufficient level to meaning-
fully discuss treatment options and harm reduction strategies, family and commu-
nity supports contacted and engaged, and ancillary information gathered to confirm 
the history.

This shift in our management strategy mandates that we consider the complex 
ethical issues that are involved in implementing certified stabilization care and resi-
dential secure care which are explored later in this chapter.

 Implications for Shaping Clinical Evaluation and Management

Youth who present with a nonfatal overdose are at high risk for a subsequent fatal 
overdose in the near future and ethically deserve a thorough briefing of their treat-
ment options at a time when they are capable of understanding and engaging in the 
process [43]. A fully informed discussion regarding treatment options and the provi-
sion of a safety plan cannot be adequately completed until there has been significant 
improvement in global cognition. A clinical dilemma then arises as most youth who 
have suffered an overdose are uncooperative, refuse admission, and will not consent 
to the notification of caregivers. A rational solution is to involuntarily admit the 
youth until cognition significantly improves. Unfortunately, the scientific literature 
provides little guidance as to when to conclude that cognition is sufficiently cleared 
to embark upon a fulsome discussion of the risks of continued opioid use and treat-
ment options.

 Involuntary Admission and Treatment of Adolescents for Other 
Medical Conditions

Within North America many jurisdictions have guidelines which recommend invol-
untary admission and treatment for youth with eating disorders if voluntary admis-
sion is refused and if the “patient with an eating disorder is at serious medical risk 
to the extent that they are in jeopardy of dying.” [44] Yet these same jurisdictions do 
not have similar guidelines for the involuntary admission of youth with 
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 life- threatening substance use disorders. There appears to be inconsistency between 
the criteria for competency for those with serious SUD as opposed to mental health 
disorders such as severe depression or eating disorders despite the fact that those 
who survive an overdose have a 1-year mortality rates as high as 10%, considerably 
higher than that of either anorexia nervosa or unipolar depression [45].

 Stabilization Care: An Evolving Model of Care for Adolescents 
Presenting with Opioid Overdose

Given the greatly increased numbers of youth experiencing opioid overdose, includ-
ing fentanyl overdose, and the rapid growth in mortality from these overdoses, sev-
eral hospitals in British Columbia are developing a more assertive approach to 
youth who present with an opioid overdose. These new initiatives are iterative pro-
cesses, best viewed through the lens of quality improvement and have developed 
through interdisciplinary collaboration of the staff and leadership of the emergency 
department, pediatrics and adolescent medicine, child psychiatry, nursing, medical 
ethics, hospital-based social work, and local child protective services. The manage-
ment of adolescents presenting with opiate overdose is one important component of 
improving the hospital care of adolescents, in particular homeless youth and adoles-
cents in other high-risk situations.

Change in practice requires a collaborative approach. All stakeholders must be 
engaged and find common ground in order to move forward. In British Columbia, 
concern about the opioid crisis in regard to youth and the role of the hospital arose 
among three separate working groups that had come together years earlier. One 
working group was an intersectoral community—hospital working group coalesced 
to address unaccompanied youth (youth without a responsible adult) presenting to 
the emergency department. Another working group was an initiative of the British 
Columbia Pediatric Society (a chapter of both the Canadian Paediatric Society and 
the American Academy of Pediatrics) that brought together a regional group of 
experts working with youth to evaluate the current policies and practices for adoles-
cents with serious life-threatening substance use in British Columbia. A quarterly 
community-organized group, consisting of diverse front-line and decision- making 
individuals working with youth, was formed following the tragic death of a young 
person from overdose. As the opioid crisis progressed, the youth needs also changed, 
and individuals working closely with these youth recognized the urgency of the 
issue and the gross lack of developmentally appropriate services. The combination 
of regional, provincial, and community efforts fueled a change in the medical 
approach to youth when they present to the hospital with serious, life-threatening 
substance use.

Once the urgency and need were agreed upon among this interdisciplinary group 
of champions, the problem and its urgency were presented to medical leadership at 
various levels across British Columbia. Steering committees and working groups 
were established with a focus on education, procedure development, and engage-
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ment of direct service providers. From here, an approach was developed called “sta-
bilization care.”

Stabilization care is an approach in which a youth is admitted to the hospital fol-
lowing a life-threatening overdose requiring resuscitation in the field or the emer-
gency department. Presentation of a youth to the emergency department with a 
life-threatening illicit drug overdose is an extremely dangerous situation as well as 
a window of opportunity for intervention. The process of stabilization care may take 
5–7 days or more and generally proceeds as follows:

 1. In the emergency department, every youth who is clinically evaluated to be at 
risk for illicit drug exposure is ordered a urine toxicology screen for drugs of 
abuse, including heroin and fentanyl.

 2. Based on clinical findings and independent of toxicology findings, the patient 
is treated with naloxone, repeatedly as necessary.

 3. Youth is then admitted to the hospital, involuntarily if necessary. Parents and 
guardians are notified and asked to participate in the hospitalization and dis-
charge planning.

 4. Every effort is made to support and engage the youth in a developmentally 
appropriate way and to enable the youth to develop insight over the dangers of 
their substance use.

 5. If the youth experiences withdrawal or other discomfort in the hospital, appro-
priate monitoring for opioid withdrawal is employed, and opioid agonist ther-
apy is initiated using state-of-the-art protocols as indicated.

 6. Youth who have concurrent medical complications such as pneumonia, 
abscesses, or trauma are evaluated and treated promptly.

 7. Hospital-based and community-based services, such as social work, child pro-
tective services, indigenous cultural liaisons, and counselors, are involved and 
encouraged to engage while in hospital.

 8. Once mentation is sufficiently cleared, usually within 48–72 hours, psychiatric 
assessment is provided along with thorough gathering of ancillary information 
from family and counselors.

 9. A team meeting is organized and ideally occurs within 72 hours of admission.
 10. The youth meets with a drug and alcohol counselor to evaluate treatment 

options, and the youth and family are thoroughly briefed on harm reduction 
strategies.

 11. If possible, connections are re-established with family, mental health clinicians, 
and drug and alcohol workers.

 12. If treatment is accepted, either community or residential treatment is facilitated 
with an aim for direct transfer whenever possible.

 13. Discharge is offered when withdrawal plan is managed, mental health concerns 
are addressed, suicidality is assessed, shelter is arranged, and connection with 
drug and alcohol counselors is arranged. This may be after 5 days to 2 weeks of 
hospital admission; it is significantly longer if there are major medical 
complications.

 14. Potential transfer to longer residential or inpatient substance use treatment as 
available and indicated.
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New and innovative approaches for intervention for youth with serious life- 
threatening substance use such as stabilization care and other approaches need to 
continue to be developed and evaluated. Rates of fentanyl deaths in Western prov-
inces, such as British Columbia, are increasing at the same rate among youth as 
other age groups, and it is now the leading cause of death for ages 10–18 [1, 2]. 
Youth should not be expected to receive services for serious substance use disorders 
at adult treatment facilities. Youth require services tailored to their specific develop-
mental needs that include approaches for engagement of families and youth-specific 
services, including parents when appropriate and realistic, as well as child protec-
tion, schools, and peer mentorship.

Given that this is an unprecedented epidemic, new interventions need to be based 
on the understanding of the development of drug addiction in adolescents and on the 
best evidence available, but actions will also need to be taken in the context of lim-
ited guiding evidence. It is important that there be continual quality improvement, 
following of cases over time, processes for external monitoring, and continued com-
munity engagement. As with any new initiative, research and evaluation need to be 
part of the process.

In parallel with treatment of opiate and other serious drug abuse among adoles-
cents, it is important that there be ready access to low-barrier harm reduction 
approaches for those with more entrenched opiate abuse including supervised con-
sumption sites, availability of clean needles and syringes, and in some circum-
stances availability of clean and unadulterated opiates, including heroin. Training 
for opioid overdose response and naloxone distribution is needed for all substance 
users and their family and friends. Supervised consumption sites and other places of 
interface with people addicted to opiates need to have readily available access for 
detoxification and substance abuse treatment which make opioid agonist therapy 
readily available in non- stigmatizing environments with appropriate supports.

 Secure Care

While the term secure care is widely used across jurisdictions, there is not a univer-
sally agreed-upon definition. Indeed, there is a significant variation on how the term 
is used ranging from short-term crisis and substance misuse interventions to sec-
ond-tier mental health services to criminal justice interventions. This variability in 
terminology makes comparisons about outcomes, research findings, policies, and 
legislation difficult. It also means that people who are not familiar with the different 
uses of the terms make false assumptions about any number of aspects in any dis-
cussion on the topic. As a result, one can come to conclusions that are often based 
on a shallow and selective interpretation of what is meant by secure care, making 
informed decision- making quite difficult and resulting in the delay of development 
of a badly needed intervention in some jurisdictions.

While in many US jurisdictions secure care often refers to criminal justice pro-
grams, in Canadian jurisdictions, it refers to two general categories of secure inter-
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ventions: secure treatment and secure care. Both have significant legal safeguards 
built into their enabling legislation to ensure that the human rights of the young 
people are respected while at the same time ensuring that they are made safe. These 
intervention programs are not utilized loosely and are applied only to young people 
who are at significant risk of serious harm. The legislation acknowledges that young 
people have the same right as adults for protection from inappropriate confinement. 
This includes an appeal process and review mechanisms.

Secure treatment programs tend to be of a longer term than secure care, ranging 
from up to 90 days to more indefinite periods of time based upon the perceived 
needs of the young person. Generally, secure treatment programs serve young peo-
ple who have significant mental health issues, who are at high risk for harm to self 
or others, and who often have a long history of absconding from community-based 
interventions.

Secure care programs are the more common intervention in Canada. While they 
often serve a range of young people, in the case of youth who misuse substances, 
they tend to focus on offering stabilization, assessment, and detoxification services.

A primary focus of secure care is upon the safety and stabilization of the young 
person. The purpose of the stabilization function is to provide a short-term period of 
time-out to young people whose lives are out of control. By stabilizing the young 
person in a locked setting, it is possible to assist in the current and overwhelming 
crisis the young person is experiencing. This provides the young person with the 
time and the structure to experience psychological and emotional regulation while 
also having their medical needs met. The safety and security of the setting allows for 
the young person to access their existing strengths and begin to interact with their 
world in a nonreactive manner. For those who are involved in substance misuse, it 
provides a safe environment in which to detox. As importantly, secure care allows 
the young person’s family/caregivers, and those professionals supporting them, to 
themselves have a time-out from the effects of trying to help a young person who is 
experiencing a significant, and often long-term, ongoing crisis.

Seven of the ten Canadian provinces have legislative provisions for the use of 
secure care or treatment. All of the larger provinces, with the exception of British 
Columbia, have legislative provisions for secure, residential interventions. The 
other two provinces that do not offer secure care or treatment, Prince Edward Island 
and Newfoundland and Labrador, have significantly smaller populations and prob-
ably could not financially justify such a specialized intervention.

British Columbia appears to object to the provision of secure care options on 
philosophical grounds, seemingly based more on opinion than evidence. Within the 
jurisdictions that offer secure options, the legislation in four of them allows for 
secure care or treatment for young people with serious substance misuse issues, 
within a more general framework. Three provinces (Alberta, Manitoba, and 
Saskatchewan) have specific legislation for the provision of substance misuse secure 
interventions.

It should be noted that one serious consequence of not having secure care or treat-
ment services is that in order to access safe environments for the young people, they 
may be labeled with mental health diagnoses or criminal justice charges and placed 
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in the acute mental health or criminal justice settings. This pathologizing or 
 criminalizing of young people is the only way they can be safely confined in order to 
deal with their self-destructive behavior. These practices can result in long-term 
 stigmatization that could well have consequences for individuals throughout their 
lives. It is a classic example of fitting young people into system boxes rather than 
having services that are specifically designed to ensure their safety and well-being.

 Risks and Efficacy of Stabilization and Secure Care 
for Adolescents with Severe Substance Use Disorders

Involuntary treatment for severe life-threatening substance use disorder, also termed 
“secure care,” can range from brief civil commitment of 5–7  days to prolonged 
mandatory treatment of up to 90 days. Critics cite three major concerns as sufficient 
cause to oppose involuntary treatment of SUD. The first is the increased risk of 
overdose posed by enforced abstinence, the second is the assertion that involuntary 
treatment is ineffective, and the third that it is unethical to subject an individual to 
involuntary treatment given the first two premises. All three criticisms warrant 
closer scrutiny and are discussed below.

There is good evidence that loss of opioid tolerance increases the risk of over-
dose for both those placed in involuntary treatment [46] and for those in voluntary 
treatment [47]. The risk of dangerous intolerance appears to increase proportional 
to the days of abstinence, with evidence that there is little risk of fatal loss of toler-
ance in those who were abstinent less than 9 days [47], suggesting a window of 
safety. Of note is that the risk of fatal overdose following prolonged voluntary treat-
ment may be as high as 10%, similar to, but not exceeding, the risk of death follow-
ing opioid overdose recently observed in Massachusetts [12]. There are no studies 
available of risk to adolescents involved in involuntary treatment who would likely 
have shorter-term experience, potentially lower level of use, and greater potential to 
engage parents and other social supports.

These facts underscore the continuing need for harm reduction strategies such as 
opioid agonist therapy and supervised injection sites for individuals who are unable 
or unwilling to abstain from drug use. These facts do not negate the value of treating 
opioid addiction among adolescents with the goal of abstaining from drug use and 
the restoration of health and resumption of a normal developmental trajectory.

There is no evidence that involuntary opioid treatment carries a higher risk of 
death of posttreatment overdose compared to voluntary treatment or no treatment 
after opiate overdose. Opioid use is highly risky, particularly risk of death from 
subsequent overdose after treatment, regardless of whether use follows a period of 
abstinence or not. Contamination of the drug supply by fentanyl and its analogues 
means there is a variability in the amount one is taking making the exposure to 
highly potent synthetic opioids unpredictable, even if one is attempting to use a 
previously tolerated dose.
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Youth drug use is also quite different than adult drug use. Youth are more likely 
to engage in poly drug use, which means less consistent opioid dosing and poten-
tially less physical tolerance. They may not meet criteria for severe substance use 
disorder even with highly dangerous behavior due to a more experimental and 
opportunistic approach to substance use. Coroner’s data suggests that youth who die 
of overdose are using polysubstances and it is the combination of toxic substances 
that contributed to their fatal overdose [48]. Therefore, youth at risk of fatal over-
dose may not have the same level of opioid tolerance as adults at risk. Youth-specific 
research and data are required to guide overdose prevention efforts in youth that 
may need to be distinct from an adult approach.

These facts underscore the need for harm reduction strategies such as opioid 
agonist therapy and supervised consumption sites that are youth specific to reach 
youth that are unable or unwilling to abstain from drug use. These facts do not 
negate the value of treating substance use with the goal of abstaining from drug use 
and the restoration of health and resumption of a normal developmental trajectory.

The second assertion by critics of secure care is that it is ineffective. This is not 
a fair assertion; in fact, the evidence for or against secure care is very limited. 
Systematic reviews of the literature on involuntary care for adults with severe SUDs 
conclude that evidence is limited and inconclusive [49–52]. There is no consensus 
on whether involuntary treatment is an effective alternative to voluntary substance 
use treatment, although one review found evidence to suggest that short-stay invol-
untary commitment may be effective as a harm reduction/crisis stabilization mecha-
nism [52]. Evaluating the literature is difficult given that there is no consistent 
operational definition of involuntary treatment for individuals with SUDs, confla-
tion of civil and criminal commitment outcomes [49, 51], and inconsistent uses of 
comparators across studies [51–53].

Despite limitations, a number of important findings have emerged in peer- 
reviewed literature to suggest that a closer look at a secure care approach for youth 
is important. Completion of involuntary treatment has been associated with reduced 
risk of mortality [54, 55] and self-reported improvements in quality of life [56]. 
Involuntary care can result in at least short-term improvements in drug-use behavior 
after discharge [57, 58]. A common theme across studies assessing involuntary 
treatment is the need to improve post-discharge treatment plans and continuing care 
[59, 60]. It is important to appreciate that the available studies are of interventions 
with adult substance users, not adolescents, and may not have applicability for 
young people; however, given the presumed shorter-term use of addictive sub-
stances of adolescents and the greater availability of parents, family, and other 
social supports, there may be greater impact than with adults.

The third argument against involuntary treatment is a concern about imposing 
involuntary treatment and confinement. This issue is explored at length later in this 
chapter in the section “Ethical Concerns Regarding Involuntary Treatment of 
Adolescents for Opioid Overdose and Other Serious Substance Abuse Problems.”

Although the literature does not prove that compulsory treatment is effective, a 
lack of proof of effectiveness is not proof of ineffectiveness. Few would suggest that 
involuntary treatment is superior to voluntary treatment but that is not the choice 
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confronting caregivers and clinicians. As one study comparing compulsory treat-
ment (CA) to voluntary drug treatment stated in its conclusions:

Voluntary treatment for substance use disorders generally yielded better outcomes; never-
theless, we also found improved outcomes for compulsory treatment patients. It is impor-
tant to keep in mind that in reality, the alternative to compulsory treatment is no treatment 
at all and instead a continuation of life-threatening drug use behaviours. Our observed out-
comes for CA patients support the continuation of compulsory treatment. [61]

 Building Community Capacity and Family Support for Youth 
with Substance Abuse Problems

Few would dispute that social stressors can create the conditions leading to addic-
tions which in turn lead to adverse health outcomes; however, the current biomedi-
cal focus of the healthcare system means that treatment for acute medical concerns 
is often provided without addressing the root causes of social and environmental 
stressors. Social and environmental stressors are external conditions or events 
occurring at the home or community level that negatively influence a youth’s well- 
being including family conflict, poor relationships with peers, poverty, housing 
insecurity, food insecurity, engagement with child protection, racism, and other 
forms of discrimination [62]. Social stressors, particularly low socioeconomic sta-
tus, are also known to be associated with an increase in suicidality, substance use, 
and substance-related injury or fighting [63, 64]. Many youths present to the emer-
gency department with acute medical concerns related to addictions—which are the 
product of severe social stressors. While ED staff can acknowledge that the youth’s 
environment is a significant risk factor leading to their presentation in the ED, 
resolving those circumstances is beyond the scope of an ED’s capacity. As a result, 
those social and environmental stressors need to be addressed within the young 
person’s community and family.

Unfortunately, in many jurisdictions, there is an overall shortage of community- 
based mental health and substance use disorder prevention and treatment programs 
for young people. [65] The fragmented nature of social, medical, mental health, and 
substance use services means that no one agency or ministry has the mandate or 
capacity to provide or coordinate the necessary services, resulting in many youth 
not receiving the community- and family-based resources they need [65]. The lack 
of integration, the lack of effective communication, and the insufficient levels of 
resources can also mean that intake processes and waitlists for services are barriers 
to access for youth. Often the services youths want are not available when they want 
them, resulting in missed opportunities for intervention and creating a further dis-
trust in the medical and social service systems [65]. The limited community-based 
supports and resources that do exist are typically offered on weekdays during “regu-
lar business hours”—but most young people tend to experience crises at night or on 
the weekend. These service shortfalls have signaled the need for increase in family- 
and community-based supports that are designed to meet the needs of youth.
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Many youth with addictions are viewed as “service resistant” or “noncompliant” 
by child protection and other community agencies if they do not access the resources 
or services set up as part of care plans. However, many care plans for youth were 
developed in a patronizing manner, prescribing resources with little to no involve-
ment from the youth themselves. Youth were expected to conform to requirements 
(such as age restrictions, time of access, sobriety) if they wanted to receive services. 
Some professionals would argue that youth do not want to engage with the develop-
ment of care plans, but many youth distrust the medical and social service systems 
due to negative past experiences. Furthermore, by calling youth “service resistant,” 
the onus is put on the youth themselves to find help when they have already experi-
enced a high level of abuse and trauma [65].

 Ethical Concerns Regarding Involuntary Treatment 
of Adolescents for Opioid Overdose and Other Serious 
Substance Abuse Problems

Based on the sum of the evidence regarding risk of subsequent overdose death and 
impaired cognition, it seems logical that consideration of assertive management of 
youth who present with an opioid overdose is warranted. In most circumstances, 
immediate notification and engagement of the youth’s legal guardian, as well as 
admission to hospital for stabilization, involuntarily if necessary, is the most respon-
sible first step in keeping the youth safe while allowing time to craft a care plan. 
Such a plan includes a thorough evaluation of mental health status, identification 
and optimization of community supports, discussion of substance use intervention 
and treatment programs, and the implementation of a harm reduction strategy.

This chapter raises a number of compelling arguments supporting assertive 
interventions for certain youth presenting with opioid overdose, including involun-
tary treatment for those with serious or life-threatening substance use disorders. 
However, overriding autonomy by means of involuntary treatment should never be 
taken lightly, as this too can cause significant harm. As has been outlined earlier, 
evidence supports that many youth possess the capacity to make their own health-
care decisions, sometimes even those healthcare decisions requiring a high level of 
capacity (e.g., where the risks associated with the available options, including 
refusing treatment, are high). It is also recognized, though, that individuals with 
severe substance use disorders may struggle to follow through on decisions to 
reduce or abstain from substance use due to the neurobiologic effects of addic-
tion—leading to actions that go against their authentic values or best interests. The 
question of whether an individual (be they youth or adult) with a severe substance 
use disorder can be capable of making autonomous decisions with respect to their 
substance use and treatment is unsettled. Decision-makers must therefore balance 
the potentially coercive effects of addiction against the authoritative act of involun-
tary treatment.
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In the context of youth engaged in high-risk substance use, it may be extremely 
tempting to intervene, even without the youth’s consent or over their express objec-
tions, in order to prevent serious harm and high risk of death. Given the risk of sig-
nificant harm, including death, and potentially compromised capacity related to 
serious substance use disorders, intervening against a youth’s wishes for short-term 
stabilization purposes or in order to compel longer-term treatment could be ethi-
cally justifiable in some cases. In the following section, the circumstances under 
which involuntary treatment for youth with substance use disorders may be ethi-
cally justified are considered, drawing on an ethics framework describing five crite-
ria rooted in key bioethics principles [66].

 The Intervention Is Effective (Beneficence)

Any involuntary intervention must have documented efficacy to be ethically 
justifiable.

Healthcare providers have a professional obligation to promote the patient’s best 
interests, specifically determining the option that has the highest net benefit by evalu-
ating interests in each option and discounting risks [67]. This concept does not inval-
idate the principle of autonomy and may vary over time. In addition, consideration 
of best interests must be broad and evaluate medical and other factors including 
social and emotional well-being and intersubjective factors. This duty is rooted in the 
principles of beneficence and non-maleficence and requires the healthcare provider 
to act in ways that optimize benefit for patients (and families) and to avoid options 
and actions that are likely to result in more harm than benefit for the patient. Before 
involuntary stabilization or secure care is considered, the nature and goal(s) of the 
intervention, as well as individuals for whom it is likely to be effective, must be 
identified. The weaker or more limited the evidence is supporting the effectiveness 
of secure care in meeting treatment goals, the more such infringement on youth 
autonomy is ethically problematic. Similarly, consideration of potential harms that 
might ensue from mandating involuntary care must be considered. Such harms 
include, but are not limited to, mistrust of healthcare providers and public institu-
tions more generally, trauma in relation to restriction of freedom and “being admit-
ted involuntarily,” negative impacts on outside relationships, etc.

The question of evidence is challenging in this context. As has been described 
earlier in this chapter, while there is some evidence regarding the effectiveness of 
involuntary treatment for severe substance use disorders, it is noted to be limited 
and inconclusive and may not be applicable to youth. However, if, as some have 
argued, the alternative to involuntary treatment is in fact no treatment, it must be 
acknowledged that this option too raises profound concerns particularly given our 
societal duty to protect the most vulnerable.

In medicine and healthcare, as in other fields, there are often circumstances in 
which we must invoke the precautionary principle and act in the face of uncertainty 
and in the absence of clear evidence in order to at least try to address or mitigate 
harms that are unfolding around us. Even in these situations, those in the privileged 
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position of implementing change are ethically obligated to be as informed as pos-
sible, be clear and transparent as to the basis on which decisions are being made, 
evaluate the intervention, and support methodologically, scientifically, and ethically 
sound research when appropriate to support evidence-based interventions moving 
forward. Applying this to the current question highlights the importance of being as 
clear as possible as to the basis on which a measure is implemented, including spe-
cific goals of the intervention. By way of one illustrative example, if a key goal of 
secure care is determined to be enhancing capacity and there is evidence that opi-
oids take 5–7 days for the most acute neurological effects to improve, then a justi-
fied intervention period for youth whose capacity is compromised by substance use 
may be 5–7 days. If, on the other hand, the intervention period implemented was 
either longer or shorter, then the basis for this would need to be clearly articulated 
and justified (e.g., to address the continued impact of substance abuse and addiction).

It is also important to consider the ethical justifiability of treatment options, after 
the most acute drug effects have improved, as clearly significant risks to the youth 
continue. For example, the chronic disease approach to addiction calls for compre-
hensive assessment; stabilization; coordinated treatment of multifactorial issues 
related to personal, environmental, social, and psychological status; treatment of 
comorbidities; and longer-term care. Thoughtful consideration to evaluate the risks 
and benefits of different treatment models, length of such treatment models, and 
voluntariness of treatment models is warranted. [68]

 Intervention Is the Least Intrusive Yet Effective Option  
(Respect for Persons/Autonomy)

Respect for persons refers to our duty to support individuals to make autonomous 
decisions and to treat them with dignity. For individuals with capacity to make their 
own healthcare decisions, this means respecting those decisions even where the 
decisions go against what is medically recommended and have negative implica-
tions for the health and well-being of the patient. Individuals deemed to lack 
decision- making capacity are still owed respect, and their wishes and preferences 
honored to the extent possible. In the context of involuntary interventions, this 
means, for example, using the least restrictive/intrusive intervention that will be 
effective and also supporting the individual to make those decisions they have 
capacity to make, both in terms of their healthcare and more generally.

Determining whether a patient has the capacity to make a medical decision refers 
to the patient’s ability to perform a set of cognitive tasks, including (1) understand-
ing and processing information about diagnosis, prognosis, and treatment options; 
(2) weighing the relative benefits, burdens, and risks of the therapeutic options; (3) 
applying a set of values to the analysis; (4) arriving at a decision that is consistent 
over time; and (5) communicating the decision. As alluded to above, decisional 
capacity is specific to a particular healthcare decision. The level of capacity required 
varies according to the complexity and seriousness of the decision at hand; deci-
sions that are more complex and have higher stakes (e.g., life or death) require a 

9 Building an Effective System of Care for Adolescents Following Opiate Overdose…



178

greater degree of decisional capacity than less complex and less serious ones. When 
minors lack the capacity to make a specific healthcare decision, the appropriate 
substitute decision-maker (typically a parent) is given the responsibility of making 
the treatment decision and is held to a best interest standard in making such 
decisions.

In many cases, the capacity of youth (specifically in relation to treatment for 
SUD) with serious substance use disorder is likely significantly diminished, particu-
larly in times of crisis. As has been discussed earlier in this chapter, addiction has 
been described as an impediment to informed decision-making regarding treatment 
for substance use disorders, and given the changing structure of the brain, such an 
addicted individual could well be said to be “coerced” into their drug-seeking and 
drug-taking behaviors by their addiction [69–71]. From an ethics perspective, this 
suggests that an individual with a serious substance use disorder may not have the 
ability to make a free and informed choice to stop using/seek treatment, as they 
would be experiencing coercion from their addiction. Short-term involuntary care 
for stabilization purposes is arguably a mechanism to help restore their capacity and 
therefore, ultimately, a means of respecting their autonomy [71]. It should be noted 
that while youth with serious substance use disorder may lack decisional capacity in 
some areas of their care, they may have capacity in relation to other aspects of their 
care, such as reproductive health, and thus promotion of autonomy requires recog-
nizing that capacity is decision specific. Likewise, infringements on their freedoms 
should be limited to those necessary to realize the goals of treatment and not 
extended unnecessarily to other activities. This means that even in the context of 
stabilization or secure care, youth ought to be supported if they, for example, wish 
to leave the premises to smoke or take a walk.

Proportionality is also an important consideration and requires that any involun-
tary intervention must be proportional in terms of the anticipated benefits and risks 
of harm. While desperate situations may justify significant intrusions on freedoms, 
these same interventions may not be ethically permissible in situations where 
 consequences were perhaps less severe or where the benefits were less likely to 
accrue. Moreover, it would be ethically problematic to design a system in which 
youth were routinely involuntarily placed in secure care when less restrictive 
approaches would likely be effective. This highlights the importance of providing a 
continuum of care to ensure access to the least intrusive services.

 Intervention Does Not Cause Greater Harm Than It Seeks to Prevent 
(Non-maleficence)

While there is a duty to respect the youth’s evolving autonomy, there is also a rec-
ognized societal duty to protect youth from harm (as outlined, for example, in 
child protection legislation). In the context of minors engaged in high-risk sub-
stance use, the duty to protect would reasonably seem to include taking steps to 
protect those youth from the significant risks of harm and death associated with 
that drug use. However, this does not translate into a license to involuntarily treat 
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all youth who use substances. Although the anticipated benefits of involuntary 
interventions—for example, detoxification, assessment, stabilization (including 
improved decisional capacity), and connection with additional resources and sup-
ports—may be compelling, they must still be weighed against the risks associated 
with such interventions, including the risks associated with overriding the youth’s 
evolving autonomy and preferences. Adolescence has been described as a “devel-
opmental stage when trust of adults comes grudgingly, must be earned, and can be 
lost at first betrayal.” [72] In addition to the physical harms associated with treat-
ment (e.g., withdrawal symptoms), erosion or loss of trust in the healthcare team 
and healthcare institutions and the implications this loss of trust has for the will-
ingness and ability of the youth to seek medical care and form therapeutic relation-
ships must also be considered when reflecting on harms associated with involuntary 
treatment. Similarly, the loss of freedom and restricted choice as well as the stigma 
associated with being labeled as an addict and involuntarily treated would need to 
be considered.

To summarize, in considering this element, it is important to acknowledge that 
our obligation to protect does not negate or reduce the significance of infringing a 
person’s autonomy/right to self-determination. While some youth may later appre-
ciate this approach and continue to engage in treatment, consideration must also be 
given to the outcomes of those who stop engaging with care or who never present 
for care, for fear that mandated treatment may be imposed on them.

 Social Context and the Principle of Justice

On a related note, we must also consider the long-term implications of infringing on 
autonomy, particularly in the social contexts of past harms perpetuated by medical 
system on certain groups (e.g., indigenous; transgender population), and take steps 
to ensure that in striving to protect these youth, we are not replicating past harms or 
perpetuating trauma. Adopting a trauma-informed approach to care in this context 
would likely be helpful.

The last two criteria outlined below are rooted in the principle of justice. Justice 
includes, for example, our responsibilities to ensure that all people have equitable 
access to healthcare services and to fairly distribute resources. This also includes 
consideration of procedural justice, which involves, for example, transparency in 
decision-making and ensuring access to a fair appeal process.

 Intervention Is Nondiscriminatory (Justice)

Where involuntary interventions are implemented, justice requires that the criteria 
on which such treatment would be based are clear, as this helps ensure that those 
who are being treated involuntarily are not being held to a higher standard than 
others who are similarly situated—or otherwise stated that “like cases are 
treated alike.”
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On a related note, justice considerations may be raised both in support of invol-
untary interventions for youth with serious substance use disorders and in terms of 
caution around concerns to be addressed if such an approach is implemented. For 
example, if substance use disorders disproportionately impact marginalized popula-
tions (e.g., indigenous people, those who are socioeconomically disadvantaged), 
then by failing to assertively intervene and treat these youth, are we neglecting our 
obligations or discriminating against these populations by not offering adequate 
care because of stigma or devaluation? Conversely, concerns may be raised that 
secure care may be used disproportionately with marginalized populations as a form 
of social control.

 Intervention Is Fair (Justice)

The kinds of targeted interventions being considered in this chapter may form part 
of a response to the significant risks of harm to youth with serious substance use 
disorders. However, justice requires that these discussions take place within a 
broader effort to address the social determinants of health which are widely recog-
nized as leading to health inequities in general and as also often being at the root of 
problematic substance use specifically. For example, personal and environmental 
risk factors that are known to increase likelihood of problematic substance use 
include (among others) exposure to problematic substance use in the home or peer 
networks, exposure to abuse or trauma, adverse childhood experiences, lack of 
parental support/supervision, poor academic performance, uncertain  employment/
loss of employment, early initiation of substance use, and experiences of racism and 
discrimination [73]. Tackling the profound health inequities in our society by 
addressing such broad social, environmental, and personal risk factors is undeniably 
complex and requires strong leadership, as well as coordinated and sustained efforts 
from all sectors of society.

Procedural justice is also relevant here. For example, explicit criteria should be 
established for treatment duration and discharge and clear processes put in place for 
individuals to appeal involuntary admission. More generally, the concerns outlined 
above help to highlight the importance of meaningful and effective consultation 
with stakeholders as part of the exploration and development of policy and proce-
dures around involuntary treatment for youth with serious substance use disorders. 
Relevant stakeholders include, but are not limited to, youth with substance use dis-
orders, parents of youth with substance use disorders, healthcare providers working 
with this population, risk management, and ethics. Representation of youth and 
parents with a variety of experiences with accessing substance use treatment ser-
vices would be important in this process. Moreover, working in close partnership 
with key stakeholder groups at a broader system level to ensure any involuntary 
interventions are designed and implemented in a way that is nondiscriminatory and 
culturally competent is strongly recommended.

T. Warshawski et al.



181

 Conclusion

Given the rapidly rising incidence of opiate exposure and overdose among adoles-
cents and the sum of the evidence regarding risk of subsequent overdose death and 
impaired cognition, there is a compelling need to adopt effective approaches to 
interrupting adolescent exposure to opiates. Youth experience persistent negative 
effect on cognition and judgment following exposure to opiates. Many youth who 
are exposed to opiates are homeless and disconnected from healthy adult relation-
ships and will return immediately after resuscitation to the very high-risk environ-
ment from which he or she came if immediately discharged after resuscitation. This 
warrants new approaches to assertive management of youth who present with an 
opioid overdose. Unless there are compelling reasons not to, in most circumstances 
notification and engagement of the youth’s parent or legal guardian is advisable, 
with admission to hospital for stabilization, involuntarily if necessary, is the most 
responsible first step in keeping the youth safe while allowing time to craft a care 
plan. Such a plan includes a thorough evaluation of mental health status, evaluation 
of associated medical or infectious complications, identification and optimization of 
community supports, discussion of substance use intervention treatment options, 
and implementation of a harm reduction strategy. When available, many adolescents 
who have engaged in opiate abuse or other life-endangering substance use may 
benefit from secure engagement in inpatient care. As with any involuntary engage-
ment, significant ethical questions arise, which must be balanced against the real 
threat to the youth’s life.
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Chapter 10
Providing Clinical Care to Youth 
Experiencing Homelessness

Eva Moore and Curren Warf

 Introduction

 Youth’s Barriers to Accessing Care

Homeless youth commonly face significant challenges in addition to their lack of 
stable housing. Many LGBTQ youth have felt rejected by their family of origin1; 
immigrant, migrant, and refugee youth live in fear of apprehension and deportation; 
African American youth may have faced harassment by law enforcement officers; 
youth who have left multiple placements in foster care may feel that they will never 
be accepted.

Additionally, while literally homeless, young people are most vulnerable to esca-
lating substance use, including injection drug use, as well as to exposure to sexually 
transmitted infections, skin problems, flair-ups of chronic disease (asthma,  allergies, 
and other chronic medical problems), and other acute medical problems (injuries, 
infections, etc.).

Accessing medical care, in addition to meeting preventive, acute, and chronic 
medical needs, can provide a unique opportunity for linkage to other services. 
Connections with youth workers or outreach workers can introduce youth to 

1 A Practitioner’s Resource Guide: Helping Families to Support Their LGBT Children; SAMHSA 
(Substance Abuse and Mental Health Services Administration), https://www.aap.org/en-us/advo-
cacy-and-policy/aap-health-initiatives/Pages/LGBT-Resources.aspx (Accessed November 5, 
2019)

E. Moore 
Division of Adolescent Health and Medicine, Department of Pediatrics,  
University of British Columbia, Vancouver, BC, Canada
e-mail: eva.moore@cw.bc.ca 

C. Warf (*) 
Department of Pediatrics (Retired), Division of Adolescent Health and Medicine, British 
Columbia Children’s Hospital, University of British Columbia, Vancouver, BC, Canada

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-40675-2_10&domain=pdf
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Pages/LGBT-Resources.aspx
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Pages/LGBT-Resources.aspx
mailto:eva.moore@cw.bc.ca


188

 lower- risk environments and move youth toward engagement in school and stability 
of housing.

It is essential that those engaged in working with youth reject stereotyping or 
generalizations and get to know each unique individual. Clinic staff should maintain 
a posture of nonjudgmental positive regard when working with homeless youth 
including in cases when youth have not adhered to care plans.

Homeless youth may be more distrustful than other young people, more fearful 
of system involvement, and may come with a history of prior negative experiences 
that are transferred to the provider. Nonetheless, they are entitled to the same level 
of respect and confidentiality as other youth [1].

 Circumstances of Homeless Youth and Opportunities for Intervention

Youth experiencing homelessness vary in their living environment and include 
youth who are literally homeless on the streets as well as those who are couch surf-
ing from place to place, have insecure housing, or are staying in shelters. Some 
youth are members of homeless families. Some are “doubled up” with other fami-
lies. Conditions for individual youth can be very fluid and shift between living on 
the streets, in parks, in abandoned buildings, in shelters, and with friends. All of 
these conditions make it challenging for youth to engage in many of the activities of 
housed youth including attending school (though many continue to do so), access-
ing medical care in traditional settings, or adhering to medical treatment.

Access to medical care is generally episodic and initiated only when there is an 
acute need. Youth may access care in emergency rooms, acute care centers, or walk-
 in clinics, utilizing a variety of services and locations leading to fragmented care. 
Adhering to treatment regimens which require regularly taking medications or 
engaging in other follow-up care can be highly challenging. Access to showers, 
laundry, clean clothing, and nutrition is problematic and can impact provider rec-
ommendations for how to care for oneself while sick or infectious. The most chal-
lenging group of youth who have the hardest time accessing health services are 
those who are literally homeless or “street living” youth [2]. By definition, they lack 
the stable and predictable environments and the consistent relationship and supervi-
sion of caring adults that young people need and deserve.

The longer youth remain on the street, the more likely they are to acculturate and 
the more barriers that will stand in their way. Their concrete health concerns, 
whether for major or minor problems, may be a critical link that can bring them into 
contact with a broader range of supportive and stabilizing services. Low barrier 
medical services that are linked to targeted social services can play a pivotal role in 
engaging these youth in services and taking initial steps to stabilization. Having 
positive experiences with clinical care and other services can create greater poten-
tial to address chronic health problems including accessing substance use and men-
tal health services.

Given the complex needs of homeless youth, it is useful to provide medical care 
within an interdisciplinary setting, with sensitive and well-trained staff. In a team 
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setting, case managers, youth workers, social workers, or others may be available to 
help build a relationship with the youth, address their specific needs, and facilitate 
stabilization. (See Chap. 4.)

 Developmental Considerations

Youth who are homeless may initially appear to be more independent than similarly 
aged peers and may be engaged in some behaviors associated with adults, including 
sexual activity and alcohol and other drug use. However, the reality is that they are 
extremely vulnerable and poorly prepared for adult life. They may be behind in 
school, have a history of significantly traumatic experiences with emotional conse-
quences, commonly face the loss or rejection of their families, and continue to 
struggle with their emerging sense of identity and place in the world. Given the 
common history of rejection and loss that they have faced, there are frequently ini-
tial barriers to developing trust and accepting services. These developmental chal-
lenges are more accentuated among youth with cognitive problems [3] (including 
the legacy of fetal alcohol effects), learning disabilities, and emotional and mental 
health problems. Through fostering caring relationships with clinicians, youth 
workers, and outreach and social workers, housing stabilization, and engagement in 
school or employment, much of this distrust can be overcome.

 The Clinical Environment and Encounter

Given the lack of structure in the lives of most homeless youth, it is important that 
clinical services have available times for walk-in appointments, particularly for new 
patients who may be hesitant to come to the clinic. Walk-in healthcare appointments 
can improve accessibility for patients, and extended hours into the early evening 
encourage continuing engagement in school or employment.

It is important to establish whether the youth has a place to stay and if they will 
be in a safe environment and have access to regular meals after they leave the clinic. 
These concerns offer opportunities for engagement. Clinic staff should be notified 
immediately if youth need referrals to facilitate prompt response and access to a 
shelter or drop-in center.

Any clinic that offers health services to homeless youth needs to create a wel-
coming, accepting, and supportive environment for young people of diverse sexual 
orientations, gender identities and expressions, cultural and religious backgrounds, 
ethnicities and colors, immigration status, and other backgrounds. Including youth 
in the design and decorating of the clinical waiting area can be valuable. A welcom-
ing environment can be developed through including posters portraying diverse 
young people of varied colors, ethnicities, cultures and gender expression, and mul-
tilingual educational materials. Similarly, including youth-specific health informa-
tion and brochures in the examining room and including material for same sex, 
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opposite sex, and gender diverse youth communicates an openness and acceptance 
of young people who may have had difficulty accessing services in other environ-
ments. Rainbow and gender diversity flags or decals on room doors or bulletin 
boards can indicate openness and acceptance [4].

When feasible, it is preferable to have specific waiting areas for adolescents and 
young adults. Youth who are homeless, particularly those new to the streets, find 
waiting areas with homeless adults to be frightening and uncomfortable and may 
expose youth to individuals with more advanced mental health and substance use 
problems. On the flip side, adolescents may not feel welcome in a pediatric clinic 
decorated for young children. Young children and their families may be uncomfort-
able waiting with adolescents. Youth-specific waiting areas can frequently be cre-
ated by having designated youth clinic hours and by including educational materials, 
posters, and other decor that reflect young people’s interests.

In some clinics, designating one or more specific examination rooms to meet the 
health education needs of youth is possible. The examination room should be large 
enough to accommodate a companion of the youth if they bring someone and the 
examination table should always be facing away from the room door. Relevant 
health education materials on hygiene, contraception, STIs, condom use, hotline 
phone numbers, and local youth drop-in center information, hours and locations 
should be made available.

Youth may come with a friend, family member, or youth worker, and the youth 
may want the presence of this supportive person in the room with them at the time 
of the health visit. A youth’s preference for a supportive person present should be 
prioritized, but the provider may also need to ask them to leave and not assume that 
confidential and personal issues may be discussed in front of this person. 
Alternatively, an advocate for the youth may be made available at the clinic to pro-
vide emotional support given how overwhelming the healthcare experience may be.

 Organizing Care

Many vulnerable youth may not seek primary or preventative care and may only 
present to the medical system in crisis. Overuse of emergency departments, walk-in 
clinics, and/or urgent care centers is common for many homeless and at-risk youth 
reflecting the chaos and uncertainty of their lives. Any contact with the healthcare 
system should be seen as an opportunity to engage the youth in their healthcare. 
Immunizations, contraception, STI testing and treatment, and other primary care 
measures should be offered at each healthcare encounter, even in emergency settings.

While youth should be directed to and educated on the benefits of a medical home 
and having their own primary care provider, consistent care at one location may not 
be feasible or seen as valuable to the youth. Youth and their adult allies should be 
encouraged to take charge of their own healthcare information – such as medication 
names and dosing, consultant physician names and phone numbers, test results, and 
follow-up plans – which can be lost between healthcare systems. Youth who have 
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smartphones can use note pages, calendars, and contact pages to organize their med-
ical care (see “Just TRAC it”2 for ideas). Simple pen and paper or business cards can 
also be used in this way. Support workers may need to manage this for their youth 
clients, as many homeless youth will not have the capacity to organize their health 
information and will not be able to maintain a smartphone and/or paperwork.

 Meeting the Youth Experiencing Homelessness:  
The First Encounter

Homeless youth frequently have poor access to medical care and have differing 
personal barriers to accepting care; many enter with preconceptions of the clinic and 
an initial level of distrust, while other youth may have had very positive experiences 
with physicians, nurses, and other clinical staff and be comfortable and open.

Youth should be met with warmth and a smile and welcomed. One can acknowl-
edge how difficult it may have been to come into the clinic. Youth may be accompa-
nied by a parent or caregiver, social worker, or youth worker, and the youth may 
want the presence of this supportive person in the room with them at the time of the 
medical visit.

Keep in mind that the young person is coming to the clinic either to get help for 
a concrete problem or on the advice of someone who has picked up on their situa-
tion. The clinician is there to be a knowledgeable and caring resource. There is no 
expectation or desire on the part of the youth that the clinician dresses like, speaks 
like, or behaves like an adolescent.

 Communication

(See Chap. 3.)
Many of the issues addressed in the medical evaluation and examination are 

sensitive, and the history taking, examination, counseling, and teaching should be 
provided in a confidential setting taking care not to convey judgment or blame.

The focus of the clinician’s attention should be on the youth; note-taking during 
the interview should be minimized as this can pose a barrier to the relationship and 
communication. Appointments with youth should be uninterrupted as much as pos-
sible. Frequent interruptions can interfere with understanding and communication.

It is essential to remain focused on what the young person is saying, ask ques-
tions that show that you understand his or her concerns, help elaborate on their 
concerns, and reflect back what you understand. Being dismissive of the youth’s 

2 BC Children’s Hospital, Just TRAC it, viewed at http://www.bcchildrens.ca/our-services/support-
services/transition-to-adult-care/just-trac-it
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concerns through tone of voice, body language, or use of words gives a clear mes-
sage that you don’t care about him or her. Empathetic comments that acknowledge 
their experiences like “I’m sorry you had to go through that…” can enable youth to 
appreciate that you have listened to them.

Acknowledge and accentuate the authentic positive characteristics that you see 
in the youth such as their resourcefulness; their willingness to get help; the care they 
express for their friends, family, or pet; and their artistic creativity, humor, or emo-
tional insight.

Don’t lecture them on what they are doing wrong. Hold off on giving advice until 
you are sure you understand what you are being asked. Make sure to maintain a 
nonjudgmental tone. Don’t express judgments of parents, even if the youth expresses 
anger at them; emotional connections with parents almost invariably continue to be 
strong, even for youth who have been maltreated.

 Interpreters

Some youth and their parents may not be fluent in English, and an interpreter may 
need to be used. It is best practice to use professional interpreters if personal infor-
mation is covered. Do not use children as interpreters beyond answering concrete 
questions such as locating the restroom.

 Hidden Disabilities and Challenges

Be alert for hidden disabilities such as cognitive deficits, educational deficits, and 
mental health problems. Traumatic histories are common and frequently difficult to 
talk about and may have shaped much of the young person’s life. Cognitive, emo-
tional, and mental health problems, effects of trauma, and insecurity of housing may 
affect the ability of the young person to understand clinical advice or follow through 
with recommendations. Youth may struggle to communicate. Many traumatized youth 
have great difficulty in direct communication, and homeless youth suffer dispropor-
tionately from developmental challenges, traumatic brain injuries, and learning diffi-
culties, further impacting communication. The young person’s body language should 
be attended to including eye contact, tearfulness, facial expressions, and posture.

 Getting to Know the Young Person

Particularly at the first encounter, when trust has not yet been established, it may be 
useful to help the youth identify the problem that they would first like to address. 
Based on the urgency of the medical need and the receptivity of the youth, a thor-
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ough history and psychosocial assessment may need to be deferred. The connection 
that is made with the young person is more important than the thoroughness of the 
social history that is obtained. Try to address and resolve the concrete problems a 
youth brings and involve clinic staff and/or an outreach worker as needed. Schedule 
an early follow-up appointment for ongoing care to build confidence and trust and 
address medical needs.

 Awareness of One’s Own Biases

Providers and clinic staff need to be aware of their own biases that can inadvertently 
create barriers for youth. Homeless young people may come to clinic poorly dressed, 
unwashed, and disheveled and possibly intoxicated. Their dress style may be a kind 
of self-expression or statement that is unappreciated by the examiner. Some youth 
may be withdrawn and uncommunicative. They may be socially isolated and have 
been ignored and treated badly on the streets. Their social skills may be limited. All 
of these factors may lead the examiner to form an initial impression at odds with the 
vulnerability and potential of the young person.

 Ethnic Minority Youth

African American and Native American (indigenous) youth are overrepresented 
among homeless young people and have likely experienced discrimination and bias 
on the streets or in other settings. Given youths’ vulnerability, clinical staff need to 
establish a warm, welcoming, affirming, and nonjudgmental environment for all 
homeless young people [5].

 Lesbian, Gay, Bisexual, Transgender, and Questioning (LGBTQ) Youth

Gay, lesbian, bisexual, nonbinary, transgender, and questioning (LGBTQ) youth are 
disproportionately represented among homeless youth and may have had previous 
negative experiences with services and felt ridiculed, victimized, or excluded. 
Clinicians should not presume sexual orientation or gender identity. Sexual behav-
iors do not always correspond to sexual orientation. Many youth who identify as 
heterosexual have had sexual experiences with the same sex, and many youth who 
identify as gay or lesbian have had, or continue to have, sexual relations with the 
opposite gender [4].

Homophobia refers to an irrational fear and resulting hatred of homosexuality 
and is pervasive in our culture; it is reflected in higher rates of bullying and violence 
suffered by sexual minority youth and may lead to self-destructive behaviors. 
Heterosexism is the expectation that heterosexuality is the expected norm and that 
LGBTQ youth are “abnormal”; heterosexism is more insidious and more damaging, 
particularly for adolescents’ development of their self-image [4].
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Clinicians need to have offices that are not only youth friendly but also welcom-
ing to sexual and gender minority youth. Being gay, lesbian, or gender diverse is not 
in itself a risk factor, and the majority of LGBTQ youth emerge as adults without 
significant increase in risk behaviors compared to other youth and as adults lead to 
happy and productive lives [4].

All young people, regardless of sexual or gender identity, need to know how to 
express their sexuality in healthy ways, avoid STIs, and avoid unwanted pregnancy. 
Healthcare providers can play an important role in opening these discussions.

Adolescents who are open about their LGBTQ orientation, or even perceived to be 
LGBTQ, commonly face verbal harassment or physical threats at school, avoid attend-
ing school, or drop out of school because of perceived risk of violence. Sometimes 
assaults on gay or transgender youth result in homicide; in other cases, there are 
increased risk of mental health disorders and suicide [4] (See Chap. 15). Resources 
for youth who have been bullied or victimized can be found at “It Gets Better.”3

Given the disproportionate representation of LGBTQ youth among youth experi-
encing homelessness, it is important that clinicians caring for them convey acceptance 
and affirm their feelings, including of gender dysphoria when appropriate, and make 
appropriate referrals when needed. Obtaining a confidential, thorough, developmen-
tally appropriate history allows for the recognition and affirmation of strengths and 
assets as well as risks [4]. Clinicians can refer to the American Academy of Pediatrics 
(AAP) materials which include modules on caring for LGBT youth from the National 
LGBT Health Education Center of the Fenway Institute for Education and Learning.4, 5, 6

If a young person hasn’t yet “come out” to friends or family members, they may 
need support. Parental support for their adolescent children in affirming their sexual 
orientation and gender identity is an important factor in reducing risk behavior, 
suicidality, drug use, and depression; negative parental responses are associated 
with increased risk behaviors [4]. Organizations such as Parents, Families and 
Friends of Lesbians and Gays can provide valuable resources.7, 8

 Prior or Existing Medical Care

If the youth has an existing source of accessible primary medical care or a medical 
home, verify that it is still accessible and if he or she would prefer to return to the 
prior clinic. Common barriers include the lack of health insurance, physical dis-

3 http://www.itgetsbetter.org/
4 American Academy of Pediatrics, LGBT Resources, https://www.aap.org/en-us/advocacy-and-
policy/aap-health-initiatives/Pages/LGBT-Resources.aspx (Accessed November 5, 2019)
5 National LGBT Health Education Center, Fenway Institute https://www.lgbthealtheducation.org/
lgbt-education/learning-modules/ (Accessed November 5, 2019)
6 Creating a Welcoming and Safe Environment for LGBT People and Families; GLMA Health 
Professionals Advancing LGBTQ Equality. http://www.glma.org/index.cfm?fuseaction=page.
viewPage&pageID=1031&nodeID=1 (Accessed November 5, 2019)
7 www.pflag.org
8 Gay Family Support http://www.gayfamilysupport.com
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tance or lack of transportation, or inadequate resources at the existing clinic to 
address their health needs given their current circumstances.

For homeless youth who remain in school, school-based clinics may be available 
which the young person can utilize. Well-resourced school-based clinics may have 
access to social workers and nurses and be well-situated to engage parents and 
extended family members or other supportive adults.

 Youth Presenting with Emergent Medical Conditions

Youth who present to the clinic with a life-endangering or other emergent issue 
must be quickly evaluated and referred to the closest emergency department (ED) 
by ambulance as indicated.

Common emergent medical and psychiatric issues include acute suicide risk, 
psychosis, serious acute injuries, recent sexual assault, and opiate overdose.

All clinics serving homeless youth should have naloxone kits on-site with staff 
trained in their use9; all youth with significant opioid overdose should be referred to 
the closest emergency department after naloxone has been administered. With the 
current prevalence of fentanyl and other synthetic opioids, potentially lethal over-
doses can occur unintentionally with the use of fentanyl-contaminated marijuana, 
amphetamines, cocaine, or other drugs. Given the high potency of fentanyl, multiple 
doses of naloxone may need to be administered, and sufficient observation time 
after administration may be required, depending on the dose administered for 
reversal.

Youth who come to clinic after a recent (under 72 to 96 hours) sexual assault 
should be immediately referred to the appropriate emergency department with 
capacity for forensic evaluation and evidence collection.

(See Chaps. 14 and 15.)

 Consent, Confidentiality, and Reporting of Child Maltreatment

All health professionals, including physicians, nurses, and social workers, have a 
legal responsibility to contact child protective services or the police if there is dis-
closure by a minor or significant suspicion of child abuse or severe neglect. If avail-
able, a social worker should be involved when reporting disclosures of child 
maltreatment and when interacting with child protective services. Many youth 

9 Reference to BC CDC http://www.bccdc.ca/resource-gallery/Documents/Guidelines%20and%20
Forms/Guidelines%20and%20Manuals/Epid/Other/BC%20Overdose%20Prevention%20
Services%20Guide_Jan2019_Final.pdf and CDC protocols https://www.cdc.gov/drugoverdose/
prevention/reverse-od.html
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experiencing homelessness have a history of involvement with child protective ser-
vices and may have an existing social worker.

The clinician should be clear with the patient about both their right to confiden-
tiality and the limits of confidentiality and communicate requirements for manda-
tory reporting regarding concerns for safety. This can be a very difficult conversation 
with the youth; it is important to be transparent regarding one’s legal responsibilities 
and explicit about the goal of assuring their safety.

Minors have rights to confidentiality regarding consensual sexual relations, sub-
stance use, and other sensitive matters, though there are limitations related to age 
discrepancy of sexual partners and disclosure of intrafamilial sexual abuse. Laws 
governing mandated reporting requirements in the United States vary state by state. 
These issues are frequently difficult to negotiate and the youth may be angry and/or 
need support.

 Victims of Sexual Exploitation and Sex Trafficking

Youth who are surviving on the streets without a means of support are at very high 
risk for involvement in “survival sex” and commercial sexual exploitation. Sexual 
exploitation affects both males and females; LGBTQ youth are at highest risk for 
involvement among youth experiencing homelessness.

Studies indicate that the age of entry into sex trafficking and commercial sexual 
exploitation may be as young as 12 to 16 years when youth are most vulnerable to 
manipulation and have limited life experience [6]. There is some dispute regarding 
age of entry, with more recent studies indicating that the median age for entry into 
commercial sexual exploitation was 18 years [7]; variation may be ascribed to dif-
ferences in samples.

Commercial sexual exploitation is “any sex act in which anything of value is 
given or received by any person” [7]. Commercial sexual exploitation of a minor 
includes “crimes of a sexual nature committed against juvenile victims for financial 
or other economic reasons…include trafficking for sexual purposes, prostitution, 
sex tourism, pornography, stripping and performing in sexual venues” [6]. In the 
United States, adolescents under age 18 involved in commercial sexual exploitation 
do not need to have been subject to force, fraud, deception, or coercion to legally be 
considered a victim of a crime. As a caution, though commercial sexual exploitation 
of a minor is an offense under federal law, in some states, youth who have been 
engaged in commercial sex, or survival sex, are evaluated as being “prostitutes” and 
treated more as criminals than victims, reducing the likelihood that they will receive 
the services they need and resulting in reentry into sex trafficking and escalating 
risk behaviors [8].

Sexual exploitation and sex trafficking expose young people to emotional trauma, 
potential for assault, exposure to sexually transmitted infections, and high risk for 
involvement in serious substance use.

In the clinical setting, the patient should be told that he or she is not required 
to answer any questions, helping give them a sense of control of the interview 
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process. The youth should be interviewed away from those accompanying him or 
her and must be listened to carefully for concerns about safety. Patients who have 
been victims of commercial sexual exploitation may present medically for treat-
ment of sexual assault or other physical injury, drug overdose, or other complica-
tion, for reproductive health, or to meet other needs. The youth may have been 
told to lie about his or her circumstances [6]. The clinician needs to be aware of 
the sensitivity surrounding these issues and the vulnerability the youth may feel, 
as well as the real danger youth may be in, proceed carefully through the inter-
view process, and ensure that they know the resources youth may need when 
issues are disclosed. Physicians should become familiar with state-specific laws 
governing child sexual exploitation [9]. The Institute of Medicine has issued a 
report on ethical issues related to reporting commercial sexual exploitation of 
children [6, 8].

 Setting the Stage for Medical Evaluation and Management

 Interviewing the Patient and Obtaining a Medical History

A thorough social and medical history may or may not be possible or reasonable on 
the first encounter because of time considerations, reservations of the youth, and his 
or her tolerance for a long interview. A good place to start is to identify the principal 
concern of the youth that has brought him or her to clinic, such as a concern about 
STIs, a need for contraception, an acute injury, or a specific symptom.

Safety concerns should always be prioritized and reviewed, in particular, whether 
the youth has a safe place to sleep and is interested in locating a drop-in center or 
shelter.

The HEADSS or SHADDES interview models provide a reasonably time- 
efficient approach to conducting a “psychosocial biopsy” and identifying key stabi-
lization issues to be addressed. (See Chap. 3.)

 Acknowledging Patient Strengths

It is important to ask about, and acknowledge, patient strengths as part of the assess-
ment (close relationships; attendance in school; interests in sports, arts, etc.); if the 
youth cannot identify any, the interviewer can acknowledge their courage in coming 
to the clinic, their resourcefulness in addressing the challenges they have confronted 
while homeless, or specific and concrete items that came up during the interview. 
The acknowledgement of strengths allows one to help build youth’s confidence, 
encourage continuity of care, and end with a positive and hopeful component in 
what is commonly a stressful experience for the youth. (See Chap. 3.)
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 Chaperones

Institutions have different policies regarding use of chaperones; it is important that 
clinicians follow institutional guidelines, respecting patients’ comfort, privacy, and 
perception of safety [10], while being attentive to their own professional concerns 
regarding potential vulnerability. It is recommended that male and female examin-
ers have chaperones for all breast, pelvic, and genital exams. The chaperone may 
need to be introduced to the patient as a reassuring person who can assist or provide 
support if the patient wishes. The name of the chaperone should be recorded in the 
medical chart. Chaperones, with the exception of those assisting the exam, should 
always be positioned at the head of the bed. Peers or adult allies of the youth from 
outside the clinic should never be used as chaperones.

 Physical Examination

The examination may need to be problem-focused. It is important to appreciate and 
respect patient modesty, and it may not be possible or necessary to complete a breast 
or genital exam. In conducting the examination, it is reassuring to provide the rea-
sons for examining various parts of the body and to make reassuring comments 
about the normalcy of findings.

Accommodation to modesty can be made by focusing on the elements of the 
examination most pertinent to the complaint, examining parts of the body serially 
and not asking the young patient to unclothe completely. A drape can be provided 
so that the youth can be partially covered during the examination. There may be 
additional sensitivities for youth who have experienced sexual assault or abuse.

Signs of personal neglect and lack of access to routine healthcare are common 
and include poor dental hygiene, untreated caries, and other oral problems reflecting 
poor access to dental care. In addition, youth need vision screening and funding and 
referral for corrective lenses if visual acuity is poor.

Dermatological exam may show presence of various infections related to neglect, 
lack of hygiene, trauma, use of drugs, or other more routine problems such as acne.

There may be signs of poorly managed or untreated chronic medical problems 
such as asthma or diabetes.

 Genital and Gynecologic Exam

The genital exam is an important part of the physical exam. It can identify findings 
of STIs and other infections and evaluate for pelvic inflammatory disease, as well as 
the potential for testicular tumors in biologic males. For some youth, genital exams 
can be embarrassing; for youth who have experienced sexual assault, genital exami-
nations may trigger traumatic memories. Youth with gender diversity may feel 
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shame or severe dysphoria with parts of the exam. If the patient expresses a desire 
for a specific gender examiner, that preference should be respected when possible; 
if not, the exam may need to be rescheduled.

During a genital examination, the clinician should always explain the reason for 
the exam, provide verbal reassurance about the normalcy of findings, and approach 
the examination in a neutral, efficient matter-of-fact way. Be aware of judgmental 
language, such as “everything looks good,” and instead say “everything looks nor-
mal.” Conduct the examination efficiently, without delays, and discontinue the 
examination if the patient indicates that they want to stop.

Consider using gender-neutral terms for body parts, especially for youth with 
gender diversity, for example, internal genitalia instead of vagina, chest instead of 
breast, and external genitalia instead of penis or labia.

The rectal exam can usually be omitted unless specifically indicated. Youth 
engaging in anal sex may have physical finding suggestive of infection which often 
requires more intensive treatment regimens and indicates different risk stratifica-
tion. Youth can self-collect samples if clinician examination is declined by the 
patient.

If there has been a recent sexual assault (generally recognized to be within 72 to 
96 hours depending on local guidelines), the patient should not be examined at the 
outpatient clinic but referred for a forensic examination to the local qualified spe-
cialty clinic commonly located in a specified emergency department. Gynecologic 
examination can interfere with evidence collection [11]. Biologic females who have 
been sexually assaulted should be provided emergency contraception. (See 
Chap. 14.)

The US Centers for Disease Control and Prevention (CDC) has issued guidelines 
for testing and treatment of sexually transmitted infections in cases of acute sexual 
assault [12]. These include testing for Chlamydia trachomatis, Neisseria gonor-
rhoeae, syphilis, Trichomonas vaginalis, HIV, and hepatitis B and hepatitis C as 
well as a pregnancy test for females. Presumptively treat chlamydia, gonorrhea, and 
trichomonas (if pregnancy test is negative) and provide postexposure prophylaxis 
for HIV when indicated. Vaccines for hepatitis B and HPV should be considered. If 
the youth has not had hepatitis B vaccine, hepatitis B immune globulin may be con-
sidered. (See Chap. 12.)

 Clinical Management Considerations

Clinical management guidelines for homeless youth are fundamentally the same as 
for those youth who are housed. However, multiple factors can interfere with the 
ability to prioritize medical problems and adhere to treatment recommendations 
including the absence of shelter or instability of living arrangements, lack of adult 
supervision, a history of trauma and loss, presence of mental health or substance use 
problems, and dealing with the social threats of discrimination and hostility [3].
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Medical problems can be managed following standard recommendations. Keep 
prescriptions, recommendations, and scheduling as simple as possible while retain-
ing efficacy, and when possible use single-dose observed treatments; if not possible, 
use the least frequent dosage for the shortest period feasible and schedule a prompt 
follow-up appointment.

 Contraception

Contraception, including emergency contraception, should be offered and dispensed 
at no cost. In particular, emergency contraceptive pills should be available on-site. 
Contraceptive counseling to assess youths’ knowledge and provide information 
about options should be provided to help youth select the most acceptable method. 
As with all sexually active females, long-acting reversible contraceptives (LARC) 
should be promoted, and efforts should be made to provide LARC on-site. 
Information about contraceptive options should be offered in a straightforward, 
nonjudgmental manner; pregnancy counseling should be provided when needed and 
youth should be referred for pregnancy support services or safe and legal termina-
tion. Clinicians need to know their local laws and resources. Contraceptive technol-
ogy10 is an excellent clinical reference book for current contraceptive methods. (See 
Chap. 11.)

Condoms (both external and internal) should be distributed and made readily 
available in the waiting room and exam rooms. Youth should see a health worker or 
health educator, if available at the clinic, to review the use of condoms and address 
any specific questions.

 Sexually Transmitted Infections

Urine and serological screening for STIs should be provided for all youth who have 
been sexually active; treatment and management should follow applicable guide-
lines (e.g., protocols from the US CDC11 or British Columbia CDC12). Single-dose 
treatments are preferable and partner treatment is recommended; if there are multi-
ple partners, an appropriate number of doses of medications should be dispensed for 
partner treatment, and an attempt should be made to encourage the partners to come 
to the clinic.

Complications of STIs, in particular pelvic inflammatory disease (PID), are not 
uncommon in young homeless women and can have life-altering complications of 

10 http://www.contraceptivetechnology.org/the-book/
11 CDC Centers for Disease Control and Prevention, Sexually Transmitted Infections; https://www.
cdc.gov/std/default.htm Accessed June 23, 2019
12 British Columbia Centre for Disease Control, Sexually Transmitted Infections; http://www.
bccdc.ca/health-professionals/clinical-resources/communicable-disease-control-manual/sexually-
transmitted-infections. Accessed June 23, 2019
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impaired fertility and/or ectopic pregnancy. Low clinical threshold for diagnosis 
and treatment of PID is important in high-risk populations. Clinical suspicion of 
PID needs to be treated with a completed course of appropriate antibiotics, includ-
ing dispensing antibiotics for partner treatment when consistent with guidelines. 
Inpatient treatment should be considered for all adolescents with PID, given the risk 
of infertility, to assure adequate adherence and completion of treatment. If outpa-
tient treatment is provided, it is advisable to ask the youth to identify someone who 
can help remind her to take the scheduled medications and assure that treatment is 
complete with prompt medical follow-up. (See Chap. 12.)

 HIV

Frequency of HIV testing depends on risk status and exposure. All youth who are at 
high risk for HIV infection related to sexual or drug use practices should be tested 
every 3–6  months according to CDC guidelines13 and encouraged to use pre- 
exposure prophylaxis (PreP).14 Those youth who have a risk of exposure to HIV in 
the previous 72  hours should be given postexposure prophylaxis (PEP).15 (See 
Chap. 13.)

Youth who are positive for HIV should be referred to an appropriate clinic with 
the resources to manage and monitor their status over time.

 Hepatitis C

Youth who have multiple sexual partners, who are engaged in survival sex, or who 
have a history of injection drug use are at increased risk for hepatitis C.  Risk 
increases with time, so that a young person who has begun injection drug use has 
cumulative increased risk if he or she continues and shares needles.16

 Dermatologic Concerns

Dermatologic complaints are common including acne, minor infections, injuries, 
and infestations (including lice and scabies). Supplies for treatment should be dis-
pensed on-site when possible with sufficient supplies provided for partners. Youth 
should be referred for showers and laundry for clothing and bedding to prevent 
reinfection (See Chap. 16).

13 CDC HIV Testing in Clinical Settings; https://www.cdc.gov/hiv/testing/clinical/index.html 
Accessed Oct 7 2019
14 USCDC, https://www.cdc.gov/hiv/basics/prep.html (Accessed Oct.3, 2019)
15 USCDC, https://www.cdc.gov/hiv/basics/pep.html (Accessed Oct 3, 2019)
16 CDC Viral Hepatitis, Professional Resources https://www.cdc.gov/hepatitis/hcv/profresourcesc.
htm Accessed November 10, 2019

10 Providing Clinical Care to Youth Experiencing Homelessness

https://www.cdc.gov/hiv/testing/clinical/index.html
https://www.cdc.gov/hiv/basics/prep.html
https://www.cdc.gov/hiv/basics/pep.html
https://www.cdc.gov/hepatitis/hcv/profresourcesc.htm
https://www.cdc.gov/hepatitis/hcv/profresourcesc.htm


202

Dermatological findings can indicate systemic disease including syphilis. Be up 
to date on local syphilis epidemics, as youth, sex workers, men who have sex with 
men, and transgender females are especially vulnerable in syphilis epidemics. The 
threshold for suspicion should be very low, and youth need to be screened, particu-
larly those with multiple sexual partners or engaged in survival sex.

Signs of battery and of self-injury can also be found with the dermatological 
examination and can raise concerns about the safety of the young person. For 
minors, reporting mandates to child protective services or the police may be trig-
gered if there is a suspicion of interpersonal violence or sexual abuse. If signs suspi-
cious of battery are found, it is important to thoroughly document findings, including 
photographing lesions, particularly of minors, in the event of a forensic evaluation. 
All victims of battery should be given a high priority for immediate shelter.

 Injection Drug Use

Some youth may present with needle tracks raising concern regarding the use of 
injection drugs. Injection drug users commonly have complications of cellulitis and 
abscesses and are at very high risk for endocarditis, sepsis, and systemic infections. 
While these youth may benefit from engaging in substance use treatment programs, 
you need to assess their readiness and refer when appropriate. Youth continuing to 
use injection drugs should be referred to safe injection sites and needle exchange 
programs if available. Youth who are engaged in opiate use can be offered opioid 
agonist treatment. Suboxone is considered first line for youth with moderate to 
severe opioid use disorder. Other opioid agonist treatment, such as methadone, 
long-acting morphine, injectable buprenorphine, and/or injectable full opioid 
 agonists, may alternatively be indicated, where available.17 Providers treating youth 
with opioid dependency should complete buprenorphine training, available free,18 to 
be able to serve the needs of their patient population (See Chaps. 8 and 9).

 Immunizations

Youth who have been on the streets and out of school, as well as refugee and migrant 
youth, may be behind in their vaccinations. It is important to provide immunizations 
on-site or refer to an appropriate clinic so that all youth are up to date with immuni-
zations for hepatitis B, hepatitis A,19 HPV, DPT, MMR, varicella, meningococcal, 

17 See BC Centre for Substance Use Clinical Care Guidance, at https://www.bccsu.ca/clinical-care-
guidance/ and SAMHSA’s FInd Treatment Resources page https://www.samhsa.gov/
find-treatment
18 Free training and provider resources available at Providers Clinical Support System, at https://
pcssnow.org/
19 Grading of Recommendations, Assessment, Development, and Evaluation (GRADE) for 
Hepatitis A Vaccine for Persons Experiencing Homelessness, CDC https://www.cdc.gov/vaccines/
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pneumococcal20 vaccine, and polio. Homeless youth should receive annual influ-
enza vaccines. Youth usually need documentation of immunization status for school 
enrollment, and immunizations may need to be duplicated if documentation is not 
readily available.

The US CDC21 and the BCCDC22 are excellent references for vaccine 
recommendations.

 Tuberculosis Screening

Homeless persons are at high risk for infection with tuberculosis. Homeless youth 
need to have a written record of PPD status. Many shelters require documentation 
of negative status, or history of treatment, to accept youth. This can be difficult to 
arrange given that there is a minimum of 48 hours waiting period to read the results 
of the test. Many agencies recommend testing every 6 months for literally home-
less people.

Some migrants from high prevalence areas may have a history of BCG vaccine 
which commonly results in a positive skin test to PPD and leaves ambiguity of evi-
dence of TB. Though there is some evidence of efficacy, the CDC recommends that 
all patients with positive PPD receive treatment regardless of a history of BCG.23 
Management guidelines continue to evolve, and the CDC website should be checked 
for current recommendations.

 Management of Chronic Medical Conditions

Youth with chronic medical conditions including insulin-dependent diabetes or 
asthma may benefit from referral to an accessible specialty clinic; however, many 
homeless youth have difficulty negotiating the processes of complex medical sys-
tems and need to be treated in the local clinic with specialty consultation as avail-
able. These conditions are very challenging for youth to manage under the best of 
circumstances and much more so in the event of unstable housing and lack of adult 
supervision. When homeless, medications may be lost or stolen and need to be 
replenished. Arrangements may be made to keep them at a youth drop-in center or 

acip/recs/grade/hav-homeless.html
20 Standing Orders for Administering Pneumococcal Polysaccharide Vaccine to Children and Teens 
Purpose, https://www.immunize.org/catg.d/p3075a.pdf (Accessed Oct 4, 2019)
21 CDC Immunizaton Schedule https://www.cdc.gov/vaccines/schedules/hcp/imz/child-adoles-
cent.html
22 BC CDC Immunization schedule http://www.bccdc.ca/resource-gallery/Documents/
Guidelines%20and%20Forms/Guidelines%20and%20Manuals/Epid/CD%20Manual/
Chapter%202%20-%20Imms/Part_1_Schedules.pdf
23 https://www.cdc.gov/tb/topic/basics/vaccines.htm
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youth shelter. These youth need frequent follow-up, access to medical supplies, and 
active case management with persistent attempts to stabilize housing.

In the United States, all youth, in particular those with chronic medical condi-
tions, should be referred to, and assisted with, enrollment in Medicaid or other pub-
lic health insurance, in accordance with state-specific eligibility requirements.

 Management of Mental Health Problems

Youth who are homeless have very commonly experienced significant trauma and 
loss and at presentation to the new clinician may seem depressed, incommunicative, 
anxious, or distrustful. In addition, youth on the street are at very high risk for con-
tinuing trauma as long as their living situation remains unsafe and unstable. The 
single most important intervention in most cases is to stabilize housing and provide 
safety and security. Many drop-in centers, shelters, and transitional housing pro-
grams can provide access to experienced mental health practitioners and help with 
referrals to other supportive services.

When feasible, youth should be linked with evidence-based interventions for 
mental health treatment and provided with short-term, problem-focused interven-
tions to support healing. Trauma-informed approaches recognize the role trauma 
plays in the lives of youth and shift the clinical perspective from “what’s wrong with 
you” to “what happened to you” by recognizing and accepting difficult behaviors as 
strategies developed to cope with childhood trauma. A trauma-informed approach 
focuses on creating safe, accepting, and respectful environments to help youth heal 
from the effects of trauma and teaches youth skills to improve coping; manage emo-
tions; connect with others; and find hope, purpose, and meaning.24

 Starting Psychotropic Medications

Psychotropic medications should only be introduced when there is a clarity of diag-
nosis; identified targeted symptoms; ability to clinically follow the patient by the 
prescriber, social worker, or caseworker; informed consent regarding potential ben-
efits and adverse responses; and certainty that the benefits outweigh the risks. 
Psychotropic medications are not a substitute for stabilization and safety nor a 
replacement for clinical services and trauma-informed care.

24 SAMHSA - Center for Integrated Care Solutions https://www.integration.samhsa.gov/clinical-
practice/trauma-informed
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 Positive Reinforcement, Follow-Up, and Adherence

It is important to provide recognition and positive feedback for each small step that 
a young person makes in adhering to treatment, following up with referrals and 
keeping appointments. Positive recognition for small and large steps can play a 
significant role in sustaining engagement and adherence.

Young people are commonly late for or miss medical appointments. Clinics and 
practitioners need to adjust to this unpredictability and avoid setting up unrealistic 
barriers to follow-up care.

Schedule prompt and frequent follow-up visits as needed to monitor and promote 
adherence, preferably with a consistent clinician. Prescribe medications on as sim-
ple a regimen as possible such as single-dose treatment or a single daily dose if 
possible. Only the amount of medication needed for a short course should be dis-
pensed as youth may have no safe place to store medications.

Basic needs such as food, shelter, and clothing can feel higher in priority than 
medical interventions to homeless youth. It may be difficult, even unrealistic, to 
expect youth to follow through with medical recommendations if their need for 
shelter and access to food are not addressed.

Engagement with a youth worker or case manager can be important in promoting 
adherence.25 Holding medications in a drop-in center or shelter may be needed to 
secure reliable access to medications and other supplies.

Frequent, even weekly follow-up visits, may be a way to help manage medica-
tion storage and replenish lost supplies.

 Concrete Health Needs and Common Referrals

Dental care: Homeless adolescents and young adults have commonly not had 
access for dental care. In the United States, all adolescents and children to age 21 
should be enrolled for Medicaid benefits. Medicaid provides funding for limited- 
scope dental care.26 It is helpful if the clinic has prearranged referral sources for 
youth. These can sometimes be found in collaborating dental schools. Clinics should 
also provide toothbrushes, floss, and other items to maintain dental hygiene.

Nutrition: Homeless youth commonly lack regular access to healthy food. 
Identifying and referring to accessible youth drop-in centers, food programs, shel-

25 National Health Care for the Homeless Network, General Recommendations for the Care of 
Homeless Patients: Summary of Recommended Practice Adaptations.https://nhchc.org/wp-con-
tent/uploads/2019/08/General-Recommendations-for-Homeless-Patients.pdf Accessed November 
10, 2019
26 Keep Kids Smiling: Promoting Oral Health Through the Medicaid Benefit for Children & 
Adolescents https://www.medicaid.gov/medicaid/benefits/downloads/keep-kids-smiling.pdf 
(Accessed Nov 10, 2019)
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ters, or other agencies is an important step in assuring adequate nutrition for youth 
as well as a step toward stabilization.

Feminine hygiene supplies: Homeless girls and young women often suffer from 
lack of access to these items and may have to choose between food and feminine 
hygiene products, shoplift, or use inadequate solutions like rags and toilet paper. 
Provision of tampons, sanitary pads, menstrual cups, and underwear is essential, 
and young women should be linked with drop-in centers, shelters, and transitional 
living programs.

Transportation: Many homeless youth have no access to transportation which 
can be a significant barrier to clinical care and accessing services. When feasible, it 
is useful for case managers, youth workers, clinicians, and others to have bus tokens 
or vouchers available to help youth utilize public transportation. This an important 
measure not only to improve healthcare access but to enable school attendance and 
access to shelter, drop-in centers, housing, and other services.

 Linking Youth to Additional Services

Staff of the clinic should be knowledgeable about the locations of drop-in centers, 
emergency shelters, housing programs, adolescent substance abuse programs, men-
tal health resources, schools, and other community resources and refer youth as 
appropriate. If a youth expresses an interest in accessing services, it is important to 
promptly facilitate linkage. You can contact the staff of the agency, who may be able 
to come to the clinic personally and engage with the youth, or there may be a 
resource navigator available in your community who can help the youth access ser-
vices. (See Chap. 4.)

When working in an interdisciplinary setting, the clinician should notify case 
management staff as soon as a need for shelter or housing is identified as it generally 
takes time to contact agencies and make referral arrangements. If deferred to the end 
of the visit, the moment may be lost. Clinicians who work in a setting without case 
management staff are limited in the support they can provide for service linkage and 
access to care.

 The Medical Home for Youth Experiencing Homelessness

While the clinical care of youth experiencing homelessness is often episodic and 
driven by an acute problem, their need for consistently available care reinforces the 
importance of the concept of a “medical home.” This model of care is organized 
around improving access, continuity, and preventive care, recognizing that, while 
maintaining the relationship with each patient is central, clinicians need to develop 
relationships with families and with community institutions to fully address their 
patients’ needs.

E. Moore and C. Warf



207

The concept of the medical home recognizes that developmentally appropriate, 
quality care for adolescents and young adults includes helping them develop auton-
omy, responsibility, and adult identity and notes that longer appointment times may 
be necessary to facilitate the transition of youth with chronic medical problems into 
adult care [13]. The developmentally appropriate orientation of the medical home 
model can help utilize opportunities to engage youth with supportive community 
and public agencies, drop-in centers, shelters, and schools and, when appropriate, 
contribute to family stability and/or reunification.

The National Academy of Medicine Report on Inequities and 
Addressing Adolescent and Young Adult Health Services [14]
Principles that guide the design and delivery of adolescent and young adult 
health services

• Equitable: all young people, not just selected groups, are able to obtain 
the health services, and services do not discriminate against any sector of 
youth on grounds of gender, ethnicity, religion, disability, social status, 
sexual orientation, or any other reason.

• Reach out to the most vulnerable of those who lack services: geograph-
ically and financially accessible, easily identifiable, and easy-to-access 
services both by appointment and walk-in.

• Integration of primary and behavioral healthcare services: screen and 
refer for sexual and reproductive health issues, substance use, and mental 
health concerns.

• Confidential and obtaining informed consent from young people 
themselves: separate waiting room for youth; guarantee confidentiality 
and adolescent minors’ rights to consent to sexual and reproductive health-
care; informational, social, psychological, and physical privacy.

• Developmentally tailored and appropriate: age-appropriate approach 
and health education materials by adolescent and young adult-friendly 
providers.

• Relationship based: mentorship of youth by providers, recognition of the 
importance of relationships with providers on youth development, avail-
ability of providers who spend enough time with the youth.

• Sensitive, trained, and reflective staff: staff receive training and support 
regarding working with adolescents; services are effective because they 
are delivered by trained and motivated healthcare providers; care pro-
vided by adolescent specialists; adolescent health resources and mecha-
nisms for providers, including subspecialty sources of care and reference 

10 Providing Clinical Care to Youth Experiencing Homelessness



208

 Conclusion

Clinicians providing care to youth experiencing homelessness provide vital services 
to address acute and chronic healthcare needs and build trusting relationships with 
young people that can be a bridge to a fuller system of care. During a clinical visit, 
youth can be linked with drop-in centers, shelters, and transitional living programs 
that provide further support and stabilization. Clinical environments need to be wel-
coming, accepting, and supportive of youth with diverse sexual orientations, gender 
expressions and identities, ethnicities, national origins, and cultural and religious 
backgrounds. If healthcare is delivered with attention and thoughtfulness, providers 
have the potential to make a significant difference in the lives of these young people.

References

 1. Bogard K, Murry V, Alexander C, editors. Perspectives on health equity and social determi-
nants of health. Washington, DC: National Academy of Medicine; 2017. p. 15–6.

 2. Slesnick N, Prestopnik JL, Meyers RJ, Glassman M. Treatment outcome for street-living, home-
less youth. Addict Behav. 2007;32:1237–51. https://doi.org/10.1016/j.addbeh.2006.08.010. 
Accessed 12 Nov 2019.

 3. Bonin E, Brehove T, Carlson C, Downing M, Hoeft J, Kalinowski A, Solomon-Bame J, Post 
P. Adapting your practice: general recommendations for the care of homeless patients. Nashville: 
Health Care for the Homeless Clinicians' Network, National Health Care for the Homeless 
Council, Inc.; 2010. p. 50. https://docs.google.com/document/d/1hjhFjKwufsGIb0NGWU8-
do3NArmNvT2OIxVWwr8F988/edit. Accessed 10 Nov 2019.

materials, provider collaboration; efficient division of responsibility (care 
delivered by most appropriate providers); staff sensitivity to young people; 
compensation for providers; build staff capacity to serve adolescent 
patients.

• Safe space and approach that is nonjudgmental and without stigma: 
welcoming with visual teaching aids; youth-friendly environment that sig-
nals diversity and the competence of the service to listen to and help with 
any concern or question, no matter what.

• Respectful: providers who take youth seriously, listen, do not scold them; 
providers support youth in making their own decisions; exams are done 
with maximum respect for youth’s dignity.

• Culturally competent: culturally appropriate health education materials, 
celebrating diversity.

From: Perspectives on Health Equity and Social Determinants of Health, 
US National Academy of Medicine, 2017 [14].

E. Moore and C. Warf

https://doi.org/10.1016/j.addbeh.2006.08.010
https://docs.google.com/document/d/1hjhFjKwufsGIb0NGWU8-do3NArmNvT2OIxVWwr8F988/edit
https://docs.google.com/document/d/1hjhFjKwufsGIb0NGWU8-do3NArmNvT2OIxVWwr8F988/edit


209

 4. Levine DA, Committee on Adolescence. Office-based care for lesbian, gay, bisexual, trans-
gender, and questioning youth. Pediatrics. 2013;132(1):e297–313. https://doi.org/10.1542/
peds.2013-1283.

 5. US Interagency Council on Homelessness. Preventing and ending youth homelessness, a coor-
dinated community response. p.  3. https://www.usich.gov/resources/uploads/asset_library/
Youth_Homelessness_Coordinated_Response.pdf. Accessed 14 June 2019.

 6. Greenbaum J, Crawford-Jakubiak JE, Committee on Child Abuse and Neglect. Child sex 
trafficking and commercial sexual exploitation: health care needs of victims. Pediatrics. 
2015;135(3):566–74. https://doi.org/10.1542/peds.2014-4138.

 7. Murphy LT.  Labor and sex trafficking among homeless youth: a ten-city study full report. 
Modern Slavery Research Project Loyola University New Orleans; 2016.

 8. Institute of Medicine and National Research Council. Confronting commercial sexual exploi-
tation and sex trafficking of minors in the United States. Washington, DC: The National 
Academies Press; 2013.

 9. Shared Hope International. Protected innocence challenge: state report cards on the legal 
framework of protection for the nation’s children. Vancouver: Shared Hope International 
(SHI); 2013. Available at: http://sharedhope.org/wp-content/uploads/2014/02/2013-Protected-
Innocence-Challenge-Report.pdf.

 10. Use of chaperones during the physical examination of the Pediatric patient, Committee on 
Practice and Ambulatory Medicine; Pediatrics, 2011, 1275; American Academy of Pediatrics, 
Policy Statement https://pediatrics.aappublications.org/content/127/5/991. Accessed 3 Oct 
2019.

 11. Jenny C, Crawford-Jakubiak JE, Committee on Child Abuse and Neglect, American Academy 
of Pediatrics. The evaluation of children in the primary care setting when sexual abuse is sus-
pected. Pediatrics. 2013;132(2). Available at: www.pediatrics.org/cgi/content/full/132/2/e558. 
pmid:23897912.

 12. Workowski KA, Berman S, Centers for Disease Control and Prevention (CDC). Sexually 
transmitted diseases treatment guidelines, 2010. MMWR Recomm Rep. 2010;59(RR-12):1–
110. pmid:21160459.

 13. Committee on Adolescence, American Academy of Pediatrics. Policy statement: achiev-
ing quality health services for adolescents. Pediatrics. 2016;138(2):e20161347. https://doi.
org/10.1542/peds.2016-1347.

 14. Bogard K, Murry V, Alexander C, editors. Perspectives on health equity and social determi-
nants of health. Washington, DC: National Academy of Medicine; 2017. p.  134–5. https://
nam.edu/perspectives-on-health-equity-and-social-determinants-of-health/. Accessed 11 June 
2019.

Resources

SAMHSA (Substance Abuse and Mental Health Services Administration). A practitioner’s resource 
guide: helping families to support their LGBT children. https://www.aap.org/en-us/advocacy-
and-policy/aap-health-initiatives/Pages/LGBT-Resources.aspx. Accessed 5 Nov 2019.

10 Providing Clinical Care to Youth Experiencing Homelessness

https://doi.org/10.1542/peds.2013-1283
https://doi.org/10.1542/peds.2013-1283
https://www.usich.gov/resources/uploads/asset_library/Youth_Homelessness_Coordinated_Response.pdf
https://www.usich.gov/resources/uploads/asset_library/Youth_Homelessness_Coordinated_Response.pdf
https://doi.org/10.1542/peds.2014-4138
http://sharedhope.org/wp-content/uploads/2014/02/2013-Protected-Innocence-Challenge-Report.pdf
http://sharedhope.org/wp-content/uploads/2014/02/2013-Protected-Innocence-Challenge-Report.pdf
http://www.aappublications.org/search/ subject_collection_code:100
http://www.aappublications.org/search/jcode:pediatrics series:Policy%20Statement
https://pediatrics.aappublications.org/content/127/5/991
https://pediatrics.org/cgi/content/full/132/2/e558.
https://doi.org/10.1542/peds.2016-1347
https://doi.org/10.1542/peds.2016-1347
https://nam.edu/perspectives-on-health-equity-and-social-determinants-of-health/
https://nam.edu/perspectives-on-health-equity-and-social-determinants-of-health/
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Pages/LGBT-Resources.aspx
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Pages/LGBT-Resources.aspx


211© Springer Nature Switzerland AG 2020
C. Warf, G. Charles (eds.), Clinical Care for Homeless, Runaway and Refugee 
Youth, https://doi.org/10.1007/978-3-030-40675-2_11

Chapter 11
Contraception

Meera Beharry and Celia Neavel

Contraception is considered one of the top 10 public health developments of the 
twentieth century [1]. In addition to allowing people to plan for pregnancy and 
child-rearing, there are non-contraceptive benefits. Condoms can reduce the risk of 
sexually transmitted infections. Hormonal methods can be used to treat dysmenor-
rhea, menorrhagia, polycystic ovarian syndrome, iron deficiency anaemia and pre-
menstrual dysphoric disorder [2]. Many hormonal methods can be used for menstrual 
suppression and in reducing the frequency of menses which may be beneficial for 
women with limited access to menstrual hygiene products [3]. Hormonal birth con-
trol can decrease the risk of pelvic inflammatory disease (PID), ectopic pregnancy, 
seizures and some migraine headaches [2].

 Reproductive Health Issues

There are many issues facing women who are pregnant while homeless. Preventing 
pregnancy can reduce these risks. Women experiencing homelessness also are likely 
to be victims of rape, human trafficking or survival sex [4, 5]. Having access to 
contraception, including emergency contraception, can reduce harm and abortions 
[6]. Abstinence and periodic abstinence are not options for those forced into sexual 
activity. However, this may be an option for some youth and should be encouraged 
when it is feasible. Ensign [7] noted that homeless youth who were using abstinence 
have been offended that providers assumed that they were sexually active. It is also 
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important to remember that providers need to treat the patient based on their prac-
tices, preferences and biology. Transgender males who still have their female repro-
ductive organs can get pregnant. Additionally, sexual minority women have higher 
risks of unintended pregnancy [8].

Contraceptive use rates among men and women experiencing homelessness are 
not well known. Of the studies that were done, male condoms are the most com-
monly used method followed by birth control pill [9, 10]. Male and female condoms 
are available over the counter, and almost all women can start non-intrauterine hor-
monal contraception without the need for a pelvic exam [11]. A visit to discuss, start 
or continue contraception provides an opportunity to assess for abuse, human traf-
ficking and safety concerns [12]. We recommend taking a thorough menstrual his-
tory for natal females and using the 5 Ps assessment tool with all patients to help 
with contraceptive decision-making [13] (Table 11.1).

In this chapter, we will review hormonal and non-hormonal contraceptive options, 
including risks, benefits and the advantages of the different methods in a variety of 
situations. While sterilization is highly effective for contraception, it is not a method 
that is recommended for use with teenagers and young adults since their desire to 
have a family may change over time. Safe and legal abortions should be available to 

Table 11.1 The 5 Ps

The 5 Ps of sexual history taking
First, set the stage and let the patient know that these are questions you ask of all your patients. 
Explain confidentiality. Ask questions in a non-judgmental and matter of fact manner. Adapt 
language to improve understanding. Clarify terms as needed

Partners Ask: “Are you currently sexually active?”
or
Ask: “Are you currently having sex?”
If no, ask “Have you ever had sex?”
If no, ask about history of sexual abuse which they may not count 
as sexual activity. Ask about future plans. Encourage safe practices 
and inform about availability of contraception, if needed in the 
future
If yes, ask: “How many sex partners have you had in the past 
3 months?”
“How many sex partners have you had in the past 12 months?”
“How many sex partners have you had in your life?”
“Have you had sex with men, women or both?”

Practices State: “I am going to be more explicit here about the kind of sex 
you’ve had over the last 12 months to better understand if you are at 
risk for STDs.”
Ask: “What kind of sexual contact do you have or have you had?
Genital (i.e. penis in the vagina)?
Anal (penis in the anus)?
Oral (mouth on penis, vagina or anus)?”
Ask: “Has anyone forced you to have sex?”
If yes, assess for safety and offer resources as needed
Ask: “Have you ever exchanged sex for food, clothing, money or 
shelter?” (survival sex)
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all women including homeless youth. When women are denied quick access to safe 
abortions, they may resort to dangerous actions which can result in severe injury, 
infection or death [7]. All providers caring for women should maintain accurate and 
up-to-date lists of providers and facilities who can provide prenatal care and abor-
tions if they are unable to provide these services in their setting. It is also imperative 
to maintain a continuously updated awareness of the local and federal laws pertaining 
to reproductive rights and access to abortion. In the USA, the Center for Adolescent 
Health and the Law (https://www.cahl.org/) keeps up-to- date information about 
laws affecting adolescents. The Guttmacher Institute (https://www.guttmacher.org/) 
compiles information on reproductive health statistics and policies internationally.

Table 11.1 (continued)

The 5 Ps of sexual history taking
First, set the stage and let the patient know that these are questions you ask of all your patients. 
Explain confidentiality. Ask questions in a non-judgmental and matter of fact manner. Adapt 
language to improve understanding. Clarify terms as needed

Prevention of STDs Ask: “Do you and your partner(s) use any protection against 
STDs?”
  ∗For survival sex or forced sex, you may need to ask specifically 

about partners by choice versus others. You may miss information 
about health risk if you ask about “partners”.

If not, ask “Could you tell me the reason?”
If yes, ask “What kind of protection do you use?”
How often do you use this protection?
If “sometimes”, ask “In what situations or with whom do you use 
protection?”
Ask: “Are you able to use protection in all situations or are there 
times when you don’t have a choice?”
Encourage appropriate use when it is reported
Ask: “Do you have any other questions, or are there other forms of 
protection from STDs that you would like to discuss today?”

Past history of STDs Ask: “Have you ever been diagnosed with an STD?” If yes, 
“When? How were you treated?”
Ask: “Have you had any recurring symptoms (discharge, pain with 
sex, pain with urination) or diagnoses?”
Ask: “Have you ever been tested for HIV or other STDs? Would 
you like to be tested?”
Ask: “Has your current partner or any former partners ever been 
diagnosed or treated for an STD?” If yes, “Were you tested for the 
same STD(s)?”
If yes, “When were you tested? What was the diagnosis? How was 
it treated?”

Prevention of pregnancy Ask: “Are you currently trying to conceive or father a child?”
Ask: “Are you concerned about getting pregnant or getting your 
partner pregnant?”
Ask: “Are you using contraception or practicing any form of birth 
control?” “Do you need any information on birth control?”
or
Ask: “Would you like any information on birth control?”

Adapted from “A Guide to Taking a Sexual History” from the Center for Disease Control. 
Accessible at: https://www.cdc.gov/std/treatment/sexualhistory.pdf [13]
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Issues of consent and confidentiality in general are important for all young people, 
especially those experiencing homelessness and those seeking reproductive health-
care. All providers should be familiar with the legal issues related to providing repro-
ductive healthcare to unaccompanied minors. The Society for Adolescent Health and 
Medicine, the Canadian Pediatric Society, the American College of Obstetrics and 
Gynecology, the Society of Obstetricians and Gynaecologists of Canada, the American 
Medical Association, the American Academy of Pediatrics and the American Academy 
of Family Practice have statements supporting the provision of confidential reproduc-
tive healthcare to minors [11, 12, 14]. Policies that limit access to confidential care 
lead to delayed care, increased morbidity and mortality and, in the case of contracep-
tion, unplanned pregnancy with late prenatal care or later-term abortions [6]. Many 
young people and adults may not know their rights to confidential care [7]. Care pro-
viders, including case managers, social workers and shelter staff, can help increase 
awareness of patient rights. In addition to written resources about consent, confidenti-
ality and patient rights, facilities may wish to develop standard verbal or recorded 
messages for youth with limited literacy skills. The Adolescent Health Initiative [15] 
has specific trainings on minor consent and confidentiality which can be accessed at 
http://www.umhs-adolescenthealth.org/improving-care/confidentiality/.

 Contraceptive Options

We divide contraceptive options into hormonal or non-hormonal methods. Non- 
hormonal methods include the copper intrauterine device, the fertility awareness 
method, withdrawal and barrier methods, such as male and female condoms. 
Hormonal methods work primarily by preventing ovulation. Most can also thicken 
cervical mucus making it harder for sperm to reach an egg in the event of ovulation. 
Hormonal methods are further subdivided into progesterone-only or combined hor-
monal methods that contain ethinyl estradiol and a progestin. The most effective 
methods for contraception are referred to as LARC, long-acting reversible contracep-
tion or HERC (highly effective reversible contraception). Intrauterine contraceptive 
devices (IUDs) and the contraceptive implants are LARC methods. They are as effec-
tive as sterilization at pregnancy prevention but are completely reversible [2, 11].

 Long-Acting Reversible Contraception

There are intrauterine devices (IUDs) which contain the hormone levonorgestrel and 
the non-hormonal option of the copper IUD. These methods are over 99% effective 
at preventing pregnancy. For the copper IUD, the main side effects of concern are 
worsening cramps and heavier menstrual bleeding in the first few months of use. The 
copper IUD has the advantage of being effective for use as emergency contraception 
if inserted within 5 days of unprotected sex. It can be used for 10 years [2, 11, 16].
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 IUD

The hormonal IUDs can be used for 3 or 5 years depending on the product chosen. 
The progesterone hormone in these methods usually helps decrease menstrual 
bleeding and can be beneficial for women who have dysmenorrhea. However, as 
with all progesterone-only methods, bleeding can be unpredictable. Women need to 
be prepared for this as it may be problematic if hygiene supplies aren’t always avail-
able. Occasionally bleeding can be heavier. The hormone may also cause some 
physical side effects, such as breast tenderness or weight gain, headache, hair loss 
and change in mood. The hormonal IUDs come in varying sizes, duration of use and 
hormonal level. The IUD which contains 52 mg of levonorgestrel and is marketed 
under the name Mirena® has indication for heavy menstrual bleeding and dysmen-
orrhea [2, 11, 16]. Some providers have placed it in women solely for this benefit.

Uterine perforation is exceedingly rare with IUD use (less than 0.1%) but is more 
likely to occur in lactating women. Another potential problem with the IUD is expul-
sion or migration. Though uncommon (~4%), this would decrease the efficacy of the 
device. In the case of migration, surgical intervention will be needed to remove the 
IUD. Condoms should be used if the patient is unsure if the device is in place.

Contraindications for use of IUDs are few. The most likely condition that an 
adolescent would have would be infection. Uterine anomalies may be a contraindi-
cation to insertion or may require placement with ultrasound guidance. If there is a 
high suspicion for infection, the patient should be treated prior to insertion. Current 
pelvic inflammatory disease is a contraindication to insertion of the IUD; however, 
past pelvic inflammatory disease is not. If a woman acquires infection after IUD 
placement, the IUD does not need to be removed. The initial step would be to treat 
infection and reassess clinically [17–19] (see Table 11.2).

Myths about IUDs abound. Misunderstandings about LARC can result in unde-
rutilization of these generally safe methods [20]. When talking to youth, it is critical 
to ask about and dispel any erroneous information they may have heard. IUDs do 
not cause infertility and migration within the body is rare. Due to issues with previ-
ous IUDs, even medical providers may propagate these myths, such as taking out 
previously placed IUDs when there is a sexually transmitted infection [18, 19]. 
Also, the young person is not required to perform string checks. In a study of home-
less young women in Pittsburgh, Dasari and colleagues [21] found that women 
would prefer to know that they can discontinue use of the implant or IUD early if 
desired and to have more complete information about methods and side effects from 
their provider. They also voiced a preference for having a visual guide, such as the 
CDC’s Effectiveness of Family Planning Methods (Fig. 11.1) or those available at 
bedsider.org, to help guide their decision.

Many women are worried about pain with insertion. Young people tend to be more 
sensitive to their body experiences. Pre-treating with high-dose ibuprofen or naproxen 
may decrease the likelihood of cramping. Some providers use cervical blocks, whereas 
others introduce lidocaine to the uterus to decrease pain and cramping [22]. Close 
follow-up of patients who are likely to experience pain is recommended.

11 Contraception
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Table 11.2 Rating of risk for prescribed contraceptives in specific medical conditions. (From 
Centers for Disease Control and Prevention (CDC), Division of Reproductive Health, National 
Center for Chronic Disease Prevention and Health Promotions. United States Medical Eligibility 
Criteriea (USMEC) for Contraceptive Use, 2010. Summary Chart of US Medical Eligibility 
Critera for Contraceptive Use. Updated 2017. https://www.cdc.gov/reproductivehealth/
contraception/mmwr/mec/summary.html)
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Tab. 11.2 (continued)
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Tab. 11.2 (continued)
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Tab. 11.2 (continued)
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 Implant

The contraceptive implant that is available for use in North America is the etonoges-
trel implant. It is inserted in the upper arm just under the skin and lasts for at least 
3 years. The most common side effect that is bothersome to adolescents is irregular 
bleeding. According to package insert, more frequent or heavier menstrual bleeding 
occurs for about one-third of patients. Another one-third will have no menstrual 
bleeding or have just occasional spotting throughout the 3 years of implant use. 
Some women experience weight gain or mood changes which are bothersome 
enough to have the implant removed [2, 16].

Some youth are uncomfortable with the idea of having a foreign body in their 
arm or are worried that their partner or abuser may feel the implant. As with other 
methods, myths abound. Some are worried that the implant will cause them to be 
infertile. Others are worried that it will move within their body, be painful or limit 
their participation in physical activity. For women living on the street or engaged in 
sex trafficking, unpredictable menstrual bleeding may be a significant barrier to the 
use of this method [23].

Another potential barrier to the use of the LARC methods is the ability to access 
providers trained in placing them. For the IUD, a pelvic exam is required. This is not 
needed for implant placement.

Major medical organizations and research support LARC as the first-line and 
most effective forms of pregnancy prevention for adolescents and young adults. 
Progesterone-containing LARC may be an option for youth who are transgender 
men or gender non-conforming. Transmen, even if on testosterone, still need to 
think about birth control if they are having intercourse with natal male partners. 
Progesterone-containing LARC also can help ameliorate menstrual bleeding.

 Injection and Progestin-Only Pill

A key advantage of progesterone-only methods is that they can be used immediately 
post-partum or in other conditions when the use of oestrogen as in combined hor-
monal contraception is contraindicated (see Table 11.2) [17]. A progesterone-only 
method may be a consideration for a transgender male who needs contraception or 
menstrual suppression.

 Injection

Depot-medroxyprogesterone acetate (DMPA) is an injection that is given every 
12–13 weeks into a deep muscle, usually the gluteus. Side effects include irregular 
menstrual bleeding and may include weight gain and mood changes [2]. Women 
who experience weight gain can have significant increases which can be very dis-
tressing. Many women do not have these side effects and enjoy using this method. 
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According to the package insert, 55% of those who use DMPA for more than a year 
will achieve amenorrhea. Women who use DMPA for more than 2 years may have 
decreased bone mineral density [11]. If a woman is planning on using this contra-
ceptive method for more than 2 years, she should be advised to consider one of the 
LARC options noted above. If a woman chooses to use DMPA, engaging in weight- 
bearing exercise and taking calcium and vitamin D supplements can help decrease 
adverse effects on the bone [11]. One key advantage for the use of DMPA is that it 
is the only completely invisible method. The primary disadvantages are the need to 
return regularly for injections and the unpredictable bleeding pattern.

There are almost no contraindications to Depo Provera, making it a useful option 
when there is limited medical history or other health concerns [17].

 Progestin-Only Pills

Like DMPA, progestin-only pills have few contraindications. To effectively sup-
press ovulation, progestin-only pills must be taken at the exact same time every day. 
Failure of consistency with this method can result in pregnancy and/or breakthrough 
bleeding. This may be a challenge for youth without a watch, phone or clock to help 
them keep track of time. Carrying the pills can also be a challenge, especially for 
those who travel a lot. The efficacy of progestin only pills is similar to other user 
dependent methods [11].

 Combined Hormonal Contraception

Combined hormonal contraception is the term that refers to the products that con-
tain ethinyl estradiol and a progestin. These include the combination birth control 
pill, the patch and the vaginal ring. They work by suppressing ovulation through the 
administration of hormones similar to what women have in early pregnancy. 
Therefore, many of the potential side effects of these methods are similar to what 
women may experience in pregnancy and include breast tenderness, weight gain, 
mood changes, nausea and headaches. Many of the side effects resolve after a few 
months. Women who have migraines with aura should be advised to consider 
another option for contraception as they may be at increased risk of stroke with the 
use of combined hormonal contraception [2, 11, 21, 24]. There are also risks of 
venous thromboembolism which can be fatal. Any woman with a personal history 
of a venous thromboembolism or increased risk of blood clot formation due to an 
underlying medical condition should use another method. A complete list of contra-
indications can be found in the World Health Organization’s Medial Eligibility 
Criteria [24] for contraceptive use. In the USA, the Centers for Disease Control and 
Prevention have adapted this guideline to reflect additional conditions and medica-
tions commonly used in this country [21]. Some providers may not be aware of 
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these references and could be providing inaccurate information about which meth-
ods are safe and which are contraindicated for use. Both of the references are in the 
public domain and can be accessed by patients or those who are not medically 
trained. We have included the summary pages of the USMEC as part of this chapter 
in Table 11.2. There also is an app that can be downloaded which helps health pro-
fessionals in decision-making around contraceptive recommendations.

It is important to remember and counsel women and transmen that any birth 
control is safer than pregnancy unless there are contraindications. There are signifi-
cant medical risks, including the risk of blood clots, in pregnancy. This is true 
whether or not the pregnancy is wanted or planned.

The use of ethinyl estradiol in combined hormonal methods can allow women to 
have a “withdrawal bleed” which mimics the normal menstrual period if desired. 
Overall, combined hormonal contraception allows for more control over menstrual 
bleeding. The ethinyl estradiol can provide non-contraceptive benefits including 
improvement in acne, reduction in menstrual cramps and reduction in menstrual 
flow [2, 3].

 Combined Oral Contraceptive Pill

The combined oral contraceptive (COC) pill remains the most commonly used hor-
monal birth control method. The formulations have changed to include a variety of 
doses and different types of progestin. The traditional packet of pills contains 21 
active pills and 7 days of placebo pills. The week of placebo pills induces the week 
of the “withdrawal bleed” to mimic a menstrual period. Some manufacturers have 
opted to shorten this by including 24 active pills and 4 placebo pills. Others include 
the placebo pills every 3 months which can allow the woman to have menses only 
four times a year. While packaging pills in this way makes it more convenient to 
use, these methods of menstrual manipulation can be used with any packet of pills 
[3]. It is not medically necessary to have a withdrawal bleed while using the COC 
[13].  It can also be advantageous to suppress menses in a variety of conditions, 
including anaemia, dysmenorrhea, menstrual migraine, ovarian cysts, premenstrual 
syndrome and endometriosis [3, 25]. Additionally, pills may be more effective if 
they are used without the hormone- free interval every 4 weeks [25]. It is important 
to explain this to patients as many women are taught that if they do not have a 
period, there is something wrong with them. We recommend giving patients a hand-
out on how to use OCPs, including for continuous cycling and reviewing what to do 
if they miss pills. An example of such a handout is included in Fig. 11.2 [26].

A primary advantage of COC is the ability for a woman to control when or if she 
wants to bleed. Generally, there is no significant change in weight. Other advantages 
include decreasing anaemia, protecting against ovarian and uterine cancer and treating 
acne, polycystic ovarian syndrome, hirsutism and bleeding disorders [2]. While COCs 
can have interactions with other medications such as some of those used for as mood 
stabilizers or for seizure disorders, most antibiotics do not interfere with use [21, 24].
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However, it can be difficult to consistently use COC when living on the streets or 
travelling. The packets of pills could be stolen. Ideally, COC pills should be taken 
around the same time every day. While newer formulations of the pill allow increased 
efficacy if there is one missed pill and the woman takes two pills the next day, 
patients will be at risk of pregnancy if they miss pills very often. Therefore, this may 
not be the best method for those who are not keeping track of days, do not have a 
calendar or are not staying sober. Since all pills come in a packet, this may be dif-
ficult method to keep secret.

For those who choose to use the pill, they can usually start it immediately if 
there is a negative pregnancy test. If they have engaged in unprotected sex in the 
past 5 days, emergency contraception with levonorgestrel or the Yuzpe method 
can be given prior to initiation. Previously, women were advised to start COC pills 
on the first Sunday after their last menstrual period. There is no medical reason to 
do this, but some providers and pharmacists still dispense this advice. If a woman 
chooses to do this “quick start” (see Table 11.3), it is recommended that she have 
a repeat pregnancy test in 2 weeks after starting or if she does not have a with-
drawal bleed when expected [2, 11]. There is no known risk to the woman, the 
course of the pregnancy or the fetus if hormonal contraception is started [17]. 
However, failure to recognize or diagnose an early pregnancy can lead to delayed 
pre-natal care or later term abortions.

Continuous Cycling for the Pill and the Ring
The Pill—

What is continuous cycling?
•   When you do continuous cycling, you don’t take the last week of pills.
    Or, if you are using the ring, you don’t stop using the ring for a week.

•   You will have fewer or no periods.If you tend to have cramps,
    tiredness, heavy bleeding or other kinds of problems, not having
    a period may be welcome.
•   Doing the same thing all the time might make it easierto keep to
    your routine. Pregnancies often happen because of missed pills or
    forgetting to replace your ring on time.

•   You continue to take 1 active pill (a pill that has hormones in it)
    everyday. Or you replace the ring with a new one right away.
•   You might have some breakthrough bleeding when you start to do
    continuous cycling.
•

•   After a while, most people do not have anybleeding.

What are the good things that can happen?

Is it safe? Doesn’t my body need to have a period?
Yes, it is safe. Because of the hormones, your body will not have a
build-up of blood and other fluids, so you do not need to have a period.

The Ring—Are there any drawbacks or problems? Change the ring every 4 weeks.
Some women rely on their periods to know that they are not pregnant.
If you are doing continuous cycling, and you are worried that you
may be pregnant, you can get a pregnancy test at the drug store.
Or see your health care provider.

Talk with your provider about when you will have your period.
•   Your next appointment with your provider will be__/__/____
•  If you have any questions or concerns about the method you are using
   or how to use it, please call (###)###-#### to talk to a nurse

People’s Community Clinic w/Effective Health Communications 12/14

Fig. 11.2 Example handout on using traditional OCP packs or the vaginal contraceptive ring for 
continous hormonal cycling. Developed by People’s Community Clinic, Austin, Texas, US, and 
used with permission [26]
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Lower-dose pills with only 20 μg of ethinyl estradiol have been marketed as less 
likely to cause adverse side effects; however, they are more likely to cause break-
through bleeding or contraceptive failure if doses are missed. Many providers use 
the 30–35 μg pills to reduce the likelihood of these problems [11]. Higher doses, 
50 μg of ethinyl estradiol, are used rarely when a woman has breakthrough bleeding 
on lower-dose pills or uses medications which decrease efficacy of the pills, such as 
certain anti-epileptic medications and HIV medications. We generally prefer mono-
phasic COCs for young people. “Monophasic pills” refers to packs in which the 
hormonal dose stays the same throughout the pack and can be less confusing than 
pills that change hormone levels and have multiple colours of pills. Monophasic 
pills may be easier for continuous cycling or when needing to double up due to a 
missed pill or needing to treat abnormal uterine bleeding.

Table 11.3 Quick start and backup recommendations

Method

When to start (if 
provider is 
reasonably certain 
that the woman is not 
pregnant)a

Additional 
contraception
(i.e. backup) needed

Examinations or 
tests needed before 
initiation

Copper-containing 
IUD

Anytime Not needed Bimanual 
examination and 
cervical inspection

Levonorgestrel- 
releasing IUD

Anytime If >7 days after menses 
started, use backup 
method or abstain for 
7 days

Bimanual 
examination and 
cervical inspection

Implant Anytime If >5 days after menses 
started, use backup 
method or abstain for 
7 days

None

Injectable Anytime If >7 days after menses 
started, use backup 
method or abstain for 
7 days

None

Combined 
hormonal 
contraception

Anytime If >5 days after menses 
started, use backup 
method or abstain for 
7 days

Blood pressure 
measurement

Progestin-only pill Anytime If >5 days after menses 
started, use backup 
method or abstain for 
2 days

None

aA healthcare provider can be reasonably certain that a woman is not pregnant if she has a negative 
pregnancy test, no symptoms or signs of pregnancy and meets any one of the following criteria:
 Is ≤7 days after the start of normal menses.
 Has not had sexual intercourse since the start of last normal menses.
 Has been correctly and consistently using a reliable method of contraception.
 Is ≤7 days after spontaneous or induced abortion.
 Is within 4 weeks post-partum.
 Is fully or nearly fully breastfeeding (exclusively breastfeeding or the vast majority (≥85%) of 
feeds are breastfeeds), amenorrhoeic and <6 months post-partum [17].
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Providers may choose to use different brands because of personal preference or 
because of the type of progestin. Newer progestins are less likely to cause break-
through bleeding with missed pills. They are also less likely to have androgenic 
effects and adverse effects on lipids. Drospirenone has anti-androgenic effects, 
which may be beneficial to women with polycystic ovarian syndrome. However, 
there is some conflicting data about whether the newer progestins increase the risk 
of thromboembolic events [2, 11]. Women should be counselled about the possibil-
ity of the thromboembolic events so that they can seek care in the unlikely event that 
these occur. As when discussing potential side effects from birth control, the authors 
remind professionals and the youth themselves that pregnancy also can have serious 
negative health consequences.

 Transdermal Patch

The contraceptive patch delivers hormone transdermally. The daily dose is 150 μg 
of the progestin norelgestromin and 35 μg of the ethinyl estradiol. The patch con-
tains slightly more than 7 days’ worth of hormones and therefore should be changed 
once a week. The patch should be applied to clean dry skin, and the old patch should 
be removed before placing a new one. The area of patch placement should change 
from week to week to avoid adverse effects on the skin. This is done for three con-
secutive weeks with a fourth patch-free week to induce a withdrawal bleed [2].

The patch is not recommended for use in women who weigh more than 90 kg as it 
may not be effective. There is also some data supporting increased risk of thromboem-
bolic events compared to other methods [11]. Some teens do not like the idea of having 
something stuck to their skin. Others prefer this. Some teens have a sensitivity to the 
adhesive making it contraindicated for use. The need to change it only once a week 
makes it more convenient for some patients to use. This method can be visible to others.

 Vaginal Ring

The vaginal ring is another combined hormonal contraceptive option which delivers 
120 μg etonogestrel and 15 μg of ethinyl estradiol a day through contact with the 
vaginal mucosa. The ring is heat activated and should be kept at room temperature 
or lower until it is ready for use. It should not be used if it has been exposed to tem-
peratures higher than 30 °C. According to the prescribing information, the ring con-
tains enough hormone for 4 weeks of contraception. It can be used cyclically with 
removal and a ring-free period of 7 days to induce withdrawal bleed or continuously 
with replacement every 4 weeks for menstrual suppression (Fig. 11.2). It can be 
removed for up to 3 hours and reinserted if the woman or the person she is having 
sex with feels uncomfortable having it in place during sex. Most males and females 
do not feel the ring during sex and should be encouraged to keep the ring in place 
during sex to decrease the likelihood of forgetting to replace it after sex [27].
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In addition to the typical side effects associated with combined hormonal contra-
ception such as venous thromboembolism, breast tenderness and nausea, some 
women have side effects related to the intravaginal placement of the device, such as 
development of vaginal irritation, yeast infections or bacterial vaginosis [27]. 
Another potential problem with using the ring is storage of the device if they receive 
it more than 1 month at a time. Monthly trips to a pharmacy to pick up the ring will 
eliminate the problem of storage but adds the hindrance of frequent pharmacy visits.

For all prescribed methods, the more user responsibility required, the potentially 
less effective the method. The authors recommend offering as many packs or boxes 
as feasible or appropriate for pills, the ring and the patch so that accessing refills is 
less of an issue. When starting any method, we recommend a 2-week follow-up, as 
possible, to recheck a pregnancy test and to ensure that the young person remains 
comfortable with the method. This is another opportunity to dispel any myths 
around the contraceptive and review potential side effects and expected changes.

 Barrier Methods

 Condoms

Condoms are the most commonly used and easily available barrier method. When 
used correctly, they can be effective at reducing the risks of contracting STDs in 
addition to preventing pregnancy. However, typical use results in 18 women out of 
100 getting pregnant [11]. This is usually due to incorrect use. The primary chal-
lenge with use of barrier methods is that they must be obtained in advance and then 
used at the time of sexual activity. Discomfort during sex is often cited as a reason 
why people do not use condoms. The main contraindication is allergy to latex, 
which is the most common material used for male condoms. Female condoms, also 
known as “internal condoms”, and non-latex condoms are available but are more 
expensive. An advantage of the female condom is that the woman can insert it her-
self and have more control in preventing sexual infections and pregnancy. Female 
condoms are also significantly larger than the male condom and eliminate concerns 
about the fit of the condom and some of the discomfort with use.

Anyone counselling youth about contraception should be able to counsel about 
how to use condoms. Condom use with all sexual encounters needs to be part of 
the discussion, even if an effective hormonal method is being used. Studies with 
homeless youth have demonstrated increased use of condoms when they are 
taught how to use condoms and provided condoms [28]. It is important not to 
assume that anyone knows how to correctly use condoms. Many people are not 
aware that condoms have expiry dates, can be more likely to break if they have 
been exposed to extreme temperatures or can have small tears if they are placed 
by someone with long fingernails or rings. Both males and females should be 
familiar with correct condom use. Figure 11.3 includes some information from 
the CDC about the importance of condom use [29]. This can be given to patients 
to help increase correct use of condoms. A sex positive approach, if that is appro-
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Fig. 11.3 Example Handout from the CDC on condom use [29]
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Fig. 11.3 (continued)
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Fig. 11.3 (continued)
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Fig. 11.3 (continued)
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priate to the young person’s situation, can be used in discussing condom place-
ment as part of foreplay. Water-based lubricants can be recommended to help 
make condoms more comfortable. Making lubricants that feel, smell and/or taste 
good available or encouraging purchase through most drug and grocery stores 
may increase proper use.

Reviewing condom use with males is a good opportunity to discuss their repro-
ductive life plan and when or if they may want children. A guideline for these dis-
cussions is available at https://www.cdc.gov/preconception/men.html. Males who 
are sexually involved with a regular female partner and do not want the responsibil-
ity of fathering children right now should be encouraged further to use condoms 
correctly every time and to discuss with their partners if they are on an effective 
birth control method. Males may want to encourage their female partners to seek 
care to review and access effective birth control options.

Condom use may not be possible for youth who are in coercive or abusive situa-
tions or being trafficked.

 Sponge

The contraceptive sponge is a disposable spermicide-filled device that will release 
spermicide for up to 24 hours once activated. It is available without a prescription. 
The primary advantage of this method is that it can be inserted prior to intercourse and 
is effective for multiple sexual acts if they occur in the 24-hour time period. However, 
this device offers no protection against sexually transmitted infections and diseases.

 Diaphragm and Cervical Cap

The diaphragm and cervical cap are both barrier methods that can be inserted prior 
to intercourse. They are more effective if used with spermicide. If used correctly, 
they can be 94% effective at preventing pregnancy [11]. They do not protect against 
sexually transmitted infections. They are available only with prescription, and a 
pelvic exam is required for proper fitting which will limit access and ease of use.

 Natural Methods

As noted by Gelberg [23], challenges with storing methods, lack of awareness of 
methods and concerns about birth control being “unnatural” are barriers to use. 
Though they are not as effective at pregnancy prevention as any other method men-
tioned above, natural methods can be appealing to many youth. They are most use-
ful for those in committed relationships with good communication between partners.
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 Periodic Abstinence

Periodic abstinence, fertility awareness or the “rhythm method” can be up to 75% 
effective at preventing pregnancy if the woman has regular menstrual cycles and 
uses it correctly [17]. This method is best used by women with regular menstrual 
cycles who can control when they have unprotected sex. Cycle beads or use of men-
strual calendars on paper or as apps can be used to help make this method more 
effective. However, adolescents and those with hormonal or other disorders may 
have irregular menstrual cycles making this method less effective. As well, youth 
who are experiencing homelessness can be at risk for forced sex and sexual assault 
which would be a barrier to using this method. This method requires careful teaching.

An advantage of the rhythm method is that it has no side effects and can be used 
without the need for supplies. This may be preferred by youth who wish to stay 
hormone-free.

 Withdrawal

Withdrawal or “pulling out” can be 78% effective at preventing pregnancy [11, 17]. 
It is the least effective of the methods studied but can reduce risk of pregnancy. This 
method is dependent on the male partner having control and removing his penis 
from his partner’s vagina prior to ejaculation. It has the advantage of being free with 
no ahead of time preparation.

 Emergency Contraception

Emergency contraception can prevent pregnancy in the case of rape, unprotected 
sex or contraceptive failure if used in the recommended time period. Ulipristal ace-
tate and the copper IUD are highly effective at preventing pregnancy if prescribed 
within 5 days of unprotected intercourse [30–33]. Oral ulipristal acetate can be pre-
scribed without a need for an exam. Ulipristal acetate is an antiprogestin. Taking 
ulipristal at the same time as a quick start hormonal birth control may decrease uli-
pristal’s efficacy in preventing ovulation [32, 33]. A barrier method or abstinence 
could be used until the hormonal method is started 5 days after use of ulipristal [33]. 
However, each person’s situation should be taken into account and allow for pro-
vider flexibility if there are concerns about follow-up and high risk for future preg-
nancy. Women may have misinformation that emergency contraceptive pills are 
abortifacient; they will benefit from professionals reviewing that this is not the case 
[33]. Training is required for IUD placement. Levonorgestrel pills can be used for 
emergency contraception and are available over the counter in Canada and the USA 
[34]. The levonorgestrel pills may be less effective for women with higher 
weights [30].
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We recommend giving emergency contraceptive pills as an advanced pre-
scription [30, 31] for women or men only relying on barrier methods, rhythm 
method and withdrawal (“pulling out”) or who aren’t using another hormonal 
method effectively. As appropriate, oral emergency contraception can be given 
to males for them to give to their partners in the event of contraceptive failure.

The Yuzpe method allows providers to use typical packets of birth control for 
emergency contraception. Taking two doses of COC with a 100 μg of ethinyl estra-
diol and 500 μg of levonorgestrel or its equivalent per dose 12  hours apart and 
within 3 days of unprotected sex can reduce the risk of pregnancy. The efficacy of 
this method is higher closer to the time of unprotected sex. If taken within the first 
24 hours, 77% of pregnancies can be prevented. This wanes to 31% by 72 hours 
[35]. The emergency contraception website is an excellent resource for up-to-date 
information about emergency contraception https://ec.princeton.edu/questions/
dose.html [36], including options for how to get it. It also includes information 
about how to make a dose of emergency contraception for the Yuzpe method from 
different brands of pills.

The use of oral emergency contraception may affect the next menstrual cycle. A 
repeat pregnancy test should be done 2 weeks after use of all emergency contracep-
tion to assess efficacy.

 Clinical Issues

Psychosocial issues greatly influence the choice of contraception for all people. 
For youth experiencing homelessness there are many factors to consider. The 
HEADSS assessment is a psychosocial screening tool that was developed through 
work with high risk youth and is now part of routine adolescent health care [37, 
38]. Using the modified HEEADSSS format, we have highlighted some issues 
which may influence the choice of contraception in Table 11.4. All staff members 
who are working with homeless youth can help medical providers offer the best 
advice by gathering information for a full medical history including current and 
past medication use. Using proper anatomic terminology, a respectful tone and 
science-based information and checking in for frequent understanding will help 
providers guide decision-making in a way that is useful for the young person. It 
may be appropriate to use humour at times. In the end, the choice of which method 
to use should be left to the adolescent or young adult. A method can always be 
changed to another. If appropriate, the partner or support person can join in the 
visit. Frequent follow-up can help to build rapport and ensure that the method is 
being used correctly [35, 39]. Motivational interviewing techniques are useful for 
assisting youth who are unsure of which option to choose or are uncertain about 
using contraception at all.
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Table 11.4 Adapting the HEADSSS assessment for guiding contraceptive decision-making

HEEADSSS area Questions Effect on contraceptive choice

Home Stable? If yes, can choose from a variety of 
methods

Couch surfing? On the 
streets?

If yes, they may have difficulty 
keeping track of methods like the 
pill, patch or contraceptive ring
Also, the ring needs to be kept in a 
cool dry place before use
May need access to free condoms on 
regular basis

Foster care? May wish to keep choice of method 
private from guardians or other 
foster children
May need help in planning 
contraceptive coverage if returns to 
family of origin

Travelling? May not be able to make it to 
appointments to follow up on birth 
control refills or for the DMPA shots
May lose pills, patch or ring while 
travelling

Education/employment Native language
Literacy level
Cognitive impairment

They may not be able to understand 
information or instructions provided

Engaged in sex work May prefer method with predictable 
bleeding pattern or no bleeding and/
or methods that are not visible to 
others and condoms to prevent STI’s

Working outdoors Sweating a lot may affect how well 
the patch can stick to the skin

Long-term goals May prefer most effective pregnancy 
prevention such as LARC (implant 
or IUD)

Eating Regular access to food? If no, may not want methods that 
cause nausea

Worried about overweight? If yes, methods that may increase 
weight may not be preferred

Wanting to gain weight? May want methods more likely to 
increase weight

Vegetarian/vegan May prefer non-hormonal or natural 
methods like the rhythm method

Activities What do they do for fun? May want to have a method that 
would not interfere with their 
activities
If they are uncertain about using 
birth control, thinking about how a 
pregnancy might affect their 
engagement in activities may help 
them decide

(continued)
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Table 11.4 (continued)

HEEADSSS area Questions Effect on contraceptive choice

Drugs Using drugs or alcohol? If yes, this may interfere with ability 
to consistently follow through with 
user-dependent methods
Decision making and understanding 
of risk may be impaired. Substance 
use may increase risk to fetus if does 
become pregant
May need more consistent protection 
against sexually transmitted infections

Sex 5 Ps (see Table 11.1) Need to have protection for actual 
sex practices

Gender identity Need to treat biology (if transmale 
has ovaries and uterus, he can still 
get pregnant)

Sex abuse, trafficking or 
survival sex

May not be able to control access to 
method. Partner may sabotage 
method. May want concealed and 
effective method

Plan for pregnancy May be in situation with pressures to 
get pregnant 
May be seeking or not wanting to 
prevent pregnancy
Consider offering prenatal vitamins, 
even if ambiguous about pregnancy

History of previous birth 
control use?

Level of satisfaction or 
dissatisfaction with previous method 
can help with making a decision at 
this time

Enjoyment of sex? If yes, may be worried about method 
decreasing satisfaction for partner or 
themselves
If no, using birth control and taking 
away concern about pregnancy may 
make sex more enjoyable

Parties and other practices If engaging in S&M, sharing parties, 
etc. will need protection from 
infection

Abstinence/renewed 
abstinence

Have they used it?
What worked?
What didn’t?
How can they use it now?

Safety/suicidality History of depression? If yes, some methods may make 
better or worse. They may need 
closer monitoring

Are mood symptoms worse 
with menses?

Strengths They are here and thinking 
about their health

Use motivational interviewing 
techniques to help with 
decision-making

What has worked in the past 
to prevent pregnancy?

Can help with contraceptive 
decision-making

What do you do well? Reproductive control may allow them 
to have more time to do these things
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 Issues Specific to Homeless Youth

In addition to the usual considerations when choosing contraception, providers 
must think about the particular circumstances for youth experiencing homelessness. 
For youth who move often, there may be issues with storing and keeping some of 
the methods, being able to return to the office for administration of the method and 
check-ups. LARC methods can eliminate these concerns, but they may need medi-
cal support if there is prolonged irregular bleeding.

Many youth experience violence while homeless [4, 5]. The contraceptive 
implant is able to withstand pressure but can break if too much pressure is applied 
or there is repetitive trauma to the area. There have also been incidents of patients 
or other people cutting out the implant. This is extremely dangerous as there are 
many important blood vessels and nerves near the implant insertion site. Additionally, 
other youth may steal prescribed oral hormones for their own use as a contraceptive 
or for gender-affirming therapy.

Intrauterine devices are unlikely to be damaged through trauma but can increase 
the risk of serious infection such as pelvic inflammatory disease if the young woman 
is raped or is engaging in survival sex close to the time of insertion. Partners or those 
who are trafficking youth may sabotage the contraceptive method as a form of 
abuse. For these reasons, we recommend that all patients use condoms with hor-
monal contraception. We also recommend that youth receive treatment if there is 
any concern for infection or concern that they will not be able to return for treatment 
or results.

Similar to housed youth, youth experiencing homelessness may have other health 
conditions. However, they are less likely to have access to regular care. Youth should 
be encouraged to disclose any health conditions to their providers to guide the 
choice of contraception. The World Health Organization has complied Guidelines 
for Contraceptive Use in variety of health conditions. This should be referenced for 
any young woman with medical conditions who is seeking prescribed contracep-
tion. We have included the US version of this document in this chapter to help guide 
contraceptive decision-making. It is reprinted as Table 11.2.

 Clinical Vignettes

 Angela

Angela is a 17-year-old young woman who just came into the shelter where you 
work and plans to stay for at least 30 days. She has engaged in survival sex. Her last 
sexual encounter was yesterday. She did not use a condom. She is worried because 
she cannot feel the strings of her IUD. She also is complaining of a yellow discharge 
from her vagina.
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Recommendations:
• Encourage getting a pregnancy test.
• If the pregnancy test is negative, provide emergency contraception as soon as 

possible.
• Help her access a healthcare provider who can assess and treat for sexually trans-

mitted infections and assess location of the IUD.  If the IUD is visible and in 
place, then this method can be continued. Angela can be treated for gonorrhoea, 
chlamydia and/or trichomoniasis as appropriate, and the IUD does not need to be 
removed.

• If the provider cannot feel or visualize the IUD strings either, then a pelvic ultra-
sound is recommended to assess for device migration. If the IUD is not visible, 
Angela can start another method or have the device replaced.

 Toni

Toni is 16-year-old transmale. He identifies as bisexual. He has been using the 
DMPA injection for menstrual suppression and pregnancy prevention. He is worried 
about the weight gain he has had with this method. He would like to use something 
hormone-free. The provider who is trained in IUD insertion is not available in clinic 
until next month. Toni is due for his DMPA injection today.

Recommendations:
• Use “bridging”—use of another method of contraception until the IUD can be 

placed.
• Using a progesterone-only method will help Toni avoid potentially undesirable 

effects from oestrogen.
• He also could opt to use condoms or abstinence with a backup of emergency 

contraception until IUD placement.
• If he chooses to engage in sexual activity, condoms should be used to avoid 

infection prior to the IUD insertion.
• Offer Toni STI testing (oral, urine/vaginal or rectal as appropriate).

 Serena

Serena is an 18-year-old woman who is travelling. She comes into your drop-in 
centre to get some food. While talking to staff, she lets them know that her bag was 
stolen last night. She has lost her ID and her packets of birth control. She has not 
had sex with a male in the past 2 months.

Recommendations:
• Assist her with getting her ID as that may be needed to access medical care.
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• Assess how she was taking her pills and if she had missed any pills before having 
them stolen. Offer a pregnancy test if she had missed pills or is concerned.

• Counsel about availability of LARC which may be easier to deal with while 
travelling.

• If she wishes to continue COC, help her problem-solve if having them stolen or 
losing them can be prevented in the future.

• Help her obtain condoms and emergency contraception if desired.
• Provide feminine hygiene products if she is having periods with her COC or if 

you are unable to help her restart them as she may have withdrawal bleeding.

 Resources

Web-based

 (i) For adolescents and young adults:

 1. Sex and U (from the Society of Obstetricians and Gynaecologists: https://
www.sexandu.ca/

 2. Bedsider.org (contraceptive information): https://www.bedsider.org/
 3. Center for Young Women’s Health: https://youngwomenshealth.org/
 4. Young Men’s Health: https://youngmenshealthsite.org/
 5. American College of Obstetrics and Gynecology: https://www.acog.org/

Patients
 6. Society of Obstetricians and Gynaecologists of Canada: https://sogc.org/

womens-health-programs/index.html
 7. Emergency Contraception reference and clinic finder: https://ec.princeton.

edu/
 8. Clinic locator US: https://opa-fpclinicdb.hhs.gov/

 (ii) For healthcare providers:

 1. Family Planning: A Global Handbook for Providers: http://apps.who.int/
iris/bitstream/handle/10665/260156/9780999203705-eng.pdf?sequence=1

 2. Training Resource Package for Family Planning: https://www.fptraining.
org/

 3. Society of Obstetricians and Gynaecologists of Canada: https://sogc.org/
womens-health-programs/index.html

 4. Society for Adolescent Health and Medicine: https://www.adolescen-
thealth.org/Home.aspx

 5. American College of Obstetrics and Gynecology: https://www.acog.org/
 6. Center for Adolescent Health and the Law: https://www.cahl.org/
 7. Guttmacher Institute: https://www.guttmacher.org/
 8. Adolescent Health Initiative: http://www.umhs-adolescenthealth.org/

improving-care/confidentiality/
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 9. Association for Reproductive Health Professionals: https://www.arhp.org/
professional-education

 10. Physicians for Reproductive Health: https://prh.org/medical-education

 (iii) Information handouts for providers to give out:

 1. https://www.acog.org/-/media/For-Patients/faq112.pdf?dmc=1&ts=201809
09T1700538200

 2. https://www.cdc.gov/reproductivehealth/contraception/unintendedpreg-
nancy/pdf/Contraceptive_methods_508.pdf

 3. https://www.cdc.gov/teenpregnancy/pdf/Teen-Condom-Fact_Sheet-English- 
March-2016.pdf

 4. https://www.cdc.gov/preconception/men.html
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Chapter 12
Sexually Transmitted Infections and Sexual 
Healthcare of Homeless and Street- 
Involved Youth

Troy Grennan, Joshua Edward, and Sarah Chown

Adolescence is a time of opportunity, but also one of risk.
–World Health Organization, Making Health Services Adolescent Friendly, 2012

 Introduction

This quote is emblematic of the challenging paradox presented by the provision of 
sexual health services to adolescents and young adults (herein, AYA; ‘AYA’ and 
‘youth’ will be used interchangeably). On the one hand, AYA have among the high-
est rates of sexually transmitted infections (STIs) of any population [1], and these 
risks can be exacerbated by some of the experiences of simply being young. On the 
other hand, though healthcare providers often approach sex among AYA in terms of 
risk or potential harm, it is critical to remember that sexuality and sexual behaviour 
are normal parts of healthy development. Thus, providing appropriate, comprehen-
sive and sensitive sexual healthcare to AYA requires a recognition of these oft- 
competing priorities. Specific resources and treatment guidelines for STIs and other 
sexual health-related issues in AYA are essential, as AYA not only carry a dispropor-
tionate burden of STI diagnoses but may also face structural barriers (e.g. inade-
quate sexual health education) and other unique considerations (e.g. parental 
notification of receipt of sexual health services) related to STI testing, diagnosis and 
successful treatment [2, 3]. In 1995, the World Health Organization (WHO), along 
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with the United Nations Children’s Fund (UNICEF) and the United Nations 
Population Fund (UNFPA), put forth a Common Agenda for Action aimed at adoles-
cent health [4]. This document takes a two-pronged approach: first, to acknowledge 
and support healthy adolescent development, and, second, to prevent and address 
health issues when they arise. This type of complementary approach must be taken 
into account in the development of any effective AYA sexual health program and 
arguably is one of the only ways to resolve the abovementioned paradox.

AYA already face many challenges relating to STIs and sexual healthcare: lack of 
access to services and appropriate education, embarrassment, fear (real or perceived) 
of stigma and concern that their confidentiality will be compromised – and these are 
the proverbial tip of the iceberg. Homelessness worsens all of these and is not a rare 
problem among AYA. In the United States (USA), homelessness is estimated to impact 
1.6 million AYA annually, with the majority being in 18–24-year- old age group [5]. 
Homelessness alone is an important risk factor for STI and HIV acquisition [6], so it 
follows that in the context of the many other challenges and barriers experienced by 
AYA as they struggle to understand emerging issues of sexual health, the impact of 
these interconnected issues on the health of AYA would be additive and detrimental.

This chapter will provide an overview of the sexual health and STI care of AYA in 
four parts. The first section will provide two different frameworks offering critical 
elements in understanding – and ultimately providing care to – AYA experiencing 
STI and sexual health-related issues. The second section will put forth the context 
within which AYA – particularly those who are homeless or otherwise marginalized – 
experience their sexual lives. The third section will provide a practical overview of 
STI and sexual health clinical care provision, focusing on specific STIs of importance 
in AYA. The final section will present several priorities for future research.

 Fundamental Frameworks for Understanding the Sexual 
Lives of Adolescents and Young Adults

When considering the care and management of STIs in AYA, with the exception of 
some subtle differences, issues relating to the diagnosis, clinical manifestations, treat-
ment and prevention are not dissimilar from STI care in adults. Where the significant 
differences occur and where the provider must pay special attention are in two spe-
cific domains: first, how health services are set up for  – and accessed by  – AYA 
patients, particularly those experiencing marginalization such as homelessness, and, 
second, what special circumstances AYA face in experiencing STIs and other issues 
relating to sexual health. These two areas are best understood through an examination 
of different theoretical frameworks addressing them. These frameworks set the tone 
for the following section’s discussion on communication, respecting diversity and 
recognizing the importance of autonomy by presenting several of these ideas in a 
formalized manner. They provide a foundation for the provision of appropriate STI 
and sexual health services to AYA, in a way that is acceptable to them and which takes 
into consideration the unique circumstances and contexts within which they live.
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 Ensuring STI and Sexual Healthcare Is AYA-Friendly

The first theoretical framework is based on the WHO’s ‘Quality of Care’ document 
[7] and puts forth a number of criteria required to overcome the most significant 
barriers experienced by AYA in accessing healthcare services. Though not specific 
to STIs or sexual health, these are arguably more important for sexual health ser-
vices than they are for many other health-related issues, given the complex social 
network within which these are accessed. This WHO framework highlights the fol-
lowing five quality components required in order for services to be considered 
‘adolescent-friendly’:

• Equitable: Providing healthcare or services that are equitable requires that all 
AYA are able to obtain such services with no restrictions (e.g. on the basis of age, 
gender, ethnicity, sexual orientation) and that those providing the services deliver 
them with equal care and respect to all.

• Accessible: The concept of accessible services requires that AYA are able to get 
the services they require, with minimal or no barriers, including cost, hours of 
service and proximity. Additionally, accessibility requires that those obtaining 
services are informed about the details of the services provided, and that there is 
community support and awareness of such services and their intended benefits.

• Acceptable: Healthcare services are considered acceptable if they meet the 
expectations of AYA. There are multiple components to this, including the fol-
lowing: the assurance of privacy, comprising formalized processes (e.g. policies) 
and the ‘set-up’ of the environment where services are provided; having provid-
ers who are relatable and non-judgemental and who are able to make provisions 
to provide services or make necessary referrals within a short time window; and 
allowing for the meaningful involvement of AYA in the design and delivery of 
services, so that their preferences are reflected in the services provided.

• Appropriate: In order for healthcare services to be appropriate, the specific 
needs of AYA must be met and must not only be limited to the needs of the gen-
eral population but also tailored to those with specialized needs (e.g. marginal-
ized groups).

• Effective: Health services are considered effective if they are provided in a way 
that positively contributes to the health of AYA. Further, those providing the ser-
vices must be competent, spend the appropriate amount of time and use evidence- 
informed guidelines and/or interventions to drive their practice. Finally, the 
location of service delivery must be equipped with the appropriate resources to 
deliver quality services.

The previously cited WHO document is an excellent resource for providers and 
staff of healthcare facilities to assess the quality of the services they provide and 
puts forth a comprehensive set of in-depth questions for AYA patients, as well as 
their healthcare providers, and clinic managers to assist with this. Additionally, 
scripts, interview tools and other detailed resources relating to care provision to 
youth and adolescents are provided [7].

12 Sexually Transmitted Infections and Sexual Healthcare of Homeless…



246

 Applying a Syndemic Approach to the Sexual Healthcare 
of Homeless AYA

The second theoretical framework relevant to a discussion of STIs and healthcare 
in AYA is based on the concept of syndemics, originally proposed by Merrill Singer 
in the mid-1990s [8–10]. STIs – and particularly STIs in youth and adolescents – 
cannot be considered in isolation. The occurrence of STIs in youth and adolescents 
is intimately linked to the environment in which youth and adolescents live, the 
unique situations to which they are exposed and, as noted by the US Centers for 
Disease Control and Prevention, even heightened biological susceptibility to STI 
transmission and infection. Additionally, homeless AYA have increased vulnerabil-
ity to sexual assault and other forms of sexual violence and face unique challenges 
(e.g. an inability to work legally) in order to obtain food, shelter and other necessi-
ties. As such, STIs in youth and adolescents are interconnected to other comorbidi-
ties and social factors, including mental health issues, substance use, poverty, 
stigma, discrimination and other medical illnesses [11]. The interconnections and 
intersections may combine to create a climate in which basic needs are met through 
survival sex or other actions that increases STI risk even more, as highlighted in a 
study of survival sex of young women in Los Angeles, where those engaged in 
survival sex were primarily motivated by desperation to meet basic needs such as 
shelter and food for themselves and their young children [12]. According to Singer, 
syndemics are ‘the aggregation of two or more diseases or other health conditions 
in a population in which there is some level of deleterious biological or behaviour 
interface that exacerbates the negative health effects of any or all of the diseases 
involved’. Singer further indicates that, ‘[s]yndemics involve the adverse interac-
tion of diseases of all types … (and) are most likely to emerge under conditions of 
health inequality caused by poverty, stigmatisation, stress or structural violence 
because of the role of these factors in diseases clustering and exposure and in 
increased physical and behavioural vulnerability’ [13]. Though initially conceived 
in relation to the HIV epidemic in men who have sex with men (MSM) [14], the 
applicability of the syndemic conceptualization to STIs in adolescents – particu-
larly adolescents who are homeless or experiencing other forms of marginaliza-
tion – is obvious. See Fig. 12.1 for a conceptual representation of how syndemic 
conditions may synergistically interact to promote adverse outcomes.

Arguably, in most settings, STI prevention and care efforts focus on the indi-
vidual and emphasize risk reduction while ignoring broader systemic and environ-
mental factors that may impact risk and behaviours [15], like those discussed above. 
Efforts and interventions addressing and redressing these larger contextual factors 
affecting AYA at risk for STIs are critical, as are strategies aimed at mitigating 
the impact of these underlying conditions [16, 17]. As practitioners and research-
ers interested in the sexual health and the care of STIs in AYA, it is critical that 
both of the frameworks presented herein be considered and actively applied when 
addressing issues of sexual health and STIs and when providing care. By doing so, 
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it will help ensure that practitioners are providing AYA with a safe space for care 
that is appropriate and acceptable and that a comprehensive understanding of the 
interacting factors impacting on the sexual health and lives of AYA is taken into 
consideration.

 Contextualizing STIs and Sexual Health in Homeless 
Adolescents and Young Adults

 The Challenges of Homelessness for AYA

Despite increased visibility for lesbian, gay, bisexual, transgender, queer, asexual, 
pansexual and two-spirit (henceforth, LGBTQ+/2S) AYA in schools, students of all 
genders and sexualities still struggle to get relevant, reliable, stigma-free informa-
tion about sexual health in classroom settings [18–20]. Many parents, educators 
[21], clinicians [22] and foster caregivers are ill-equipped for open conversations 
about sexual health. For example, these adults may not have up-to-date information 
about treatment or testing or may not have the language necessary to talk about sex 
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Fig. 12.1 A conceptual representation of how overlapping conditions (‘syndemics’) can synergis-
tically interact to produce adverse health outcomes. (Reprinted from Halkitis et al. [11])
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in a way that affirms the gender1 and sexual identity of the AYA in their lives [20]. 
Other barriers that can make it difficult for AYA to get relevant sexual health infor-
mation include the desire on the part of some adults to prevent youth from becoming 
sexually active and the myth that talking about sex openly encourages young people 
to become sexually active. Shelters and emergency housing – on which some youth 
may rely – have varying policies about sex, some of which discourage service pro-
viders from sharing sexual health information or supplies such as condoms. In some 
scenarios, these limitations may mean that providers are unable to speak about abor-
tion services or are prohibited from acknowledging forms of sex that do not lead to 
procreation. Adults are often especially apprehensive about speaking openly about 
sexual health with AYA who have physical or developmental disabilities and youth 
who are being raised with an expectation of abstinence (e.g. in certain immigrant or 
religious communities).

Street-involved AYA may be navigating sex in the context of poverty and sub-
stance use (i.e. survival sex) [23] and often do not have safe, private spaces to 
experience sexual pleasure. In a study of street-involved youth in 13 municipali-
ties across the Canadian province of British Columbia, 16% of street-involved 
youth reported unwanted sex as a consequence of substance use in the past year. 
These circumstances include specific risks that youth with stable housing may 
not encounter. Notably, youth living on the streets are at greater risk for sexual 
violence [24].

Policies in many emergency shelters and temporary housing spaces prohibit sex-
ual activity, which can push AYA to have sex in public spaces. These policies are not 
consistently enforced, sending mixed messages to residents and making it difficult 
for youth to predict what behaviour is acceptable. For youth who want to engage in 
sex, this can put them in the precarious or potentially dangerous scenario of being 
interrupted during sex or facing violence from partners disappointed by an inter-
rupted sexual encounter. AYA who are looking for sexual health information or 
supplies in these contexts may be unsure if they can speak openly about sex. Having 
sex in public spaces may limit opportunity to have pleasurable experiences and 
discourage AYA from taking the time necessary to use condoms and/or other protec-
tive measures.

Street-involved AYA may also rely on sex as a source of income, shelter or drugs. 
These circumstances are known to diminish the capacity that youth have to negoti-
ate healthy sexual relationships and safer sex strategies, including condom use. 

1 Recognizing the broad diversity of sexual identity, sexual orientation and gender identity, we have 
taken measures in this chapter to ensure the language we use is inclusive and gender-affirming. We 
have attempted to avoid making assumptions about gender, preferring to use more specific lan-
guage when appropriate (e.g. person with a cervix rather than female; recognizes that both cisgen-
der females and transgender males may have a cervix). In some situations, particularly when 
reporting on epidemiologic trends, this was not possible, as most studies use ‘male’ and ‘female’ 
as exclusive gender categories. In these situations, we use the terms as reported. In some situations, 
for clarity of language, we have used the terms ‘biological female’ and ‘biological male’ to refer 
to individuals who were assigned that particular gender at birth or have the sexual anatomy associ-
ated with female or male sex.
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Substance use often interacts with sexual decision-making among AYA, especially 
for street-involved youth, where addiction and concurrent disorders are highly 
prevalent.

 The Sexual Lives of Homeless and Street-Involved AYA

Street-involved AYA disproportionately experience exclusion and rejection, often both 
as a factor that pushes them into homelessness and as a result of street involvement 
[23]. These experiences can take the form of bullying at school, being removed from 
school or family; discrimination when accessing health care (15% of street-involved 
youth did not access healthcare in the past year due to prior negative experiences [23]), 
social or public services; or being at the hands of police. Many of these experiences of 
exclusion and rejection are based in racism, classism, transphobia and homophobia. In 
response, many AYA become distrustful of the systems intended to offer support [25].

Another message that youth may receive through these experiences is that con-
cealing parts of their identity or experience is a way to protect themselves from 
harm. For example, youth present as straight and cisgender in order to avoid homo-
phobic and transphobic violence. Youth may also conceal their housing, food or 
income insecurity, both to avoid judgment from service providers and to prevent 
involvement of additional systems such as child welfare agencies or police that may 
return them to housing or a situation that is unsafe for them. The concealment that 
is required in these unsafe environments often has deleterious impacts on youth 
mental health, social connection and overall well-being. Within this context, how-
ever, it is imperative to recognize that some street-involved AYA, as well as those 
experiencing homelessness and other forms of housing precarity, may demonstrate 
poor judgment of their own critical needs – regardless of self-identified gender iden-
tity or sexual orientation expressions. Child protective services that are designed to 
meet the unique needs of street-involved and homeless AYA, including those self- 
identifying as LGBTQ+/2S, are still best positioned to provide the most readily 
available stabilizing services. While there may be a legitimate and recognized need 
for increasing access to interdisciplinary, effective, accepting and compassionate 
stabilization services that are rooted in evidence and best-practices, there too exists 
a need to recognize the importance of working with existing public, private and non- 
profit and other non-governmental agencies and services providing support to 
street-involved and homeless AYA.

 The Importance of Language

There are many tools that clinicians can use to make healthcare more accessible and 
safer for AYA who are street-involved. Making a conscious choice to use language 
that avoids assumptions and counters stigma is one such strategy. The language we 
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suggest here also takes a plain language approach to health communication, while 
also tackling stigma related to STIs and HIV directly, as well as the identities and 
experiences that are commonly disproportionately associated with these identities 
and experiences. These language choices may make it easier for AYA to see them-
selves represented in positive ways, without any action required on their part. 
Table 12.1 offers some concrete suggestions for clinicians working with AYA in a 
sexual health context.

STIs, including HIV, are often considered through a public health lens, leading 
us to use verbs such as infect or spread in conversations, as well as to describe 
people who are living with STIs as ‘infected with’. These words divert attention 
from the individual patient’s needs and instead immediately turn the focus to the 
public health imperative associated with HIV and STIs. Further, the words ‘infect’ 
or ‘spread’ are associated with a certain degree of malfeasance and overlook evi-
dence that indicates people who are aware of an STI diagnosis often go to great 
lengths to ensure their partners do not get an STI as well. Alternatives to this lan-
guage include using the verb ‘pass’ and stating people with a current STI diagnosis 

Table 12.1 Guidance on appropriate language in providing sexual healthcare to AYA

Avoid saying: Instead, try:

Infect or spread
e.g. youth can be infected 
through sex

Pass
e.g. HIV can be passed through unprotected vaginal, anal, or 
frontal sex

Infected with HIV or suffers 
from HIV

Living with HIV

Gendered descriptions
e.g. female condoms
e.g. Pap smears are an important 
part of healthcare for women

Body parts or actions
e.g. insertive condoms
e.g. Pap smears are an important part of healthcare for people 
with a cervixa

Prostitution Sex work
Junkies, addicts, alcoholic People who use drugs, people experiencing addiction, people 

with a substance use disorder
(this depends on what is being discussed; note, most 
individuals use drugs, e.g. caffeine, nicotine, over-the-counter 
medications)

Clean/dirty used to describe 
equipment or people

To describe people – abstinent, not using/actively using
To describe equipment (e.g. needles) – new, unused/used

Normal
e.g. normal sex
e.g. a normal CD4 cell count 
is…

More specific language – ‘normal’ can be othering and 
exclusive
e.g. ‘penis in vagina’ sex; sex where a mouth is on a bum, 
vulva
e.g. CD4 cell counts above 500 mean our immune system can 
fight off most infections

Protect
e.g. protect against HIV

Prevent
e.g. prevent HIV from being passed

Sexually transmitted disease 
(STD)

Sexually transmitted infection (STI) – infection is more 
accurate and less stigmatizing

aSee Footnote [1]
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are ‘living with [an STI]’. Another word to avoid for these reasons is ‘protect’ 
against, with ‘prevent’ as a possible alternative. Similar considerations also under-
pin the recommendation to avoid the word ‘clean’(to describe people who are HIV- 
negative, lifestyles, behaviours [e.g. sex work] or new/unused drug paraphernalia) 
and ‘dirty’ (to describe people living with an STI, lifestyles or behaviours that pose 
increased possibility of STI transmission or used drug paraphernalia).

 Recognizing Diversity of Identities

There are many relationships that AYA may have to LGBTQ+/2S identities because 
of continued homophobia, biphobia and transphobia. Many youth – especially those 
who may have been pushed out of their homes or schools because of their assumed 
identity as LGBTQ+/2S – may be reluctant to use these labels or share these parts 
of their identity with care providers. Further, AYA may not have experiences with 
LGBTQ+/2S people or community and may not connect themselves to these identi-
ties now but may in the future. This is clear from studies on sexuality in adolescents, 
where AYA’s uncertainty about their sexual orientation decreases with age: in one 
study, whereas 26% of 12-year-olds surveyed expressed uncertainty about their 
sexual orientation, only 5% of 17-year-olds did [26]. Street-involved AYA may be 
engaged in sexual acts associated with LGBTQ+/2S identities through survival sex 
work or sexual violence. These scenarios demonstrate circumstances in which AYA 
either may not have information about an LGBTQ+/2S identity to share with a care 
provider or choose not to share vulnerable information about themselves.

Much of sexual health education and care has been developed from a cisgender, 
heterosexual perspective, with this being an underlying assumption. While there 
have been important shifts to ensure gender affirmation is included in such educa-
tion, clinics have much more experience providing sexual health to cisgender and 
heterosexual patients and must be active in meeting needs of LGBTQ+/2S youth. 
One assumption that still exists in many clinical settings is congruency between 
sexual identity and sexual behaviour; for example, lesbian women only have sex 
with other women. These assumptions may sometimes lead to erroneous conclu-
sions or clinical recommendations (e.g. lesbians do not need cervical cancer screen-
ing, or they cannot get pregnant). Additionally, these assumptions often erase or 
ignore transgender people, whether they are the patient or a partner of the patient. In 
many clinical settings, the onus is on the patient to disclose if they are LGBTQ+/2S 
or if they are having sex other than the dominant assumption of ‘penis-in-vagina’ 
sex. These assumptions can limit the care that is provided to young patients; this 
may mean patients are not offered contraception, cervical cancer screening, STI 
testing or information about their sexual health needs that could be right for them. 
Another potential scenario is clinicians relying on patients to use LGBTQ+/2S lan-
guage to cue them to use inclusive language or address specific sexual health needs.

Clinicians working in sexual health will benefit from strategies to offer 
LGBTQ+/2S-inclusive and gender-affirming care without relying on patients to dis-
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close. One such strategy is creating an explicitly LGBTQ+/2S-inclusive clinical 
setting, by ensuring LGBTQ+/2S people are visible in signage and information that 
is available and including cues to LGBTQ+/2S-inclusive practice (e.g. sharing pro-
nouns of staff members, asking for patient’s pronouns, distinguishing between a 
person’s legal name and the name they prefer to use). AYA are also best served 
when clinicians avoid substituting gendered descriptions for names of people (e.g. 
assuming she/her pronouns for a person with developed breasts), sexual acts (e.g. 
sex between a man and a woman) or names of body parts (e.g. female private parts). 
These types of gendered descriptions make assumptions that may be untrue for 
many AYA, including youth who identify as LGBTQ+/2S. Alternatives to gendered 
descriptions include using a person’s name and/or asking for their pronoun, whether 
in conversation or on an intake form, using names of body parts and their less- 
gendered equivalents where appropriate. For example, using the term ‘insertive 
condom’ rather than female condom is both helpful for people with a vagina who 
are not females and for reminding people that insertive condoms can be used in the 
anus as well.

 Providing the Opportunity to Exercise Autonomy

Another important strategy for clinicians to use when working with street-involved 
AYA is to create opportunities for youth to exercise autonomy and make decisions 
about their own care. Many street-involved AYA typically have limited opportuni-
ties in which they are able to exercise autonomy. Street-involved AYA, whether they 
are couch surfing, staying in shelters or staying in public spaces, do not have a per-
manent space that they can control. In these scenarios, youth do not have a place to 
keep things that are important or special to them or the things that may make it 
easier for them to navigate daily life (e.g. identification such as a health insurance 
card, extra clothing). Surviving in semipublic spaces means AYA must constantly be 
aware of their surroundings to keep themselves and their belongings safe, do not 
have control over their sleeping hours and are subject to regulation by police or 
shelter workers. Additionally, street-involved AYA may be exposed to specific risks 
associated with housing precarity and time spent in public and semipublic spaces. 
Street-involved AYA may be at heightened risk for sexual assault, sexual exploita-
tion and other forms of sexual violence (both by peers and older youth and adults) 
and may also find themselves exposed to different/more dangerous and addictive 
drugs than their non-street-involved peers. Offering clinical services that contrast 
with these experiences can help engage youth.

An illustrative example of how affirming AYA autonomy can be integrated into 
sexual healthcare is ensuring youth are informed about the confidentiality of their 
healthcare information, including an assurance that health information will not be 
shared with caregivers where appropriate and what potential disclosures may occur 
(e.g. in case of suspected harm). Clinicians may also benefit from providing AYA 
with information that allows them to make decisions about the types of tests or treat-
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ment that may be appropriate, rather than recommending them from the outset. This 
can also help avoid assumptions about body parts or sexual activity for each indi-
vidual patient. Other strategies that can help engage LGBTQ+/2S AYA and other 
street-involved youth include having low-barrier clinic requirements, for instance, 
not requiring legal identification or follow-up contact information. Other sugges-
tions for low-barrier clinics include offering as many services as possible simultane-
ously, such as providing harm reduction and safer sex supplies for free on-site or 
offering treatment ahead of results for suspected STIs as appropriate. Some of these 
ideas vis-à-vis making services ‘low-barrier’ and appropriate will be discussed in 
the next section.

 STI Clinical Care in Homeless Adolescent and Young Adult 
Populations and Communities

 Overview

This section will now focus on some of the specific STIs that impact on AYA. In 
many instances, youth are disproportionately impacted by STIs, with prevalence 
rates much higher than those seen in adults [27, 28]. Rather than providing an 
exhaustive review of these infections – which is beyond the scope of this chapter – it 
will provide guidance for doing an appropriate sexual and STI history, as well as an 
overview of some of the key infections, with a focus on AYA-specific issues relating 
to each infection. This section will focus on the following infections: chlamydia, 
gonorrhoea, syphilis, trichomoniasis, lice, scabies, human papillomavirus and 
human immunodeficiency virus.

 STI Risk Factors

There is tremendous overlap in the risk factors for the various STIs impacting AYA, 
independent of homelessness and poverty, though these can certainly exacerbate the 
impact of other risk factors. These risk factors can be broadly divided into behav-
ioural, biological and psychosocial risk factors. Behavioural risk factors associated 
with STI acquisition in AYA include younger age of sexual debut [29–31]; having 
multiple sexual partners concurrently or partners with multiple partners [32]; hav-
ing serial, short-lived sexual partnerships [7]; a number of new sexual partners [27, 
33], inconsistent use of barrier (e.g. condom) methods [27] and alcohol or drug use 
[34, 35]. Biological risk factors for STI acquisition have not been well studied, and 
thus there is a paucity of data; the limited data available focuses primarily on bio-
logical females. Specifically, one theory postulates that cervical ectopy is responsi-
ble for higher susceptibility to STIs in individuals with a cervix [36], though the 
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evidence is conflicting on this [37]. In AYA, the outer surface of the cervix contains 
columnar cells that are postulated to be more susceptible to certain STIs than squa-
mous cells, which ultimately replace columnar cells once sexual maturity occurs. 
Other potential biologic mechanisms of STI susceptibility in AYA include lower 
levels of a specific immunoglobulin level in the cervical mucus [38] and alterations 
in the composition of the vaginal microbiome [39]. Psychosocial risk factors for 
STIs are typically complex, interrelated and often additive and would include fac-
tors such as homelessness or poverty, both of which have been shown to be risk 
factors for STI acquisition in Canadian and US studies [5, 6]. Concurrent mental 
illness or mood disorders [7, 40, 41], sex trade work [42], incarceration [7] and 
substance use [43, 44] have all been shown to be associated with STI acquisition, 
and many of these are much more likely to co-occur with homelessness and poverty, 
which then mutually reinforce each other.

 The Sexual History

The cornerstone of providing appropriate sexual health and STI care is the sexual 
history and risk assessment. Eliciting a sexual history in youth and adolescents 
should be done in a manner that incorporates the abovementioned principles from 
the WHO in ensuring services are adolescent-friendly [7]; in other words, it should 
be equitable, accessible, acceptable, appropriate and effective. The history should be 
done in a non-judgemental manner, in a setting that is comfortable and where confi-
dentiality and privacy can be assured and using language that is understandable and 
inclusive. See Table 12.2 for a set of questions making up a complete STI history.

Table 12.2 The components of a complete sexual history for AYA

Category Example questions to guide assessment

General health history

Medical history Do you have current or past medical issues?
Are you on any medications? Do you have any medication allergies?

Vaccination history Have you been vaccinated for hepatitis A and/or B and human 
papillomavirus (HPV)?

Relationships

Present situation Do you have a regular sexual partner or partners?
If yes, how long have you been with this person?

Identify concerns Do you have any concerns about your relationship(s)?
If yes, what are they (e.g. violence, abuse)?

STI history

Prior STI screening Have you ever been tested for an STI or HIV? If so, when was your last 
test?

Prior STI diagnosis Have you had an STI in the past? If so, which one and when?
Have any of your partners had an STI? Do any of your partners currently 
have an STI?
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Table 12.2 (continued)

(continued)

Category Example questions to guide assessment

Current concern Are you currently having symptoms? If so, what are your symptoms and 
how long have you been experiencing them?
When was your last sexual contact? Have you had any recent sexual 
encounter that you are concerned about (e.g. the condom broke)?

Sexual activity

Partners Preamble: Many of the following questions are personal. Ensure AYA are 
told that they do not need to answer any questions that they do not feel 
comfortable answering. Note: If not immediately pertinent to emerging 
clinical concerns, questions about sexual activity may create unnecessary 
barriers to AYA seeking services and may not be appropriate.
  Tell me about your partners. Are your partners male, female or both?
  When did you last have sex? Was it with your regular partner or another 

partner?
  How many sexual partners have you had in the last 2 months? In the 

past year? How many of them could you contact?
Sexual activities Preamble: Many of the following questions are personal. Start out by 

explaining the reason why these questions are important, e.g. ‘In order to 
better understand your risk for STIs and to know what kind of tests to do, 
it’s important to know what kinds of sex you’re having’.
  Do you perform oral sex (i.e. do you kiss or put your mouth on the 

genitals or anus of your partner)?
  Do you receive oral sex?
  Do you have intercourse (i.e. do you penetrate your partners in the 

vagina/front or in the anus/bum or do your partners penetrate your 
vagina/front or anus/bum?)?

Personal risk 
evaluation

Preamble: Ensure language used is inclusive and gender-affirming. Can 
start with a more open-ended question e.g. ‘What do you do to protect 
yourself from STIs and HIV?’
  How often do you use a condom for oral, vaginal/frontal or anal sex 

(sometimes, always, never)?
  What influences your decision to use a condom or not?
  How do you meet your sexual partners (e.g. online, on smartphone apps, 

bathhouse)?
  If you had to rate your risk for an STI, would you say that you are at no 

risk, low risk, medium risk or high risk? Why?
Reproductive health history

Contraception Do you/your partner(s) use contraception? If yes, frequency and type (e.g. 
oral contraceptive pill, Depo-Provera, intrauterine device [IUD])?

Reproductive or 
genitourinary 
health problems

Have you ever been diagnosed with or told you had a reproductive health 
issue or a problem with your genitourinary system (e.g. genitals, cervix, 
uterus, fallopian tubes, testicles, bladder)?

Cervical cancer 
screening

Preamble: Given the recent changes to cervical cancer screening 
guidelines where the age of initiation for cervical cytology has increased, 
this may not be relevant to many AYA.
  Have you ever had cervical cancer screening (either with a Pap test or 

HPV screening)? If yes, what was the result?
Pregnancy Have you ever been pregnant? If yes, how many times? What was/were the 

outcome(s) (number of live births, abortions, miscarriages)?
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 Chlamydia and Gonorrhoea

Chlamydia and gonorrhoea are the two most common bacterial STIs and are 
caused by the bacteria Chlamydia trachomatis and Neisseria gonorrhoeae, 
respectively. In Canada in 2014, the incidence of chlamydia infection – the most 
common reportable bacterial STI  – was 1082 per 100,000 population in the 
15–19-year-old age group and 1628 per 100,000 in the 20–24-year-old age group 
[45]; in the USA in 2016, the chlamydia rates were 1929 per 100,000  in the 
15–19 age group and 2644 per 100,000 in the 20–24 age group [46]. In Canada 
in 2014, the incidence of gonorrhoea was 102 per 100,000 population in the 
15–19-year-old age group and 180 per 100,000  in the 20–24 age group [54]; 
analogous US numbers from 2016 were 380 per 100,000 in the 15–19 age group 
and 608 per 100,000  in the 20–24 age group [55]. Both infections have been 
increasing steadily in Canadian and US jurisdictions in the last decade, and AYA 
(specifically those in the 15–24 age group) are disproportionately impacted, 
making up 63% of chlamydia cases and 47% of gonorrhoea cases in the USA in 
2016 [55].

There is a significant overlap between the clinical presentations of chlamydia 
and gonorrhoea. Both can cause urethritis, vaginitis, cervicitis, epididymitis, 
proctitis and pharyngitis [47–50]. In population-based studies, over half of the 
cases of both chlamydia and gonorrhoea are asymptomatic or present with very 
mild symptoms [51, 52]. Untreated infection with both C. trachomatis and N. gon-
orrhoeae may lead to an ascending infection (from the cervix) causing pelvic 

Category Example questions to guide assessment

Substance use

Types of substance 
use

Do you use alcohol? Drugs? If yes, frequency and type?
Do you inject drugs? If yes, have you ever shared injecting equipment with 
someone else? If yes, when was the last time?

Sex under the 
influence

Have you ever had sex while drunk? If yes, how often?
Have you ever had sex while high/under the influence of drugs? If yes, 
how often? What were the consequences?
Do you feel that you need help because of your substance use?

Other percutaneous 
risk

Do you have tattoos or piercings? If yes, were they done using sterile 
equipment (i.e. professionally)?

Psychosocial history

Housing Do you have a home? If no, where do you sleep?
Do you live with anyone?

Sex trade 
involvement

Have you ever traded sex for money, drugs, shelter or food?
Have you ever paid for sex? If yes, how often and when?

Sexual abuse Have you ever had sex with someone where you felt pressured or forced? 
If yes, when and by whom?

Adapted from: Canadian STI guidelines [3]

Table 12.2 (continued)
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inflammatory disease (PID) in biological females, which can lead to scarring and 
infertility [53]. In biological males, untreated chlamydia and gonorrhoea can lead 
to epididymitis or epididymo-orchitis, which may also lead to scarring and infer-
tility [54]. This is of particular concern to AYA, who may face multiple barriers to 
receiving adequate STI screening and may thus go undiagnosed. Management of 
STIs in AYA should take into account these barriers, and attempts should be made 
to maximize and support adherence to therapy and the preservation of fertility 
(e.g. promoting access to a support worker if in a shelter, hospital admission for 
therapy completion). A recent study of adolescents seen in emergency depart-
ments and prescribed antimicrobial therapy for either PID or a diagnosis of chla-
mydia highlights the importance of this. In this study, fewer than 60% of 
prescriptions provided to these adolescents were filled, with hospital admission 
being the only predictor of prescription filling [55].

C. trachomatis or N. gonorrhoeae infection is diagnosed via nucleic acid ampli-
fication testing (NAAT) of first-catch urine or swabs of the pharynx, vagina, endo-
cervix, rectum, urethra or a lesion. Gonococcal culture can also be performed. The 
preferred treatments for chlamydia and gonorrhoea are outlined in Table 12.3. Note 
that this is not an exhaustive resource for the treatment of STIs, and guidance should 
be sought from local STI experts and from comprehensive guidelines such as those 
referenced in this chapter [2, 3]. Clinics should take measures to optimize adherence 
and treatment completion, including on-site availability of medications; when fea-
sible, the option of single-dose, directly observed therapy; and providing therapy for 
sexual partners. Care should be taken to ensure sexual partners of those diagnosed 
with chlamydia or gonorrhoea are provided with testing and/or treatment, according 
to the latest STI guidelines, to prevent onward transmission, delayed diagnoses and 
possible complications from untreated infection.

Table 12.3 Treatment recommendations for chlamydia and gonorrhoea

Infection
Recommended 
regimens Partner management Comment

Chlamydia Azithromycin 1 g 
orally in a single dose
Doxycycline 100 mg 
orally twice daily for 
7 days

All sexual partners within 
60 days preceding the 
diagnosis should be offered 
testing and treatment

If there are adherence or 
treatment completion 
concerns, single-dose 
therapy is preferred

Gonorrhoea Ceftriaxone 250 mg 
intramuscularly in a 
single dose
If 
cephalosporin- 
allergic:
Azithromycin 2 g 
orally in a single dose

In diagnosed gonorrhoea, 
co-treatment for chlamydia 
should be provided

Adapted from: Canadian STI guidelines [3]; US CDC STD guidelines [2]
Note that medication dosages provided are based on adult weight, which should apply to most 
adolescents and young adults. We recommend consulting with an expert if unsure
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 Syphilis

Syphilis is a bacterial STI caused by the spirochete Treponema pallidum and – like 
chlamydia and gonorrhoea – has been increasing steadily since the early 2000s in 
several jurisdictions. In North America and many other parts of the world, the epi-
demic has been primarily concentrated among gay, bisexual and other men/males 
who have sex with men/males (MSM) [56, 57]. In Canada in 2014, the incidence of 
early infectious syphilis (i.e. syphilis acquired within the previous year) was 6.7 per 
100,000 population overall, representing a 95% increase from 2005. In the 
15–19-year-old age group, the rate was 3 per 100,000 and 11.7 per 100,000 in the 
20–24 age group [41]. The overrepresentation of MSM in syphilis rates was noted 
within these age categories as well: the male rate for 15–19-year-olds was 4 per 
100,000 (versus 1.8 per 100,000 for females) and the male rate for 20–24-year-olds 
was 19.6 per 100,000 (versus 3.4 per 100,000 in females of the same age group). 
Similar patterns were observed in the USA [42].

The clinical manifestations of syphilis are determined by the stage of the infec-
tion. Generally, syphilis is divided into early, or infectious syphilis (diagnosed within 
1 year of infection), and late, or non-infectious syphilis (diagnosed greater than 1 
year after infection), and the untreated infection progresses stepwise through differ-
ent stages [58]. Primary syphilis typically occurs within 10–90 days of infection and 
presents with a localized painless skin lesion called a chancre. Secondary syphilis 
follows, usually within weeks to several months after initial infection, and represents 
dissemination of the infection. It may present with a myriad of symptoms, though the 
hallmark is a systemic illness characterized by a diffuse rash [59]. Other clinical 
manifestations of secondary syphilis may include (but are not limited to) constitu-
tional symptoms, generalized lymphadenopathy, hepatitis and central nervous sys-
tem involvement (i.e. neurosyphilis) [43, 44, 60]. Even in the untreated individual, 
the symptoms of primary and secondary syphilis will usually spontaneously resolve. 
Additionally, not all individuals with syphilis will be symptomatic. Since a syphilis 
chancre is painless, it often may go unnoticed. Following the symptomatic stages (if 
they occur), syphilis enters a latent stage. An asymptomatic infection that is con-
firmed to have been acquired within the last year is still considered infectious syphilis 
and would be staged as an early latent infection [3]. An infection acquired more than 
1 year previous is a late latent infection. Up to 30% of individuals with untreated late 
latent infection may develop late or tertiary complications of syphilis, and these may 
occur up to several decades after the initial infection. These clinical manifestations 
are variable and may include central nervous system involvement, cardiovascular 
complications or granulomatous lesions in the skin, bones or organs (called gumma-
tous syphilis) [3]. The preferred treatments for syphilis are outlined in Table 12.4.

Another concerning trend that has been observed recently has been an increase 
in cases of congenital syphilis. Congenital syphilis occurs when syphilis is transmit-
ted to an infant from an infected mother, typically in utero [61], and can have dev-
astating consequences, including death of the infant [62]. In September 2018, the 
US Centers for Disease Control and Prevention (CDC) issued an advisory that 913 
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babies had been born with congenital syphilis in the USA in 2017, representing an 
increase of 150% from 2003 and a significant shift from years of sustained reduc-
tions in congenital syphilis cases [63]. The increasing recognition of congenital 
syphilis has particularly concerning implications for AYA, as they may face more 
barriers than adults in accessing appropriate pregnancy and pre-pregnancy care or 
counselling, thus putting them at potential higher risk of inadequate care, including 
prenatal STI screening. This is especially salient given that one of the risk factors 
for congenital syphilis is either a lack of or inappropriate prenatal care [64, 65].

 Human Papillomavirus (HPV)

Though chlamydia and gonorrhoea may be the most common bacterial STIs, the 
most common STI worldwide is the viral STI human papillomavirus (HPV) [66]. It 
is estimated that over 80% of sexually active individuals are exposed to HPV at 
some point in their lifetime, and most HPV infections occur within a decade of 
sexual debut [67]. There are over 200 genotypes of HPV, with tropism for different 
tissue types (e.g. cutaneous epithelium, anogenital epithelium), and nearly 50 of 
these genotypes favour the tissues of the anogenital area [68]. HPV genotypes are 

Table 12.4 Treatment recommendations for syphilis

Stage of 
infection

Recommended 
regimens Partner management Comment

Primary Benzathine penicillin 
2.4 million units 
intramuscularly in a 
single dose
Alternative regimen:
Doxycycline 100 mg 
orally twice daily for 
14 days

Test and treat all 
sexual partners within 
90 days of primary 
lesion

Doxycycline should not be 
used in pregnant individuals; 
penicillin-allergic pregnant 
individuals should undergo 
penicillin desensitizationSecondary Test all partners within 

180 days of start of 
symptoms; treat any 
partners in the last 
90 days

Early latent 
(≤1 year)

Test all partners within 
last year; treat any 
partners in the last 
90 days

Late latent 
(>1 year)

Benzathine penicillin 
2.4 million units 
intramuscularly once 
weekly for 3 weeks
Alternative regimen:
Doxycycline 100 mg 
orally twice daily for 
28 days

Test any long-term 
partners

Adapted from: Canadian STI guidelines [3]; US CDC STD guidelines [2]
Note that medication dosages provided are based on adult weight, which should apply to most 
adolescents and young adults. We recommend consulting with an expert if unsure
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further classified according to their potential to cause cancer [69]. The clinical man-
ifestations of HPV are dependent on the location and type of the infection. The most 
common low-risk types (i.e. those with low or no carcinogenic potential) are HPV-6 
and HPV-11, responsible for 90% of the most common HPV-related lesion: condy-
loma acuminata (or more commonly, genital warts). HPV-16 is the most common 
high-risk, or oncogenic, type and is postulated to have the highest risk of progres-
sion to cancer. It, along with other oncogenic types (e.g. HPV-18, HPV-31, HPV-33, 
HPV-45, HPV-52, HPV-58), may cause precancerous lesions that can eventually 
lead to cervical cancer [70], vaginal and vulvar cancers [71], penile cancers [72], 
anal cancers [73] and some oropharyngeal cancers [74].

HPV infection is of particular relevance to AYA as it is often acquired during this 
time period, is very common in this population yet is entirely preventable via very 
effective vaccines. In areas where routine HPV vaccination has been implemented, 
marked decreases have been noted in the prevalence and incidence of HPV infection, 
genital warts and other HPV-associated diseases (including precancerous lesions of 
the cervix and anal canal) [75–78] in both males and females. Both the Canadian 
National Advisory Committee on Immunization (NACI) [79] and the US Advisory 
Committee on Immunization Practices (ACIP) [80] recommend the HPV vaccine to 
all individuals prior to sexual debut (i.e. age 9–14 years) but up to the age of 26 years 
in those unvaccinated. Both bodies also recommend the use of HPV vaccination in 
MSM, as well as individuals living with HIV. As of this writing, all Canadian prov-
inces and territories provide HPV vaccination via a gender-neutral school-based pro-
gram, and some also provide publicly funded vaccinations for others deemed at higher 
risk for HPV-associated malignancies, including those living with HIV and MSM 
[81]. Though the data indicates that school-based programs are effective in achieving 
broad vaccination coverage [82], several studies have  demonstrated suboptimal uptake 
in many areas (despite a clear decrease in HPV-associated disease) [83]. Negative 
parental attitudes persist towards HPV vaccine, with many parents concerned that 
their support for HPV vaccination will encourage sexual activity and risky behaviours 
[84, 85]. A recent adolescent study in the Canadian province of British Columbia 
(BC) examined the impact of the implementation of public HPV vaccine program on 
sexual behaviours in adolescent girls. Comparing the period pre- and post-HPV vac-
cine program implementation, this study found a decrease in the proportion of girls 
self-reporting ever having had sexual intercourse, a decrease in the proportion self-
reporting sexual intercourse before the age of 14, a decrease in substance use before 
intercourse, a decrease in pregnancy and an increase in condom use [86].

 Trichomoniasis, Lice and Scabies

While trichomoniasis, lice and scabies may be less likely to cause serious complica-
tions, for AYA (and especially for those facing homelessness, housing insecurity or 
other forms of housing precarity) these STIs warrant meaningful and effective 
responses whenever possible. Trichomoniasis is a protozoal infection caused by 
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Trichomonas vaginalis, most commonly infecting the urogenital tract [87]. Unlike 
chlamydia, gonorrhoea and syphilis, it is not typically reported to public health 
authorities, so prevalence is difficult to establish. While some AYA may demonstrate 
specific symptoms linked to trichomoniasis infection, very few (less than 20%) will 
present with typical symptoms, which – when present – are usually urethral- type 
symptoms, including dysuria, discharge, urinary frequency and dyspareunia [88]. 
For young women, trichomoniasis warrants special concern, as it is associated with 
a two-to-threefold increase in HIV transmission risk, premature and preterm birth 
and other pregnancy complications. AYA engaged in survival sex work, those who 
use illicit drugs and those residing in high-prevalence correctional institutions, shel-
ters and treatment facilities may be considered to be at elevated risk for trichomonia-
sis and should be screened accordingly [89]. Although the identification of the 
organism with its characteristic motility on wet mount is diagnostic, this method 
lacks sensitivity [90]. The diagnostic gold standard for trichomonas infection is the 
NAAT of urine or urethral/vaginal swab [91]. The only effective drugs for T. vagina-
lis are the 5-nitroimidazoles (i.e. metronidazole and tinidazole) [2, 3].

Lice and scabies are ectoparasitic infections of the skin and/or hair and are 
largely considered nuisance infections [92]. Neither lice nor scabies are associated 
with significant or serious, long-term complications, but both are associated with 
institutional settings [93], including those in which AYA may be residing (e.g. treat-
ment centres, youth correctional facilities or AYA shelters), and both can be trouble-
some and cause discomfort and embarrassment for infected youth. As such, 
institutional settings serving AYA, and especially AYA facing homelessness and 
housing precarity, should ensure ready access to scabicides and pediculicides and 
should provide staff support for successful treatment.

 Human Immunodeficiency Virus (HIV)

Human immunodeficiency virus (HIV) infection remains an infection of global sig-
nificance among AYA, with over 30% of all new infections globally occurring in 
those aged 15–25 years old [94]. HIV in AYA also presents a complex clinical chal-
lenge, as it may result from vertical transmission from a mother living with HIV, in 
which case it is experienced as a lifelong, chronic illness; or it may be transmitted 
via sexual and drug use behaviours during youth. This section will focus exclusively 
on sexually transmitted HIV infection in high-income countries.

Just as there are for all STIs in AYA, there are unique challenges in the care and 
prevention of HIV in these populations. In Canada in 2016, there was an 11.6% 
increase in the number of HIV cases diagnosed compared to 2015, after several years 
of decreases and relative stability. Though the cases in the 20–29-year-old age group 
remained stable in 2016 (representing nearly 25% of new cases), there has been a 
steady increase in reported cases in the 15–19-year-old age group for the 5 years prior 
to 2016, and this age group now represents over 2% of new cases [95]. Similar num-
bers are observed in the USA, where, in 2009, 7% of new cases were between 13 and 
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24 years old; in 2010, nearly 25% of new cases were seen in this age group [96]. The 
concept of syndemics is particularly salient to HIV infection and risk in AYA, as those 
at highest risk live in environments where multiple, overlapping vulnerabilities exist: 
heterosexual AYA females, young MSM, youth who inject drugs, youth engaged in 
sex work and young transgender women having sex with men [97]. Further, minority 
groups are disproportionately impacted [84], and one model of HIV incidence in 
young black MSM in the USA predicts that 40% of these individuals will be living 
with HIV by the age of 30 in the absence of changes to current prevention efforts [98].

One of the most significant developments in biomedical HIV prevention has been 
the advent of HIV pre-exposure prophylaxis (PrEP), where the HIV medication teno-
fovir-emtricitabine (TDF-FTC) is taken (usually) daily to prevent HIV acquisition. 
Despite multiple randomized controlled trials (RCT) demonstrating efficacy of once-
daily PrEP in MSM [99] and heterosexual men and women [100, 101], subsequent 
demonstration studies and pragmatic trials demonstrating feasibility and/or effective-
ness [102–104] and one study in MSM showing efficacy of event-driven, intermittent 
PrEP [105], none of these large seminal studies has examined PrEP use in individuals 
under the age of 18. Recently, the results of one demonstration project were pub-
lished, where TDF-FTC was given to 72 MSM aged 15–17 years to examine safety, 
tolerability, acceptability, adherence and sexual risk behaviour [106]. In this study, 
46 (64%) participants completed 48  weeks of follow- up, and three participants 
acquired HIV infection, for an annualized HIV incidence of 6.4 (95% confidence 
interval, 1.3–18.7) per 100 person-years. There was no  indication of risk compensa-
tion in this study, as evidenced by the lack of significant change noted in the number 
of sexual partners, condomless sex acts and bacterial STI diagnoses over time.

This study on HIV PrEP use in young MSM did highlight one priority area that 
merits further investigation: medication adherence. Adherence was measured via 
TDF levels on dried blood spot (DBS) testing, and protective levels were extrapo-
lated from the results of a prior study indicating that a mean of four pills or more per 
week was sufficient to achieve protective levels of drug in the rectal tissue [90]. At 
week 4, 54% of participants had TDF levels consistent with protective adherence, 
and this value decreased throughout the study, reaching 22% by week 48. Common 
reasons cited by participants for missing drug doses were being away from home, 
being too busy, forgetting and changes in routine. Participants with suboptimal TDF 
levels were also more likely to endorse a statement indicating concern about others 
seeing them take the medication and thinking they were HIV-positive.

 STI Screening, Testing, Diagnosis and Treatment Concerns 
and Considerations in AYA

The approach to screening for bacterial STIs in AYA should be responsive to their 
needs (e.g. using language that is respectful and understandable, ensuring confiden-
tiality) and sensitive and inclusive to all, including LGBTQ+/2S AYA; specifically, 
it should be gender-affirming. Thus, instead of discussing chlamydia and gonor-
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rhoea screening in terms of male and female testing, an anatomic site-based 
approach is preferred. Generally, as discussed previously, screening for chlamydia 
and gonorrhoea is done using NAAT on urine samples or swabs of specific sites 
(e.g. vagina, cervix, rectum), though culture for N. gonorrhoeae is also often indi-
cated [2, 3]. Screening for syphilis is generally done via serologic testing; in 
instances where a chancre or other infectious lesion is present, direct tests (e.g. 
darkfield microscopy, polymerase chain reaction) may also be done [3]. There are 
no universal, evidence-based recommendations on the frequency of STI screening 
in any population and no specific recommendations for AYA. Generally, STI treat-
ment guidelines recommend STI screening yearly in those who are sexually active 
[2, 3] and more frequently if certain situations deemed a higher risk for STI acquisi-
tion are present (e.g. new sex partner, multiple sex partners, a sex partner with mul-
tiple partners or a sex partner with a known STI) [107].

For street-involved and homeless AYA, barriers to testing, diagnosis and success-
ful treatment may be even more significant. AYA facing homelessness, housing 
insecurity and other forms of housing precarity may lack the resources (e.g. a transit 
pass or reliable transportation) necessary to visit sexual health clinics specialising in 
AYA needs, and complex treatment protocols (e.g. PID or syphilis requiring multi-
ple treatment visits) may present additional challenges to accessing care. 
Additionally, for AYA facing housing, food and economic insecurity, accessing 
sexual healthcare, including STI testing, diagnosis and treatment, may simply rank 
as a lower priority than meeting the more emergent needs of food and a safe, warm 
and dry place to sleep.

For any clinician, especially male clinicians and trainees, the presence of a legal 
chaperone or neutral clinical observer is essential when completing any pelvic, geni-
tal or breast exam. When possible, AYA should be presented with the option to spec-
ify their preferred gender in an attending clinician and should be empowered to play 
an active role in determining how sensitive examinations proceed, including by whom.

 Directions for the Future

STIs are infections of adolescents and young adults, and there are a multitude of 
reasons why this is so, many of which have been discussed above. By virtue of sim-
ply being young, AYA find themselves in a complicated physical, emotional and 
psychosocial milieu, as they struggle to understand their emerging sexualities and 
issues relating to their sexual health. The addition of homelessness, poverty or other 
forms of marginalization further exacerbates this, and evidence indicates that home-
less AYA as an already-disadvantaged group experience even worse health out-
comes particularly around STIs and HIV than their housed peers. As providers, 
researchers and policymakers in the field of AYA sexual health, it is our responsibil-
ity to shift and broaden the paradigm of AYA sexual health [108] to one focused on 
sexuality and sexual behaviour as normal, healthy and meaningful, to promote 
empowerment and resilience in these individuals [109].
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With this in mind, there are four priorities to consider in future work and research 
relating to STIs and sexual health in homeless AYA.  The first two priorities cut 
across all aspects of sexual health and STI care, whereas the latter two recognize the 
limitations of our current and historic prevention efforts and focus on more novel 
biomedical prevention tools for two infections with the potential for significant, 
lifelong health impacts. These priorities include:

 1. Approaching and providing STI and sexual healthcare in a way that is appropri-
ate for all AYA. This was discussed in detail above and emphasizes the impor-
tance of ensuring sexual health and STI services provided to AYA demonstrate a 
commitment to AYA-friendly care, including confidentiality and privacy, nor-
malization and lack of judgement, respect, avoiding jargon, avoiding assump-
tions and facilitating opportunities for AYA autonomy. Implicit within this, and 
arguably one of the most critical elements of this, is an assurance that the care 
provided is gender-affirming and inclusive of all AYA. Examples of this include 
the following: avoiding assumptions about the gender of sexual partners based 
on the person’s reported sexual orientation (e.g. an individual identifying as 
straight male may have male sexual partners), providing site-based testing as 
opposed to testing based on gender or gender of sexual partners and ensuring the 
‘healthcare experience’ is appropriate and follows the principles of AYA-friendly 
services, from initial contact (i.e. sign-in desk, reception) to follow-up (e.g. 
phone call to discuss results).

 2. Incorporating an understanding of syndemics into the care of AYA. As AYA often 
face true or perceived barriers to healthcare – and particularly STI and sexual 
healthcare – any encounter with a healthcare provider must be seen as an oppor-
tunity to address ongoing issues. STIs, homelessness and other health issues do 
not occur in isolation and are intimately connected to other health and social 
issues that may be co-occurring in AYA: mental health, poverty, substance use 
and stigma. An understanding of the link and interconnectedness between these 
often synergistic epidemics is critical to providing appropriate care, and health-
care providers should ensure that they are inquiring about these issues with every 
healthcare contact.

 3. Exploring and evaluating the role of HPV vaccination in AYA. Though there is 
an abundance of data on the use of HPV vaccination in young females, there 
are several priority areas that require further consideration and study. As a 
highly effective prevention tool against cervical cancer and other forms of 
cancer and given that HPV is typically acquired during the early years follow-
ing sexual debut, efforts must focus on ways in which vaccine uptake can be 
ameliorated to ensure the highest rates of population-level protection are 
achieved. Still, uptake of school-based girls’ vaccination programs is subopti-
mal. More recently, school-based HPV vaccination programs have become 
gender-neutral, making HPV vaccination of school-aged boys a fledgling but 
under-investigated area of inquiry. Studies on uptake, parental attitude, the 
feasibility of earlier childhood vaccination and longer-term efficacy are 
important next steps, particularly as data emerges on the disproportionate 
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impact of HPV-associated disease and cancers in some male subpopulations 
(e.g. anal and oral cancers in gbMSM living with HIV).

 4. Examining the use of HIV PrEP in AYA. Very few studies have investigated the 
use of HIV PrEP in AYA populations, particularly those under the age of 18 years. 
Recognizing that AYA living with additional vulnerabilities (e.g. homelessness, 
racial or gender minorities) are at particularly high risk for HIV and these same 
subpopulations are historically those with the lowest rates of condom use and are 
often forced into survival sex, new prevention modalities are critically needed. 
More studies must be done in these populations, with a particular focus on adher-
ence, as this was seen as one of the most important barriers to PrEP use in the 
previously cited study of young MSM. Further, access is another important prior-
ity. AYA may face stigma (e.g. from families, cultural communities) by self- 
identifying as MSM, thus preventing them from accessing services. The issues of 
access and adherence were highlighted in a recent position statement on PrEP in 
AYA by the Society for Adolescent Health and Medicine, which highlighted the 
need for youth-focused PrEP research, the incorporation of PrEP into youth sex-
ual health education and the development of AYA-appropriate PrEP services [95].
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Chapter 13
Human Immunodeficiency Virus 
and Acquired Immunodeficiency 
Syndrome

Jonathan D. Warus and Marvin E. Belzer

 Etiology and Pathogenesis

Acquired immunodeficiency syndrome (AIDS) is the term initially used by the 
Centers for Disease Control and Prevention (CDC) in 1981 to describe the phenom-
enon of young homosexual men in New York and San Francisco dying from infec-
tions that individuals with healthy immune systems could fight off easily. Although 
many suspected a viral cause, this was not confirmed until 1983. The viral cause of 
AIDS was given the name “human immunodeficiency virus” (HIV), and researchers 
later identified that AIDS is a late manifestation of this infection [1].

HIV is an RNA retrovirus that is able to attach to and enter CD4+ immune cells 
in humans (including T cells, T helper cells, dendritic cells, and macrophages) and 
integrate itself into the host genome. The virus has a complex life cycle that then 
leads to viral propagation and constant generalized immune system activation. Over 
time, these immune cells decrease in number and in function, leaving individuals 
vulnerable to opportunistic infections and tumor growth due to impaired immune 
system protection, still referred to as AIDS [1, 2].
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 Clinical Presentation and Natural History of HIV

The presentation and course of HIV infection may vary widely between individuals. 
The CDC divides HIV infection into three different stages of disease.

 Stage 1: Acute HIV Infection

In early HIV infection, the virus is actively replicating within immune cells in the 
bloodstream and lymph nodes [3]. Some people may be asymptomatic during this 
time, while others show signs and symptoms of mild illness, often mimicking the 
common cold or other minor infections. Common signs and symptoms during this 
stage of infection are shown in Table 13.1 and are sometimes collectively referred 
to as acute retroviral syndrome. As these findings can be very nonspecific, practitio-
ners must maintain a high level of suspicion for acute HIV infection [4]. Individuals 
can be highly infectious during this stage of illness as the viral load can be very 
high, making transmission to others more efficient.

 Stage 2: Clinical Latency

During the second stage of HIV infection, individuals are largely asymptomatic and 
may not have any clinical signs or symptoms of HIV. During this time, the viral load 
initially drops as the immune system works to suppress the infection. Over time, 
HIV weakens the immune system by infecting and killing CD4+ immune cells, 
which progressively decrease in number. The viral load starts to increase again as 
the immune system is unable to suppress the infection. When the CD4+ T cell count 

Table 13.1 Clinical signs and symptoms 
of acute HIV infection Sign/symptom

Frequency in presentation 
of acute HIV (%)

Fever 75
Fatigue 68
Myalgia 49
Skin rash 48
Headache 45
Pharyngitis 40
Cervical adenopathy 39
Arthralgia 30
Night sweats 28
Diarrhea 27

Adapted from Daar et al. [4]
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drops below 500 cells/μL, some individuals may start to develop symptoms such as 
fatigue, fever, weight loss, and chronic diarrhea. They may also start to develop 
some mild opportunistic infections such as oral thrush and may manifest oral hairy 
leukoplakia associated with Epstein-Barr virus infection [5].

 Stage 3: AIDS

Once the CD4+ T cell count drops below 200 cells/μL or a person is diagnosed with 
a characteristic opportunistic infection (see Table 13.2), they are classified as stage 
3 disease, or AIDS.  In untreated HIV, the incubation period before the onset of 
AIDS ranges from 1 to 14  years with an average of 6  years. Of those infected, 
50–70% are referred to as typical progressors and may progress to AIDS over 
8–10 years. Five to ten percent are referred to as rapid progressors and can develop 
AIDS within 2–3 years. Long-term nonprogressors are individuals who have not yet 
developed any symptoms of AIDS after 10 or more years since the initial infection 
(about 5% of those infected) [5].

 Epidemiology

 Prevalence

According to the CDC, an estimated 1.12 million persons aged 13 years or older 
were living with HIV in the United States at the end of 2015. Of these individuals, 
162,500 (14.5%) were undiagnosed and unaware of their infection [6].

Table 13.2 Examples of opportunistic illnesses and infections in stage-3 HIV

Opportunistic illnesses and infections in stage-3 HIV

Bacterial sinusitis/pneumonia Herpes zoster
Candidiasis Histoplasmosis (disseminated)
Cerebral toxoplasmosis Kaposi sarcoma
Cervical carcinoma, invasive Mycobacterium avium complex
Coccidioidomycosis Mycobacterium tuberculosis

Cryptococcosis Non-Hodgkin lymphoma
Cryptosporidiosis Pneumocystis jiroveci pneumonia
Cytomegalovirus disease Progressive multifocal 

leukoencephalopathy
Central nervous system lymphoma Salmonella septicemia, recurrent
Herpes simplex virus Wasting syndrome attributed to HIV

Adapted from Selik et al. [61]
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 Incidence

Overall incidence of new HIV infection in the United States has been relatively 
stable from 2011 to 2016 with around 40,000 new infections per year. However, the 
incidence for those aged 25–34 years has been slowly increasing over this same 
time period, accounting for 34.3% of all new HIV infections in 2016 [7].

 Age

As of 2015, there were an estimated 60,300 persons between the ages of 13 and 
24 years of age living with HIV in the United States (making up 5.4% of the total 
prevalence of HIV). Of these youth, 51.4% were undiagnosed and unaware of their 
infection, making this the largest percentage of undiagnosed HIV infection com-
pared to any other age group [6]. Given the higher incidence of new HIV infection 
in adolescents and young adults (AYAs), many strategies to address HIV in the 
United States have focused on this age group.

 Gender

According to CDC data from 2016, males account for the majority of HIV diagno-
ses in all age groups, making up 84% of those 13–19 years old and 89% of those 
20–24  years old who are diagnosed with HIV [8]. In the National Transgender 
Discrimination Survey in 2011, 2.64% of transgender adults reported a diagnosis of 
HIV, over four times the rate of HIV in the general US population [9].

 Race/Ethnicity

New HIV infections continue to disproportionately affect individuals within com-
munities of color. Of the estimated 8536 youth aged 13–24 years who were diag-
nosed with new HIV infections in 2016, 4629 (54.2%) identified as Black/African 
American and 2040 (23.9%) identified as Hispanic/Latinx [7].

 Transmission Category

As seen in Table 13.3, the most common route of transmission in AYA males is 
male-to-male sexual contact, while the most common route in AYA females is het-
erosexual contact [8].
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 Homelessness

AYAs experiencing homelessness are at increased risk for HIV as well as other sexually 
transmitted infections (STIs). Some studies estimate that 2–11% of youth experiencing 
homelessness in the United States are living with HIV. This means that they are at 2–10 
times the risk of acquiring an HIV infection when compared to the general youth popu-
lation [10]. Much of this increased risk has been attributed to increased risk behaviors 
such as risky sexual practices, exchanging sexual acts for survival, injection drug use, 
and needle sharing. Those experiencing homelessness also often have other psychoso-
cial stressors such as poverty, mental illness, and alcohol and drug use [11]. One study 
looking into social networks has shown that youth who are centrally associated with 
other youth experiencing homelessness have more sexual risk-taking behaviors than 
youth who have more peripheral social positions. This may indicate that exposure to and 
normalization of risk-taking behaviors of other youth experiencing homelessness may 
increase participation in these behaviors, placing individuals at higher risk for HIV [12].

 Transmission

 Modes of Transmission

The transmission of HIV infection occurs by the transfer of the virus in body fluids 
from an infected individual to an uninfected individual, specifically through blood, 
semen, pre-seminal fluid, vaginal secretions, rectal secretions, and breast milk. The 
virus in these fluids must come into contact with the uninfected person through a 

Table 13.3 Diagnoses of HIV infection among male and female adolescents and young adults, by 
age group and transmission category, 2016 – United States and six dependent areas

Transmission category

Males Females
13–19 years 20–24 years 13–19 years 20–24 years
No. % No. % No. % No. %

Male-to-male sexual contact 1321 92.7 5595 91.6 – – – –
Injection drug use (IDU) 15 1.0 88 1.4 17 6.5 76 10.4
Male-to-male sexual contact and 
IDU

40 2.8 188 3.1 – – – –

Heterosexual contacta 42 3.0 234 3.8 222 84.2 650 88.2
Otherb 6 0.4 6 0.1 25 9.4 10 1.4
Totalc 1424 100 6111 100 264 100 737 100

Adapted from the Centers for Disease Control and Prevention [8]
aHeterosexual contact with a person known to have, or to be at high risk for, HIV infection
bIncludes hemophilia, blood transfusion, perinatal exposure, and risk factor not reported or not 
identified
cBecause column totals for numbers were calculated independently of the values for the subpopu-
lations, the values in each column may not sum to the column total
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mucous membrane (found in the mouth, penis, vagina, and rectum), damaged tissue 
(i.e., cuts), or directly into the bloodstream (needle stick or placental transmission 
from mother to child) [13].

 Rates of Transmission

Different modes of transmission have different rates of transferring the infection 
from the infected person to the uninfected person (see Table 13.4). These differences 
in transmission rates are often accounted for by the type of epithelium or protective 
lining of different anatomic sites and the potential for breakdown of this protection 
[14]. It is worth noting that although HIV has been found in saliva, tears, urine, and 
sweat, there have been no cases of HIV transmission occurring via these fluids.

 HIV Testing

 Consent and Confidentiality

HIV screening or testing should always be voluntary and only performed with the 
individual’s knowledge and consent. Many settings have incorporated consent for 
HIV screening into the general informed consent for medical care, and a separate 

Table 13.4 Estimated per-exposure risk for acquiring HIV from an infected source

Type of exposure
Rate of HIV acquisition per 10,000 
exposuresa

Blood transfusion 9250
Receptive anal intercourse 138
Needle sharing during injection drug use 63
Percutaneous needle stick 23
Insertive anal intercourse 11
Receptive penile-vaginal intercourse 8
Insertive penile-vaginal intercourse 4
Receptive oral intercourse Low risk
Insertive oral intercourse Low risk
Biting Negligible risk
Spitting Negligible risk
Throwing body fluids (including semen or saliva) Negligible risk
Sharing sex toys Negligible risk

Adapted from Centers for Disease Control and Prevention [14]
aFactors that may increase the risk of HIV transmission include sexually transmitted infections, 
acute- and late-stage HIV infection, and high viral load. Factors that may decrease the risk of HIV 
transmission include condom use, male circumcision, antiretroviral treatment with viral suppres-
sion, and preexposure prophylaxis. None of these factors are accounted for in the transmission 
rates shown
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consent specific to HIV testing is not recommended. Patients should not only be 
advised of the confidential nature of testing results but also be informed of the 
requirement of HIV case reporting to the state or local health department. In many 
states, adolescents under the age of 18 can consent to HIV testing, but this may vary 
based upon the state in which the test is performed. Professionals should become 
familiar with the public health statutes in their specific state and strive to protect the 
privacy and confidentiality of the patient [15].

 Pretest Counseling

Prior to HIV testing, patients should be given written or oral information including 
an explanation of HIV infection, the routine screening recommendations for all 
individuals, and the meanings of positive and negative results. The individual should 
also be given the opportunity to ask questions and the ability to decline testing. Any 
declined test should be documented in the medical record [15].

 HIV Testing Recommendations

The CDC recommends that HIV screening be performed routinely in all healthcare 
settings for patients aged 13–64  years on an opt-out basis. This means that all 
patients are offered HIV screening as part of their regular medical care but have the 
option to decline the test [15]. The US Preventive Services Task Force (USPSTF) 
recommendations for screening are very similar to the CDC but recommend routine 
screening for those aged 15–65 years. Screening in youth less than 13–15 years of 
age should occur for those determined to be at increased risk [16].

All pregnant individuals should be screened for HIV early in each pregnancy, 
and any declined test should be documented in the medical record. All patients start-
ing treatment for tuberculosis should also be screening for HIV. In addition, patients 
seeking testing or treatment for sexually transmitted infections (STIs) should be 
screened routinely for HIV during each visit [15].

Repeat screening (at least annually) is recommended for those who are likely to 
be at high risk for HIV. This includes those whose sexual partners are living with 
HIV and are not virally suppressed, those who use injection drugs and their part-
ners, those who exchange sex for survival (money, food, shelter, drugs, etc.), men 
who have sex with men, and persons who themselves or whose sex partners have 
had more than one sexual partner since their most recent HIV test [15]. Youth who 
are on preexposure prophylaxis (PrEP) for HIV prevention must have an HIV screen 
every 3 months to safely administer the medication. A recent systemic review look-
ing into the benefits and harms of more frequent than annual HIV screening in men 
who have sex with men revealed that there is insufficient evidence to change the 
recommendation to more frequent screening. However, several modeling studies in 
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the review did predict that more frequent screening in this population (every 
3–6 months) may be cost- effective compared with annual screening [17]. Repeat 
screening in those who are not likely to be at high risk for HIV should be performed 
based on the clinical judgment of the provider [15].

Diagnostic HIV testing should be conducted in all individuals with signs or 
symptoms of HIV infection or with an AIDS-defining opportunistic infection. If 
acute retroviral syndrome is possible, it is recommended to use a plasma RNA test 
in addition to an HIV antibody test [15].

 HIV Testing Methods

Many tests have been developed for the detection of HIV infection. Over time, the 
tests have become easier to administer with quicker results and earlier detection 
from the time of infection. The currently available testing methods are shown in 
Table  13.5. Enzyme-linked immunoassay (EIA) methods are often available as 
rapid tests, giving results within 1–20 minutes of performing the test. These rapid 
tests (oral swabs or blood samples) are often used for HIV screening due to lower 
cost, easy administration in any setting, and the ability to provide the result during 
the same encounter. Western blot and viral load testing require analysis in a labora-
tory and are more expensive; thus, they are not recommended for HIV screening. 
Western blot may be used for confirmatory testing after a positive EIA test, but this 
has largely been replaced by HIV RNA PCR (viral load). Viral load testing can be 
used for initial HIV testing if there is a clinical suspicion for acute HIV infection 
that may be missed by other testing methods. Viral load testing is also used to moni-
tor the course of treatment of HIV with the goal of suppressing the viral load to 
undetectable [18–20].

Table 13.5 HIV diagnostic testing windows

Testing method Target of detection
Estimated window from infection to 
positive result, days

First-generation EIA IgG antibody 35–45
Second-generation EIA IgG antibody 25–35
Third-generation EIA IgG and IgM antibody 20–30
Fourth-generation EIA IgG and IgM antibody 

+ p24 antigen
15–20

Western blot IgG and IgM antibody Indeterminate: 35–50
Positive: 45–60

Viral load (cutoff 50 copies/
mL)

HIV RNA 10–15

Viral load, ultrasensitive (cutoff 
1–5 copies/mL)

HIV RNA 5

Adapted from: Branson and Stekler [18], Cohen et al. [19], Owen [20]
EIA enzyme-linked immunoassay, IgG immunoglobulin G, IgM immunoglobulin M, RNA ribo-
nucleic acid
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 Posttest Counseling

HIV test results should be communicated to patients as soon as possible in order to 
maximize the number of individuals who are aware of their HIV status.

 Negative Result

Testing results that are negative for HIV can be communicated to patients without 
direct personal contact between the patient and provider. Patients who are at 
increased risk for HIV should be given recommendations for repeat screening. 
Those who want assistance with modifying risk behaviors should also be provided 
with referrals to risk-reduction services. These may include prevention services 
(such as PrEP or PEP) or risk- reduction counseling (discussed in the section on 
prevention), treatment for STIs, substance use treatment, mental health treatment, 
or other supportive services [15].

 Positive Result

Testing results that are positive for HIV should be communicated through personal 
contact by the provider with an emphasis on preserving confidentiality. Any positive 
rapid HIV test result is preliminary and must be confirmed by further testing before 
the diagnosis of HIV is established. Any individuals who have a confirmed diagnosis 
of HIV infection should be linked to clinical care as soon as possible and referred to 
supportive services. Rapid initiation of treatment improves retention in care and can 
reduce transmission of HIV. Practitioners should strongly encourage patients with 
HIV infection to disclose their diagnosis to their spouses as well as any current or 
previous sex partners and recommend that they also be tested for HIV. Health depart-
ments are able to assist patients in this process while preserving confidentiality. In 
addition, any positive HIV testing results must be reported to the state or local health 
department, and patients should be made aware that this report will be made [15].

 HIV Testing Rates

Rates of testing for HIV among youth experiencing homelessness tend to be higher 
than the rates among youth in the general population. Many studies indicate that 
more than half of homeless youth have ever been tested for either HIV or STIs com-
pared to 22.6% of sexually active youth in the general population. Some factors 
associated with increased rates of testing in youth experiencing homelessness 
include youth who self-identified as gay, identified as Hispanic, used injection 
drugs, and used drop-in centers. Many studies in this area use convenience samples 
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of homeless youth and are not able to be generalized to youth outside of these 
samples. It is also difficult to determine the structural factors such as service utiliza-
tion that likely impacts the rates of HIV testing [21].

 HIV Prevention

Since the beginning of the HIV epidemic, many medical, scientific, and public 
health advances have decreased the number of new infections from an estimated 
130,000 in 1985 down to an estimated 37,600 in 2014 [22].

 Treatment as Prevention (TasP)

One major advance in preventing new HIV infections has been termed treatment as 
prevention (TasP). In 2016, in the landmark HIV Prevention Trials Network 052 study, 
it was shown that early initiation of antiretroviral therapy (ART) was associated with a 
93% relative reduction in the risk of transmission when compared to delayed ART. This 
study also established that in participants who were stably virally suppressed through-
out the study, there were zero linked infections observed [23]. In the same year, the 
PARTNERS study showed that in heterosexual couples who did not use condoms, 
there were no transmissions of HIV from partners living with HIV who were virally 
suppressed [24]. After the release of this information in 2016, the Prevention Access 
Campaign launched the slogan Undetectable  =  Untransmittable (U = U) [25]. In 
2017, the CDC officially recognized that individuals who take ART and achieve an 
undetectable viral load do not sexually transmit the infection to their partners [26].

 Preexposure Prophylaxis (PrEP)

Preexposure prophylaxis (PrEP) is a relatively new HIV prevention method. In 
order to work, an individual who is HIV-negative takes one daily pill in order to 
prevent HIV infection. The medication approved by the US Food and Drug 
Administration (FDA) in 2012 for use in adults for this purpose is called Truvada (a 
combination of two antiretroviral medications, tenofovir disoproxil fumarate and 
emtricitabine). This medication has been shown to be safe and is effective at reduc-
ing the risk of HIV from sexual transmission by more than 90% when taken daily 
[27]. Recently, in 2018, based on studies of medication safety and efficacy in AYAs, 
the FDA expanded the indication for Truvada for PrEP in any individuals, including 
minors, who weigh at least 35 kg [28]. In 2019, a second medication (Descovy) was 
approved by the FDA for use as PrEP in any individuals weighing at least 35 kg, 
excluding vaginal HIV exposures [29].
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PrEP can be initiated by any prescribing practitioner and should be discussed 
with any patients who are at risk for HIV or who are requesting PrEP. The CDC has 
created guidelines and supplemental reports to assist providers in delivering this 
important service to prevent HIV infection [27, 30]. Please see Table 13.6 for an 
example of recommended tasks during PrEP visits.

Recent data from the IPERGAY study in 2017 showed that “on-demand” PrEP 
may be highly efficacious at preventing HIV among men who have sex with men at 
risk for the infection with a relative reduction of 97% in new HIV infections com-
pared to placebo. This regimen consists of taking two tablets of Truvada 2–24 hours 
before sex and one tablet at both 24 and 48 hours after sex [31]. Since many indi-
viduals in the study were using on-demand PrEP frequently, many were taking an 
average of 15 doses per month. Thus, this efficacy may be confounded by the find-
ing in previous PrEP studies that those who took 4 doses of PrEP per week were 
able to achieve 96% relative risk reduction [32]. However, the efficacy of on-demand 
PrEP is further supported by the pharmacology of Truvada dosing for men who have 
sex with men and transgender women in the Cell PrEP study. This study found that 

Table 13.6 Preexposure prophylaxis (PrEP) visit recommendations

Laboratory test or counseling Initial visit 1 mo 3 mo 6 mo 9 mo 12 mo, etc.

HIV antibody, blood (every 3 mo)a + +/−f + + + +
Creatinine (every 6 mo)b + +/−f + +/−f +
Weight (every 6 mo)b + +/−f + +/−f +
Hepatitis B surface antibodyc +
Hepatitis B surface antigenc +
Hepatitis C virus antibodyc +
Urine pregnancy (if applicable) +/−f +/−f +/−f +/−f +/−f +/−f

RPR (every 3–6 mo)d + +/−f +/−f + +/−f +
GC/CT (every 3–6 mo)d + +/−f +/−f + +/−f +
Medication counselinge + + + + + +
Adherence counseling + + + + + +
Risk reduction counseling + + + + + +

RPR rapid plasma reagin test for syphilis, GC gonorrhea, CT chlamydia
aRapid blood HIV testing is valid, but oral swabs are not adequate. A viral load may be sent if there 
have been possible symptoms of acute HIV in the prior 1–2 months
bCreatinine and weight are used to calculate creatinine clearance (CrCl must be ≥60 to be on 
Truvada without renal dosing)
cHepatitis is not a contraindication to Truvada, but individuals must be counseled that their hepati-
tis may reactivate when discontinuing Truvada; consider referral to a specialist. Those who are 
nonimmune to hepatitis B should be vaccinated
dFrequency of STI screening should be based upon risk factors and patient preference. GC/CT 
screening should be performed at any sites of sexual contact (urine, vaginal, rectal, pharyngeal)
eMedication counseling should include discussions about time to efficacy (reaches maximum lev-
els in rectal tissue in 7 days, maximum levels in other sites in 20 days), efficacy (reduces the risk 
of HIV from sex by >90% and from injection drugs by >70%), and side effects (i.e., headache, 
abdominal pain, and decreased appetite that usually resolve over time)
fMore frequent screening should take place based upon clinical suspicion for the disease or condi-
tion
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after 4 initial doses of Truvada, medication levels corresponded to a 98% relative 
risk reduction in 84% of participants [33]. The convenience of on-demand PrEP for 
those with infrequent sexual exposures must be balanced with the fact that the regi-
men must be started prior to sexual activity and would require future-oriented think-
ing. This may be difficult for younger patients or those who have psychosocial 
stressors that may impact adherence. Current evidence supports on-demand PrEP as 
an alternative dosing strategy in those with infrequent sexual exposures and offers 
much more protection than no PrEP at all.

With the emergence of new prevention methods and efforts to increase patient 
access and retention, many sites have incorporated PrEP and PEP “navigators” to 
assist with patient care for these prevention methods. These peer navigators can 
assist with engaging patients in care, providing information and counseling regard-
ing HIV and PrEP/PEP, as well as helping patients to navigate the healthcare system 
(insurance, payment assistance, pharmacies, etc.). These services are essential, 
especially for youth seeking HIV prevention services.

 Postexposure Prophylaxis (PEP)

While PrEP is a preventive medication that is taken all of the time to preemptively 
cover possible exposures to HIV, postexposure prophylaxis (PEP) is an emergency 
medical regimen given after a substantial possible exposure to HIV to decrease the 
risk of contracting HIV. In order to differentiate the two, some describe PrEP as the 
“birth control” for HIV and PEP as the “emergency contraception” for HIV infec-
tion. PEP must be started within 72 hours of the possible HIV exposure and consists 
of three antiretroviral medications (as opposed to two medications in PrEP). In 
occupational HIV exposure data, PEP demonstrated an 81% reduction in the odds 
of contracting HIV with 28 days of treatment [14].

PEP can also be initiated by any prescribing practitioner. The preferred medica-
tion regimen for adults and adolescents aged ≥13 years with normal kidney function 
is Truvada (tenofovir disoproxil fumarate and emtricitabine) once daily with either 
dolutegravir 50 mg once daily or raltegravir 400 mg twice daily. This combination 
is taken for 28 days to complete the course of PEP. At that time, those who are at 
continued risk for HIV should be transitioned to PrEP for continued protection 
against future possible exposures. The CDC has also created guidelines to assist 
providers in delivering PEP [14].

 Risk-Reduction Counseling

In order to achieve primary prevention of HIV infection, providers must also effec-
tively promote behavioral change through risk-reduction counseling. This method 
creates a dialogue between the patient and the provider to increase knowledge, 
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skills, and self-efficacy while acknowledging the individual’s feelings, beliefs, atti-
tudes, and values [34].

In this patient-centered counseling session, the discussion is built around previ-
ously obtained information including sexual history (number of partners, gender of 
partners, sexual practices, patterns of condom use, and pregnancy prevention), 
drug and/or alcohol use prior to or during sexual activity, use of injection drugs, 
and history of STI/HIV testing and infection. The practitioner can ask them to 
identify any of these behaviors they would like to change. After assessing their 
willingness to change, the practitioner can assist the patient in identifying a safer 
goal behavior that can reduce or prevent the risk of HIV. This is followed by prais-
ing planned or accomplished efforts and helps them to identify any barriers to 
change. The final step for the session is for the patient to identify a specific step 
they can take to help create this change [34]. Many of the fundamentals of this 
counseling strategy are based in motivational interviewing (MI), and training in MI 
is advisable for those administering risk-reduction counseling. Risk-reduction 
counseling can take place in a 15- to 20-minute session and can be carried out by a 
variety of providers [35].

 Other Barriers to Prevention

Despite having effective ways to prevent HIV, the literature shows that there are 
barriers to accessing these services and ideal outcomes. For example, TasP could 
have the potential to stop any new HIV infections if it were able to be fully imple-
mented. One study, however, notes that this strategy alone has limitations in real- 
world populations where even slight delays in testing, treatment, and adherence 
would keep the transmission rate from reaching zero. This method must likely be 
combined with other existing HIV prevention methods in order to have the maximal 
effect on transmission. This required multifaceted approach may make financial 
allocation difficult in where to place priority [36].

There are also many barriers that exist for youth to access HIV prevention ser-
vices. Compounded onto other baseline social determinants of health are the issues 
of consent and confidentiality, financial barriers, and even the stigma associated 
with sexual activity and HIV, even in seeking prevention services. One study exam-
ining barriers to HIV prevention for the young black MSM population identified 
that these youth have inadequate access to culturally competent prevention services 
including limited services in areas where they live and a deficiency of these services 
within correctional institutions. The authors recommend structural interventions to 
eliminate barriers to HIV testing and prevention and to provide these youth with 
skills to navigate the complex healthcare system [37].

Once programs are in place that youth can access, services must also be tailored 
to ensure completion of the interventions. One study examined if motivational bar-
riers would predict youth retention in an HIV prevention counseling program. Those 
younger participants who felt pressured to attend the program as well as those who 
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perceived the program as ineffective had lower rates of retention. The authors rec-
ommend that programs should ensure that younger clients do not feel coerced into 
participation and that practitioners make every effort to communicate the efficacy of 
the intervention. Programs should also help participants foster a sense of self- 
relevance with the intervention in order to improve retention [38].

 HIV Prevention Research in Homeless Youth

A systematic review in 2011 looked at different interventions to modify HIV sexual 
risk behaviors in youth experiencing homelessness. The review only found three 
eligible studies and was unable to estimate the effectiveness of the interventions due 
to high variability in the studies and lack of rigorous methodology. This lack of 
evidence for prevention work is a large area for improvement within research on 
homeless youth [39].

Few studies have looked into identifying specific correlates or predictors of HIV 
risk behaviors in youth experiencing homelessness. One such study found that 
female sex, belonging to a sexual minority group, depression, alcohol use to intoxi-
cation, and frequent traveling between cities were associated with unprotected sex 
[40]. For homeless youth, Internet use and social networking that maintains connec-
tions to family or home-based peers has been associated with decreased unprotected 
sex and lower sexual risk behavior [41, 42]. In looking at factors associated with 
homeless youths’ motivation to change HIV risk behaviors, shorter period of cur-
rent homelessness was the only factor that predicted higher levels of motivation to 
change HIV risk behaviors [43]. Future studies should focus on ways to improve 
HIV prevention strategies for youth experiencing homelessness.

 HIV Management

Since the first antiretroviral medication (zidovudine, “AZT”) was developed and 
approved by the FDA in 1987, there have been many breakthroughs in the area of 
HIV management. One such advancement was the development of protease inhibitor 
medications that allowed for the first highly active antiretroviral treatment (HAART) 
in 1995 and led to the first decline in new HIV cases since the epidemic began. In 
1990, the Ryan White Act was passed by the Congress allowing for the creation of a 
federal funding program to support community-based care and  treatment services 
for HIV, which still allows for increased access to care for patients to this day [44].

Medication regimens continue to improve with fewer pills required per day, less 
side effects, and better suppression of the virus in individuals living with HIV. While 
the science of HIV treatment has advanced rapidly, many barriers remain in all areas 
of management that require continued investigation and development of improved 
treatment models.
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 HIV Care Continuum

Dr. Edward Gardner and his team first described the different levels of engagement 
in HIV care in 2011. They recognized that in order to fully benefit from antiretrovi-
ral medications, patients must not only be tested and treated but must also be regu-
larly engaged in their medical care, receive medications, and adhere to the 
recommended treatment [45]. This “care continuum” (see Fig. 13.1) became more 
widely disseminated through the formation of the HIV Care Continuum Initiative, 
created via Execute Order by President Barack Obama in 2013. This framework has 
been adopted internationally and has been used to establish measurable indicators 
for HIV care. Using this continuum, the current National HIV/AIDS Strategy 
(NHAS) for the United States outlines measurable outcome indicators in order to 
assess the progress of improving HIV care [46].

 Diagnosis and Testing

In order to first identify those who should receive HIV treatment, individuals must 
be tested for HIV and diagnosed with the infection. The recognition of this impor-
tant step in treatment has prompted the previously discussed HIV screening recom-
mendations from the CDC and USPSTF. However, despite these recommendations, 
many individuals living with HIV remain unaware of their infection with youth and 
young adults aged 13–34  years having the highest proportion of undiagnosed 
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Fig. 13.1 HIV care continuum data in adolescents and young adults, 2015. (Adapted from Centers 
for Disease Control and Prevention [48])

13 Human Immunodeficiency Virus and Acquired Immunodeficiency Syndrome



286

HIV.  These individuals are unable to proceed with any treatment until they are 
aware of the infection [47, 48]. To address this barrier, the NHAS has set the goal of 
increasing awareness of HIV status to 90% among those living with HIV by 
2020 [46].

In order to continue to improve in this area, providers, clinics, and agencies serv-
ing youth experiencing homelessness should strive to offer HIV screening to all 
youth as recommended by the CDC. By using tests that allow for rapid results with 
a shorter time-to-positivity window, more youth will be able to find out their HIV 
status during the same visit, earlier in the course of infection. This is particularly 
important for youth who may be transiently housed or who move frequently between 
service providers.

 Linkage to Care

This step of the continuum refers to connecting individuals who are diagnosed with 
HIV to a care provider. The NHAS goal for 2020 is to link 85% of people living 
with HIV to a care provider within 1 month of diagnosis. Care models that have had 
higher success with linkage to care in vulnerable populations involve the collabora-
tion of interdisciplinary providers with multiple sites of service access [47].

 Retention in Care

According to the CDC, individuals are considered “retained in care” if they have 
had at least two visits for HIV medical care, at least 3 months apart, within the past 
year [47]. It is often difficult to estimate the rates of retention in care in any popula-
tion that may have more transient housing and changes sites of service utilization. 
Some areas of the country have established inter-agency partnerships (such as the 
Hollywood Homeless Youth Partnership) in order to help find and track youth who 
may move frequently between local service sites [49].

 Viral Suppression

The primary goal of public health interventions in HIV management is achieving 
viral suppression (most recent viral load of <200 copies/mL, performed within the 
last year) using antiretroviral therapy [49]. The NHAS goal for 2020 is to achieve 
viral suppression in 80% of those diagnosed with HIV infection [46]. This final step 
of the continuum has the potential to improve the health of individuals living with 
HIV and prevent transmissions of the infection to others. Although this is the ulti-
mate goal of management, individuals should be encouraged at every level of the 
continuum. Providers need to be aware of and to address the societal determinants 
of health for individuals living with HIV as these can have complex impacts on 
engagement in the HIV care continuum.
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 Components of HIV Treatment

As there is no current cure for HIV infection, the primary goal of treatment is to 
reduce associated morbidities and to improve the quality and length of life through 
suppression of the viral load and improvement in immune function. This section 
briefly reviews some principles of HIV treatment. Please note that patient care 
should involve the assistance of an HIV specialist when possible given the complex-
ity of testing and medication selection.

 Initial Testing

After the confirmed diagnosis of HIV infection, individuals should receive a CD4 
cell count and percentage, HIV RNA level, HIV genotype (test for resistance), com-
plete blood count with differential, complete metabolic panel including hepatic and 
renal function, fasting blood glucose and lipid panel, vitamin D level, urinalysis, 
tuberculosis screening, STI screening (syphilis, gonorrhea, chlamydia), viral hepa-
titis screening, and cervical and/or anal Pap testing if indicated. Additional labora-
tory tests may be sent for specific patients or if certain medications may be used for 
HIV treatment [50].

 Principles of ART

The basic principle of ART is to use multiple mediations that are directed against 
different stages of the HIV life cycle in order to make treatment more effective 
and avoid the development of resistance to medications. There are currently six 
drug classes used to treat HIV. Usual medication regimens consist of using three 
different medications from at least two different drug classes. Medications are 
selected based upon the patient’s HIV genotype, coexisting conditions, and 
potential medication interactions. Practitioners also try to choose a regimen that 
has the lowest number of pills per day and are more tolerable with less side 
effects [50].

Until relatively recently, providers often delayed treatment with ART until a 
patient’s immune system began to weaken and approach the diagnosis of AIDS 
(CD4+ count of ≤350 cells/mL). The landmark START (Strategic Timing of 
Antiretroviral Treatment) study in 2015 showed that early initiation of ART pro-
vided net benefit over delayed treatment by decreasing rates of opportunistic infec-
tions, AIDS-related cancers, liver and renal disease, cardiovascular disease, and 
death [51]. Patients are now started on ART as early as possible after diagnosis with 
HIV in order to improve their health and prevent new HIV infections through 
TasP. Effective viral suppression and continued engagement in HIV care have the 
ability to extend the mortality of those living with HIV to that of the general 
population.
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Although everyone with HIV should be on ART as much as possible, there are 
times when individuals are unable to adhere to their medical regimen. This may be 
due to difficulties with housing, money, insurance, healthcare access, stigma, men-
tal health, substance use, or a multitude of other psychosocial stressors. At times, it 
may be advisable to take a break from ART and concentrate on addressing these 
other stressors. Individuals who are less adherent to their medications may be at 
higher risk of inducing resistance to the medications and may make continued HIV 
treatment much more difficult in the future.

 Monitoring

Those who are asymptomatic and on ART should be monitored with bloodwork 
every 3–6 months with CD4+ cell count and percentage, HIV viral load, urinalysis, 
hepatic and renal function, as well as fasting lipids and glucose level [50]. Patients 
should also be monitored for side effects, adherence, opportunistic infections, and 
psychosocial stressors.

 Risk Reduction

All individuals living with HIV should be counseled on the modes of transmission 
of HIV and ways to reduce the risk of transmitting the infection to others. It is 
safe for those living with HIV to be in close contact with others (HIV is only 
spread through sexual contact, exposure to infected blood or breast milk, and 
perinatal transmission). While bathroom facilities can be shared, it is important to 
note that those living with HIV should not share hygiene items such as tooth-
brushes or razors.

To decrease transmission, individuals should notify sexual partners and health 
providers of their HIV status, use condoms with sexual activity, encourage HIV- 
negative partners to use PrEP (or PEP if needed), avoid sharing any syringes or 
needles, perform screening for STIs regularly, and adhere to their ART medications. 
Those who are living with HIV are also not able to donate blood, semen, or body 
organs. Those who are or may become pregnant should be counseled on ways to 
decrease transmission to their partners during conception and methods for decreas-
ing transmission to their future children. They should also be offered options for 
family planning and pregnancy prevention as indicated [50, 52].

 Opportunistic Infections (OIs)

OIs (Table 13.2) are those infections that healthy individuals are usually able to 
fight off or prevent with an intact immune system but can cause severe or prolonged 
disease in those living with HIV and a compromised immune system.
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 Prophylaxis

Prophylaxis and treatment for opportunistic infections are guided by the CD4+ cell 
count and percentage as well as any signs or symptoms of infection. Patients often 
become vulnerable to some of these infections (such as Pneumocystis pneumonia) 
when their CD4+ cell count approaches or drops beneath 200 cells/mL. The risk of 
infections associated with end-stage AIDS (such as Mycobacterium avium com-
plex) increases when the CD4+ cell count goes below 75 cells/mL. Prophylaxis for 
these conditions may be discontinued once the CD4+ cell count has been above 200 
cells/mL for at least 3 months [50].

 Evaluation

Professionals who do not routinely work with patients living with HIV may become 
overly concerned by any sign of potential infection. It is important to remember that 
all people occasionally experience fever, sore throat, cough, diarrhea, or other com-
mon indications of mild infection. Patients living with HIV who have signs or 
symptoms of acute infection should first have a standard evaluation by a medical 
provider as is recommended for any individual living with or without HIV infection. 
If there is suspicion for a possible OI, the patient’s CD4+ cell count should be mea-
sured. Those with a normal cell count and mild symptoms should be treated as any 
other individual. If symptoms are severe and prolonged or if the CD4+ cell count is 
less than 200 cells/mL, the patient should be further evaluated for an OI and may 
require consultation with an HIV or infectious disease specialist.

 Vaccination

In an effort to decrease opportunistic and other infections in those living with HIV, 
certain immunizations are recommended. Some must be given when the CD4+ cell 
count is above 200 cells/mL, particularly live viral vaccines. These vaccines include 
Streptococcus pneumoniae, influenza (inactivated), hepatitis A and B series, human 
papillomavirus (HPV) series, varicella series, tetanus/diphtheria/pertussis (TdaP), 
and meningococcus [50].

 Addressing Barriers to Care

As previously described, engagement in all levels of the HIV care continuum is 
required for successful viral suppression in HIV treatment. There are many barriers to 
optimal HIV care for youth and young adults that are further amplified in those expe-
riencing homelessness. As with many areas of medicine, the societal determinants of 
health must be addressed in order to increase access to and engagement in care [53].
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 Adherence

Many barriers to care can have a direct or indirect effect on the ability of a patient 
to adhere to their medical treatment plan. Table 13.7 outlines examples of barri-
ers that can affect adherence to HIV treatment in adolescents and young adults. 
AYAs experiencing homelessness often have many of the barriers listed that 
overlap based on their psychosocial development, support system, and comorbid 
conditions.

In order to address these barriers to adherence, many intervention models have 
been trialed for efficacy in improving patient adherence. A recent systematic review 
and meta-analysis on adherence found that interventions focusing on behavioral 
strategies, particularly habit-based interventions, were more effective than cognitive 
strategies to change participants’ knowledge and/or beliefs [54]. A pilot study 
examined the use of a cell phone support intervention to improve adherence and 
psychosocial outcomes for youth living with HIV.  This study found preliminary 
data that supports this intervention for decreasing perceived stress, substance use, 
depression, and increasing self-efficacy in comparison to those who received stan-
dard care [55].

A recent randomized control trial looked into using mindfulness-based stress 
reduction (MBSR) in youth living with HIV. Results suggest that those who partici-
pated in the intervention reported improved problem-solving coping and life satis-
faction with lower levels of aggression. Individuals in the MBSR group also had 
significantly lower viral load measurements which may indicate improved medica-
tion adherence as well [56]. As of particular concern for youth experiencing home-
lessness, a recent meta-analysis looked into the effect of housing stability on 
medication adherence in HIV treatment. The study found that patients with more 

Table 13.7 Barriers to adherence in AYAs living with HIV

Medical barriers Developmental barriers

Lack of understanding about condition or 
medications

Underdeveloped problem-solving skills

Complexity of the medical regimen (i.e., number 
of pills, frequency)

Preoccupation with self-image

Adverse effects of treatment Need for peer acceptance
If asymptomatic, difficulty accepting implications 
of the disease

Difficulty with future-directed thinking 
(present oriented)

Psychosocial barriers Desire to establish independence and 
self-sufficiency

Lack of adult and peer social support HIV stigma barriers

Busy or unstructured life or schedule Fear of disclosure of HIV status to others
Lack of stable housing Difficulty coming to terms with a life- 

threatening illness
Co-occurring mental health or substance use 
condition

Distrust of healthcare providers and 
systems

Adapted from Simons and Belzer [62]
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stable housing had better adherence to their medications, but this difference was 
small. Some treatment guidelines and practitioners advocate for deferring HIV 
treatment until after housing and other psychosocial needs are met, which may need 
to be reconsidered based upon these new findings [57].

 Psychosocial Support and Trauma-Informed Care

Youth experiencing homelessness who have acquired HIV through risk behaviors 
often experience rejection, stigma, violence, and discrimination after disclosure of 
their HIV status. Many are at increased risk for substance use, mental health condi-
tions, and sexual victimization. Specific actions can be taken in order to provide 
high-quality care for these youth and young adults and to establish comprehensive 
multifaceted services [58].

Services should be structured to be youth-friendly and focus on confidentiality, 
stigma, and HIV disclosure. Improved outcomes are reported when confidential-
ity and privacy policies are discussed during each visit and implemented for all 
youth. Services should address ways that youth can cope with their diagnosis of 
HIV in a developmentally appropriate fashion that works to destigmatize their 
illness. Case management and interdisciplinary care teams (physicians, nurses, 
mental health providers, dieticians, social workers, etc.) should be available to 
provide a medical home to address all societal determinants of health and strive to 
provide continuity of care. Secure messaging that is Health Information Portability 
and Accountability Act (HIPAA)-compliant through mobile phones, the Internet, 
and social media can also be used to improve engagement in care and adherence 
to medications [58].

The Ryan White HIV/AIDS Program (RWHAP) currently provides support for 
direct healthcare services and support for more than 50% of all people living with 
diagnosed HIV in the United States. These services are patient-centered and coordi-
nated with city, state, and local community-based organizations to provide efficient 
linkage to care, healthcare services, and supportive services for low-income indi-
viduals living with HIV. This program is essential to ensuring that people living 
with HIV are able to fully participate in the HIV care continuum by striving to 
address the psychosocial determinants of health [59].

 Current Status of HIV Care and Homelessness

Data on the current status of HIV care in the United States is constantly updating 
and changing. Specific HIV data on youth experiencing homelessness can be dif-
ficult to assess, but the RWHAP’s most recent report included data on housing 
status for all individuals living with HIV served by the program. In 2016, among 
those who reported stable housing, 86.1% were virally suppressed, compared to 
78.9% of those reporting temporary housing, and 72.0% of those reporting unsta-
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ble housing. This percentage of viral suppression in those reporting unstable 
housing has, however, increased since 2010 from 54.8%. Viral suppression among 
youth aged 13–24  years has also improved from 46.6% in 2010 to 71.1% in 
2016 [59].

The impact of housing status on engagement in the HIV care continuum has been 
demonstrated in several studies, and those who are experiencing homelessness have 
also been shown to be less likely to adhere to HIV treatment. Participants in studies 
of supportive housing programs have reported the greatest benefit from positive 
relationships with case managers and assistance with changing health behaviors, 
improving adherence, maintaining stable housing, and improving overall well- 
being. Through continuous improvement in patient-centered supportive housing 
program development and interventional research, more adolescents and young 
adults will have the resources and support for engagement in the full HIV care con-
tinuum [60].

Take-Home Points
 1. Despite improvements in HIV care and prevention, new infections con-

tinue to disproportionately affect marginalized populations at the highest 
rates, including adolescents and young adults, those experiencing home-
lessness, LGBTQ populations, and people of color.

 2. Over time, HIV infection can cause a decrease in immune system func-
tion and resultant vulnerability to opportunistic infections.

 3. All youth experiencing homelessness should be offered screening for 
HIV and other sexually transmitted infections at least annually.

 4. All youth should receive information about recent advances in HIV pre-
vention strategies such as TasP, PrEP, and PEP and linked to appropriate 
services.

 5. Risk reduction strategies including condom use should be encouraged in 
order to minimize the risk for HIV and other STIs.

 6. Providers should be aware of the signs and symptoms of HIV infection 
and have a high index of suspicion for acute HIV in at-risk populations.

 7. Those with a new diagnosis of HIV should be linked to care as soon as 
possible to optimize continued engagement in care, adherence to ART, 
and viral suppression.

 8. Programs should strive to provide comprehensive case management and 
interdisciplinary care to support youth living with or at risk for HIV.

 9. HIV care and prevention has advanced rapidly in the past 35 years and 
HIV surveillance data has reflected improvements in the epidemic.

 10. Continued improvement in housing resources is essential for ending 
homelessness and HIV in the United States.
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Chapter 14
Medical Care of Youth After Acute Sexual 
Assault

Margaret Colbourne and Tracy Ann Pickett

 Introduction

The American Academy of Pediatrics defines sexual assault as “any nonconsensual 
sexual act”, which may include both non-voluntary sexual contact and sexual inter-
actions that occur when a victim is unable to consent due to age, cognitive chal-
lenges or substance use [1]. Sexual assault need not involve physical injury, but due 
to the use of intimidation, fear and violation of trust, it almost always involves sig-
nificant psychological trauma.

Sexual assault and intimate partner violence are relatively common in the adoles-
cent population, whether disclosed or not. The US national data indicate that ado-
lescents ages 12–17 years have the highest rates of being sexually assaulted of any 
age group [2]. This is particularly true for youth who have left traditional family 
situations and are living on the street or “couch-surfing” with friends or acquain-
tances. Homeless, runaway and transgender youth are at particular risk for commer-
cial sexual exploitation [3]. Numerous factors may contribute to youth not initially 
disclosing sexual assault, including the fact that the assailant may be well known to 
the youth, even a related family member; the youth may be struggling with issues of 
gender identity and may feel that this somehow contributed to the events; and 
knowledge that they may face threat of future harm or repercussions if a forensic 
assessment is completed.
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 Consent and the Introduction to the Assessment

Healthcare providers (HCP) should remember that the medical care of youth fol-
lowing acute sexual assault must take priority over the forensic assessment. Patients 
must be fully informed of all aspects of the medical assessment, as well as details 
and the purpose of any forensic evidence collection. Although medical assessment 
and forensic evaluation may occur concurrently, it is important to emphasize that 
both examinations serve different roles. Obtaining separate consent for examina-
tion, treatment and forensic evidence collection can be the first step in healing as the 
HCP is returning some of the power/choice back to a person who has had this taken 
from them. Youth should be permitted the presence of a support person for part, or 
all, of the exam if desired; however, for homeless or runaway youth that may be 
victims of commercial sexual exploitation, beware of “handlers” who may present 
as friends or partners, whose purpose is to intimidate and limit any patient disclo-
sure of the assault. If at all possible, the offer of whether to have a friend or support 
person present for the assessment should occur during a private conversation 
between the examiner and the youth.

Management begins with introductions and a brief explanation of the purposes of 
the emergency assessment; that is to address any physical or psychological trauma 
the youth may have sustained, management of any potential medical concerns such 
as pregnancy and infections, as well as to ensure wellness following discharge with 
respect to medical complications and mental health issues.

The HCP should also be aware of the current reporting requirements related to 
sexual assault within their jurisdiction and should inform the youth of this duty at 
the outset. The concept of the forensic assessment as a vehicle to document and 
provide evidence for criminal prosecution should be offered; however, this should 
be considered a secondary goal, and the youth may require some time to consider 
the ramifications of consent for this process. It is very important that the youth 
understands they will get appropriate medical care, even if they should choose not 
to undergo a forensic evaluation. Some jurisdictions will have Forensic Nurse 
Examiners (FNEs), Sexual Assault Nurse Examiners (SANEs), Sexual Assault 
Response Teams (SARTs) or forensically trained physicians to provide forensic 
assessments. Early involvement of these teams may facilitate appropriate documen-
tation and collection of specimens as well as communication with the necessary 
forensic investigators such as child welfare social workers and police.

It is important early in the assessment to understand what specifically the youth 
may be most concerned about, as this may not be initially obvious. This may range 
from concerns for pregnancy, future sexual activities, infection, concurrent sub-
stance use, threat of future violence by the perpetrator, family response/dysfunction 
following disclosure, knowledge of the event by the youth’s parent/family/friends 
and potential social media repercussions. While the youth may not fully share all 
their concerns when initially asked, it is important to return to these issues at various 
points throughout the assessment and explore the patient’s thoughts on how they see 
things unfolding.
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For refugee youth, acknowledging and sharing the details of sexual assault 
may be particularly difficult due to cultural differences and taboos often associ-
ated with sexual activity. If an interpreter is required, it is important to ensure that 
they are professionally trained and not known to the patient in any other capac-
ity. The gender of the interpreter may be a factor in ensuring the youth’s comfort 
or confidence with the assessment process. Refugee youth may be reluctant to 
report sexual assault due to prior negative experiences with the criminal justice 
system, fear of deportation or separation and/or concerns regarding repercussions 
from family.

 History

Acknowledge that both the history and the examination processes take time and 
that the patient may wish to stop or rest when desired. Questioning patients 
about an assault history can be challenging. Maintain a calm, non-judgemental 
and reassuring manner throughout. Patients often feel shame or guilt about the 
circumstances of the assault and have typically never before recounted such 
details. Ask simple, open-ended questions, inviting the patient to begin the story 
of what happened where they feel it is appropriate. Information should be gath-
ered about who the assailant was, where and when the assault occurred, what 
happened during the course of the assault and what events have occurred since 
the assault. The HCP may need to clarify specific details about concurrent phys-
ical assault to other non-genital body parts and the nature of the sexual abuse 
(actual or attempted oral, vaginal or anal penetration, use of foreign objects, 
ejaculation or use of condom). The history is meant to guide the subsequent 
examination and treatment.

Inquire as to past medical and social history with use of the H.E.A.D.S.S. assess-
ment (home, education/employment, activities, drugs, sexuality, suicide/depres-
sion) to guide content. Consider that youth may be victims of human trafficking, 
which may require more direct questioning of their concerns for safety and support 
[4]. Some questions which may be helpful when there are suspicions of commercial 
sexual exploitation are listed in Table 14.1.

Table 14.1 Questions to consider when suspecting commercial sexual exploitation

Home/work:
  Are you able to come and go freely from home/work?
  Have you ever run away from home/work?
  Has anyone at home/work ever physically hurt or threatened to hurt you or your family?
Family/friends:
  Has anyone ever forced you to do things you do not want to do?
  Has anyone ever taken your identification or cell phone?
  Have you or the family/friends you live with ever been involved with law enforcement?

14 Medical Care of Youth After Acute Sexual Assault
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 Physical Examination

Ideally the physical examination is performed concurrently with the forensic evalu-
ation, provided the patient has consented to both. Examination should involve a 
complete head-to-toe assessment even if the patient has not indicated concern for 
non-genital physical injury. Attend to any areas of active bleeding as needed. Be 
alert to signs of occult intracranial or intra-abdominal injury. Use appropriate drap-
ing throughout to minimize exposure at any one time. Reassure the patient that a 
speculum examination may not be necessary. Documentation should include the 
following:

• Vital signs, general appearance and level of alertness
• Skin:

 – Examine all areas carefully for bruising, abrasion, lacerations, bite marks, 
burns or scars

 – Record all areas of tenderness even if no obvious sign of bruising
 – Document any tattoos or other skin markings, as these may indicate involve-

ment in trafficking or commercial sexual exploitation

• Head and neck:

 – Evidence of hair loss to the scalp
 – Oral injury
 – Strangulation marks/petechiae to face/neck/behind ears

• Trunk:

 – Injury to the breasts
 – Abdominal tenderness or distension

• Extremities:

 – Particular attention to the upper arms and thighs
 – Hands and fingernails

• Genitalia and anus:

 – Injury to the labia, posterior fourchette or hymen
 – Injury to the penis, foreskin or scrotum
 – Injury to the anus/rectum

Standardized body diagrams are helpful for documentation purposes, but all injuries 
should be described clearly in the medical record as well. In some areas, photo- 
documentation of injuries is performed routinely; however, patients must clearly 
consent to this prior to examination as photographs may be used later in court pro-
ceedings. If obtained, all photographs should include documentation with a stan-
dardized forensic measurement tool and colour-bar code.
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 Forensic Evaluation

In general, forensic evidence collection is recommended if the assault has occurred 
in the past 72  hours; however, many jurisdictions extend the potential window 
7–10 days after the event. The forensic aspects of an evaluation are those elements 
that pertain to the criminal investigation and, as sexual assault laws may vary 
between jurisdictions, forensic evaluations and the kits provided for evidence col-
lection may also vary to some degree. Any evidence collected must follow clearly 
documented chain of custody and storage requirements. Once specimens are 
released to the police, neither the HCP nor the patients have any control over their 
processing. The HCP should be aware of, and familiar with, the kit available in 
their area.

Not all parts of the sexual assault kit may need to be collected in all cases, and 
in some areas, prepackaged kits may not be available. Forensic specimens may still 
be collected with attention to a few specific areas outlined in Table 14.2. If col-
lected, all specimens should be labelled with the correct patient information, speci-

Table 14.2 Forensic evidence collection

Clothing:
  1. Pants and underwear – remove in unison, package together so as not to dislodge evidence
  2. If other clothing articles are collected, bag separately (non-waxed paper bag)
Swabs for perpetrator evidence:
  1.  Areas of possible sperm/semen contamination generally include the perineum, posterior 

vaginal pool, rectum or oropharynx. History should guide swab collection, as other areas 
(face, abdomen, umbilicus or back) may contain forensic evidence

  2.  Swabs for salivary secretions from “hickey” or bite marks should be processed with the 
“double swab” technique: swab suspicious area with sterile water-moistened swab and 
then again with dry swab; label and package separately (use dry, sterile swab, preferably 
with breathable membrane sleeve to permit air-drying)

  3.  Tampon or sanitary pad: place in sterile urine container with air-permeable lid, or in 
breathable envelope or paper bag, and stored in freezer

Swab for patient’s DNA profile:
  Single buccal swab
Pubic hair combings:
  Collect on sterile gauze and place, along with comb, in labelled envelope
Fingernail clippings/scrapings/swabs:
  Generally only helpful in stranger assaults. If clippings/scrapings are not possible, obtain wet 

swabs from finger tips (1 swab per hand)
Toxicology/drug screen

  1.  Urine (if DFSA suspected): first available void post SA, if possible. Urine should be 
frozen if not immediately processed

  2.  Blood if quantitative sample required – grey-top Vacutainer, label with date and time 
collected. Blood should be frozen if not immediately processed

If immediately handed to police, notify them of biologic contents requiring expedient processing
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men site, date/time of collection and initials of who collected the sample, and 
packaged in a separate envelope within a clearly labelled kit (box or envelope). All 
forensic swabs should have a mechanism to be air-dried (i.e. using breathable 
membranous swab) prior to packaging in separate envelopes. An ultraviolet light 
source (wavelength 430–500 nm) may assist site selection for swab collection but 
has variable success [5]. The traditional Wood’s lamp (360 nm), present in many 
emergency departments, is inadequate for forensic evaluation of sexual assault. 
Clothing, particularly underclothes, may also need to be collected in non-waxed 
paper bags.

Once collected, all forensic evidence should be placed in a large brown forensic 
envelope or collection kit, sealed, labelled and either given to police investigators or 
immediately securely stored, depending upon patient request and services available 
in your region. Biologic samples (urine and/or blood for toxicology), if collected, 
will need expedient processing or freezing to limit sample degradation. If police are 
not immediately available, the evidence kit must be stored in a secure cupboard until 
they are able to accept custody. Proper chain of custody procedures must be fol-
lowed to ensure documentation of an unbroken chain of evidence.

 Laboratory Investigations

Laboratory investigations are rarely needed for the acute medical management of a 
sexual assault patient, with the rationale being to try and limit further trauma to the 
patient. A urine pregnancy test is important prior to giving emergency contraception.

Routine baseline HIV testing has limited value; however, it should be offered if 
desired. Blood work for HIV status, hepatitis B, syphilis, complete blood count 
(CBC), electrolytes, BUN and creatinine are recommended if initiating HIV post- 
exposure prophylaxis (PEP).

Some laboratory investigations are typically performed within hospitals, rather 
than the forensic labs. If drug-facilitated sexual assault (DFSA) is suspected, the 
first urine produced post assault it most ideal for qualitative toxicological analysis. 
Blood is generally most useful for quantitative analysis (grey-top Vacutainer). Many 
of the drugs used in DFSA are not included in the routine drug-screening panels and 
must be specifically requested.

 Management

While adolescents who have been sexually assaulted may have evidence of 
minor physical injuries elsewhere, most will have an unremarkable anogenital 
examination. Following the examination, the HCP should review any abnormal 
findings, discuss any injuries that may require further treatment and provide the 
youth with some reassurance that physically they are likely to do well. Most 
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centres are able to provide appropriate fresh clothing, as much of the youth’s 
clothing may have been sequestered as part of the forensic evidence kit.

 (A) Emergency contraception:

Emergency contraception should be offered to all female youth if there is risk of 
pregnancy and the assault has occurred within the previous week. If pharmacologic 
prophylaxis is provided, consider antiemetics to mitigate associated nausea and 
vomiting.

 (B) Sexually transmitted infection (STI) prophylaxis:

Routine testing for chlamydia, gonorrhoea and trichomonas is not required as 
STI treatment is recommended as part of the emergency assessment [6].

Tetanus and hepatitis B vaccination should be provided if needed. HPV vaccina-
tion is also now recommended in both male and female patients if not previously 
received [6].

HIV post-exposure prophylaxis (PEP):

Some issues faced by vulnerable or homeless youth may put them at higher risk 
of HIV exposure. HIV transmission following a single sexual assault, while very 
unlikely, is possible; thus, PEP should be considered and recommended as per the 
Center for Disease Control (CDC) guidelines [6]. If considering PEP, it should be 
initiated within 72 hours of sexual assault and continued for 28 days.

 Mental Health

Throughout the assessment, the HCP will be evaluating for concerns of emotional 
trauma. Once the physical examination is complete, it is very important that the 
HCP once again explore any potential negative emotional feelings that the youth 
may be experiencing. Thoughts of self-blame, anxiety, depression, suicidal ideation 
and self-harm should be addressed. A more formal psychiatric assessment may be 
indicated. Some centres may have access to trained social workers or sexual assault 
counsellors who can initiate crisis counselling at first presentation within the emer-
gency department or clinic.

The HCP should explore what the youth will face following discharge from the 
hospital environment and whom they specifically identify as members of their sup-
port network. Inquire as to with whom, and how, the youth intends to share knowl-
edge of the assault. If any supporters are present in the emergency department and 
the youth wishes to share information with them, offer to assist them with this pro-
cess. Some youth may identify a community social worker or other resource that has 
been helpful to them in the past and may prove useful for ongoing support.

A note for respite from school or work (“for medical reasons” and not detailing 
the assault) is often appreciated and may provide the patient the opportunity to pro-
cess the emotional sequelae of the assault.
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 Follow-Up Care and Support

All victims of sexual assault should be provided options for follow-up care; how-
ever, it is well known that adolescents are among the least reliable at attending fol-
low- up clinic appointments. Review the reasons for reassessment, and explore the 
barriers that might be present to attendance at future appointments. Unfortunately 
many youth do not have a regular HCP, and if they do, they may be reluctant to 
follow-up there due to concerns for confidentiality from other family members. 
Many centres have community clinics, youth health clinics or specialty medical 
teams that provide follow-up medical care and counselling services for youth who 
have been victims of sexual assault. Proximity of the follow-up clinic to the youth’s 
community may facilitate successful follow-up attendance.

Follow-up typically occurs 1–2  weeks following the initial presentation but 
should be sooner in the rare instance where HIV-PEP is provided. The goals of this 
assessment include the following:

 1. Document healing of any physical injuries.
 2. Assessment of adequacy of pregnancy and STI prophylaxis.
 3. Arrange remainder of HIV-PEP, if initiated.
 4. Review the recommended STI blood tests according to CDC guidelines:

 (a) Syphilis and HIV tests at 4–6 weeks and 3 months.

 5. Schedule for completion of hepatitis B and HPV immunizations, if needed.
 6. Mental health assessment and counselling services should be strongly encour-

aged as victims of sexual assault are at high risk of subsequent emotional distress 
and post-traumatic stress disorder.
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Chapter 15
Suicide Risk and Intervention Among 
Homeless and Precariously Housed Youth

Sara Sherer, Bridgid Mariko Conn, and Mari Radzik

A young person who dies by suicide leaves a wake of pain with family members, 
friends, and others dealing with the loss and often questioning what they might have 
been able to do or if their loved one’s death could have been prevented. For youth 
who are homeless or have a fractured relationship with their family, there are even 
more limited means for support and addressing suicide risk such that providers 
often take on a larger role in suicide prevention for these vulnerable, marginalized, 
and isolated youth.

According to the World Health Organization [1], suicide is the second leading 
cause of death globally among 15- to 29-year-olds. In the United States (USA), 
suicide is one of the most concerning and preventable areas of public health con-
cern, leading to the development of a multitude of interventions targeting the 
individual, family, and community level [2]. Adolescent and young adult suicide 
prevalence rates show that suicide is the second leading cause of death among 
individuals between the ages of 10 and 34. Between 2007 and 2016, suicide rates 
for youth between ages 10 and 19 years old rose to fifty-nine percent with greater 
increases for females compared to males [3]. The impact of depression and sui-
cidal ideation becomes more deleterious when youth are homeless or precariously 
housed due to complex psychosocial stressors and limited supports and resources 
[4]. With the total homeless population in the USA being comprised of many of 
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children or families with children, recent estimates have indicated that there may 
be over 2.5 million homeless youth in the USA.  Additionally, there are more 
than 3 million young adults (ages 18–25 years old) in the USA who experience 
homelessness each year [5]. Thus, homeless adolescents and young adults are 
considered a crucial, underserved group for suicide prevention and intervention 
initiatives.

Individuals experiencing homeless or unstable housing are more likely to have a 
history of adversity and mental health problems and are more likely to be exposed 
to adversity, stress, and high-risk situations. Significant literature has documented 
the link between adverse childhood experiences (ACEs); maladaptive coping, 
including suicidal behavior; and long-term social and medical difficulties [6, 7]. 
Prior research has also well-documented numerous risk factors that are associated 
with suicide, including a history of psychiatric disorders, particularly schizophrenia 
and bipolar disorder; self-harm and prior suicide attempts; personality disorders; 
history of family violence/abuse and/or intimate partner violence; family history of 
suicide; and medical conditions including chronic pain [8, 9, 10, 6, 11]. Further, 
comorbid substance use or abuse often further intensifies risk and decreases inhibi-
tion necessitating early and proactive intervention.

Sources of resilience and coping are developed throughout childhood and 
adolescence as youth learn to adjust and adapt to a range of adverse expe-
riences. How an individual response to early childhood trauma is influenced 
by their own internal resiliency, as well as protective factors including sup-
portive relationships with others. “Social capital,” or the gains felt by youth 
from supportive homeless or non- homeless individuals, builds resiliency across 
multiple domains such as increased future orientation and housing stability 
and decreased likelihood of victimization [12, 13]. For youth who have intact 
family structures, family cohesion and school and community connectedness 
or belongingness support the development of internal sources of resiliency, 
including their sense of worth and confidence. Further, academic achievement, 
social engagement in meaningful life activities, and cultural and spiritual/reli-
gious beliefs also function as adaptive coping strategies which increase rea-
sons for living and support healthy management of emotional distress. In their 
review article, Cronley and colleagues [14] identified that homeless youth often 
receive support from fictive or non-related kin and may engage in activities 
and behaviors viewed as negative or maladaptive in order to cope with par-
ticularly adverse conditions. Another model, the Multimodal Social Ecological 
Model [15], encourages the use of a trauma-informed approach to understand 
the effects of the environment, family, and social interactions on an individual. 
Using multiple layers of intervention, it creates an understanding of the impact 
of trauma, and where to intervene, from an individual, social, environmental, 
and community perspective. Previous literature highlights how understanding 
adaptive coping and sources of resiliency remains crucial in developing appro-
priate resources and interventions to serve the unique needs of diverse home-
less and precariously housed youth.

S. Sherer et al.



307

 Suicide Among Homeless LGBTQ Youth

Sexual minority youth, or youth who identify as lesbian, gay, bisexual, transgender, 
or queer (LGBTQ), are disproportionately at risk for homeless compared to their 
heterosexual peers, largely due to familial rejection, being “kicked out” of the home, 
or running away from home [16]. Recent estimates indicate that past-year rates of 
homelessness among LGBTQ youth may be as high as 30–45% [17]. One of the 
major factors identified as increasing suicide risk for LGBTQ youth is having an 
unsupportive social environment, including family, friends, and school [18]. Many 
LGBTQ youth report having experienced homelessness directly related to their 
sexual or gender identity. Further, these LGBTQ youth experiencing homelessness 
are also more likely to have a past history of trauma and to be at increased risk for 
trauma. For instance, research has found that homeless LGBTQ youth are more 
likely to stay with strangers for shelter which was associated with engaging in more 
high-risk sexual behavior [19]. Barr et al. [20] found that such trauma experiences 
were linked to increased suicidal ideation and symptoms of post-traumatic stress 
disorder were associated with suicide attempts among these youth.

Sexual minority youth demonstrate significantly higher rates of suicidal ideation 
and suicide attempts. Some estimates say that LGB adolescents and adults are twice 
as likely to have suicidal ideation compared to heterosexual peers. Recent data esti-
mate that rates of suicide attempts among LGB youth in the past 12 months were 
approximately 29.4% compared to 6.4% of their heterosexual peers [21]. Though 
the research is still limited, rates are estimated to be even higher for gender minority 
youth [22].

In identifying sources for protective support and resiliency, social and parental 
support and acceptance, lower experienced transphobia or homophobia, possessing 
personal identification reflecting gender identity, and access to medical intervention, 
as well as legislative and societal policies which support LGBTQ individuals, have 
been found to mitigate risk [23–25]. Thus, interventions that address the vulnerabili-
ties among this community of youth are much needed. To address suicide risk and 
promote resilience and hope for the future, several grassroots organizations have 
developed to meet this need, including The Trevor Project (www.thetrevorproject.
org) and the It Gets Better Project (https://itgetsbetter.org) [26].

 Assessment

When addressing suicide risk, a thorough assessment of past and present suicidal 
thoughts, planning, and action is essential. The term “suicidal ideation” (SI) refers 
to thoughts of wanting to die or ending one’s life. Oftentimes, providers are wary 
or uncomfortable with assessing suicide risk due to the concern that talking to the 
youth may increase their level of risk or “give them ideas.” This belief is a harmful 
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fallacy which has contributed to stigma, shame, and continued silence around 
 suicide. If youth share that they have been experiencing SI, chances are they have 
been struggling with disclosing about their emotional distress and are trying to 
reach out for help because they do not want to act on their thoughts. Care in assess-
ment needs to be taken, because abrupt, intrusive questions could result in a reduc-
tion of rapport and a lower likelihood of the adolescent sharing mental health 
concerns. This is especially true during a brief encounter for an unrelated concern. 
Initial questions should be open-ended and relatively nonthreatening, such as 
“Aside from your housing issues, how have you been doing?” “I know that a lot of 
people your age have a lot going on. What kinds of things have been on your mind 
or stressing you lately?” and “How have things been going with [school, 
friends, work]?”

Suicidal thoughts or comments should never be dismissed as unimportant. 
Assessing SI will not increase the likelihood of suicide and can only help youth to 
access the support they need. Statements such as “You’ve come really close to kill-
ing yourself” may acknowledge the deep despair of the youth and communicate to 
the adolescent that the provider understands how serious he or she has felt about 
dying or even escaping their life situation. Such disclosures should be met with 
reassurance that the youth’s pleas for assistance have been heard and that help will 
be sought.

Suicidal ideation is viewed to exist on a spectrum from more passive and low- 
risk thoughts to chronic, intrusive high-risk thoughts. There are several dimensions 
that are assessed when determining where SI might fall on this continuum, includ-
ing frequency, intensity, content, and perseverance, or the ability of an individual to 
push the thought from their mind and not have it return readily. Research indicates 
that the presence or absence of ideation has little predictive value by itself; rather, 
SI in addition to planning and preparation is more predictive of suicide attempts 
[27]. A thorough suicide risk assessment should include three major areas of inquiry: 
how often is the youth experiencing SI (i.e., several times a minute? An hour? A 
week?); what is the thought content focused on; and is the youth able to make the 
thoughts go away with effort. Figure 15.1 shows key questions that assess these 
three major areas of inquiry.

In the course of a suicide risk assessment, if the youth discloses having thought 
of a plan, it is imperative to follow-up with questions to further understand the func-
tionality of the suicidal urge. Specifically, the provider should inquire about their 

How many times have you had these thoughts?

When you have these thoughts how long do they last?

Can you stop thinking about killing yourself if you want to?

Are there things you can do to stop the thoughts or wanting to die?

What sort of reasons do you have for wanting to die?

Fig. 15.1 Key questions to 
ask to assess frequency, 
content, and perseverance
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intentionality; their hoped-for aim or goal for attempting suicide, such as escape or 
relieving a burden for themselves or others; as well as their desire – what is the 
subjective expectation and is their desire for the outcome to be death. Asking 
whether a youth has come up with a plan for suicide is unlikely to prompt them to 
consider a plan and will not “give them ideas” for a suicide plan. It is important to 
ask about their plans as this information contributes greatly to understanding the 
youth’s level of suicide risk.

While it may be disconcerting, providers must follow-up and inquire about the 
method they are planning to use to be able to determine the level of lethality and 
rescuability, which will indicate the likelihood that a fatal outcome could have 
occurred. A youth who planned to use over-the-counter pain killers at their shelter 
or group home during a time when someone might witness or intervene presents 
with a different level of risk than a youth who planned to use a noose after waiting 
for everyone to leave or at night when everyone is asleep. It is important to remem-
ber that past behavior is a strong predictor of future behavior. While not all youth 
who may have attempted once will go on to attempt again, there is evidence to sug-
gest that having attempted suicide does significantly increase risk for future attempts 
[28]. Thus, asking about past history of suicidal ideation, planning, and attempts 
remains crucial. Figure 15.2 illustrates examples of questions that assess for past 
and present suicidal behavior and suicide attempts.

Finally, a thorough suicide risk assessment also considers the influence of addi-
tional risk factors and will inquire about current emotional difficulties, use of drugs 
and alcohol, impairment of functioning, and significant psychosocial stressors, such 
as academic or vocational challenges, housing disruption, and trauma.

Does the patient have a plan?

Do they have the means to carry it out?

Have they used this method before?

Have they acquired the means to carry out the plan?

Have they started preparations?

Have you ever made preparations to kill yourself?

Have you made a suicide attempt? what did you do?

Did you want to die (even slightly) when you did it?

Have you ever tried to kill yourself but been interrupted?

Have you ever started to kill yourself but stopped or been stopped?

What did person expect would be consquence of behaviour?

Capability? Past history of self-harm? **not all self-harm is a suicidal gesture

How detailed is the plan?

Fig. 15.2 Questions to assess present and past suicidal behaviour and suicide attempts
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 Measurement Tools

Self-administered scales can be useful for screening because adolescents may dis-
close information about suicidality on self-report that they deny in person. Scales, 
however, tend to be oversensitive and under-specific and lack predictive value. 
Adolescents who endorse suicidality on a scale should always be assessed clini-
cally. Screening tools useable in primary care settings have not been shown to have 
more than limited ability to detect suicide risk in adolescents.

Depression screening instruments shown to be valid in adolescents include the 
Patient Health Questionnaire (PHQ-9 and PHQ-2) ([29]; https://www.ncbi.nlm.
nih.gov/pmc/articles/PMC1495268/). Other recommended assessment screen-
ers include the Suicidal Ideation Questionnaire ([30]; https://www.parinc.com/
Products/Pkey/413), Suicide Behaviors Questionnaire  – Revised (http://www.
integration.samhsa.gov/images/res/SBQ.pdf), University of Texas Health Care 
Center’s Evaluation of Suicide Risk for Clinicians (http://www.cqaimh.org/pdf/
tool_suicide_risklevl.pdf), and Columbia Suicide Severity Rating Scale (http://
www.integration.samhsa.gov/clinical-practice/Columbia_Suicide_Severity_
Rating_Scale.pdf).

 Management/Interventions

Working with a suicidal adolescent can be very difficult for those who are providing 
treatment. Suicide risk can only be reduced, not eliminated, and risk factors provide 
no more than guidance. Cumulative risk is not a sufficient determinant of severity or 
intent for suicide; rather, it is important to consider the balance of factors that might 
increase suicide risk and those that may protect against it. In addition, adolescents 
may have their own “agendas” or goals in the discussion which may influence the 
content and level of self-disclosure regarding suicide. Thus, all providers need to be 
attuned to their own personal reactions to these disclosures to prevent any interference 
or bias in evaluation and intervention, including overreaction or underreaction. While 
there is no prescriptive approach to suicide management, strategies will be provided 
to guide the development of comprehensive, tailored safety plans and interventions.

 Levels of Suicide Intervention

 Immediate

Based on the risk assessment, a provider may conclude that hospitalization is neces-
sary to maintain a client’s safety as they are unable or unwilling to develop a safety 
plan, adhere to their safety plan, or feel incapable of keeping themselves safe. There 
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are a number of considerations when recommending hospitalization as the next step 
in care. The first consideration will be whether the client agrees to be hospitalized 
voluntarily. In cases whether clients refuse hospitalization and safety is assessed to 
be in imminent risk, the provider will need to follow-up with connecting psychiatric 
emergency teams or local law enforcement for assistance in transporting and admit-
ting clients for evaluation and observation according to state laws.

Other considerations for hospitalization include the following: specific plan with 
high lethality and intent, presence of psychosis or a major psychiatric disorder, past 
attempts (especially if they were medically serious), medical condition, limited 
family and/or social support including lack of stable living situation, limited and/or 
inadequate clinician-patient relationship, and limited access to timely outpatient 
follow-up.

Planning for discharge from hospitalization is crucial, particularly in terms of 
communication between the hospital team and any providers or family members 
who will support the client post-discharge. Discharge planning works best when it 
is collaborative, takes into account the strengths and limitations of the client and 
their support network, and accurately reflects the client’s clinical needs. Fostering a 
supportive, sustained environment following discharge can help a client to transi-
tion more successfully back into their day-to-day life.

 Short Term

The goals of safety planning ideally focus on addressing risk factors, decreasing 
vulnerabilities, and increasing protective factors. Safety plans are developed col-
laboratively and revisited often to ensure that they remain reflective of clients’ cur-
rent needs and resources. Frequently safety plans will include warning signs or “red 
flags” which could indicate greater risk for suicide, such as noticing more suicidal 
thoughts, isolating or withdrawing from others, or losing motivation. They will also 
include a list of crisis survival skills (e.g., distracting, writing, drawing) or preferred 
coping skills to use when in feeling more suicidal. Several evidence-based interven-
tions focus on the utilization of safety planning to reduce risk of suicide and address 
key capacities of emotion regulation and distress tolerance. For example, in Seeking 
Safety, Lisa Najavits [31] focuses on the use of grounding and self-soothing tech-
niques to address symptoms of trauma and reduce maladaptive coping (i.e., sub-
stance use). Marsha Linehan’s cognitive behavioral intervention, originally 
developed for individuals with borderline personality disorder, also incorporates 
these types of coping strategies focused on reducing self-injurious or suicidal 
behavior and increasing internal coping resources [32].

Safety plans may also include additional strategies to reinforce behavioral activation, 
such as activity scheduling and making appointments to see therapists, friends, or other 
supports in the future. Increasing levels of activity has been shown to significantly 
impact feelings of depression and provide much needed structure for a young person’s 
life during an emotional crisis [33]. Previous literature has identified the beneficial 
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approach to address both feelings of perceived burdensomeness and impeded sense of 
belongingness, as well as increasing sources of support (e.g., [2]). Such interpersonal 
interventions aim to help individuals increase their sense of purpose and reasons for liv-
ing. Identifying sources of support is always essential for any thorough safety plan, 
which should incorporate a survey of potential resources, from family and friends to 
religious institutions and national organizations. Further, including reasons to live can 
also serve as a visual reminder of their goals and values, as well as the potential impact 
that their loss will bring. Finally, each plan must also consider reasonable steps for fol-
low-up in order to provide continuity of care and ensure linkage to appropriate services. 
Clinicians should check-in with the client and any significant others involved to deter-
mine their capacity for and commitment to following the safety plan. Psychoeducation 
regarding managing risk and supporting a young person through their emotional distress 
can also help to build a more sustainable support system.

 Continued Intervention

Following a hospitalization or crisis, clinicians can help clients to follow up with 
appointments and follow-through on discharge recommendations. It is imperative 
that following a period of suicidal ideation or urges clinicians continue to monitor 
and assess for risk as well as continue to adjust safety plans based on clients’ needs, 
presentations, and available resources. Therapeutic work can also focus on eliciting 
hope and supporting clients in future-oriented planning.

Research indicates that past or current suicidal ideation or suicide attempts are 
a significant predictor of future ideation or attempts [28]; thus, clinicians should 
continue to check-in with clients and help clients develop the critical skills neces-
sary to cope with such thoughts and feelings in the future. Finally, it is important 
to consider program or agency-wide trainings on suicide assessment and interven-
tion in order to prepare all staff for potential contact with youth experiencing 
suicidal ideation. Concepts and tools grounded in the postvention literature may 
be particularly helpful. Postvention refers to intervention conducted with survi-
vors, schools, or communities once a suicide has occurred, which includes staff 
and providers. Postvention includes providing structure for understanding the 
death and alleviating some of the guilt and isolation experienced by survivors, 
minimizing the scapegoating that can affect survivors, and reducing the likelihood 
of imitation or “contagion” within a community such as schools, clinics, or shel-
ters. Postvention also serves as a preventative intervention to mitigate risk of sui-
cide for those impacted.

 Appendix

https://www.cdc.gov/mmwr/preview/mmwrhtml/00031525.htm
http://www.suicidology.org/ncpys youth site
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https://afsp.org/about-suicide/suicide-statistics/
http://www.suicidology.org/Portals/14/docs/NSPW/WS%20Press%20

Release%20Final.pdf
https://www.eachmindmatters.org/SPW2018/
http://homelesshub.ca/blog/infographic-adverse-childhood-experiences- 

and-adult-homelessness
https://www.ncbi.nlm.nih.gov/pubmed/15261471
http://hhyp.org/wp-content/uploads/2012/02/A-guide-to-suicide-assessment- 
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Chapter 16
Common Dermatology Problems Among 
Youth Experiencing Homelessness

Saud A. Alobaida and Wingfield E. Rehmus

 Common Skin Conditions

Common skin conditions are seen in homeless just as they are in the community at 
large, but presentations may be more severe and treatment may be more difficult 
than in other cohorts due to challenges with routine skin care as well as decreased 
access to medical care [1]. The five most common skin conditions are acne, eczema, 
seborrheic dermatitis, skin cancer, and psoriasis. Fortunately, skin cancer is rare in 
teens, but the other conditions are very common in this age group.

 Atopic Dermatitis (Eczema)

Background Atopic dermatitis (AD) is a common, chronic skin problem caused by 
deficits in the skin barrier and an inflammatory response to irritants, allergens, and 
infections on the skin. AD runs in families and in individuals alongside other 
“atopic” diseases such as environmental allergies, food allergies, and asthma.

Presentation Atopic dermatitis in adolescence is usually characterized by poorly 
defined erythematous and scaly plaques (Fig. 16.1). These may develop lichenifica-
tion (Fig. 16.2) or erosions. The most common locations are the folds of the elbows, 
behind the knees, the hands, and the neck. Some teens have widespread involvement 
with very dry skin. AD is very itchy and can cause sleep disturbance as well as 
increase the risk of skin infections (Fig. 16.3).
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Treatment Treatment of AD requires a lot of work, which might be particularly 
difficult for vulnerable teens to manage. People affected by AD should avoid con-
tact with irritants such as fragrance and harsh soaps. They need to apply moisturizer 
several times per day if possible.

Low-potency corticosteroids such as hydrocortisone can be used on the face 
and diffusely on the body. Medium-potency corticosteroids such as triamcino-
lone, betamethasone valerate, and mometasone should be used on more severe 
areas of involvement, but should not be routinely used on the face. Potent cortico-
steroids such as clobetasol and halobetasol should be reserved for the very thick-
est areas on hands and feet. Medications should generally be applied twice a 
day [2, 3].

Practical tips:
• Very low-potency cortisone such as hydrocortisone 1% can be used in place of 

moisturizer and might be more accessible for homeless teens and refugees than 
plain moisturizer is if it is covered as a medical expense.

• Ointment-based products do not sting as much as creams when applied and tend 
to be more effective than creams.

Fig. 16.1 Atopic 
dermatitis with ill-defined 
eczematous plaque in 
antecubital fossa
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• Moisturizers do not need to be expensive. Petroleum jelly, mineral oil, cooking 
oil, hair grease, and even vegetable shortening can all be used as moisturizer 
when necessary.

• Some teens do not tolerate the feel of creams and ointments. Oils are a reason-
able substitute and are faster and easier to apply.

Fig. 16.2 Atopic 
dermatitis with 
lichenification

Fig. 16.3 Atopic 
dermatitis with superficial 
infection
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• Wrapping topical cortisones with plastic wrap will significantly increase the 
potency. This may be helpful for very severe plaques but also increases the risk 
of skin thinning and stretch mark formation and so should be carefully 
monitored.

• If a bathtub is available, the addition of ¼-½ cup of household bleach to a bath-
tub full of water and soaking for 10 minutes twice a week may lower the chance 
of secondary infection.

 Psoriasis

Background Psoriasis is an inflammatory skin condition that is mediated by T 
cells. It often runs in families and is associated with arthritis. People with psoriasis 
are now known to also be at higher risk for obesity and hypertension.

Presentation Psoriasis causes well-demarcated erythematous plaques with thick 
scale that often has a silvery hue (Fig.  16.4). It is seen most commonly on the 

Fig. 16.4 Typical example 
of plaque psoriasis with 
well-demarcated plaques 
with scale
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elbows, knees, and scalp (Fig. 16.5). It can flare with many small (guttate) plaques 
in a widespread distribution after infections with group A streptococcus and has 
both pustular and inverse variants.

Treatment Localized psoriasis is treated with mid-high potency topical corticoste-
roids such as triamcinolone, betamethasone valerate, mometasone, or fluocinonide 
applied twice a day to the affected areas. Other topical products that may be helpful 
in treating psoriasis include calcipotriene, tazarotene (pregnancy category X), and 
salicylic acid. More widespread and severe psoriasis often requires systemic ther-
apy for management. Potential treatment options include narrow-band UVB light 
therapy, methotrexate, cyclosporine, and biologics such as TNFα, IL 12/23, and 
IL17 inhibitors.

Practical tips: Oil treatments on the head (massage oil into scalp several hours 
before showering) can help to remove scale from the scalp.

• If systemic treatment is required and cost-coverage is available, ustekinumab 
may be a good alternative for adolescents with severe psoriasis because it is 
dosed only once per quarter.

Fig. 16.5 Typical location 
of psoriasis on elbow
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• As with atopic dermatitis, covering topical corticosteroids with plastic wrap will 
increase their potency and might be helpful for very thick plaques but should be 
done with caution.

• In the setting of acute and widespread flare of psoriasis, a throat swab may be 
able to identify streptococcal infection.

 Seborrheic Dermatitis

Background Seborrheic dermatitis is the cause of common dandruff.

Presentation Seborrheic dermatitis causes widespread erythema with fine or 
greasy scale on the scalp. The areas of involvement are usually not as red, localized, 
or scaly as is seen in psoriasis. Seborrheic dermatitis also can affect the eyebrows, 
nasal ala, axilla, central chest, and groin.

Treatment Anti-dandruff shampoos often contain an anti-yeast preparation such as 
selenium sulfide, ketoconazole, or ciclopirox. Other dandruff shampoos contain 
keratolytics such as salicylic acid. Low-potency corticosteroids in liquid form such 
as hydrocortisone scalp lotion and fluocinolone oil can be applied daily as needed.

Practical tips:
• Dandruff shampoos can be used on affected areas of the body as a face or body-

wash when needed.
• Shampoos should be left on for a few minutes before rinsing.
• Oil treatments for the scalp can be useful.

 Contact Dermatitis

Background Contact dermatitis can be either allergic or irritant in nature. Allergic 
contact dermatitis is a type IV-mediated allergic response to contact with an allergen 
to which a person is sensitized. The most common causes of contact dermatitis are 
contact with nickel, plants such as poison ivy/oak, fragrances, and preservatives 
such as formaldehyde and quaternium 15. Irritant contact dermatitis is caused by 
contact with chemicals (including soaps) that dry the skin and elicit nonspecific 
inflammation in the skin or cause direct skin injury.

Presentation Allergic contact dermatitis presents with geographic shapes that are 
well demarcated. After acute contact with the allergen, the skin is often red, blisters, 
and is very itchy. Chronic contact with an allergen may resemble irritant dermatitis 
and present with dry, red, cracking inflamed skin in the areas of exposure (Figs. 16.6 
and 16.7).
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Treatment The mainstay of contact dermatitis treatment is avoiding contact with 
the allergen or irritant. Sleuthing and patch testing aid in the determination of the 
cause of contact dermatitis. Dermatitis can be treated with mid-potency cortisones, 
and some find the drying effect of calamine lotion helpful for acute allergic contact 
dermatitis. Severe episodes of allergic contact dermatitis may require a 2-week 
taper of oral corticosteroids [4].

Practical tips:
• Nickel is a common allergen and is found in watches and belt buckles. Contact with 

the nickel can be prevented by painting clear nail polish over the exposed metal.

 Acne

Background Acne is common among teenagers as hormonal changes lead to 
increased oil production and blockage of pores especially over the face, chest, and 
back. This allows for increased growth of P. acnes bacteria and leads to inflamma-
tion at the affected areas. Acne has been proven to have a significant impact not only 
on self-esteem but also on the way teens are perceived by others, even leading to 
lower employment rates among those most significantly affected.

Presentation Acne varies widely in severity. Inflammatory papules, pustules, 
cysts, and nodules can be seen in the affected areas depending on severity 

Figs. 16.6 and 16.7 Contact dermatitis with clear margins showing area of exposure
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(Fig. 16.8). The primary lesion is the comedone which can be open (blackhead) 
or closed (white head). The mildest acne is comedonal in nature and presents 
with scattered skin colored papules on the forehead particularly in preteens. 
Severe acne caused deep nodules and cysts to develop and can lead to scarring 
(Fig. 16.9).

Treatment Comedonal acne is best treated with a retinoid such as adapalene or 
tretinoin. Mild inflammatory acne responds well to topical antibiotics such as ben-
zoyl peroxide or clindamycin. Moderate-severe acne is generally treated with sys-
temic therapy: antibiotics such as doxycycline 100 mg daily, oral contraceptive pills 
for females, or isotretinoin at 0.5–1  mg/kg/day are examples of frequently used 
systemic therapy. Patients taking isotretinoin must be carefully monitored because 
of the side-effect profile that includes teratogenicity, effects on the liver, dry skin 
and lips, nose bleeds, and mood changes [5].

Fig. 16.8 Inflammatory 
papules and pustules 
typical for acne vulgaris

Fig. 16.9 Scaring and 
post-inflammatory pigment 
change due to acne 
vulgaris
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Practical tips:
• Therapies are best applied to affected zones and not as spot therapy.
• Combination products containing a retinoid and an antibiotic are often more 

expensive than single-ingredient products but may be easier for teens for 
adherence.

• Topical clindamycin should be used along with benzoyl peroxide or a retinoid to 
prevent antibiotic resistance in the P. acnes bacteria.

• Stress, contact with greasy substances, and occlusion by hats/headbands may 
increase outbreaks of acne.

 Infections and Infestations

Infections and infestations are common among the homeless, runaways, and refu-
gees due to lack of access to bathing facilities, potential for living in crowded facili-
ties, and often particular challenges with foot care. When present, HIV infection, 
drug use, or having multiple sexual partners also increase the risk of infections and 
infestations. Refugees may arrive with chronic infections that are uncommon in 
their new homes.

 Bacterial Infections

 Impetigo

Background Impetigo is a superficial bacterial infection of the skin. It is most 
often caused by Staphylococcus aureus but may also be caused by streptococcal 
species. The risk of impetigo is increased when there is a break in the skin barrier 
due to a dermatologic disease such as atopic dermatitis, an infestation such as sca-
bies, or physical breaks in the skin such as scratches or drug injection sites.

Presentation Impetigo presents with weepy crusted plaques with honey-colored 
crust. It may present with blisters, can lead to deeper ulcerations (ecthyma), and 
sometimes spreads to other areas of the body (Figs. 16.10 and 16.11).

Treatment Localized impetigo: Topical therapy applied twice to three times daily 
may suffice. Options include bacitracin, polymyxin, neomycin, fusidic acid, and 
mupirocin.

Widespread lesions, large plaques, or recurrent infections: Systemic therapy 
for 7–10 days is recommended. Options include cephalosporins, clindamycin, 
and trimethoprim/sulfamethoxazole depending on the organism causing the 
infection.
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Fig. 16.10 Crusted lesions 
with some bullae due to 
impetigo

Fig. 16.11 Close-up of 
honey-colored crust in 
impetigo
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Practical tips:
• Taking a swab from the affected area before initiation of antibiotics will help guide 

changes in antibiotic coverage if necessary. Damping the swab with sterile water or 
saline before rubbing on the skin may increase the yield, especially if the skin is dry.

• Dilute bleach solution (1tsp bleach per 2 L of water) or saline (1 tsp salt per 2 
cups of water) applied with a washcloth for several minutes just before the appli-
cation of topical antibiotics may help remove the crust.

 Folliculitis and Abscess

Background Folliculitis is an inflammation of the hair follicle which can be asso-
ciated with a number of different skin conditions and infections. One of the most 
common forms of folliculitis is bacterial. If the infection is more severe and the 
deeper portions of the hair follicle are affected, a painful boil or furuncle may form. 
A furuncle is the most common form of abscess, but abscesses can develop after 
trauma and do not always center around a hair follicle. S. aureus is the most common 
bacteria to cause folliculitis and abscesses. Community-acquired methicillin- resistant 
Staphylococcus Aureus (MRSA) is commonly identified in recurrent furunculosis.

Presentation Folliculitis presents with multiple erythematous papules and tiny 
pustules, each of which is centered around a hair follicle. They appear commonly on 
the back, thighs, and buttocks but can be seen in any hair-bearing areas. Abscesses 
are larger erythematous nodules that may be fluctuant or drain.

Treatment Folliculitis and abscesses are best treated with systemic antibiotics 
geared toward the organism causing the infection. Wound swabs can identify the 
causative organism and guide management. Negative swabs from folliculitis sug-
gest a noninfectious cause of the folliculitis as can be seen in folliculitis barbae. 
Abscesses often require drainage in addition to antibiotic therapy.

Practical tips:
• Antibiotic washes or dilute bleach baths along with mupirocin application to the nares 

may help prevent outbreaks in patients who are experiencing frequent recurrences.
• Buttock folliculitis is very common and may be difficult to cure but is often less 

symptomatic than in other locations.
• Irritant folliculitis that develops due regrowing hair after shaving or waxing is 

not infectious in nature. The treatment is to stop hair removal for a few months 
and resume using gentle skin care.

 Fungal Infections

 Pityriasis Versicolor

Background Pityriasis versicolor is caused by an overgrowth of the Malassezia 
furfur yeast which is a commensal organism on human skin. It is not contagious and 
is seen in higher rates in teens, those who are frequently sweaty, the malnourished, 
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and those with weakened immune systems. It is often more noticeable and may be 
slightly itchy or stinging after sun exposure.

Presentation As the name versicolor implies, pityriasis versicolor can have a dif-
ferent appearance in different people. It causes small approximately dime-sized 
macules especially on the chest, upper back, and upper arms that can be hypopig-
mented, hyperpigmented, or slightly pink (Fig.  16.12). The involved areas often 
have very subtle scale that is more visible if the skin is scratched. Diagnosis can be 
confirmed on KOH preparation.

Treatment Anti-yeast preparations will decrease the amount of yeast on the skin, 
which controls the scaling and the symptoms. Topical therapies should be used for 
2 weeks and include creams such as ketoconazole or clotrimazole applied twice 
daily, or anti-dandruff shampoos such as selenium sulfide and ketoconazole as a 
bodywash. Oral fluconazole has also been demonstrated to be effective therapy.

Practical tips:
• Because the yeast tend to flourish in certain conditions, people with pityriasis 

versicolor are prone to recurrences. Weekly maintenance with anti-dandruff 
shampoos as a bodywash may help prevent recurrence.

Fig. 16.12 Hypopigmented 
lesions of pityriasis 
versicolor
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• Treatment will fairly quickly relieve the symptoms and scale associated with 
pityriasis versicolor, but the color may take months to return to normal.

 Tinea Capitis/Corporis

Background Tinea is a skin condition caused by dermatophytes such as 
Microsporum canis and Trichophyton species. They are generally acquired through 
contact with other people or animals that have the condition, though they can be 
passed through fomites as well.

Presentation On the skin, tinea corporis presents with round plaques with an 
accentuation of scale, elevation, and redness at the border (Figs. 16.13 and 16.14). 
These plaques are often less inflamed than atopic dermatitis and less scaly than 
psoriasis. On the scalp (tinea capitis), individuals may have areas of hair loss, red 
papules, or swelling at the site (Fig. 16.15). In the nails (onychomycosis), dermato-
phyte infections lead to thickening, white discoloration, and crumbling of the nail 
plate.

Treatment Localized skin involvement: Topical antifungals such as terbinafine, 
ketoconazole, and clotrimazole applied twice daily for 2–4 weeks.

Widespread skin involvement, tinea capitis, and onychomycosis all require sys-
temic therapy. Most commonly, terbinafine is utilized. For adults, a dose of 250 mg/
day is standard with 2 weeks treatment for the body, 4–6 weeks for the scalp, and 

Figs. 16.13 and 16.14 Annular plaques with scale and redness at the active border
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3 months for the nails. Alternative treatments include itraconazole and fluconazole. 
Terbinafine is metabolized through the liver. Alcohol consumption should be mini-
mized during the treatment course and liver function tests evaluated for courses of 
treatment longer than 6 weeks.

Practical tips:
• While concomitant use of topical steroids may help decrease symptoms 

quickly, their use also increases the risk of incomplete response of the therapy 
as well as development of tinea incognito, so they should be used judiciously 
or avoided.

• Nystatin is beneficial in the treatment of yeast infections but is ineffective in 
treating dermatophyte infections.

 Sexually Transmitted Infections

(See chapter in this book on Sexually Transmitted Infections and Sexual Health 
Care of Homeless and Street-Involved Youth)

Fig. 16.15 Tinea capitis
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Sexually transmitted infections are covered in more detail elsewhere in the text. 
Many of these diseases present with dermatologic manifestations such as ulcer-
ations. A few notable skin findings outside of genital ulcerations may be seen in 
patients with sexually transmitted infections and some common skin infections may 
be occurring as a sexually transmitted infection when seen in the genital area.

Syphilis Syphilis is a sexually transmitted disease that presents in phases with 
latent periods between phases of involvement.

• Primary syphilis: Painless genital sore that heals in 4–8 weeks without treatment 
or 1–2 weeks with appropriate treatment.

• Secondary syphilis: 3 weeks to 3 months after the genital sore heals, patients 
present with a widespread rash that includes the trunk, palms, and soles. The rash 
is characterized by red or red-brown macules then papules and is not pruritic. It 
might be associated with hair loss, raw mucosal surfaces, constitutional symp-
toms, and/or gray-white moist raised plaques in the groin, axilla, or umbilicus or 
under the breasts.

• Tertiary syphilis: 3–10  years after the initial infection, people affected by 
untreated syphilis can develop solitary granulomatous lesions, nodules, and 
ulcers that are usually painless when they appear in the skin. Bone changes, neu-
rological alterations, and spinal cord disease all can occur in the tertiary phase.

Treatment is with penicillin by injection with close follow-up to monitor for 
treatment failure.

Gonorrhea Gonorrhea is caused by Neisseria gonorrhoeae and is transmitted 
through sexual contact. Localized symptoms include creamy or green discharge, 
painful urination, and itching/irritation of the penis or vulva. Initial symptoms may 
be quite minimal and not come to medical attention. Disseminated gonococcal 
infection leads to joint pain with decreased mobility and a widespread rash. The 
skin findings are diffuse, but spare the face and scalp, and include small papules that 
turn into pustules on an erythematous base and may develop necrotic centers. 
Gonorrhea is diagnosed by swabs taken for Gram staining and culture. Treatment is 
with antibiotics depending on sensitivities.

Human papillomavirus Human papillomavirus is common in adolescents. 
Nongenital HPV are frequently found on the hands and feet. HPV can be passed to 
the genital area from the hand by touching. Certain strains are found most com-
monly in the genital area and are spread through sexual contact. The HPV vaccine 
may decrease the frequency of genital warts over time; however, they remain preva-
lent. Treatment is often difficult. Topical imiquimod is approved for the treatment of 
genital warts and can be applied three times weekly. Destructive therapies such as 
liquid nitrogen are helpful but can be painful.

Molluscum contagiosum Molluscum contagiosum is caused by a pox virus and is 
spread by direct contact. It is characterized by individual pearly papules, many of 
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which have central umbilication and may develop a white core. Molluscum is most 
commonly seen in preschool and early school-aged children but also appears in 
adolescents as a sexually transmitted disease. In this setting, lesions are most com-
monly seen in the suprapubic region. They will self-resolve over a matter of months 
but can be treated with curettage, a single application of a thin coating of canthari-
din (which must be washed off in 2–4 hours), or with a short cycle of liquid nitrogen 
therapy.

Human immunodeficiency virus There are a myriad of skin conditions that are 
seen in association with HIV. Because of the immune effects of the virus, people 
who are infected with HIV may have increased number or more severe presentation 
of skin infections. For example, widespread warts and molluscum contagiosum may 
be the presenting illness in patients with HIV. Recurrent episodes of herpes simplex 
infections and varicella zoster are common. Common immune-driven dermatologic 
problems may be more prevalent or severe in those affected by HIV. Seborrheic 
dermatitis, psoriasis, and eczema are all seen in increased frequency in patients with 
HIV infection. Eosinophilic folliculitis causes development of very itchy papules 
and pustules especially over the neck, back, and scalp. In the era of antiretroviral 
therapy, drug effects such as lipodystrophy, drug rashes, and development of xan-
thoma occur commonly. Finally, there are malignant skin conditions such as Kaposi 
sarcoma and cutaneous lymphoma that are seen in increased frequency in HIV (See 
chapter in this book on Human Immunodeficiency Virus and Acquired Immune 
Deficiency Syndrome).

 Infestations

 Scabies

Background Scabies is caused by the mite Sarcoptes scabiei var. hominis. It can be 
seen in all socioeconomic groups and more commonly in overcrowded communities 
like refugee camps and shelters. The mite lives in the epidermis where it can com-
plete the regular life cycle. Scabies infestation is limited to the skin and systemic 
involvement is not seen. Transmission occurs through direct human contact or con-
tact with infected fomites. Higher incidence is seen in children and sexually active 
individuals. Patients with immune deficiency, e.g., HIV and organ transplant recipi-
ents, are at risk of developing crusted scabies with very high number of mites.

Presentation Symptoms of intractable pruritus are the main presentation of sca-
bies. Secondary signs of pruritus including excoriations and erosions are the most 
visible signs of infestation. Burrows are classic findings of scabies; however, they 
can be difficult to detect, particularly in patients who are actively scratching. 
Burrows present as linear wavy tracks on the skin; they tend to occur more fre-
quently in the webs of the fingers and toes (Figs. 16.16 and 16.17). Erythematous 
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nodules may develop in the axilla and on the scrotum. Secondary infections with 
Staphylococcus aureus and Streptococcus pyogenes can be seen. Recurrence of sca-
bies can be related to insufficient treatment, reinfestation from fomites, and failure 
of close contacts to be treated [6].

Fig. 16.16 Scabies on the 
side of the foot, a common 
location for burrows and 
inflammatory papules

Fig. 16.17 Scabies burrow 
on the side of the finger
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Diagnosis can be established clinically and if a microscope is available and con-
firmed microscopically by scraping the skin of the burrows using a 15-blade scalpel 
and placing the scrapings on a glass slide. The sample is fixed using different media 
including mineral oil, potassium hydroxide, and cryostat. Diagnosis is made by 
visually inspecting the eight-legged mite or its remnants under microscopy 
(Fig. 16.18) [7].

Treatment Treatment includes two applications of topical treatments 1 week apart 
and should be recommended for all close contacts of an affected person. Topical 
permethrin 5% is the most commonly used treatment for scabies. It is applied and 
left on overnight from the neck downward with concentration of the body folds, web 
spaces, and genitals. Other topical agents including crotamiton cream 10%, 5–10% 
precipitated sulfur in ointment base are used less frequently. Where available, oral 
ivermectin 200 μg/kg dose given in two doses 1 week apart can also be effective.

Towels, clothes, and bed linens should be washed in hot water and dried or stored 
in a bag for 5–7 days. The mite is unable to survive long outside the epidermis.

 Pediculosis/lice infestation

Background Lice are ectoparasites that live on the human body. They feed on 
human blood by using sharp mouth pieces. During their meal, they inject saliva that 
causes an allergic reaction and pruritus. Lice are wingless insects that grasp strongly 
to the hair shaft where they can be seen crawling. Female lice place nits (eggs) 
daily; they are firmly adherent to the hair or fibers of clothes in cases of body lice. 
The nits hatch in 10–12 days and form nymphs that grow to adult lice. Nits can live 
and hatch outside the host for 10 days [6].

Fig. 16.18 Microscopic 
view of scabies mite
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Head lice Head lice are the most common cause of human infestation. They are 
unable to survive outside the human host for more than 1–2 days, and transmission 
is by head-to-head contact, sharing grooming tools or headwear, and less commonly 
by couches and chairs that recently had been in contact with an infested person. 
Head lice involve the scalp and can extend to involve the neck and behind the ears. 
Pruritus develops after an immune response to louse saliva leading to evidence of 
excoriations, secondary bacterial infection, and lymph node enlargement. Lice and 
nits can be seen on examination (Fig. 16.19). Nits can be distinguished from scale 
by their firm adherence to the hairs. Nits more than 2 cm from the base of the hair 
are not likely to be viable and may be remnants of a past infestation.

Head lice are managed using different chemical and physical agents that help 
eradicate the lice. Resistance to treatment is a developing problem. Treatments 
should be repeated to assure all nits that hatch are treated. Treatment options include 
permethrin 1%, malathion, benzyl alcohol lotion, dimethicone, spinosad 0.9%, and 
ivermectin.

Treatments are repeated in 7–9 days. The use of nit comb and physically remov-
ing visible nits are helpful, and some find the use of petrolatum or heavy conditioner 
along with careful nit combing sufficient for curing lice [6].

Body lice Because body lice (or pediculosis corporis) cannot survive long without 
human contact and do not reside on the skin, they are primarily seen in areas of 
overcrowding where there is poor access showers and washing machines, most 
commonly among people who are homeless, refugees or incarcerated. Unlike other 
lice, the body louse is a vector for different infections including epidemic typhus, 
trench fever, and epidemic relapsing fever. On clinical exam, the lice are not seen on 
the skin but are usually seen along the clothing seams. Bites cause pruritus and pres-
ent as small erythematous papules, excoriations, and crusts [6].

Fig. 16.19 Head louse
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Crab lice Infestation with Pthirus pubis, the crab louse, involves mainly the hairs 
in the pubic region but may involve the scalp, eyelashes, eyebrows, and axillary hair. 
In most cases, it is considered a sexually transmitted infestation, particularly when 
lice are found in the eyebrows or eyelashes. Evaluating for other sexually transmit-
ted infections in patients with crab lice is recommended. Shared fomites and towels 
can also be a route of infestation. Patients present with pruritus which can be dis-
turbing, secondary bacterial infections, and lymph node enlargement. Crab louse is 
diagnosed clinically and can be confirmed with direct visualization under micros-
copy. Treatment of crab lice is similar to other forms of lice, which includes using 
topical permethrin 1 or 5% overnight to the affected area; the treatment is repeated 
in 7–10 days. Other options include topical ivermectin or, less commonly, lindane. 
For eyelashes, an ophthalmic-grade petrolatum ointment used twice to four times 
daily for 10 days is effective [6].

Clothing, towels, and bedding of all who have been in contact with the patient 
over the last 2–3 days must be machine washed and machine dried. Sexual partners 
should be treated or there continues to be a significant risk of reinfestation.

Bedbugs are small parasites that are commonly encountered in crowded places 
with transient populations such as shelters, single-resident occupancy hotels, and in 
some low-income housing. They are small in size, are less than 1 cm, and can leave 
behind red-brown excrement. A sweaty, musty odor can be associated with heavy 
infestations. Bedbugs are nocturnal; during the daytime they hide in crevices, mat-
tress seams, under paint peels, and bed boards. Edematous papules with a hemor-
rhagic center following a linear pattern “breakfast-lunch-dinner” is typically seen 
on exposed skin. No known human infection is transmitted by bedbugs.

Management tips include vacuuming, heat treatments, laundering, mattress and 
box spring encasements, and destroying or removing infested objects such as bed-
ding. Heated pitfall traps are available to collect the bugs and can help with diagno-
sis and evaluation but are not helpful for treatment. Washing and drying items in a 
dryer on a hot setting is sufficient to kill bedbugs in clothing or linen. With heavy 
infestation, in shelters or continued transient housing, an exterminator assessment 
and intervention is commonly necessary [8].

 Dermatological Signs of Systemic Diseases

Lupus erythematosus Cutaneous lupus erythematosus can present with or without 
systemic findings associated with systemic lupus erythematosus (SLE). Cutaneous 
findings of SLE are divided into acute cutaneous lupus erythematosus (ACLE), sub-
acute cutaneous lupus erythematosus (SCLE), and chronic lupus erythematosus 
(CCLE). ACLE presents as erythematous indurated papules and plaques with occa-
sional erosions and telangiectasia, in the malar area (malar rash). Other forms 
include generalized maculopapular eruption, photosensitivity, and blisters. SCLE 
commonly presents in a photo-distributed pattern, either annular papules and 
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plaques or papulosquamous eruption (eczema or psoriasis like); it tends to spare the 
central face. Lesions can resemble more common dermatoses like psoriasis, atopic 
dermatitis, and photoallergic contact dermatitis. A neonatal form of lupus erythema-
tosus is considered a subtype of SCLE and presents with multiple annular papules 
and plaques mainly on the scalp and periorbital region. The disease is seen in infants 
up to 3 months of age; early recognition is important for early detection of cardiac 
involvement: heart block, and cardiomyopathy. Other systemic findings include 
thrombocytopenia and hepatic involvement. Mothers of infants with neonatal lupus 
erythematosus have circulating autoantibodies to Ro/SSA, La/ SSb and/or U1RNP.

Different forms are categorized as CCLE, discoid lupus erythematosus, being the 
prototype of this group. Skin lesions present in sun-exposed and sun-protected areas 
as multiple well-circumscribed plaques with adherent scales. The plaques develop a 
characteristic finding of central scarring, atrophy, and hypopigmentation and a 
peripheral rim of hyperpigmentation. Lesions most commonly involve the head and 
neck areas including the scalp and mucous membranes.

Practical tips:
• Sun protection, with broad-spectrum sunscreen, clothing, and seeking shade are 

crucial.
• Topical medium-potency corticosteroids can be applied on the active lesions.
• Intralesional triamcinolone (5–10  mg/ml) for DLE lesions helps reduce 

inflammation.

 Diabetes Mellitus

Cutaneous findings associated with diabetes mellitus (DM) include common find-
ings like acanthosis nigricans. Lesions present as velvety brown-black papules and 
plaques that mainly involve the lateral neck and axilla. They are often seen in obese 
patients with insulin resistance.

 Necrobiosis Lipoidica

Yellow thin atrophied plaques that are seen on the shins. They can ulcerate and 
cause pain and are most commonly associated with DM.

 Pyoderma Gangrenosum

A painful ulcer with a pustular base and violaceous-gray rim that often occurs on 
the lower legs. PG is commonly associated with systemic diseases. The most com-
mon associations are inflammatory bowel disease, hematological malignancies, and 
autoimmune conditions like connective tissue diseases. Lesions can be confused 
with skin infections, and skin biopsy might be necessary to rule out other diseases.
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 Aphthous Ulcers

Painful ulcers in the oral cavity with yellow pseudomembranous center. They can be 
seen in multiple systemic diseases including IBD, SLE, Behçet disease, and peri-
odic fever syndromes. Herpes simplex virus infection should be ruled out by send-
ing a swab sample for PCR.

 Cutaneous Vasculitis

Cutaneous small-vessel vasculitis (CSVV, also known as leukocytoclastic vasculi-
tis) presents as palpable and nonpalpable purpura, pustules, necrotic bullae, and 
urticarial plaques. It often involves the lower limbs, and widespread lesions can be 
seen. There are numerous causes of CSVV: infections, autoimmune diseases, medi-
cations (beta lactam, sulfonamide), and street drugs (adulterated cocaine with 
levamisole), more than 50% remain idiopathic. Systemic involvement including the 
kidneys can rarely be seen; urinalysis and 24-hour urine collection may be neces-
sary to rule out kidney involvement. A full history and physical examination should 
be performed to rule out other systemic involvement.

Henoch-Schonlein purpura (HSP): IgA-induced small-vessel vasculitis. HSP 
classic tetrad consists of palpable purpura, arthritis, abdominal pain, and hematuria. 
The purpura usually starts on the feet and distal legs and ascends to involve the 
thighs and trunk. The eruption is usually preceded by an upper respiratory tract 
infection. Topical steroid therapy and supportive therapy are usually sufficient to 
control skin symptoms. Systemic therapies like dapsone, colchicine, and prednisone 
may be required for more advanced disease.

 Nutritional Deficiency

Homeless youth and refugees are at increased risk of nutritional deficiencies. These 
can be related to poor food security, disordered eating, or alcohol and drug abuse. 
Crash diets are trends that can be seen in teens and may be associated with cutane-
ous changes including in hair and nails.

Anorexia and bulimia nervosa Skin findings include telogen effluvium (diffuse 
nonscarring hair loss), lanugo-like hair growth, and skin hyperpigmentation. 
Vasomotor instability can lead to acrocyanosis, perniosis, and livedo reticularis. 
Other findings include enlarged salivary glands, erosions of the tooth enamel from 
gastric reflux, and calluses or scars on the knuckles or dorsal hand from purging 
(Russell’s sign).

Pellagra Niacin (vitamin B1) deficiency causes pellagra. The common mnemonic “4 
Ds” includes the following: diarrhea, dermatitis, dementia, and death. It can be associ-
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ated with chronic alcoholism, medications (isoniazid), and other conditions associated 
with low levels of niacin. The skin lesions are photodistributed plaques, with a shellac 
like surface. The characteristic Casals necklace can also be seen. Niacin replacement 
therapy and treatment of the underlying cause are the main aspects of management.

Acrodermatitis enteropathica Zinc deficiency may be either acquired or congenital. 
It presents with a persistent eczematous dermatitis involving skin around the peri-
oral, perianal regions, and distal upper extremities and can be seen in patients with 
chronic malabsorption, HIV, alcoholism, or strict vegan diet. The congenital form 
presents few days to weeks after weaning off breast milk. Diagnosis can be made by 
low zinc levels; alkaline phosphatase, a zinc-dependent enzyme, is also decreased.

Scurvy Vitamin C deficiency can lead to spongy gingiva with easy bleeding and 
erosions, petechiae around hair follicles, and corkscrew hairs. Scurvy is a serious 
risk factor for hemorrhage; these changes are from poor collagen formation, which 
leads to fragile blood vessels.

Iron deficiency anemia Iron deficiency can lead to alopecia (telogen effluvium), 
brittle and fragile nails, koilonychia (spoon-shaped nails), and angular cheilitis. 
This can result from poor nutrition or internal bleeding.

 Exposures and External Factors

Homeless, runaway, and refugee youth are at risk of environmental exposures that 
stable housing would otherwise help to prevent. Exposure to sun, cold, and local-
ized sources of heat can all lead to skin changes. Other “exposures” that may lead 
to dermatologic findings include drug use, physical abuse, and self-injury.

 Sun Exposure

Sunburn Acute excessive sun exposure can lead to first- or second-degree burns. 
Sun-exposed areas commonly affected include the face, ears, arms, and chest. While 
more common in fair-skinned individuals, all skin types can burn. Because midday 
sun is the strongest, those without access to adequate shelter are particularly at risk. 
Chronic excessive sun exposure increases the risk of skin cancer and photoaging. 
Hats, long sleeves and pants, and shade all aid in protection from sun exposure and 
may be more accessible for youth than sunscreens.

Polymorphous light eruption (PMLE) PMLE is not uncommon in teens and is 
more commonly seen in females. It is an inflammatory reaction that occurs on 
exposed skin usually the dorsal hands and arms. It appears after the first strong sun 
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exposure on previously unexposed skin such as in the spring and early summer. 
PMLE presents with stinging and itching, but symptoms do not appear immediately 
on exposure to the sun. It tends to improve throughout the course of the summer and 
may recur the following spring. It is prevented by protection from exposure to UVA 
radiation through the use of sunscreens, long clothing, and shade seeking.

Phytophotodermatitis Certain plants such as lemon, lime, hogweed, and fig can 
make the skin more sensitive to the sun after contact. After exposure to the plant and 
then the sun, the skin may become red and painful and blister and then turns pro-
foundly brown. Phytophotodermatitis usually presents with odd geographic patterns 
that correspond to the areas where contact occurred (Fig. 16.20).

Sunscreens are divided into organic (soluble) and inorganic (insoluble) and pre-
viously were named chemical and physical sunscreens, respectively. They provide 
protection against sun-induced skin change, most importantly skin cancer. There are 
lots of sunscreen choices in the market, with a wide range of price. The FDA recom-
mends choosing sunscreens with broad-spectrum activity (UVB+UVA), SPF (sun 
protection factor) of 30 and above, and water resistance. The inorganic sunscreens 
(e.g., zinc oxide and titanium dioxide) provide a wide spectrum of UV protection 
but are less cosmetically favored, due to the white appearance of the skin.

Sunscreens should be applied 15–30 minutes before getting exposed to the sun. 
The total amount of sunscreen required to cover the whole body is around 1 ounce. 
Repeat application in 2–4 hours and more frequently with excessive sweating and 
immersion in water. Sunscreen can cause skin irritation; therefore, switching 
between brands may be necessary to find a more tolerable sunscreen.

 Cold Exposure

Frostbite Exposure to subfreezing temperatures can lead to cell death and frostbite. 
Areas affected are usually appendages such as the fingers, toes, ears, and nasal tip. 
Drug and alcohol use may predispose to developing frostbite as they may decrease 
sensation of the affected areas and lower heat-seeking behavior.

Fig. 16.20 Phytophotoder-
matitis with profound 
hyperpigmentation in area 
of contact with plant prior 
to sun exposure
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The mechanism of injury involves vascular instability, inflammation, thrombo-
sis, and tissue damage.

• The first phase involves freezing, which presents with woody induration and 
blanching.

• The second phase presents with pain, swelling with red-blue discoloration, and 
blister formation. It corresponds to vasodilation that occurs in the injured 
vessel.

• The third phase involves the extension of injury and is variable depending on the 
extent of the cold injury.

• The fourth phase is the healing or amputation stage, where the process termi-
nates and is contained to the site of involvement.

Frostbites are classified similar to burns depending on the level of injury. First- 
degree frostbite is called frostnip and resolves completely with no scarring. Second- 
degree causes blistering and neurological sequelae may persist. Third-degree and 
fourth-degree carry a poor prognosis.

Gentle rewarming with warm water is the intervention of choice for frostbite. 
Wound care management and pain control are the other aspects of management for 
frostbite. Evaluation and treatment by a health professional is recommended for all 
frostbite more severe than frostnip.

Chilblains/pernio Chilblains is caused by an abnormal inflammatory response in 
acral skin (fingers and toes) in response to cold exposure. It occurs in areas in the 
world where the weather is cold and damp. Unlike frostbite which occurs after 
exposure to extreme cold, chilblains occurs in the setting of prolonged contact with 
damp chilly weather. It is seen most commonly on the fingers and toes and presents 
with multiple red-blue papules, nodules, and erosions (Fig. 16.21). It is often ini-
tially painful then becomes very pruritic. In severe cases, blistering and ulceration 
is seen. Cigarette smoking can worsen the symptoms [9].

Prevention of chilblains is through avoidance of exposure to cool damp weather 
and wearing proper clothing. Water-proof boots and wool socks are best for keeping 
the feet warm. Ensuring that the toe box of the shoe is wide enough helps to prevent 
restriction of blood flow to the toes. Treatment of active lesions is mid-high-potency 
topical corticosteroids. Those who suffer recurrent episodes may be treated with 
calcium channel blockers such as nifedipine.

Raynaud phenomenon Raynaud phenomenon is caused by vasospasm in response 
to cold exposure. Primary Raynaud’s typically begins before the age of 25 and is 
more common than secondary Raynaud’s, which is found in associated with con-
nective tissue diseases. In Raynaud phenomenon, the affected areas, usually the 
fingers, turn white and numb when exposed to cold temperatures and cold water. 
They will become red-blue and tingle when rewarmed. Prevention is through avoid-
ance of cold exposure and wearing appropriate clothing to keep fingers and toes 
warm. Smoking contributes to vasoconstriction and should be stopped. Swinging 
the affected hands can increase blood flow to the fingertips and may hasten rewarm-
ing. For very severe and recurrent cases, calcium channel blockers may be helpful.
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 Localized heat

Erythema ab igne Those who rely on localized heating such as hot water bottles and 
space heaters are at risk for developing erythema ab igne. In this condition, the skin 
in the area of exposure to the heat develops reticulate purple-brown coloration. The 
skin changes resolve once the contact with the head source is discontinued (Fig. 16.22).

 Skin Signs of Drug Use/Abuse

Drug use and abuse can be reflected in the skin by the traumatic effect of delivering 
the drug, by the effects of the drug itself, or by the effects of contaminants that are 
included in the drug [10].

• Acute changes of flushing and facial redness occur with alcohol use. The facial 
redness can become permanent over time, and in chronic use, liver damage may 
lead to formation of telangiectasias and spider angiomas, jaundice, and nail 
changes.

Fig. 16.21 Chilblains, 
red-blue nodules on toe
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• Formication is skin picking secondary to the delusion of sensing bugs moving 
under the skin. It can be seen in cocaine and methamphetamine users.

• Scars are common signs of drug abuse; they can be linear pigmentation at fre-
quent injection sites or circular and depressed from “skin popping.”

• Granulomatous reactions and/or skin necrosis can occur at the sites of extravasa-
tion of injected drugs.

• Recurrent skin infections including cellulitis, abscess, and necrotizing fasciitis 
can complicate drug use; they can be difficult to treat and lead to systemic 
involvement, e.g., endocarditis.

• Vasculopathy (vascular occlusion) and vasculitis can occur after use of adulter-
ated cocaine with levamisole. It presents with a netlike purpura that involves the 
ears, nose, and other acral surfaces.

 Tattoos and Piercings

 Tattoo Reactions

Tattooing is increasing in incidence among adolescents. It is estimated that 20–25% 
of teens have tattoos. They are used by people from all socioeconomic backgrounds. 
Skin reactions to tattoos do occur and depend on the method of delivery, the media 
or ink used, and the patient reaction patterns.

• Acute inflammatory reaction: An acute inflammatory reaction to the breach of 
the skin barrier and the introduction of dye occurs following tattooing. This usu-
ally improves after 2–3 weeks and is expected in the course of tattooing. Wound 
care during this phase includes prevention of infection through keeping the area 
clean and covered.

• Infections: Infection can be transmitted through the use of unclean needles. 
Tattoos can be a source of blood-borne disease including hepatitis and HIV. Skin 

Fig. 16.22 Erythema ab 
igne from contact heat 
showing reticulate 
hyperpigmentation
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infections can also be transmitted including folliculitis, abscess, warts, and atypi-
cal mycobacterial infections.

• Koebnerization: The Koebner phenomenon describes the tendency of some skin 
diseases (such as vitiligo, psoriasis, lichen planus, and sarcoidosis) to appear fol-
lowing trauma and has been described following tattooing.

• Allergic reactions: Eczematous reactions develop in response to allergens in the 
ink. Red dyes are the most common to cause allergic reactions. Henna tempo-
rary tattoos may also result in allergic contact dermatitis at the site of 
application.

• Photosensitive reactions: Certain pigments can react with sunlight and induce a 
reaction with redness and swelling. Yellow dye (cadmium sulfate) is most likely 
to cause photosensitive reactions.

• Granulomatous reactions: The normal response to a foreign body in the skin is 
the development of foreign body granulomas. Such reactions can occur in 
response to any pigment in the skin and lead to red-purple nodules as the site of 
the ink.

Tattoo removal Tattoo removal is by laser therapy in which the wavelength of the 
laser light is matched with the color of the tattoo ink to be removed. Complications 
include scarring, hypersensitivity response, immediate and permanent darkening of 
certain tattoo inks, and spread of previously localized allergic reactions.

 Piercings

Like tattooing, body piercing has become more popular in recent decades. Common 
sites for piercing have expanded to include the tongue, lips, navel, nose, eyebrows, 
upper helix, nipples, and genitals. Complications of piercings include infection, aller-
gic reactions to the metals used, poor cosmetic outcome, keloid scar formation, and 
Koebnerization of skin diseases (as above). Removal of the jewelry is often recom-
mended when complications arise. Certain sites are particularly prone to complications.

• Ear lobes: Keloid scar formation. Treatment is with intralesional triamcinolone 
injection or surgical removal of the keloid.

• Traumatic tearing of the lobe. Repair is surgical.
• Upper ears: Auricular perichondritis. Fluoroquinolone antibiotics are recom-

mended due to their coverage of pseudomonas infections.
• Tongue: Chipping of teeth.
• Nipples, navel, and genitals: Prolonged healing time.
• Genitals: Infection, compromise of contraception, tears, paraphimosis, priapism.

 Nonaccidental Injury

Nonaccidental injury generally refers to injury secondary to abuse, and this is a risk 
that homeless, runaway, and refugee youth certainly face. Skin changes can also be 
self-induced and result from nonsuicidal self-injury, dermatitis artefacta or as part 
of social media challenges.
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 Skin Signs of Abuse and Maltreatment

Skin signs are recognized in up to 90% of cases of abuse.

• Bruising: Bruising is the most common form of nonaccidental injury. The location, 
size, shape, and number of bruises may make them suspicious. Bruises that occur 
due to everyday bumps usually occur over bony prominences, so bruising on softer 
skin such as the abdomen, ears, and buttocks is concerning. Large bruises and those 
with characteristic shapes may indicate the source of the bruise as sometimes the 
pattern of a hand, belt-buckle, or whip can be seen in the bruise. Concern should be 
raised for those who present with more than three bruises at one time [11].

• Burns: Burns take the shape of the object that causes the burn. Cigarette and 
cigar burns are small and round. Iron burns will have a sharp edge and may have 
islands of spared corresponding to depressions in the iron surface. Other metal 
objects such as forks and buckles will leave a characteristic pattern. Scald burns 
are often seen in a glove/sock distribution or over the buttock [11].

• Bites: Bites have a characteristic half-moon shape. Human bites cause crush 
injury more frequently than pierce injury. Toddler bites can be distinguished 
from those caused by adults by their small size. If the bite does break the skin, 
antibiotics are recommended [11].

• Sexual abuse: Sexual abuse can be perpetrated on both males and females, but 
females are more commonly the victims. 90% of perpetrators are men and most 
are relatives or acquaintances. Anal tears, sphincter dilation, genital bruising, and 
STIs all can be indications of abuse [12]. All cases of suspected child sexual 
abuse must be reported to Child Protective Services or police.

• When child abuse is suspect, prompt reporting to child protective services or 
police is mandatory to assure the safety of the child.

• Adolescents or young adults who present with injuries suspicious of battery may 
raise the concern about being sex or labor trafficked. All patients with injuries 
suspicious for battery must be interviewed privately and, depending on local 
legislation, law enforcement may need to be notified.

Mimickers of abuse: Several dermatologic conditions frequent raise alarm about 
the potential for abuse and should be considered in the differential diagnosis when 
evaluating for potential abuse.

• Dermal melanosis (Mongolian spots): Congenital gray-blue pigment, usually in 
the sacrum but often seen at remote sites. May be mistaken for bruising.

• Post-inflammatory pigmentation: Particularly when following localized eczema, 
post-inflammatory pigmentation can be mistaken for bruising.

• Phytophotodermatitis and lichen striatus: Both of these conditions present with 
linear lesions and may have bizarre patterns that raise the concern of a whip- 
mark or contact with a toxic chemical such as acid.

• Vasculitis: Deep purple bruise-like papules and nodules. Usually found in dependent 
areas.

• Staphylococcal impetigo, ecthyma, and staph-scalded skin syndrome. Toxins released 
from S. aureus can cleave the skin leaving superficial blisters that resemble burns.

• Lichen sclerosis: Scarring, porcelain-white pigment change, erosions, petechiae, 
and pain of the vulva can all occur in the setting of lichen sclerosis and may be 
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quite concerning for sexual abuse. An hour-glass shape to the pigment is a char-
acteristic for the changes seen in lichen sclerosis. Extragenital involvement, 
when present, may be a clue to the diagnosis of lichen sclerosis.

• Acute genital ulceration: Acute genital ulceration also known as “Lipschutz” 
ulcer is a nonsexually transmitted condition seen most commonly in adolescent 
girls. It is most commonly, but not always, associated with EBV infection. It 
presents with single or multiple deep painful genital ulcerations and often occurs 
in the absence of any sexual contact. It follows an acute course with rapid onset 
and healing within approximately 6 weeks. Diagnosis is clinical and is made 
when other infections have been excluded.

 Nonsuicidal Self-Injury

Nonsuicidal self-injury is common during adolescence and is estimated to occur in 
up to 25% of teens. It usually first emerges during early adolescence and is associ-
ated with depression, anxiety, eating disorders, and substance abuse. Methods of 
self-harm most commonly utilized are banging the skin, cutting, and biting. Often 
more than one type of injury can be seen. Many teens who self-injure have friends 
who also do so. When asked, teens report a variety of reasons for causing self-harm 
including the following: “get rid of bad feelings,” “get control of a situation,” 
“relieve negative emotion,” and “feel something even if it is pain.” Complications of 
self-injury can include infection and scar formation at the sites of cutting or scratch-
ing. Intralesional injections of triamcinolone (10–40 mg/ml) into hypertrophic or 
keloid scars can help to minimize the itch, elevation, and tenderness [13].

 Dermatitis Artefacta

Dermatitis artefacta differs from nonsuicidal self-injury in that persons affected do 
not readily admit to causing the lesions [1]. It is most commonly seen in females, is 
most prevalent in teens and young adults, and may be a call for help. Skin changes 
often result from repetitive trauma, application of toxic substances, scratching with 
sharp objects, or even painted on with dye, nail polish, or lipstick. Dermatitis arte-
facta can be recognized as bizarre skin lesions that appear in an instant and are 
clustered in areas that can be reached by the affected individual. Direct confronta-
tion is best avoided initially until a strong therapeutic relationship has formed. 
Referral to mental health is helpful though is often declined.

 Social Media Fads

With the advent of social media, trends can travel quickly and potentially harmful 
activities catch on in friend groups and can lead to clusters of injuries. A few social 
media fads with dermatologic consequences have circulated recently.
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• Salt-ice challenge: In this challenge, salt is placed on the skin and then ice is held 
in contact with the salt. This contact caused localized decrease in skin tempera-
ture below the freezing point and can lead to localized frostbite at the site of 
application.

• Fire challenge: In the fire challenge, a highly flammable liquid such as rubbing 
alcohol is poured onto the skin and then lit. The premise is that the liquid will 
flash burn and the fire will be out before the skin is burned. It puts participants at 
risk for severe burns.

• Eraser challenge: During the eraser challenge, the skin is rubbed with an eraser 
for a set duration of time, often long enough to sing the ABCs. The result is a 
friction burn at the site of rubbing (Fig. 16.23).

• Slime challenge: There are several variations to the slime challenge including 
speed-making of slime and attempts to make slime out of a variety of household 
chemicals. Several cases of irritant contact dermatitis have been reported in those 
with frequent exposure to slime.

Useful Resources Free online general dermatology resource

 – www.dermnetnz.org

• Skin infections

 – https://www.aad.org/public/diseases/contagious-skin-diseases

• Atopic dermatitis

 – https://www.aad.org/practicecenter/quality/clinical-guidelines/atopic-derma-
titis/topical-therapy/topical-corticosteroids-recommendations

 – https://eczemahelp.ca/wp-content/uploads/2016/11/ESC-Atopic-Dermatitis-
Practical-HCP-Guide-2nd-Ed-2016.pdf

Fig. 16.23 Eraser 
challenge
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• Bedbugs

 – https://www.cdc.gov/parasites/bedbugs/health_professionals/index.html

• Scabies

 – https://www.cdc.gov/parasites/lice/
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Chapter 17
Challenges Faced by International 
Migrants and Refugees to the Health, 
Development, and Well-Being 
of Adolescents and Youth

Curren Warf, Evelyn Eisenstein, Abdul Karim AlMakadma, John Howard, 
Diana Birch, Irene Jillson, and Grant Charles

 Part 1: The Scope of Displacement and the Rights of Refugees 
Under International Agreements

 Introduction: The Scope of Displacement

The World Health Organization estimates that globally there are currently 272 mil-
lion international migrants (up from 150 million in 2000), of whom 25.9 million 
are refugees (up from 14 million in 2000) and 763 million internal migrants. This 
represents 3.5% or one in seven of the world’s population. There has been an 
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almost 50% increase since 2000 and a higher number than ever in human history. 
About 86% of these people are now hosted by developing countries. There were 
41.3 million internally displaced people in 125 countries in 2019 (up from 21 mil-
lion in 2000). These people were displaced primarily by disasters (24.2 million) or 
conflict and violence (6.9 million in 37 countries). There are about 13 million child 
refugees, 936,000 asylum-seeking children, and 17 million children who have 
been forcibly displaced inside their own countries. This is a doubling of numbers 
since 2000 [1].

The majority of international migrants leave for work or education or to rejoin 
family. Of international migrants, 65 million have been forcibly displaced [2]. The 
largest number of displaced people were hosted by Asia (14.7 million), followed by 
Africa (6.3 million), Europe (3.5 million), North America (970,000), and Latin 
America and the Caribbean (420,000). According to the International Organization 
of Migration [3], by the end of 2016, there were a total of 22.5 million refugees with 
20.4 million under the auspices of the United Nations High Commissioner on 
Refugees (UNHCR) mandate. Additionally, there are 5.5 million refugees regis-
tered by the United Nations Relief and Works Agency (UNRWA) for Palestinian 
Refugees in the Near East, marking the highest number of refugees on record. The 
crisis of refugees has rapidly expanded with the rapid growth of the conflicts in the 
Middle East and the state sponsored genocide of the Rohingya in Myanmar.

A large portion of global migrants and refugees are children, recently esti-
mated to be about 31 million, of whom 13 million are child refugees, 936,000 
asylum- seeking children, and 17 million who had been forcibly displaced within 
their country of origin [3–5]. An estimated 75,000 unaccompanied and separated 
children lodged an individual asylum application in 70 countries in 2016. This is 
thought to be an underestimation of the true number of unaccompanied and sepa-
rated children [6].

A special subcategory within the overall population are irregular (undocumented) 
migrants and refugees; these are individuals who leave their home displaced by 
violence, persecution, environmental catastrophe, or poverty or for other reasons to 
enter a country without legal documents or permission. The exact numbers of peo-
ple within this category are notoriously difficult to determine and are not known 
given that they operate out of official sight [7].

The only existing database on global migrant fatalities is the International 
Organization for Migration’s Missing Migrants Project [7]. Refugees are the migrant 
population most likely to be victims of human trafficking [8]. They are also most 
likely to die while attempting to migrate. Commonly, bodies are lost in the desert at 
the US-Mexico border, in the Mediterranean Sea in attempted passage from North 
Africa to Europe, and in other situations. Data about deaths is not aggregated 
according to migration status, adolescents are confounded with adults, and child 
deaths are often not recorded [7]. Frequently what one is left with are news reports 
of disturbing tragedies.

International refugees and migrants face grave barriers in obtaining basic health-
care. These barriers vary according to migration status. Irregular or undocumented 
migrants frequently arrive without legal documents or permits, are subject to 

C. Warf et al.



351

 detention and deportation, are most excluded, and face the greatest barriers to access 
healthcare [9, 10]. They may only be able to access care if they pay the entire cost 
of care or in emergency circumstances. These barriers inherently exclude them from 
preventive services or primary care and force children, youth, and their families to 
wait until medical conditions are more advanced and expensive to treat if they 
access health services at all.

Migrants’ access to healthcare demands urgent attention. According to the World 
Health Organization, and in accordance with international human rights frame-
works, all WHO member states, including Canada, the United States, and other 
developed countries, should commit to protecting the right to health and the right to 
access health services for migrants, refugees, and asylum seekers regardless of 
migration status [11, 12].

 Factors Driving Migration

There are five major factors that drive large-scale migration including (1) poverty 
and economic insecurity, (2) social violence in the country of origin, (3) extreme 
ethnic persecution, (4) active warfare, and (5) climate and environmental change. 
While there is, unfortunately, an almost endless list of examples within each cate-
gory, the following provides an overview of the current state of affairs.

 Poverty and Economic Insecurity

Poverty and economic insecurity have traditionally played the major role in moti-
vating migration. This remains the case in much of the world, though paradoxically 
migrants may move to a situation where they are even more economically marginal-
ized and insecure and are no better off than where they had left. However, the drive 
for more opportunities, especially for one’s children, is strong and persistent. It is 
important to remember that poverty and economic stagnation in the developing 
world is commonly the historic and ongoing colonial legacy of economic and politi-
cal exploitation.

 Social Violence

A second driver of migration is social violence in the country of origin. This has 
been a particularly significant factor for those migrants to the United States from 
Central America and recently from Mexico. The violence originates from gangs, 
police or the military, ethnic persecution, or interpersonal violence and in particular 
violence directed against women and sexual minorities [13]. While data in this area 
is sparse, the persecution of LGBT adults and youth clearly plays a major role, 
sometimes under the guise of “moral cleansing” [14].
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 Ethnic Persecution

A third factor is extreme ethnic persecution which creates situations from which 
people flee in mass. Extreme ethnic persecution forced the Rohingya population to 
leave Myanmar in 2017. Their only crime seems to be living as a discernible Islamic 
and ethnic minority in a predominantly Buddhist country. They were driven without 
possessions from their land to Bangladesh; in Bangladesh they became “stateless 
persons” as well as displaced refugees [1]. Similarly, peoples such as those of the 
Yazidi religious faith have been forced to flee Syria, and indigenous peoples forced 
to flee Guatemala. There are many other examples.

 Active Warfare

A fourth cause of migration is active warfare involving the military of various coun-
tries that has created intolerable conditions for children and families. This com-
monly results in the destruction of the healthcare and educational systems. Highly 
destructive weapons including cluster bombs, targeted aerial bombings of hospitals, 
and other social infrastructure commonly occur. There are many examples of this 
including Yemen, Iraq, Afghanistan, and Syria. Most of these wars can be under-
stood as attempts by outside powers to extend their influence or carry out purport-
edly strategic maneuvers, with no meaningful regard for the well-being of the local 
people. With the destruction of the health infrastructure, potable water supplies, and 
sewage systems, infectious diseases become major threats; as an example, Yemen is 
currently experiencing the largest cholera epidemic in recorded human history. An 
estimated 41.3 million people were displaced by conflict and violence in 2018, the 
highest on record since monitoring was initiated by the Internal Displacement 
Monitoring Centre in 1998 [1].

 Climate Change

The fifth and a growing cause of migration is climate and environmental change. This 
is perhaps the least understood of the factors driving migration and, as such, requires 
additional attention in this chapter. Climate change plays a significant and growing 
role in the displacement of populations. In 2018 approximately 61% or 17.2 million of 
the world’s internally displaced population was caused by natural disasters. Although 
being seen throughout the world, the Western Pacific is particularly prone to extreme 
weather events with floods, droughts, rising sea levels, and storm surges including 
tsunamis, cyclones, and typhoons that are expected to become more frequent and 
more severe due to the impact of global warming and climate change [15, 16].

A prime example of the health impact of climate change occurred in March 
2019, when two subsequent cyclones, driven by global warming, devastated 
Mozambique, Zimbabwe, and Malawi, destroying the homes and crops of some 2 
million people [17]. This destruction was shortly followed by an epidemic of chol-
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era, with the expectation that malaria, dengue fever, and measles will soon become 
widespread. HIV treatment has been interrupted. Starvation is emerging as a signifi-
cant threat [18].

Global warming is also having an escalating effect in the Americas, with more 
frequent and more powerful hurricanes affecting the environment of Caribbean 
island nations and on indigenous communities in South America. Low-lying densely 
populated urban areas in many countries are threatened, for example, New Orleans 
in Louisiana, USA, and Jakarta, Indonesia, are increasingly subjected to widespread 
flooding.

Migration and human displacement from rural to urban areas, and between coun-
tries and continents driven by climate change-related drought, crop failure, and food 
shortages, as well as outbreaks of infectious diseases including cholera outbreaks 
and measles among unvaccinated migrants and refugees, will be significant [19].

Climate change is also an emerging factor in driving migration from Central 
America and Mexico to North America. Rising temperatures and drought have 
affected food production, wiping out harvests and leaving families destitute. A large 
proportion of people in Central America live in rural areas and are especially vulner-
able to climate change and drought. An estimated 82% of maize and bean crops 
were lost in Honduras due to drought conditions in Central America that put about 
3 million people at risk for food insecurity [1]. The World Bank concluded that over 
the next three decades, 1.4 million people could be driven to leave their homes in 
Mexico and Central America due to climate change [20].

In addition to the extreme weather events mentioned above, much of the world’s 
population will be subject to extreme recurrent heat waves profoundly affecting 
agriculture, food production and supplies, and availability of potable water, with 
flooding of coastal and low-lying areas of the world. This will force widespread 
migration disrupting core public health infrastructure and overwhelm health ser-
vices. Lower-income communities and marginalized populations, with lower capac-
ity to prepare for and cope with extreme weather and climate-related events, are 
expected to experience greater impacts.

Climate change increasingly threatens indigenous communities’ livelihoods, 
economies, health, and cultural identities by disrupting social, physical, and eco-
logical systems [21]. These effects will take place worldwide in the coming years in 
North America, Latin America, Asia, sub-Saharan Africa, and the Middle East. 
Climate change is truly a global crisis that will continue to escalate and unfold, 
inevitably give rise to increased forced migration, and threaten the world of future 
generations for the foreseeable future. With the effects of global warming expected 
to increase, the number of environmental migrants is expected to reach from 200 
million to 1 billion people by 2050 [22].

The 2018 report from Lancet Countdown on health and climate change: shaping 
the health of nations for centuries to come [23], the Fourth National Climate 
Assessment [24] released in 2018, and the 2018 IPCC Special Report, Global 
Warming of 1.5 C; Summary for Policymakers [25] provide overwhelming scientific 
evidence for the advance of global warming and impending disastrous effects on 
human health with inevitable widespread migration.
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 New Factors Enabling Migration and the “Healthy Immigrant Effect”

In addition to the aforementioned core factors, there are a number of influences that 
make migration more accessible including the digital revolution, lower travel costs, 
and improved technology and feasibility of travel. Another influence is the desire to 
access health services.

It is important to appreciate that migration does not always have a negative 
impact and may open opportunities for the future of the individual, the family 
and, significantly, the receiving country. Immigrant populations frequently expe-
rience better health than native populations [26]. This “healthy immigrant effect” 
may be due to self-selection of voluntary immigrants with educated, wealthy, 
and healthy people being more likely to have opportunities to immigrate and the 
exclusion of poorly resourced and less healthy migrants at immigration 
pre-screening.

The “healthy immigrant effect” does not exist for forced migrant populations 
who flee armed conflict or ethnic persecution, as forced migration is involuntary, 
occurs on short notice, and impacts all classes of the community [27]. Even within 
situations of migration for economic opportunities, there can be detrimental conse-
quences. Parents who migrate for economic opportunities, whether internally or 
internationally, commonly leave young children and adolescents behind for extended 
periods. This loss of primary consistent attachment figure is known to have perni-
cious negative effects on the emotional well-being and development of children 
and youth.

 International Agreements on the Right to Health for Migrants 
and Refugees

The right to health is a fundamental, internationally recognized, and ratified human 
right. The right to health is recognized in the inherent dignity of the equal and 
inalienable rights of all members of the human family by the United Nations 
Universal Declaration of Human Rights signed in 1948 by all countries which 
states that:

Everyone has the right to a standard of living adequate for the health and well-being of 
himself and of his family [28]

The International Covenant on Economic, Social and Cultural Rights clearly 
expresses that the right to health obligates governments to ensure that:

Health facilities, goods and services are accessible to all, especially the most vulnerable or 
marginalized sections of the population in law and in fact, without discrimination on any of 
the prohibited grounds [29].
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The right to health for refugees and migrants is recognized in the International 
Framework of Human Rights elaborated by the Member States of the United 
Nations and is upheld by international human rights law [30]. These rights are fur-
ther affirmed by the United Nations High Commissioner for Refugees (UNHCR) 
Convention Relating to the Status of Refugees [31, 32].

The World Health Organization Constitution affirms that “the highest attainable 
standard of health is one of the fundamental rights of every human being” [33].

Basic principles advocated by the World Health Organization include [34]:

 1. Promoting universal health coverage
 2. Reducing mortality and morbidity among refugees and migrants through public 

health interventions
 3. Protecting and improving the health and well-being of women and girls
 4. Promoting continuity of care
 5. Promoting gender equality and empowering women and girls
 6. Improving communication and countering xenophobia
 7. Strengthening partnerships, coordination, and collaboration

 Accessibility of Healthcare

The UN Committee on Economic, Social and Cultural Rights comments that imple-
menting the International Covenant on Economic, Social and Cultural Rights entails 
“being able to receive care which is available, accessible, acceptable and of good 
quality.” Accessibility is described in four dimensions: non-discrimination, physical 
accessibility, economic accessibility and information accessibility [35].

 Nutrition, Water, Housing, and Sanitation

The UN Committee on Economic, Social and Cultural Rights states that the right to 
health must be interpreted broadly to embrace key socioeconomic factors that pro-
mote conditions in which people can lead a healthy life. These include “food and 
nutrition, housing, access to safe and potable water and adequate sanitation, safe 
and healthy working conditions, and a healthy environment” [36].

 Attaining Health Equity for Migrants and Refugees

In addition to the universal right to healthcare, the special needs of migrants and 
refugees have to be taken into account. The United Nations High Commissioner on 
Refugees (UNHCR) holds that ensuring the health of refugees and other forcibly 
displaced people is a key priority and advocates:
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 1. Cost-free essential primary healthcare and emergency services during an 
emergency

 2. Childhood vaccinations
 3. Prenatal and delivery care
 4. Communicable disease control

The World Health Organization holds that universal health coverage is a key 
aspect of the right to health [37] and is defined as:

Ensuring that all people have access to needed promotive, preventative, curative, and reha-
bilitative health services, of sufficient quality to be effective, while also ensuring that peo-
ple do not suffer financial hardship when paying for these services [38].

The “WHO Rapid Review: Addressing the Health Needs of Refugees and 
Migrants” states:

The inclusion of migrants, refugees and asylum seekers in Universal Health Care policies 
and financial protection is imperative to uphold the right to health and access to health 
services for these populations. States should consider linking Universal Health Care for 
migrants and refugees to the entitlements of the local population…. Reforms to include 
migrants, refugees and asylum seekers in universal health coverage schemes will require 
strong political decisions from agencies outside the health sector that govern migration and 
labor policies [39].

Inclusion of migrants and refugees in Universal Health Care is a human rights 
imperative because they may be vulnerable to discrimination and exploitation and 
their access to healthcare may be hampered by political, legal, economic, cultural, 
and practical barriers [40]. The location of refugees and migrants can vary widely, 
whether they reside in urban areas, refugee camps, or urban areas, whether in poor 
or wealthy nations; all need access to healthcare.

Health status and health equity for immigrants, in particular children and youth, 
is not solely the result of health policy or health services but requires a willingness 
of policy makers as well as clinicians and public health officials to address political 
and socioeconomic factors and institutions that affect migrant and refugee health. 
Their health depends on sectors other than healthcare including education, employ-
ment, food access, housing, water, sanitation, family cohesion, transportation, and 
more. In addressing challenges to the health of refugees and migrants, including 
children and adolescents, it is important to grasp the complexity of the challenges 
they face [41].

The health of migrant and refugee communities can be affected positively or 
negatively by social policy changes. For example, reduction of funding for wel-
fare, housing, hospitals, and community agencies can result in reduced access to 
healthcare, housing instability, homelessness, lack of employment, increased 
social isolation, deterioration of mental health, and increase in family violence 
[41] with profound and lasting impact on the physical and mental health of chil-
dren and youth.
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 Examples of Existing Models of Provision of Universal Health 
Coverage for Migrants

A number of European Union countries provide irregular (or undocumented) 
migrants with insurance coverage in the national health system, even without finan-
cial contributions [40]. In 2010, France, Italy, Netherlands, Portugal, and Spain 
gave “undocumented migrants access to virtually the same range of services as 
nationals of that country” [42]. These serve as model approaches of what can be 
accomplished.

Each member country of the Association of Southeast Asian Nations (ASEAN) – 
including Indonesia, Malaysia, the Philippines, Singapore, and Thailand  – pro-
vides a system of Migrant Inclusion Health Insurance, each unique to the 
country [43].

In 2014, the 53rd Directing Council of the Pan American Health Organization 
the Member States approved the Strategy for Universal Access to Health and 
Universal Health Coverage as the overarching framework for health system 
action to protect the health and well-being of migrants. In April 2017, the min-
isters of health and health authorities of Latin American countries signed the 
Ministerial Declaration on Migration and Health in Mesoamerica which recog-
nizes the commitment to improve the health of migrants. In November 2017, the 
South American Conference on Migration highlighted the importance of inclu-
sive public policies on migration that consider migrants to be “under the same 
conditions as nationals in the host country regardless of their origin, nationality, 
or immigration status.”

 Education for Migrant Children and Young People: 
A Key Determinant of Health

Education is a key determinant of health, and schools are common points of access 
for nutrition, health education, healthcare, and counseling for children and youth. 
Education is integral to the improvement of population health. Refugee and migrant 
children commonly have challenges in accessing education related to lack of flu-
ency in the language of their new home, prior interruption of education for months 
or years, and commonly a need to catch up with peers; they may also struggle in 
school because of post-traumatic repercussions and learning disabilities.

For children and youth who have missed out on their education due to circum-
stances they had no control over, there may be accelerated learning programs avail-
able to complete primary education in a shorter period of time providing certification 
and allowing continuation in formal post primary education.
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Education is essential for refugee and migrant children, youth, and adults to fully 
participate in their new society and can play a signal role in enabling economically 
and socially marginalized children and adults to leave poverty.

Indigenous people who are refugees and migrants, including children and ado-
lescents, face additional barriers when migrating. They have commonly been 
 traumatized by military persecution prior to leaving and do not speak the dominant 
language – for example, indigenous refugees fleeing persecution in Guatemala who 
arrive in the United States commonly speak neither English nor Spanish, have poor 
educational background, and face significant barriers in integrating into the host 
society, including accessing education, housing, and healthcare.

The process of immigration can take months or years. During this period refugee 
children and youth may languish in refugee camps, not attend school, or live in 
areas where their native language is not spoken. They may not have opportunities to 
develop job skills; participate in healthy opportunities of leisure, sports, or recre-
ation; and at times be further traumatized. It is essential that in environments where 
children and youth are held, including refugee camps and temporary shelters, their 
educational needs be prioritized to prepare them for social integration and employ-
ment at the earliest opportunity.

In the United States, all children are entitled to free public education and special-
ized educational services regardless of immigration status [44].

All migrants and refugees have the right to education as articulated by the 
Universal Declaration of Human Rights, the UN Conventions on the Rights of the 
Child, and multiple other international agreements [45].

 Reducing Morbidity and Mortality Through Public Health 
Interventions

 Prevention of Communicable Diseases

One of the key priorities of the World Health Organization is the provision of vac-
cinations for vaccine preventable diseases [46]. Key infectious diseases such as 
measles, mumps, rubella, polio, and hepatitis B are high-priority targets for vaccina-
tion, particularly in migrant communities [47]. Many migrants and refugees may 
not have had access to vaccines or may not understand local vaccination programs; 
in addition, there have been high rates of dropout from universal vaccination pro-
grams, and records remain incomplete or lost, so that many migrant children either 
have lack of vaccination or the status is unknown [48].

It is important to make available written material about immunizations and other 
health interventions in the first language of the recipients of care whenever possi-
ble. There is evidence that written material in the patient’s language is associated 
with improved trust in the healthcare provider and lead to improved vaccination 
rates [49].
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Current guidelines recommend catchup immunizations for migrant children with 
incomplete or absent vaccination records, which has been shown to be effective 
[50]. Under conditions when vaccination records are not available among displaced 
persons and refugees, there is some evidence that mass vaccination for measles can 
be cost-effective and more effective than targeted immunization [51]. It is essential 
that all children and youth be screened for tuberculosis with evaluation, treatment, 
and monitoring.

 Immunizations

For families in refugee camps, in addition to the common childhood vaccines, 
other vaccines may be indicated such as oral cholera vaccine as had been uti-
lized in refugee and internally displaced person camps in Iraq [52]. Promotion 
of regular handwashing with access to clean water has been shown to be effec-
tive in reducing transmission of cholera.

During periods of emergency displacement of people, there are commonly out-
breaks of HIV and TB, as well as outbreaks of malaria in specific areas of Africa and 
Asia. It is important to continually evaluate trends of these conditions and respond 
effectively [53].

 Potable Water

Armed conflict and climate disasters related to global warming both threaten avail-
ability of potable water to large populations threatening large populations. In par-
ticular, cholera, once thought to have been relegated to history, has had repeated 
grave outbreaks. In 2018 cyclones devastated Mozambique and cholera emerged as 
a major threat to the population. In 2010, a historic outbreak of cholera took place 
in Haiti following devastation of an earthquake with flooding and contamination of 
the water supply. Cholera remains a problem in Haiti.

The comparative incidence of cholera in Haiti has been far exceeded by the con-
tinuing catastrophe in Yemen where cholera remains at unprecedented epidemic 
proportions since 2016–2017; the World Health Organization has stated that, with 
over one million cases, this is among the worst epidemics of cholera in recorded 
human history. This epidemic is directly related to the systematic destruction of the 
sanitation system and water supplies through aerial bombing by Saudi Arabia.

 Consequences of Malnutrition

Prior to migration, children and youth may have experienced significant malnutri-
tion over an extended period of time at early developmental stages which can lead 
to pernicious learning disabilities in addition to pubertal delay for adolescents and 

17 Challenges Faced by International Migrants and Refugees to the Health…



360

other signs of malnutrition. It is essential in the course of stabilization that particular 
effort be made to assure regular and reliable access to adequate food and nutrition, 
housing, water, and toilet and bathing facilities.

 Protecting and Improving the Health and Well-Being of Girls 
and Young Women

The WHO recognizes that “gender equality is not simply a female issue and can 
only be achieved through partnership between women and men and girls and boys…
(it) implies that the interests, needs and priorities of both women and men are taken 
into consideration” [54] and that “Capacity building programmes for women 
migrants and refugees, and strategies for strengthening women’s participation and 
leadership can be adapted for different cultures and local contexts” [55]. “Extensive 
research indicates that a gendered divide exists for equal opportunity in many soci-
eties globally. Whilst discrimination affects all women, a disproportionate effect is 
evident for those further marginalised by refugee or migrant status” [56]. “Informed 
by age, religion, race, ethnicity, disability, displaced women and children are at 
higher risk of sexual and gender-based violence and harassment and humiliation. 
Migration can challenge traditional gender-roles and compromise accessibility to 
services” [57].

 Reproductive Health

Across the spectrum of sexual and reproductive health, it is essential to acknowl-
edge the heterogeneity of women’s beliefs and the influence these beliefs have on 
how, when, and why women access sexual and reproductive health services [58]. 
Migrant women and girls are an exceedingly diverse group, and sexual and repro-
ductive health is shaped by economic and migration status, ethnicity, culture, reli-
gion, gender, and family and personal experiences [59].

Migrant and refugee women, particularly those under age 20, who have limited 
language proficiency and education, single, and/or have an unplanned pregnancy 
are most vulnerable to not seeking care [60]. Young women who are pregnant and 
seeking asylum may avoid prenatal care for fear of facing deportation or due to 
perceived lack of service eligibility and fears related to registering with the authori-
ties that may lead to deportation [61]. This may be further complicated by local 
clinical service providers and others in the healthcare workforce lack of familiarity 
with eligibility qualifications and policies [61].

Though highly diverse, young migrant women and girls commonly come 
from backgrounds of economic hardship, have limited knowledge of how to 
access the existing healthcare system, and have few resources. When they seek 
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work in a new country, they are often paid extremely low wages and are unable 
to afford decent housing accommodation, or they might have to travel extensive 
distances for work, putting further strain on limited resources and reducing 
accessibility to civil and health services. Women’s lack of access to the labor 
market leads to lower-paying and less regulated jobs, including domestic work. 
This may expose women to exploitation and human trafficking. A new Counter 
Trafficking Data Collaborative (CTDC) providing the first data on global human 
trafficking has identified over 40,000 registrants from 107 countries, 54% 
women, 20% girls, 22% men, and 5% boys. There were regional differences in 
the types of trafficking with the Americas predominately sex trafficking, Europe 
predominately labor trafficking, and Asia and Africa with relatively similar pro-
portions [62].

Housing is a potential area of disadvantage and inequality for women, especially 
where women are seeking refuge from a violent partner. Women, unable to find 
work, may be at greater risk for physical or sexual exploitation causing inequalities 
to become further entrenched [63]. They commonly also have linguistic barriers that 
can significantly impair access to healthcare and health education [59]. They may 
have little idea of their rights and what resources are (or are not) available. Whatever 
access they may have had to family planning or contraception has likely been inter-
rupted and discontinued during the migration process [64].

The Columbia University Mailman School of Public Health has developed “The 
Reproductive Health Access, Information and Services in Emergencies” (RAISE) 
model of ensuring good quality comprehensive reproductive health services in 
emergency situations [65]. The five main areas of focus for RAISE are:

 1. Basic and comprehensive emergency obstetric care, including post-abortion care
 2. All family planning methods and emergency contraception
 3. Sexually transmitted infection prevention and treatment
 4. HIV prevention, including voluntary counseling and testing, prevention of 

mother to child transmission, and referral and medical response
 5. Referral for gender-based violence

Since 2011, the RAISE initiative has had a more intensive focus on contraceptive 
services and abortion-related services in humanitarian settings to address significant 
gaps in service [66].

 Challenges to Mental Health

There are many factors associated with becoming a migrant or refugee associated 
with severe challenges to mental illness including personal experience of trauma, 
loss of loved ones (especially parents and siblings), social isolation, barriers to 
access to care, experiencing ethnic, gender or religious discrimination, and erratic 
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access to and utilization of services. All of these can precipitate negative mental 
health outcomes [67].

Many refugees and asylum seekers, in particular children and youth, have sur-
vived significant traumatic experiences. The mental health impact of these experi-
ences varies according to the developmental level of the child or youth. The strongest 
protection that children have to protect them from these exceedingly difficult and 
critical experiences is the consistent support and presence of their parent or consis-
tent caregiver, usually their mother and/or father. Forced separation from parents, 
loss of parents, or incapacity of parents because of their own trauma can be devel-
opmentally devastating for children. This is particularly so under circumstances of 
migration when the past community has been lost, contact with grandparents and 
extended family members and friends is impossible, and there has been a disruption 
of relationships with familiar friends and peers.

Policies that result in the involuntary and unjustified separation of children and 
youth from parents or caregivers, particularly for prolonged periods, lead to signifi-
cant psychological trauma and reduce resiliency. In working to attain health equity, 
it is of high importance to consider the cultural and language barriers and maximize 
efforts to recruit health personnel who are aware and culturally competent to address 
these barriers.

The UN Conventions on the Rights of the Child Article 9 states that:

States Parties shall ensure that a child shall not be separated from his or her parents against 
their will, except when competent authorities subject to judicial review determine, in accor-
dance with applicable law and procedure, that such separation is necessary for the best 
interests of the child...such as one involving abuse or neglect of the child by the parents, or 
one where the parents are living separately and a decision must be made as to the child’s 
place of residence [68].

The Society for Adolescent Health and Medicine issued a Statement on Forced 
Family Separation stating:

It is deeply and profoundly damaging to the emotional development and health of any child 
or adolescent to be involuntarily separated from their mother or father and this separation 
can affect their emotional and physical health and development for their entire lives. This 
inhumane approach conflicts with our society’s, our families’ and our profession’s most 
fundamental responsibility to protect children and adolescents [69].

In addition, children and youth in the course of migration or when encountering 
the new society may experience assault or trauma, including sexual assault and/or 
exploitation. Some may have been involved in survival sex or coerced into prostitu-
tion. Under some circumstances, youth may have been forced to participate as child 
soldiers. All of these experiences greatly endanger the mental health and well-being 
of the child and youth. Under the most grave circumstance, children and youth may 
have survived war, lost family members, survived significant injuries, or even expe-
rienced torture. Displacement, loss of family and loved ones, survival of war, and 
postmigration detention put them at higher risk for morbidity from mental health 
conditions [70].
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The result of severe trauma may lead to multiple mental health diagnoses. It 
is essential to keep in mind that the spectrum and complexity of children and 
youth’s response to trauma and loss of loved ones can have varied and pernicious 
effects. The diagnostic label is less important than finding stability and 
reconciliation.

Refugee women and girls may have survived armed conflict and experienced 
significant trauma and loss, including sexual assault, intimate partner violence, or 
loss of offspring or male partner. Under some circumstances, young refugee women 
may have participated in sex work or survival sex and carry a high risk for sexually 
transmitted infection, including HIV [71].

Migration factors that affect mental health

Premigration Migration Postmigration

Adult

Economic, educational, 
and occupational status in 
country of origin

Trajectory (route, 
duration)

Uncertainty about immigration or refugee 
status

Disruption of social 
support, roles, and network

Exposure to harsh 
living conditions (e.g., 
refugee camps)

Unemployment or underemployment

Trauma (type, severity, 
perceived level of threat, 
number of episodes)

Exposure to violence Loss of social status

Political involvement 
(commitment to a cause)

Disruption of family 
and community 
networks
Uncertainty about 
outcome of migration

Loss of family and community social 
supports. Concern about family members 
left behind and possibility for 
reunification
Difficulties in language learning, 
acculturation, and adaptation (e.g., change 
in sex roles)

Child

Age and developmental 
stage at migration

Separation from 
parent/caregiver/
community/extended 
family

Separation from parent/caregiver
Stresses related to family’s adaptation
Security of housing and food

Disruption of education Exposure to violence Difficulties with education in new 
language

Separation from extended 
family and peer networks

Exposure to harsh 
living conditions (e.g., 
refugee camps)
Poor nutrition

Acculturation (e.g., ethnic and religious 
identity; sex role conflicts; 
intergenerational conflict within family)
Discrimination and social exclusion (at 
school or with peers)

Kirmayer, L.  J., Narasiah, L., Munoz, M., Rashid, M., Ryder, A.  G., Guzder, J., Hassan, G., 
Rousseau, C., Pottie, K., Canadian Collaboration for Immigrant and Refugee Health (CCIRH) 
(2011). Common mental health problems in immigrants and refugees: general approach in primary 
care. CMAJ: Canadian Medical Association journal = journal de l’Association medicale cana-
dienne, 183(12), E959–67
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 Fostering Recovery

Critical in their recovery is security of home; presence of familiar and loved adults, 
especially parents and siblings; and reliable access to food and nutrition. The immi-
gration process in the accepting country can foster resiliency either by respecting 
and maintaining these critical relationships, promoting safety, food security, hous-
ing, and education, or may complicate the child or youth’s trauma by separating him 
or her from their mother and father and put them in postmigration detention 
 disrupting their core relationships. These practices are destined to complicate the 
mental health of youth as they mature.

 Valuing Resiliency

It is critical that those who care for children who have survived these traumatic 
experiences be aware that children and youth are frequently capable of great resil-
ience despite traumatic beginnings, provided that they are given stability, love, edu-
cation, and opportunities to develop skills and a sense of self. Understanding the 
cultural assets that migrant children, youth, and families bring and facilitating dia-
log that supports these families as valuable resources to society can support integra-
tion and foster resilience [44]. Management of children and youth does not only 
need multidisciplinary experts but the involvement of experts or trained persons 
from within the same culture fluent in the same language.

 Mental Health Assessment and Human Rights Violations

Clinicians need to consider the intersection of mental health assessment and treat-
ment with human rights violations, and the impact of restrictive immigration poli-
cies on asylum seekers and refugees, and also on clinicians, clinical practice, and 
professional ethics.

There needs to be routine screening and ongoing assessment that includes use of 
child- and adolescent-specific, recognized valid, culturally appropriate clinical 
diagnostic and treatment tools and clinician ratings.

 Unaccompanied Children and Youth

Unaccompanied children have specific needs – age and vulnerability place them at 
particular risk for exploitation and abuse, violence, forced labor, and denial of edu-
cation and basic services, including health. Their specific circumstances need to be 
recognized and their needs provided for like adequate nutrition, sleeping conditions, 
and vaccinations. Unaccompanied children and youth need stabilization, recogni-
tion, and acknowledgement of their language and cultural background; engagement 
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in education, sports, arts, and skill building; and the opportunity to develop consis-
tent relationships with caring adults.

Unhindered and prompt referrals for health professionals need to be responded 
to in a timely manner with efficient non-bureaucratic processes in place for evacua-
tion and transfer to the most appropriate specialist care.

 Avoidance of Bias

Healthcare providers bring their own personal cultural biases that can implicitly or 
explicitly affect the provision of care [44]. It is essential that providers bring both a 
sense of cultural humility (the concept of openness and respect for differences) and 
cultural safety (the recognition of the power differences and inequities in health and 
the clinical encounter that result from social, historical, economic, and political 
circumstances). Cultural humility and safety are demonstrated through the values of 
empathy, curiosity, and respect [44]. The use of disparaging language requires par-
ticular attention. Terms such as “boat people,” “illegals,” “queue jumpers,” and 
equating asylum seekers, refugees, and unauthorized arrivals with “criminals” cre-
ate unwarranted fear among citizens of what will happen if they are released into the 
community. The exaggeration of any crime committed by a few and racial profiling 
feed into this. Harsh political rhetoric with nativist and racist themes characterizing 
migrants as criminals or with other slurs need to be challenged and exposed. Terms 
that obscure their plight and status and deny political responsibilities under interna-
tional treaties and conventions need to be challenged.

 Lessons Learned, Program Models, Best Practices, Policy 
Directions

Effective program models include training and motivating young people to partici-
pate in all the daily activities and needs. Youth can work as teachers for the young-
est, paramedics, nursing assistants, sanitation workers, sports coaches, and mentors 
and in other areas; through this participation, they not only contribute to the better-
ment of the conditions of children and youth but also develop meaningful educa-
tion and practical skills that can play a significant role in their own recovery. 
Effective programs allow and encourage capable young people to be productive 
and to participate in jobs and activities that help their communities, to improve 
their physical and living environments – including camps – and to become strong, 
clean, fun, and optimistic; they should not be encouraged to be totally dependent 
on others, but to be productive and develop skills and make a contribution. Many 
can do well in teaching, development of sanitation, cooking and food preparation, 
first aid and clinical assistance, marketing, selling, and even peer counselling with 
mentorship.
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 Part 2: The Health and Treatment of Child and Adolescent 
Refugees and Migrants in Host Countries

….

 Migrant and Refugee Children and Adolescents in the United 
States

The New Colossus
by Emma Lazarus, November 2, 1883

Poem of the Statue of Liberty in New York Harbor welcoming immigrants to America

Keep, ancient lands, your storied pomp!” cries she
With silent lips. “Give me your tired, your poor,

Your huddled masses yearning to be free,
The wretched refuse of your teeming shore.

Send these, the homeless, tempest-tost to me,
I lift my lamp beside the golden door!

The United States can be fairly described as a “nation of immigrants” and their 
descendants (with the notable exceptions of indigenous peoples and the descendants 
of enslaved people brought forcibly from Africa over the initial 400  years of 
European settlement). New waves of immigrants have frequently faced harsh and 
continuing discrimination in becoming integrated into society.

The challenges migrants and refugees from Mexico and Latin America face who 
enter and survive in the United States go back many decades. Immigrants have 
come to the United States for many decades as agricultural workers and other labor-
ers, some starting new businesses and contributing greatly to the growth of the US 
economy. Many immigrants stayed, raised children and grandchildren. Immigrants 
and their descendants joined various professions, served in the military, and became 
health professionals.

 Separation of Migrant Children and Adolescents from Their Parents

Beginning in 2017 and continuing through 2019 and beyond, the treatment of 
migrants has undergone qualitative changes with the growth of xenophobia in the 
United States. In the spring of 2018, the US administration proclaimed a “zero toler-
ance” immigration policy requiring the separation of all children, including infants 
through adolescents, from their parents. As of December 2018, 2737 children who 
had been involuntarily separated from their parents were identified. However, docu-
mentation was found that the separations had actually begun over 6 months earlier, 
in 2017, than had initially been reported and that over 700, and likely over 2000, 
additional migrant children had been taken [72]. This action took place in the 
absence of a coordinated formal tracking system between the relevant federal agen-
cies of the Department of Homeland Security (DHS), which separated the children 
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from their parents, and the Office of Refugee Resettlement, Health and Human 
Services, which took the children, so that many were not able to be located for 
reunification with parents. The government’s own lawyer acknowledged that the 
executive order contained no procedure to reunify the children and allowed the 
government to continue separating families. By its own admission, the government 
had lost track of 40 parents and deported 400 others without their children. 
Spokespeople for the government then declared that they were not responsible for 
the reunification of families but advised using a network of volunteers and non- 
profit organizations to do so [73].

In January 2019 about 1500 unaccompanied and undocumented teenagers aged 
13–17 years were held in the Tornillo single tent encampment in the Texas desert; the 
camp had an initial capacity of 360 but had been rapidly expanded. This shelter is on 
federal property and is not licensed by Texas child welfare officials so that it does not 
have to adhere to the same standards and regulations of other migrant youth shelters. 
There is an additional migrant youth shelter at a former Walmart Supercenter in 
Brownsville, Texas, with a capacity of 1401 youth. As of October 2, 2018, there were 
13,289 migrant children held according to federal data [74]. Officials of the Customs 
and Border Protection, the Department of Homeland Security agency responsible for 
separating families, estimated in November 2019 that they anticipated separating 
26,000 children without plans or means to reunify them with their parents [75].

The policy of taking children was portrayed by the administration as a key effort 
to deter migrant families from trying to enter the United States from the Southwest 
border, the common area of migration for those fleeing violence and deep poverty 
in Central America. Involuntary separation of children from parents was highly 
traumatizing for both children and parents, in many cases leaving parents without 
any idea of where their children were and placing children in foster care facilities 
hundreds or thousands of miles away from where their parents were held. Additional 
policies prevented placing children with relatives. Children were transported to 
scattered facilities throughout the United States, while parents were generally held 
in facilities at the border [72]. Adolescents were removed from federal shelters on 
their 18th birthday, when they became legal adults, and transported in ankle chains 
to adult detention facilities [76]. The border was effectively militarized with tear 
gas assaults carried out on parents and children waiting at the border [77].

The American Academy of Pediatrics released a statement strongly condemning 
these practices on June 15, 2018 [78], stating “Separating children from their par-
ents contradicts everything we stand for as pediatricians-protecting and promoting 
children’s health. We know that family separation causes irreparable harm to chil-
dren.” The AAP also stated in September 2019 that “Both the separation of children 
from their parents and the detention of children with parents as a tool of law enforce-
ment are inhumane, counterproductive, and threatening to short- and long-term 
health. Immigration authorities should not separate children from their parents nor 
place children in detention” [44].

The Society for Adolescent Health and Medicine also issued a Statement on 
Forced Family Separation stating:

“It is deeply and profoundly damaging to the emotional development and health of any 
child or adolescent to be involuntarily separated from their mother or father and this separa-
tion can affect their emotional and physical health and development for their entire lives. 
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This inhumane approach conflicts with our society’s, our families’ and our profession’s 
most fundamental responsibility to protect children and adolescents” [69].

The situation continues to unfold with family groups of migrants leaving home 
after experiencing extraordinary levels of violence and economic stagnation, walk-
ing thousands of miles from Honduras and Guatemala to find more stability and a 
promising future in the United States. On March 9, 2019, the New  York Times 
reported that for the prior 9 months, the US administration continued to separate 
migrant families even after retracting its policy to do so, taking over 200 children 
from their parents or relatives and putting them in institutional care. Some children 
ended up staying months in foster care or shelters separated from their parents by 
hundreds or even thousands of miles [79].

On March 30, 2019, the New York Times graphically described children who 
had been detained in a makeshift encampment with military tents, four times over 
its planned capacity, under a bridge in El Paso. The children covered their faces with 
their hands to protect themselves from blowing dust. Families sat on gravel with 
trash, ripped Mylar blankets and debris behind razor wire. An American veteran 
who had come out to provide support for the migrant families described the place as 
looking like a concentration camp. There were other similar situations developing 
along the US-Mexican border that stretched for over 1900 miles [80].

It should also be noted that religious minorities, in particular Muslims, have been 
subjected to higher levels of discrimination and xenophobic rhetoric. This has 
included an unprecedented discriminatory attempt to completely ban granting 
immigration and asylum for Muslim refugees, from powerful political voices in the 
United States.

 Conditions of Migrant Workers in the United States

Migrants in the United States work in some of the riskiest industries in their destina-
tion communities, including agriculture and construction, which have higher injury 
and fatality rates than other sectors [81]. About 10,000 to 20,000 pesticide injuries 
are medically treated each year in the United States with migrant farmworkers 
incurring the most risks of pesticide exposure and associated health risks including 
risks to fetal development and health of young children [82]. Their housing tends to 
be characterized by unsafe drinking water; crowding, substandard, and unsafe heat-
ing, cooking, and electrical systems; poor sanitation; dilapidated structures; and 
food insecurity. For example, it is estimated that more than half of the migrant 
farmworker households in the United States suffer from food insecurity due to their 
limited access to transportation, food storage, and cooking facilities [83]. These fac-
tors are immediately relevant to the physical health, nutrition, and psychological 
health of children and youth, as well as access to education.

Notwithstanding the grave economic hardship that many migrant workers must 
endure, many are able to send remittances home to their families in their countries 
of origin from their earnings in North America that can improve the economic 
conditions of their families. These remittances have had a positive effect on health 
and well-being of children and youth as these households have better human 
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 development outcomes, less crime, better education, and greater access to health 
services. For example, a study in Nicaragua found that about 48% of remittances 
were used to pay for health services, 27% for home improvements, 15% for educa-
tion, and 10% for savings. There is estimated to have been a total outflow of $68 
billion remittances from the United States in 2017 [84]. However, family separa-
tion may have a negative impact on health and well-being, including psychologi-
cal trauma, material hardship, residential instability, and family dissolution [85].

Migrants’ motives for leaving their countries of origin include the lack of 
employment and education opportunities, to escape from conflict and discrimina-
tion and the desire to raise families in economically and politically stable and safer 
environments. In some cases, immigrants may be healthier than the general popula-
tion when they arrive and have a high level of motivation, but their health may 
deteriorate after settlement due to unfamiliar social conditions and/or restricted 
access to health services [41].

 Life Conditions of Migrants and Refugees in Europe

Europe hosted 75 million migrants in 2015 or about 31% of the world’s migrants [86]. 
Turkey has accepted 4 million refugees as of 2018, the world’s largest number for a 
single country, of whom 1 million are age 15–24 and over 3.5 million are from Syria [87].

 Unaccompanied Asylum-Seeking Children (Under 18 Years of Age)

Globally, the record number of applications from unaccompanied asylum-seeking 
minors exceeded 98,000 in 2015 at which time Sweden and Germany received the 
highest number (over 35,000) [88].

In the year preceding March 2018, there were 2307 asylum applications in the 
United Kingdom from unaccompanied minors, 25% down from 2017 after two con-
secutively high years. Of these applications, 30% were from Sudan and Eritrea with 
11% each from Vietnam and Iraq. Only 56% of these applicants were granted asy-
lum, and an additional 17% were refused asylum but allowed temporary leave to 
remain1,2. Those refused were rejected due to a determination that their countries of 
origin were “safe” and were deemed to be over 18 years old.

There are serious concerns that many young people are being erroneously cate-
gorized as over 18 years old by border officials and social workers who are untrained 
in age assessment and adolescent health and development. The question of age 
assessment has been the subject of interagency and international discussion [89–91] 
and research [92–94]. The highest number of age disputed cases and refusals based 

1 User Guide to Home Office Immigration Statistics; https://www.gov.uk/government/uploads/sys-
tem/uploads/attachment_data/file/232217/user-guide-immig-statistics.pdf
2 National Statistics, Immigration statistics, year ending September 2018: data tables; https://www.
gov.uk/government/statistics/immigration-statistics-year-ending-september-2018- 
data-tables
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on age were from Afghanistan with 125 and Vietnam with 56. Errors in age assess-
ment do not only cause asylum claims to be denied but also lead to minors being 
placed in adult detention, minors being denied essential health services, and minors 
being excluded from education.

The official UK Home Office Statistics show that in 2017 there were a total of 
1998 unaccompanied asylum seekers under the age of 18, of which 380 were from 
Afghanistan, representing a 34% reduction in the 10 years since 2007; the peak num-
ber of Afghan minors seeking asylum occurred in 2009 when Afghan minors (1438) 
represented 50% of all asylum-seeking children (2800). There are shifts in the num-
bers arriving from various countries dependent on the political situation, warfare, 
and level of danger in the area. Changes are also affected by authorities clamping 
down on routes of travel, increased security, and variable availability of assistance.

Closure of “The Jungle”

As a significant example, the closure of the “Jungle,” the infamous camp near 
Calais, France, caused increased hardship for many groups. The camp was reported 
as being operational between 2015 and October 2016, but immigrants had previ-
ously congregated in the area for a number of years; 1500 refugees from Eritrea, 
Sudan, Ethiopia, and Afghanistan continue to create shelter in makeshift tents and 
anything else which can cover them, given the absence of adequate shelter, food, 
water, and sanitation. In October 2016, fearing that many would be evicted from 
their homes in the midst of winter, Help Refugees and L’Auberge Des Migrants 
took the first census of the Calais camp and found numbers far in excess of the offi-
cial estimates: 5497 total residents of whom 651 were children, and of these chil-
dren 423 were unaccompanied.3 The numbers fluctuate as more arrive each week.

Following the closure of the camps in Calais, there was an operation to transfer 
children to the United Kingdom. Between October 1, 2016, and July 15, 2017, a 
total of 769 children were transferred to the United Kingdom from Calais, including 
227 children from Afghanistan, 211 from Sudan, 208 from Eritrea, and 89 from 
Ethiopia [95].

Subsequently, children have been encountered in night raids by police who have 
torn down their tents, fired tear gas directly at minors, and subjected them to vio-
lence. Restrictions over travel from France to the United Kingdom reduced the 
numbers reaching the United Kingdom but increased the level of danger young 
people confront, as asylum seekers spend months or years repeatedly attempting to 
cross the Channel in containers, lorries, or the Eurotunnel train, sometimes with 
fatal consequences. Adolescents have been frozen to death in refrigerated compart-
ments, been suffocated in empty tankers, been crushed by lorry axles, and have 
perished or been seriously injured on other phases of the journey. Many deaths are 
unreported. A concerning development has been the increased use of boats to 

3 Calais Camp – Total number of residents revealed for the first time – 423 unaccompanied minors; 
https://helprefugees.org/news/calais-camp-total-number-of-residents-revealed-for-the-first- 
time-423-unaccompanied-minors/
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attempt the Channel crossing; 539 people made the attempt in 2018, 80% of whom 
since October 2018 [96].

During December 2018  in the Calais area of northern France, there were 972 
reported incidents of disproportionate physical violence including three boys sleep-
ing under a bridge who were violently woken by police and sprayed with a noxious 
chemical agent, struck with batons, handcuffed, and arrested without explanation; 
youths beaten to the point of losing consciousness; and people tear gassed in the 
mouth. During a violent raid by French riot police, Compagnies Républicaines de 
Sécurité (CRS), teargas was fired at refugees to disperse them as officers cleared out 
the sleeping areas. A rubber bullet was fired by a police officer striking a 16-year- 
old Eritrean boy in his face; he lost his eye, sense of smell, and hearing in one ear. 
A British aid worker who witnessed the incident said “… I saw through the smoke 
a boy being carried by his friends, covered in blood. He had been hit in the eye and 
they had no way of getting him to hospital… His friends were crying; it was a group 
of minors and the boy himself was 16” [97].

Children can be caught in the wasteland of illegal camps with no recourse for 
support and at the mercy of traffickers, violent gangs, and overzealous security forces.

 Australia and the South Pacific

Detention is a dangerous place Children and adolescents in Australian immigra-
tion detention centers and mental health outcomes.

Australia is a nation of immigrants, with almost 50% of the population either born 
overseas or having at least one parent born overseas. Most migrants and refugees who 
come via the UN High Commissioner on Refugees camps settle well and have pro-
ductive lives with access to necessary services, education, health, and social security.

All nations use some restrictive immigration practices to regulate migration and 
for political purposes, national security, deterrence, and border control. For almost 
30  years, Australia has indefinitely detained all asylum seekers arriving without 
authorized travel documents in onshore and offshore secure facilities until claims are 
resolved, or they are deported. Mandatory Detention was introduced in 1994, with the 
aim to deter “unauthorized arrivals,” who mostly arrived by boat. Recent Australian 
governments, from both major political parties, have enacted laws to “turn back the 
boats” that were dangerously overcrowded with asylum seekers who could or would 
not wait in what have been euphemistically referred to as “orderly queues” in UNHCR 
facilities. The “Detention” of children is a “last resort”  directive in the Australian 
Migration Act of 1958 (as amended), which is ignored in this approach [98–101].

There have been three waves of “boat arrivals” into Australian territorial waters: 
1976 to 1981 Vietnamese refugees; 1989 to 1998 Indochinese asylum seekers; and 
from 1999 people of Middle Eastern origin, mainly Afghanistan (primarily of 
Hazara ethnicity), Iran, and Iraq being transported by people smugglers [102, 103]. 
Most departed from southern Java in Indonesia where many refugees from the 
Middle East and East Africa “wait.” Australia was regarded as a preferred destina-
tion for thousands of refugees seeking asylum and fleeing dire situations of civil 
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unrest, war and persecution, and for others the hope of a better life and economic 
prosperity. Most made for Christmas Island (an Australian territory), about 2700 
kms from Darwin or Perth on the western coast of Australia, but only 600 kms from 
southern Indonesia.

 The “Pacific Solution”

In 2001 the “Pacific Solution” was introduced for detention outside Australia in 
Papua New Guinea (PNG) and Nauru, with offshore processing of refugees. The 
policy was strongly criticized, and it ceased in 2007, only to be reinstated in 2012 
after a number of unseaworthy vessels sank or ran aground, with a significant num-
ber of asylum seekers and migrants drowning at sea [100, 101]. These often unsea-
worthy vessels had poorly skilled crews navigating through dangerous seas and 
weather.

Map 1 illustrates the locations of on- and offshore immigration detention 
facilities.

 

Locations of Australian immigration detention facilities. (Source [104])

The enacted laws have virtually stopped all “unauthorized maritime arrivals,” 
and those who arrived or were intercepted in Australian waters prior to the “strength-

C. Warf et al.



373

ening of Australia’s borders” were transferred to Manus Island, Papua New Guinea, 
or Nauru, rather than remaining on Christmas Island. The majority of these “unau-
thorized maritime arrivals” detained offshore have been assessed as genuine refu-
gees and subject to the relevant international treaties and conventions. However, the 
health outcomes for those detained in the offshore facilities have been significantly 
negative, especially for mental health, and most particularly for children and 
adolescents.

This lack of fully accessible, efficient, and appropriate comprehensive health 
facilities and specialist services on these remote islands; bureaucratic processes 
imposed by the governments of Australia, PNG, and Nauru; delays in requests for 
transfers for medical treatment; bureaucrats (not medical officers) making the deci-
sions, who often reject opinions of requesting medical officers; and travel times to 
mainland cities with required services have exacerbated preventable serious medi-
cal deterioration in many cases [98–101, 105–113].

Adequate scrutiny of facilities and the health condition of detainees has been 
restricted by the remoteness of the centers, many experienced professionals banned, 
and media access severely limited.

As of late 2019, most of the children have been relocated to the mainland but are 
not able to settle in Australia; they are required to go to a third country that will 
accept them or return to their country of origin. What has been regarded as “cruel 
and inhumane” treatment has led to physical and mental health deterioration among 
these young people, including psychosis, severe depression, self-harm, and sui-
cides. Medical and other organizations have condemned the approach, as have UN 
agencies [98–101].

 Mental Health Outcomes for Child and Adolescent Refugees 
and Migrants in Australia

Child and adolescent development occur within the context of caregiving relation-
ships, usually in the family. War, political upheaval, persecution, trauma, and forced 
migration impose considerable stress on parents and their capacity to be effective 
parents and meet the needs of their children and adolescents. Parental mental health 
suffers, as does that of their offspring, with some parents too unwell to provide 
adequate care and parenting.

Physical health issues among children and adolescents both in offshore and 
onshore detention are often exacerbated by, or exacerbate, mental health concerns. 
Somatic symptoms (sleep, eating, and pain) are common. Detainees live in a tropical 
climate, and witness hunger strikes, lip sewing, jumping off heights, self- immolation 
with petrol, and violent assaults perpetrated by other detainees, guards, and locals.

There is extensive Australian research on the impact of such incarceration that 
reveals high levels of psychiatric impairment, evident even after short periods of 
detention, and which increases with the length of the detention. Depression, post- 
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traumatic stress disorder (PTSD), self-harm, voluntary starvation, suicide attempts 
and suicide, psychotic disorders, and complex mental health problems are all found. 
In addition, developmental delay and regression, attachment disorders, and emo-
tional and behavioral disturbances are evident.

 Indefinite Detention of Refugee Children and Youth

The uncertainty related to indefinite detention, despair, loss, displacement, exces-
sive surveillance, control of movement, exposure to trauma and unrest, riots, and 
violence within detention facilities all escalate the negative impacts. Hope and opti-
mism are crushed, and resilience worn down or erased in closed systems, within the 
walls of secrecy.

The experience of indefinite immigration detention on child and adolescent refu-
gees has been described as breaking minds, breaking the children, breaking up fami-
lies, breaking women, breaking bodies, and obstructing medical care [111].

The Submission by the United Nations High Commissioner for Refugees on the 
“Inquiry into serious allegations of abuse, self-harm and neglect of asylum seekers in 
relation to the Nauru Regional Processing Centre, and any like allegations in relation 
to the Manus Island Regional Processing Centre” [101] highlights the indefinite 
detention in punitive conditions and highly securitized environment the migrant and 
refugee youth are exposed to. They experience a lack of long-term viable solutions, 
continuing exposure to violence and trauma, family separation in some cases, and loss 
and impairment of identity and culture. They live with a fear of persecution, imprison-
ment, torture, and death if returned to country of origin. These factors result in predict-
able and preventable mental health deterioration. This is particularly so for LGBT 
youth, for torture and trauma survivors, and for those who were child soldiers.

 Traumatic Withdrawal Syndrome

A “traumatic withdrawal syndrome” has been observed in refugee children and ado-
lescents transferred from Australia to the Nauru Regional Processing Centre. They 
are exposed to ongoing trauma, feel hopeless and helpless, and give up on engage-
ment with the world. This is expressed through partial or complete withdrawal in 
three or more of the following domains: eating, mobilization, speech, and attention 
to personal care (including self-toileting). Active resistance or non-response to acts 
of care and encouragement and social withdrawal are evident, as well as increased 
prevalence of the “freeze-isolate-withdrawal” response, including pervasive uncer-
tainty and ongoing re-traumatizing experiences [100].

The 2014 report of the Australian Human Rights Commission national inquiry 
into children in immigration detention data on children and adolescents in detention 
assessed as having a mental health disorder/illness was presented [98] and is pre-
sented in Table 17.1, illustrating the types of mental health presentations found in 
this group of children and youth on a single day: 10 July 2014.
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Table 17.1 Children and adolescents in detention in Australia assessed as having a mental health 
disorder/illness July 10, 2014

Age of 
child Nature of mental health disorder

Months in detention at 
July 2014

2 Childhood attachment disorder 11
3 Depression 11
7 Adjustment disorder; mixed anxiety disorder of social 

functioning; attachment disorder
9

7 Adjustment disorder; depressive disorder 11
7 Adjustment disorder 11
7 Anxiety disorder; post-traumatic disorder 11
8 Anxiety disorder; personality disorder (post-injury) 11
8 Anxiety disorder; major depressive disorder 16
9 Depressive disorder 12
9 Mixed anxiety and depressive disorder; post-traumatic stress 

disorder
11

9 Adjustment disorder; mixed anxiety and depressive 
disorder; post-traumatic stress disorder

11

9 Adjustment disorder; mixed anxiety; and depressive 
disorder

12

9 Anxiety disorder 15
10 Post-traumatic stress disorder 12
10 Anxiety disorder; post-traumatic stress disorder 11
11 Depression 11
11 Depressive disorder 11
12 Post-traumatic stress disorder 12
12 Adjustment disorder; depressive disorder 11
13 Depression – psychotic; mixed anxiety and depressive 

disorder; post-traumatic stress disorder
11

13 Post-traumatic stress disorder 7
14 Depression; adjustment disorder 12
14 Adjustment disorder; anxiety disorder; depressive disorder; 

post-traumatic stress disorder
11

14 Depressive disorder; mixed anxiety and depressive disorder 11
15 Adjustment disorder; depressive disorder 11
15 Anxiety disorder; depressive disorder; personality disorder; 

post-traumatic stress disorder
11

15 Mixed anxiety and depressive disorder 11
15 Depressive disorder 11
16 Adjustment disorder; mixed anxiety and depressive disorder 11
16 Post-traumatic stress disorder 7
16 Depression 14
16 Post-traumatic stress disorder 8
16 Mixed anxiety and depressive disorder; post-traumatic stress 

disorder
12

17 Adjustment disorder; post-traumatic stress disorder 10

(continued)
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About 95% of children and adolescents in detention surveyed in a Darwin deten-
tion center in 2015 were in the clinical range for PTSD, trauma, and hopelessness 
and despair [108]. Statements made by their parents (p.19) included:

She has no friends. She cries all the time and says I want to go from here. She has cut herself 
with a razor on her chin, face, chest. She eats poorly, has daily headache and tummy pain 
…. Every night she wakes up and screams that someone is coming to take her back to 
Nauru. Mother of girl aged 7

He is depressed, scratches himself till he bleeds. Bites his nails. Doesn’t associate with 
anyone including family. He saw the mental health team once and was told that he is in need 
of “big attention” but he has seen no one yet. Mother of boy aged 16

A study of the mental health of children, adolescents, and parents detained on 
Christmas Island [107] revealed comorbid depression in 86% of adolescents, and 7 
and 6% of children had a high probability of psychiatric disorder.

 Impact of Indefinite Immigration Detention

Incidents of mental health presentations reported in public domain from data avail-
able from the Australian Department of Immigration and Border Protection for 
February to August 2018 for transfers to the mainland for specialized services from 
Nauru, often after court intervention, include:

• 10-year-old boy, attempted suicide three times and needed surgery.
• Young girl, not yet a teenager, attempted suicide three times.
• 14-year-old girl, been on Nauru for nearly 5 years, doused herself in petrol and 

tried to set herself alight – then immigration minister refused transfer to main-
land for specialist care, until case taken to court.

• 17-year-old boy acutely unwell and suffering psychosis, rarely ate, and did not 
go to school.

• Adolescent girl suffering a severe major depressive disorder and “trauma with-
drawal syndrome.”

• 12-year-old boy on Nauru for 5 years, refusing food and fluids for nearly 2 weeks, 
suffering from “resignation syndrome.” He weighed 36 kg and could not stand 
when transferred to mainland for specialist care – mother and sister transferred 
with him, but placed in detention on the mainland.

Table 17.1 (continued)

Age of 
child Nature of mental health disorder

Months in detention at 
July 2014

17 Anxiety with depression; bipolar disorder; mood disorder; 
depressed mood

11

17 Depression; bipolar disorder; adjustment disorder; attention 
deficit hyperactivity disorder

11
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• 17-year-old girl, once dreaming of becoming a doctor, diagnosed with “resigna-
tion syndrome” and is refusing all food and fluid.

• 12-year-old girl who made several suicide attempts, tried to set herself on fire.
• 14-year-old boy, suffering a major depressive disorder and severe muscle wast-

age after not getting out of bed for 4 months [114].

It is clear that immigration detention is dangerous for children and adolescents, 
and their parents, and is not in their “best interests,” especially in relation to mental 
health and psychosocial development.

 Part 3: Regional Conditions That Drive Refugees 
and Migrants to Leave

To appreciate the challenges faced by refugees and migrants, in particular irregular (or 
undocumented) migrants, it is critical to understand the conditions from which they are 
fleeing. The global refugee population stood at 25.9 million people at the end of 2018 
with 5.5 million Palestinian refugees under the mandate of the UN Refugee Works 
Agency and 20.4 million refugees under the mandate of the UN High Commissioner on 
Refugees [115]. Below is an exploration of the scope of the problem and the conditions 
from which young people leave in Latin America, the Middle East, and North Africa with 
very brief recent history to put the development of such dire conditions into context. 
Common challenges include fleeing political and social violence or warfare, ethnic or 
religious persecution and displacement, fleeing natural disasters that have led to drought, 
crop failure and hunger, and prolonged, even multi-generational stagnation in refugee 
camps with a loss of hope for the future of oneself and one’s children. This is not meant 
to be a comprehensive history or description of conditions, but to highlight major exam-
ples and factors in contemporary situations. It is important to recognize that the drivers for 
forced migration are shaped by the legacy of historic forces, social biases, climate change, 
and other factors that are beyond the ability of individuals and their families to address.

According to official government statistics provided by the UN High 
Commissioner on Refugees in 2018, 92,400 refugees were resettled in 25 countries: 
Canada admitted the largest number (28,100), the United States admitted the second 
highest (22,900), Australia settled 12,700, and the United Kingdom 5800. 
Unfortunately, UNHCR estimated that 1.4 million refugees were in need of resettle-
ment and a gap of over 90% exists between the needs and actual resettlement [115].

 Latin America, the Caribbean, and North America

North America hosted 54 million or about 22% of international migrants in 2015 [116] 
with the United States being the destination for 46.6 million in 2015 [116]. Of those in 
the United States, about 11.1 million are irregular (or undocumented) migrants [116].
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 Key Findings of the World Health Organization on Refugees and Migrants

In 2017, Latin America and the Caribbean contributed 10 million international 
migrants to a worldwide total of 258 million international migrants. The large 
majority of international migrants in South America move within the region [1]. 
About 15.2% of the total population of North America are international migrants. In 
the Americas, the number of people migrating across international borders has 
surged by 36% in the last 15 years, reaching 63.7 million in 2015; of these migrants, 
808,000 were defined as refugees.

The World Health Organization (WHO) report on the Health of refugees and 
migrants, WHO Region of Americas 2018, found that migration in the Americas 
exhibits four trends [117]:

 1. A steady flow of returnees due to economic crises and inhospitable social set-
tings in high income countries

 2. The receipt of remittances from migrants living in high-income countries as an 
important source of income for several Latin American and Caribbean countries

 3. Human trafficking and the smuggling of migrants
 4. The contribution of Latin American and Caribbean communities in the United 

States, Canada, and Europe to the development of cultural, economic, and social 
ties with their countries and communities of origin

Social conditions in many countries, particularly in the Central American nations 
of Honduras, Guatemala, and El Salvador, are exceedingly dangerous, and residents 
are subject to among the highest homicide rates in the world, kidnapping for ran-
som, economic stagnation, governmental corruption, and widespread organized 
crime. Tens of thousands of people flee these conditions with their children, leaving 
home for the promise of a better life, willing to confront the grave dangers that lay 
in wait for the long and dangerous journey north.

In Guatemala in particular, there is a long history of persecution of indigenous 
peoples, with destruction of villages and the forced displacement and killing of 
populations. These factors drive indigenous people from their historic homes to 
migrate north, for them, to the unknown; these refugees commonly do not speak 
either Spanish or English and the children have commonly been denied basic educa-
tion. Guatemala has a long history of military dictatorship dating back to 1954 when 
the last democratically elected government was overthrown through a US CIA coup 
d’état [118]. Guatemala has a large number of indigenous non-Spanish-speaking 
people who have been targeted and subjected to massacres and other atrocities and 
driven off their lands. These people commonly migrate north to the United States 
with their children. El Salvador had been involved in a long and complex civil war 
[119] and now has an unstable military and police force and gangs emboldened by 
the drug trade who exert powerful influences. Honduras’ last democratically elected 
government was overthrown by a military coup in 2009 [120], and since there has 
been an eruption of social violence, gangs, and a corrupt police force. All of these 
countries have very high levels of unemployment.

There is a long and tragic history of military intervention by the United States in 
Central America and other areas of Latin America that is beyond the scope of this 
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chapter but is critically pertinent in that it has laid the groundwork for the current 
dire situation from which so many migrants feel forced to leave with their children.

For many from Latin America, irregular (undocumented) migrants experience a 
perilous journey north, traveling under dangerous, even life-threatening conditions. 
Migrants from Central America often ride on moving cargo trains, colloquially 
known as La Bestia (or The Beast), on their journey across Mexico to the United 
States. At other times, migrants walk hundreds or even thousands of miles with 
children, encountering deprivation and hunger, as well as the generosity of others, 
on their way north. Along the way they face physical perils including death. They 
are also subject to extortion and violence at the hands of gangs affiliated with orga-
nized crime [85]. The Institute of Migration estimates that in the period 2014 
through 2018 there were 2970 known deaths of migrants, including 127 children; 
this is thought to be a significant underestimation as many bodies are found in iso-
lated areas across a border that runs through desert [121]. The leading causes of 
death at the US-Mexico border were drowning, presumed murder, and unknown. 
The hope that guides them that they can provide their labor, that their children can 
have an education and a better life, sustains them through great hardship, as it has 
prior generations of migrants and refugees who have brought their gifts and talents.

 The Middle East and North Africa

The United Nations Economic and Social Commission for West Asia estimates that 
about 200,000 to 2 million children live on the streets. Instead of proper rehabilita-
tion and stabilization, many of the children are detained in cells with adult criminals 
and subjected to abuse and maltreatment. The following table shows the number of 
displaced children by country and primary reason.

Country Displaced children Reason(s)

Syria 70,000+ War
Jordan N/A Economy/social
Egypt 200,000–3,000,000 Political
Afghanistan 235,000 War
Iraq 100,000+ War

 Why People Become Refugees in the Middle East 4

Like other areas in the world, there are 5 reasons:

 1. Religious/national/social/racial/political persecution
 2. War

4 Global citizen - https://www.globalcitizen.org/en/content/reasons-why-people-become-refugees/
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 3. Experiencing discrimination because of gender/sexual orientation
 4. Hunger
 5. Climate change

During the second decade of the current century, most of the countries in the 
Middle East have suffered from institutional instability, violence, economic disrup-
tion, and social instability and uncertainty. Many of the governments failed to bring 
adequate development and growth, failed to maintain minimal human rights, and 
were characterized by corruption. During the Arab Spring, these failings led to 
many citizen uprisings that were violently suppressed, and those political move-
ments ended in a failure to achieve any of the promising positive intended goals. 
Since then, there has been an ongoing failure to respect international human rights 
and law, with catastrophic results affecting essentially all aspects of life, including 
areas of health, education, economy, and security. The health consequences for chil-
dren and youth and their families are incalculable.

Women, children, adolescents, and ethnic and religious minorities have suffered 
disproportionately. As a result, areas in the Middle East are crowded with millions 
of refugees, displaced families, and migrants, including children and youth.

Iraq

In 2003, the United States invaded and occupied Iraq. This war resulted in massive 
casualties, estimated to be from 500,000 to over one million deaths [122, 123]. The 
destruction of urban centers, displacement of millions, destruction of the healthcare 
system, and creation of millions of refugees have had dire consequences. This inva-
sion set in motion a series of massive population displacements, extreme polariza-
tion of religious groups, and terrible violence that continues to unfold. In late 2015, 
the UN High Commissioner for Refugees reported that over 4.4 million Iraqis were 
internally displaced and an additional 264,000 were refugees abroad [124]. The 
legacy is all the more tragic as the invasion was justified by documented false alle-
gations of Iraqi possession of weapons of mass destruction. It is difficult or impos-
sible to provide an accurate picture of the health consequences of these tragic events, 
but they are vast and have had a disproportionate impact on children and youth.

Syria

Following the initiation of the Iraq war, there has been increasing religious polariza-
tion in Syria, the engagement and intervention of multiple regional and international 
armed forces in Syrian affairs (including both the United States and Russia), an 
extremely complex civil war and consequent vast number of non-combatant casual-
ties and displacement of much of the population.

The trauma, injuries, and loss of available clinical services over such a brief 
period are impossible to calculate, and events continue to unfold. The population of 
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Syria before this ongoing and evolving crisis was about 22 million, according to the 
UN Office for the Coordination of Humanitarian Affairs (UNOCH). Well over the 
majority of the population has been displaced. As of December 2018, UNOCH 
reported that within Syria itself there were 6.6 million refugees and over 6.1 million 
internally displaced persons of whom 5.6 million were children; outside of Syria, 
there were over 6.2 million registered refugees of whom 2.6 million are children 
[125]. At the end of 2018, Syria had over 2.3 million internally displaced per-
sons [1].

Syria, historically a relatively affluent, highly educated, and well organized soci-
ety, has suffered a breakdown of the healthcare system to the extent that an unprec-
edented epidemic of polio emerged. The UN was successful in promoting 
vaccinations so that the epidemic seems to be contained at this time. Access to 
potable water, nutrition, and engagement of children in school remain unreliable.

The UN High Commissioner on Refugees has found that about 70,000 Syrian 
refugee children in Jordan and Lebanon are living without their fathers. Further, 
about 4000 children are living without either of their parents, who have been killed, 
imprisoned, or lost [126].

Yemen

The situation in Yemen represents the world’s worst ongoing man-made humanitar-
ian catastrophe, not only in the Middle East, but in the world [127]. Yemen has been 
subjected to an unprecedented level of violence initiated and sustained through 
about 18,000 airstrikes by Saudi Arabia since 2015 using modern weaponry pur-
chased from the United States and Great Britain [128]. Laser-guided bombs in 
August 2017 hit a school bus leaving, aside from large numbers of casualties, rem-
nants indicating the bomb had been made in the United States. The physical infra-
structure, including effectively all bridges, has been largely destroyed [129].

Of a total population of about 28 million, through war and violence, about 3 mil-
lion people have been displaced and 2 million left homeless (commonly after homes 
have been destroyed by bombing). The displaced Yemeni people live in a harsh and 
poor conditions or in makeshift shelters. Many of those who sought refuge went to 
neighboring countries like Oman, Saudi Arabia, Somalia, Ethiopia, Sudan, and 
Djibouti; about 280,000 of the Somali refugees in Yemen have been displaced once 
again from their place of refuge in Yemen.

Almost 22 million people in Yemen are in need of urgent help and support, 
including 15 million children and adolescents who are at the edge of starvation5. 
According to the UN Population Fund (UNFPA-the UN’s sexual and reproductive 
health agency), “lack of food, displacement, poor nutrition, disease outbreaks and 
eroding health care have heavily affected the health and well-being of 1.1 million 
malnourished pregnant and lactating women, causing numerous cases of premature 

5 USA for UNHCR; the Yemen Crisis;  https://www.unrefugees.org/emergencies/yemen/
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or low-birth weight babies, severe postpartum bleeding, and extremely life- 
threatening labor processes,” if the situation continues to deteriorate, up to two 
 million mothers could end up being affected [130]. About 8 million people in Yemen, 
anticipated to grow to 14 million soon (about half of the population), rely on emer-
gency rations; there are about 1.8 million severely malnourished children. This is an 
ongoing catastrophic man-made famine. The United Nations has stated that it could 
soon become the “worst famine seen in the world in 100 years” [131]. Famine dis-
proportionately affects infants and small children who are the principal casualties, 
leading not only to deaths, but destined to leave a legacy of impaired growth, vulner-
ability to infectious disease, and neurological damage as adolescents and adults. 
Yemen continues under a strict military air and sea blockade enforced by Saudi 
Arabia with arms purchased from the United States and Britain, which bars or seri-
ously delays delivery of food and essential medical supplies in what may amount to 
a war crime [129].

The largest cholera epidemic in the world took place in Yemen, with over 2 mil-
lion cumulative cases between October 2016 and September 2019 [132], 25% of 
which were among children that led to extraordinarily high rates of mortality and 
morbidity following the systematic destruction of the sanitation system and water 
supply through aerial bombing by Saudi Arabia [133]. Cholera remains a threat in 
environments where the accessible water has been contaminated through destruc-
tion of public health infrastructure and potable water is not readily available. The 
World Health Organization has stated that, with over one million cases, this is 
among the worst epidemics of cholera in recorded human history. There has also 
been the destruction of food supplies so that starvation in 2018 has been at epidemic 
levels. Children are the principal casualties.

Dengue fever is now prevalent in refugee camps, driven by mosquitoes that breed 
in stagnant water. Vaccinations have been interrupted, leading to increased preva-
lence of preventable infectious diseases including measles and diphtheria.

In an interview by a New York Times journalist with Yemen’s Health Minister, 
Dr. Taha Mutawakel, he described an increase in incidence of birth deformities and 
childhood cancer, in which the Health Minister attributed to toxic residues in the 
soil and air left by the thousands of bombings. He stated that by November 2018, 85 
medical workers had been killed and 231 injured. Drugs for chronic medical condi-
tions have been unavailable so that 250,000 people with insulin-dependent diabetes 
are in danger of dying as are about 1200 people with kidney disease dependent on 
dialysis. Most of the health clinics have been demolished by bombs. In August 
2018, the only hospital in the city of Al Hudaydah which provides critical neonatal 
and emergency care was attacked, leaving 90,000 pregnant women and adolescent 
girls at high risk [130]. All commercial flights are barred, preventing Yemeni chil-
dren and adults from accessing referrals for urgent medical and surgical treatment 
outside of Yemen [129].

Though prior to the war there had been a decline in child marriage through the 
efforts of Yemeni lawyers, educators, and activists, it is now on the rise. A UNICEF 
official was referred to as saying that child marriage now occurs with about 65% of 
adolescent, and even preadolescent, girls; the rate tripling since 2015. This is driven 
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by the impossible challenge that parents face in feeding their  daughters; child mar-
riage results in being taken out of school, early childbearing, and illiteracy of ado-
lescent and adult women. Boys are picked up as child soldiers and are “visible 
everywhere” [129].

Education of children and youth has been interrupted; 2 million children were 
estimated to be out of school as of January 2017. Between March 2015 and 
November 2017, 256 schools had been destroyed, with 1413 schools partially 
destroyed through airstrikes and shelling, and an additional 150 schools occupied 
by military groups [134]. The legacy of the war is destined to play out over the com-
ing decades in the lives of children and youth affected by this conflict.

 Displaced Palestinians and Refugees

Palestinians constitute the world’s largest refugee population numbering about 5.5 
million under the United Nations Refugee Works mandate. Their situation cannot be 
understood without some appreciation of the history that led to their displacement 
following the conclusion of World War II. Many of the Palestinians remain refu-
gees, living generation after generation in refugee camps and displaced repeatedly. 
The prolonged suffering of the Palestinian people is the result of the lack of resolu-
tion of the refugee crisis over many decades and multiple generations. Below is a 
brief summary of the historic events that have shaped the current situation and a 
description of their current living conditions.

Since the end of World War II, Palestinians have confronted an unprecedented 
displacement from their homeland that remains unresolved. Millions have become 
refugees. This mass displacement followed in the wake of an historic genocide 
focused on the Jewish people, principally in Poland, Germany, and Eastern Europe, 
led by German Nazis or fascists. This genocide, implemented systematically with 
mass deportations, concentration camps, gas chambers, and forced labor, resulted in 
the killing of some six million Jewish people, a million or more Roma people (or 
gypsies), over 2 million ethnic Poles, tens of thousands of disabled people including 
disabled children and people with mental illness, tens of thousands of homosexuals, 
and tens of thousands of the political opposition. Total worldwide deaths from 
World War II were about 70–85 million (about 3% of the world’s population) of 
whom 50–55 million were civilians. The majority of deaths occurred in the Soviet 
Union (26.6 million) and China (20 million).

Almost 30 years before the conclusion of World War II, on November 2, 1917, 
shortly after World War I, the British Government represented by Arthur Balfour 
had issued a letter stating “His Majesty’s Government view with favor the establish-
ment in Palestine of a national home for the Jewish people, ...it being clearly under-
stood that nothing shall be done which may prejudice the civil and religious rights 
of existing non-Jewish communities in Palestine…” [135] This became known as 
the Balfour Declaration. This declaration was made without consultation of the 
people of Palestine.
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Following the conclusion of World War II, many Jewish survivors of the Nazi 
genocide, or Holocaust, relocated to what was then the Palestinian British 
Protectorate, with purported protections for the rights of the indigenous Palestinian 
people. Palestinians were a religiously diverse population rooted for many centuries 
in the Palestinian lands consisting of Muslim, Christian, and Jewish peoples who 
historically had lived in an integrated social environment. With the creation of 
Israel, hundreds of thousands of Palestinians were forcibly displaced from their vil-
lages and homes and driven into refugee camps.

Political unrest and violence began and escalated and ultimately broke out into 
open warfare in the fall of 1947. By 1948, the majority of Palestinians, about 
700,000 to 800,000 people from 500 to 600 villages, were displaced. They were 
either [136] expelled or fled from their homes for fear of being killed, as had actu-
ally taken place in a number of villages.6

Since 1950, the United Nations Refugee Works Agency (UNRWA) has had 
responsibility for populations in the Gaza Strip and the West Bank. UNRWA defines 
Palestinian refugees as “persons whose normal place of residence was Palestine 
during the period 1 June 1946 to 15 May 1948, and who lost both home and means 
of livelihood as a result of the 1948 conflict.” The operations of UNRWA started in 
1950, at that time serving about 750,000 Palestinian refugees. Since then, with pop-
ulation growth and increase in members of Palestinian refugee families, the number 
of refugees registered with UNRWA today exceeds 5 million [137].

There are an additional one million Palestinians who originate from the displace-
ment in 1948 but who could not or did not register with UNRWA for assistance. 
These individuals live in many countries around the world, including Jordan, Saudi 
Arabia, Egypt, the Gulf Countries, Chile, and the United States. About 18 percent 
of the population of historic Palestine remains Palestinian.

As a consequence of the 1967 war with the occupation of the Gaza Strip and the 
West Bank, almost one million additional Palestinians were displaced from their 
communities. They represent the second largest group of refugees. UNRWA 
responded by establishing another 10 refugee camps to accommodate and serve 

6 This forced mass displacement of Palestinians set the stage for commemorating the 15th day of 
May 1948, known by Palestinians as Nakba, or catastrophe (Nakba means the collapse and disap-
pearance of an entire society) signifying that Palestinian society, which had existed for centuries, 
had been for the most part destroyed.

None of the Palestinians who fled or were expelled could return, contrary to Palestinian refu-
gees’ right to return to the homes as declared by the United Nations’ General Assembly Resolution 
194 (III) of December 1948, paragraph 11, in which the U.N. General Assembly, Resolves: “that 
the refugees wishing to return to their homes and live at peace with their neighbors should be per-
mitted to do so at the earliest practicable date, and that compensation should be paid for the prop-
erty of those choosing not to return and for loss of or damage to property which, under principles 
of international law or in equity, should be made good by the governments or authorities respon-
sible; Instructs the Conciliation Commission to facilitate the repatriation, resettlement and eco-
nomic and social rehabilitation of the refugees and the payment of compensation…”

Conclusion on voluntary Repatriation, UNHCR, Executive Committee, No. 40 (XXXVI), 1985
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them. A third group of Palestinians are internally displaced refugees who remain 
within the Israeli or Palestinian territories but not in their original homes [138].

Today, about one-third of Palestinian refugees, or about 1.5 million people, live 
in 58 refugee camps established by the UNRWA, generally on land leased from 
local landowners (so that they do not own land themselves) located in Jordan, 
Lebanon, the Syrian Arab Republic, the Gaza Strip, and the West Bank, including 
East Jerusalem. Others live in those countries but outside of refugee camps.

The remaining two-thirds of Palestinian refugees reside in and around the cities 
and towns of the host countries and in the West Bank and the Gaza Strip [137]. 
About 2 million (40%) live in Jordan, 1 million (20%) in Gaza, 760,000 (16%) in 
the West Bank, 460,000 in Syria, 420,000 in Lebanon, and 34,000 in Iraq [139].

Palestinian refugees in host countries have suffered displacement after displace-
ment. For example, during the US-led campaign and occupation of Iraq in 2003, 
about half of the Palestinian refugees in Iraq were forced to leave to the surrounding 
deserts. In Lebanon in 2007, 31,000 Palestinian refugees were forced to leave the 
Nahr al-bared camp without refuge, to nowhere [140].

It is important to note that many of the Palestinian refugees in Syria have been 
displaced as a result of the current Syrian war. Palestinians who remain in Syria 
have suffered together with other Syrians as a result of the war.

 Health and Social Issues Facing the Palestinian Children and Adolescents

Children and adolescents represent about 40% of the Palestinian population with 
population growth of over 3% per year, one of the highest rates in the world accord-
ing to the World Bank; Population Growth Report 2009 [141]. According to 
UNICEF State of the World’s Children, At a glance: State of Palestine. 2015, the 
majority of Palestinian adolescents and children are affected by the displacements, 
migration, occupation, closure, conflict, and poor environmental conditions [142].

Under-five mortality (UFM) is a key indicator to monitor the health and socio-
economic status of children and is used for international comparisons. In the occu-
pied Palestinian territories, the UFM indicator is over 20 per 1000 (as a comparison, 
for children in Israel it is 4 per 1000). The causes of child and youth mortality 
include congenital anomalies, perinatal complications, respiratory infections, acci-
dents and violence, road traffic accidents, missile and firearm injuries, and malig-
nancies. Morbidities include malnutrition and its complications, including iron 
deficiency anemia. Most of the people in Gaza (56%) and many in the West Bank 
(25%) experience food insecurity [143].

In Gaza, most water piped to households is unfit for human consumption. This is 
due to the reliance on a single aquifer in Gaza, which has been contaminated, and 
the destruction of the single sewage processing plant by Israeli bombing. Since the 
bombing of the sewage plant, sewage has been largely untreated and dumped into 
the Mediterranean Sea, which then flushes back to the shore; open untreated sewage 
runoff and agrichemicals seep into the remaining aquifer. The population is depen-
dent on desalinated water that contains chemical contaminants [144]. These 
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 conditions create a very-high-risk situation for the outbreak of endemic disease and 
public health crises as has taken place in Haiti, Yemen, and Iraq. A report prepared 
by RAND Corporation [145] based on data collected by the Water Sanitation and 
Hygiene (WASH) over several years emphasizes the urgency of cooperation between 
the Palestinian Authority, Israel, and Egypt to pre-empt an epidemic outcome. 
About 26% of all childhood diseases in Gaza were identified by UNICEF as water-
borne [146]. Though typhoid fever, hepatitis A, and viral meningitis have been 
detected, the fact that there has not been a major epidemic and humanitarian crisis 
is significant; however, the effort is being undermined by the elimination of funding 
support from the United States for UNRWA [147].

Mental health problems in the occupied Palestinian territories are of great con-
cern: 93% of adolescents and children feel unsafe, threatened, and fearful. The 
exposure to violence and trauma is much higher than in other countries: 8 out of 10 
adolescents had witnessed a shooting, about 3 out of 10 had witnessed killing, and 
1 out of 10 saw a relative or neighbor killed. Almost half of all adolescents were 
exposed to body searches. The prevalence of post-traumatic stress disorder among 
children is particularly high ranging from 23% to 70%. Of the Palestinian children 
who experienced traumatic events during the 2012 Israeli bombing of the Gaza 
Strip, 30% developed PTSD. According to the World Health Organization “the time 
spent in detention for children and families represents a period of chronic stress, 
traumatic experiences including threats to physical integrity that are experienced as 
overwhelming and are accompanied by intense fear and helplessness, loneliness and 
loss of faith in adults, possibly even their own parents.” The psychological toll of 
demolitions and forced evictions hits women harder [148].

More than 8000 children were arrested and exposed to maltreatment, torture, or 
other severely traumatic acts such as beating, kicking, cuffing, yelling, blindfolding, 
sleep deprivation, denial of access to toilets, lack of showers, exposure to loud 
noise, excessive heat or cold, and other acts by the soldiers of Israeli army in the 
period between 2000 and 2017. Consequently, 10% experienced manifestations of 
depression, 10% had somatic disorders, and about 15% suffered from emotional 
difficulties [149].

According to Defense for Children International/Palestine section, 500–700 
children are detained by the Israeli military yearly. The highest figure occurred in 
2016, during which 375 children and adolescents per month were imprisoned [150].

The reasons behind this persistently negative health situation are many. They 
include the occupation by the Israeli forces, lack of resources and aid dependency, 
lack of international support, the failure of internal governance, difficult socioeco-
nomic situations, healthcare access difficulties, absence of adequate housing and 
food, deficient electrical supply, and the lack of safe drinking water [151, 152]. 
Palestinian children and families continue to be negatively affected by occupation- 
related policies and practices including house demolitions and displacement, denial 
of access to livelihoods, administrative detention, psychosocial distress, and expo-
sure to explosive remnants of war [152].

With a population of about 2 million and an area of 360 square kilometers, Gaza 
has the highest population density in the world and a high growth rate. It is a 
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resource-poor region. There are no local well-equipped referral or tertiary health 
centers for patients, who must be referred to centers outside the borders, which 
requires them to obtain special security permits from the Israeli authorities through 
a very complicated process and often ends in denial. During 2014 and 2015, more 
than 10,000 patients were denied permission to cross borders or checkpoints to 
reach a referral health center. In February 2017, 40% of the requests to travel from 
Gaza for medical advice or treatment were refused by Israeli authorities [153]. The 
International Committee of the Red Cross, among others, has declared this a policy 
of “collective punishment” and called for Israel to lift its closure. Amnesty 
International, Human Rights Watch, Physicians for Human Rights Israel, and others 
have called for an end to the decades-long closure of the Gaza Strip. Israel continues 
to control all Gaza access, with the exception of the Rafah crossing to Egypt, and all 
crossing from Gaza to the West Bank and Jordan [154].

 North Africa

The majority of asylum-seeking minors from North Africa tend to be Eritreans flee-
ing religious persecution. Many practice the banned Pentecostal religion in secret 
and are subject to severe punishment if discovered. Youth can present with wounds 
from torture and beatings after dangerous journeys through Libya and the 
Mediterranean. The changing political situation and clan warfare in Somalia and 
unrest in Sudan have generated large numbers of refugee children and adolescents; 
in addition, many young males escape from persecution related to their sexual ori-
entation; homosexual practices are punishable by death.

Climate change, drought, and crop failure play an important role in driving dis-
placement and migration, in particular in Somalia, where there were 250,000 new 
refugees due to drought in 2018 increasing the national total to 850,000 displace-
ments [17].

Armed conflict and ethnic tensions also drive conflict particularly in West and 
Central Africa, in particular the Democratic Republic of the Congo which has one 
of the worst humanitarian crises in the world with about 3 million internally dis-
placed persons. The Central African Republic produced about 600,000 refugees and 
500,000 internally displaced persons. The Democratic Republic of the Congo and 
the Central African Republic were both among the top ten origin countries for refu-
gees in the world at the end of 2018 [17].

Refugees from Africa commonly use Libya as a hub for migration to cross the 
Mediterranean. Libya itself is subject to civil conflict and refugees are exposed to 
sexual and gender-based violence, forced labor (i.e., slavery), extortion, and other 
abuses [17].

North Africa is a key route for migration to Europe, with most leaving Libya for 
Italy in 2016 and 2017 (principally from Tunisia, Eritrea, Sudan, Iraq, and Pakistan, 
about 15% were unaccompanied children), but in 2018 most took a route from 
Morocco to Spain [17].
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Sexually trafficked young women tend to be brought through Nigeria, Uganda, 
and other African countries by more direct routes such as air travel, accompanied by 
“minders” or pimps on false documents that portray the youth as older than they 
actually are since fewer questions are asked of the traffickers if they are not travel-
ling with minors. The girls are often made up and dressed as older with bras stuffed 
with cloths. This commonly causes problems for the girls later, when after some 
months in sexual slavery, they might escape and then be branded as adults by the 
authorities who insist on going by the date of birth in their forged passports – even 
when they know they are forged. Hence young traumatized girls end up in adult 
detention jails.

Many desperate irregular migrants in North Africa face perilous and life- 
threatening conditions, including being trafficked as slaves. They are faced with few 
options and seek refuge in Europe through a life-endangering journey across the 
Mediterranean Sea in poorly equipped vessels. Irregular migrants to Europe fre-
quently enter by crossing the Mediterranean Sea on boat. Casualties related to this 
crossing are impossible to estimate accurately, given that bodies disappear in the 
ocean, and there are no written records, but there has been more scrutiny of the 
number of these deaths since the tragic sinking of two boats off the coast of Italy in 
2013 resulting in the deaths of an estimated 368 migrants.

The International Organization of Migration Missing Migrant Project (IOM 
MMP) now estimates from multiple sources that of 7927 missing migrants in 2016 
worldwide (an increase of 26% over 2015) over 60% (5143 in 2016) were among 
irregular migrants attempting to migrate across the Mediterranean to Europe, add-
ing to 1400 deaths in North Africa due to starvation, violence, sickness, unsafe 
travel conditions, and a harsh natural environment [155]. In February 2017, the bod-
ies of 74 migrants were recovered near a beach town in western Libya from a ship-
wrecked inflatable raft found on the shore [156].

Routes to Europe from Africa commonly pass through Libya and then by boat to 
the Italian island of Lampedusa. In October 2013, 368 migrants died in the sinking 
of two boats off the coast of Lampedusa. In another event in January 2019, 117 
African migrants, including 10 women, two toddlers, and one 2-month-old infant 
(one of the women was pregnant) died in a tragic sinking of a rickety inflatable 
dinghy off the Libyan coast [157]; survivors were rescued by the Italian navy and 
brought to Lampedusa. On the same day, in a separate incident, Sea Watch reported 
that it had rescued an additional 47 people in the Mediterranean; one of the boats 
had been stranded at sea for weeks with its passengers after being denied entry to 
several European ports [157].

The Institute of Migration estimates that at least 17,919 people died attempt-
ing to cross the Mediterranean Sea between 2014 and 2018 and that a total of 
30,900 women, men, and children lost their lives trying to reach other coun-
tries [3].

European practices towards these desperate refugees in life-threatening situa-
tions have been varied; in June 2018, Italy’s newly elected government turned away 
a rescue boat with 600 migrants [158]. The Italian Government has now banned the 
boats from landing which has diverted the problem to Malta and Spain.
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The path of irregular migration across the Mediterranean is the most deadly 
region for irregular migrant transit in the world [7]. Nonetheless, the “Western 
Mediterranean route” continues to be used by people escaping violence, abuse, 
sickness, and starvation.

The routes from Afghanistan and the Middle East generally pass through the 
Middle East to Turkey, across the very dangerous Bosporus narrows where drown-
ings in flimsy boats are common, on to Greece or sweeping further north and then 
across Europe to France and then the channel.

The above examples are far from complete but illustrate the desperation that 
refugees face in multiple parts of the world that drive the need to find new homes. 
The conditions that refugees have faced cannot be separated from the historic effects 
of colonialism in Africa, the Middle East, and other parts of the world.

 Part 4: Meaningful Approaches to Improve the Health 
of Migrant and Refugee Children and Youth

 The Right to Health: A Fundamental Human Right

Migrant and refugee children and adolescents have clear support from multiple 
international representative bodies to healthcare, nutrition, potable water, educa-
tion, unification with parents and families, and safety. A number of inclusive agree-
ments have been reached and signed by all, or almost all, nations of the world 
including the UN Convention on the Rights of the Child and the UN Universal 
Declaration of Human Rights.

The right to health for refugees and migrants is recognized in the International 
Framework of Human Rights elaborated by the Member States of the United 
Nations and is upheld by international human rights law [30]. These rights are fur-
ther affirmed by the United Nations High Commissioner for Refugees (UNHCR) 
Convention Relating to the Status of Refugees [31, 32].

The Right to Health is recognized in the inherent dignity of the equal and inalien-
able rights of all members of the human family by the United Nations Universal 
Declaration of Human Rights signed in 1948 by all countries which states that:

• “Everyone has the right to a standard of living adequate for the health and well- 
being of himself and of his family” [28].

The UN Conventions on the Rights of the Child Article 9 assures that:

• “States Parties shall ensure that a child shall not be separated from his or her 
parents against their will, except when competent authorities subject to judicial 
review determine, in accordance with applicable law and procedure, that such 
separation is necessary for the best interests of the child...such as one involving 
abuse or neglect of the child by the parents, or one where the parents are living 
separately and a decision must be made as to the child’s place of residence” [68].
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The World Health Organization Constitution affirms “the highest attainable stan-
dard of health is one of the fundamental rights of every human being” [33].

The International Covenant on Economic, Social and Cultural Rights clearly 
expresses that the right to health obligates governments to ensure that “health facili-
ties, goods and services are accessible to all, especially the most vulnerable or mar-
ginalized sections of the population in law and in fact, without discrimination on 
any of the prohibited grounds” [29].

• Further, the UN Committee on Economic, Social and Cultural Rights in its com-
ments on implementing the International Covenant on Economic, Social and 
Cultural Rights, affirms the necessity of “being able to receive care which is 
available, accessible, acceptable and of good quality.” Accessibility is described 
in four dimensions: non-discrimination, physical accessibility, economic acces-
sibility, and information accessibility [35]. The right to health must be inter-
preted broadly to embrace key socioeconomic factors that promote conditions in 
which people can lead a healthy life. These include “food and nutrition, housing, 
access to safe and potable water and adequate sanitation, safe and healthy work-
ing conditions, and a healthy environment” [159].

In addition, the World Health Organization is explicit in articulating the basic 
principles needed to provide healthcare to migrants and refugees [34]:

 1. Promoting universal health coverage
 2. Reducing mortality and morbidity among refugees and migrants through public 

health interventions
 3. Protecting and improving the health and well-being of women and girls
 4. Promoting continuity of care
 5. Promoting gender equality and empowering women and girls
 6. Improving communication and countering xenophobia
 7. Strengthening partnerships, coordination, and collaboration

Coercive practices implemented against parents or youth, such as the use of tear 
gas, beatings, shackling, involuntary detention, or isolation are highly traumatizing 
for children and youth, as well as parents, and must not be implemented. Soldiers, 
police, and others who engage in these practices must be held accountable for their 
actions.

 Stabilization of Migrant Youth in the United States

Today 25% of children in the United States live in an immigrant family, that is, they 
are an immigrant themselves or one of their parents is an immigrant. The immigra-
tion status of children and their parents directly relates to their access to healthcare 
and is intertwined with other social determinants of health including poverty, food 
insecurity, housing instability, discrimination, and health literacy [44].
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Migrants, in particular children and adolescents, require access to vital acute 
and preventive healthcare, housing assistance, and nutrition and commonly 
require access to public benefits. These benefits include accessing Medicaid, the 
Supplemental Nutrition Assistance Program (SNAP), and the Children’s Health 
Insurance Program (CHIP).

Children covered by Medicaid and CHIP miss fewer school days due to illness 
or injury, perform better in school, are more likely to graduate and attend college, 
and may become healthier adults who earn higher wages and pay more in taxes than 
their uninsured peers. The investment in the health of children and youth, including 
migrant and refugee children and youth, is an investment in the future of society. 
Unfortunately, in the United States children and adolescents who are seeking asy-
lum or were brought by parents and do not have legal status are excluded from 
federally funded programs, including health insurance, by most states [44].

As affirmed by the American Academy of Pediatrics [2, 160], it is essential that 
utilization of public benefits, in particular healthcare and nutrition benefits, not be 
used as a barrier to obtaining legal residency or future citizenship as has been pro-
posed as a misguided means to deter migration to the United States. Increased fears 
about the consequences of using public programs and affecting immigration status 
have deterred immigrants from accessing programs regardless of eligibility. 
Immigration enforcement activities that occur near healthcare facilities, schools, 
places of worship, or other sensitive locations may prevent families from accessing 
needed medical care [44]. The negative impact of limiting access to public benefits 
for healthcare and nutrition on the health and well-being of children and youth is 
massive.

 Education for Migrant Children and Young People: 
A Key Determinant of Health

Education is a key determinant of health and a common point of access for nutrition, 
health education, healthcare, and counseling for children and youth. Education is inte-
gral to the improvement of population health. Refugee and migrant children com-
monly have challenges in accessing education related to lack of fluency in the language 
of their new home, prior interruption of education for months or years, and commonly 
a need to catch up with peers; they may also struggle in school because of post-trau-
matic repercussions, loss of family members and/or learning disabilities.

All migrants and refugees have the right to education as articulated by the 
Universal Declaration of Human Rights, the UN Conventions on the Rights of the 
Child, and multiple other international agreements [45].

For children and youth who have missed out on their education due to circum-
stances they had no control over, there may be accelerated learning programs avail-
able to complete primary education in a shorter period of time providing certification 
and allowing continuation in formal post primary education.
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Education is essential for refugee and migrant children, youth, and adults to fully 
participate in their new society and can play a signal role in enabling economically 
and socially marginalized children and adults to leave poverty. In the United States, 
all children are entitled to free public education and specialized educational services 
regardless of immigration status [44].

Indigenous people who are refugees and migrants, including children and ado-
lescents, face additional barriers when migrating. They have commonly been trau-
matized by military persecution prior to leaving, do not speak the dominant language 
(e.g., indigenous refugees fleeing persecution in Guatemala who arrive in the United 
States commonly speak neither English nor Spanish), have poor educational back-
ground, and face significant barriers to integrating into the host society, including 
accessing education, housing, and healthcare.

The process of immigration can take months or years. During this period refugee 
children and youth may languish in refugee camps, not attend school, or live in 
areas where their native language is not spoken. They may not have opportunities to 
develop job skills; participate in healthy opportunities of leisure, sports, or recre-
ation and at times be further traumatized. It is essential that in environments where 
children and youth are held, including refugee camps and temporary shelters, their 
educational needs be prioritized to prepare them for social integration and employ-
ment at the earliest opportunity.

 What Can Be Done

Safety in the host country:
• Assure the safety of all children and youth regardless of ethnicity, country, or 

culture of origin, gender, sexual orientation or identity, or economic status

Access to healthcare:
• In accordance with the recommendations of the UN High Commissioner on 

Refugees, refugees should be provided with a suitable safety net, such as health 
insurance, to ensure access to preventive and curative care [39].

• Assure that all children and youth have access to appropriate vaccinations, pota-
ble water, stable nutrition, and suitable housing.

• Assure access to primary healthcare for all refugee and migrant children.

Family stability and prompt reunification:
• Strive whenever possible to assure that families stay together and, in particular, 

that children and youth are not separated from parents and siblings.
• Assure that when parents or responsible adult family members cannot be 

located that unaccompanied minors have stable placement with a consistent 
caring adult.

• Children and adolescents who have undergone trauma and significant loss need 
to know the truth of their family’s experience or loss of parents to the extent it is 
known. It is useful to engage an experienced therapist to guide the conversation 
and disclosures and support the involved adults and youth.
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• Promote factors that increase bonds and connectedness between the schools, 
families, and children.

Education for all refugee and migrant children and youth:
• Assure that all children and youth are engaged in appropriate education and 

development of employable skills.
• Direct funding to support the development of small projects for families and 

youth and promote increasing skills for independence among youth and 
families.

• Allow children and adolescents to express themselves in the physical, cultural, 
artistic, writing, and educational fields.

• Promote and educate children and youth about their original history and culture 
and foster engagement with their families and cultural groups.

• Engage children and youth in a variety of extracurricular activities and encour-
age them to participate in the learning process and teaching of younger 
children.

• Encourage reading, writing, painting, and theater and search for and find talented 
persons in varied fields.

• Find opportunities to teach children and youth in age-appropriate settings to 
develop skills in utilizing computers and encourage them to be digitally active.

• Establish and support youth clubs for boys and girls with a particular emphasis 
on sports and creative arts.

• Encourage the development of leadership skills among the youth.

Policy development should include youth involvement in those policies that affect 
them:
• Governments, policy makers, donors, and nongovernmental organizations can 

involve adolescents and older children in initiatives concerned with their benefit, 
including planning, designing, and implementation of support and intervention 
initiatives.

• Assure that all children and youth have a voice and not be excluded or over-
whelmed by dominant individuals or groups.

• Support all aspects of positive support and the feeling of being valued individuals.
• Open and encourage dialogue between the children, teachers, leaders, and fami-

lies and promote multiple approaches to providing a meaningful voice to youth.
• When the children and adolescents are politically active, they should be given the 

space and opportunities to express themselves and to engage them in the political 
dialogues.

 Conclusion

The historic numbers of refugee and migrant children youth and families will inevi-
tably continue for the foreseeable future. The factors driving these – war, climate 
change, ethnic persecution, poverty, and social violence – continue to evolve and in 
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many ways worsen. There are multiple treaties that foster international collabora-
tion to stabilize the lives of these young people and their families including the 
Universal Declaration on Human Rights in 1948 and the United Nations Conventions 
on the Rights of the Child which have been ratified by almost all countries of the 
world that call for providing safe haven for all refugees. Unfortunately, these inter-
national agreements are respected more in the breach than in compliance. The future 
of millions of children and adolescents depends on the permanent, safe, and secure 
resolution of international conflicts, respectful of the conditions, history, culture, 
and needs of children, youth, and families.

In areas of conflict, every action must be evaluated in view of its impact on the 
health and well-being of children and youth. It cannot be ignored that we live in a 
time that poses serious challenges to respecting the rights of refugees and migrants, 
and to the fundamental international values and lessons learned that had been 
arrived at after the disasters of two world wars. These values include human equity, 
accountability, fairness, justice, and due process. It is largely from the outcomes of 
the two world wars that the international consensus demonstrated by the Universal 
Declaration of Human Rights includes the recognition that “Everyone has the right 
to seek and to enjoy in other countries asylum from persecution.”

The institutions and values that were adopted to foster cooperation are being 
undermined by the emergence of aggressive nationalism and racism and the rejec-
tion of migrant and refugee children and families. The recognition of the rights of 
migrants and refugees are under threat. In some countries, there has been a kind of 
weaponization of immigration by demagogic figures to inflame nativism, racism, 
and xenophobia and undermine democracy. We know from history that this dynamic 
can escalate to grave attacks on human rights and be targeted against vulnerable 
groups of people within society because of their perceived characteristics, cultures, 
or religions; this process has become enhanced through the use of social media to 
heighten irrational fear, polarize societies, and increase hostility towards migrants, 
ethnic minorities, sexual minorities, and religious groups. We need to recognize and 
promote understanding of the great value that immigrants and refugees bring to the 
societies they join and, notwithstanding the challenges, find a path to welcoming 
those who join us, most especially the children and youth. The politicization of 
migration is not new, but we must learn from prior tragic outcomes of xenophobia 
and racism, recognize the grave threat that they represent to democracy and peace, 
and strive to provide a safe, healthy, and welcoming environment for those young 
people and their families who have been forced to leave their homes.

Practices that involve creating unnecessary and gratuitous barriers to migration or 
obtaining asylum, in particular those barriers that result in separating children and 
adolescents from their parents and families and/or involve involuntary  placement, are 
inconsistent with international agreements and have been vehemently rejected by 
leading advocates and experts in child and adolescent health, in particular the American 
Academy of Pediatrics and the Society for Adolescent Health and Medicine.

Children and adolescents are the most vulnerable of refugees and migrants. They 
need and deserve to be welcomed and find stability, safety, potable water, food secu-
rity, sanitation, housing, education, reproductive health, healthcare, and age- 
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appropriate recreational activities. It is essential that children remain together with 
their families whenever safe and possible and continue to be engaged in their home 
cultural traditions.

Migrants and their children and families have historically made, and will con-
tinue to make, great contributions to the societies that welcome them. The invest-
ment that is made in the welfare of children and youth and their families will pay off 
for all of us in their future contributions.
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Chapter 18
Meaningfully Engaging Homeless Youth 
in Research

Annie Smith, Maya Peled, and Stephanie Martin

 Introduction

McCreary Centre Society (McCreary) is a not-for-profit organization in British 
Columbia (BC), Canada, committed to improving the health of youth through 
research, evaluation, and community-based projects. Since its inception over 
forty years ago, McCreary has engaged adolescents in all aspects of its work, 
including through designated seats on the Board, youth-adult partnership 
 projects, and long- standing youth-led groups such as the Youth Advisory and 
Action Council (YAC).

The Society is recognized for its engagement of vulnerable populations of young 
people in community-based research and is also internationally known for its BC 
Adolescent Health Survey (BC AHS), a population-level questionnaire used to 
gather information about young people’s physical and emotional health and about 
factors that can influence health during adolescence and in later life. The survey has 
been conducted in collaboration with the provincial government and public health 
system, and with the cooperation of BC’s school districts since 1992. It is completed 
by approximately 30,000 Grade 7–12 students every five years. The survey results 
are used by school districts, community agencies, all levels of government, and 
young people themselves to identify and help to address current youth health 
concerns.
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However, the survey is limited to students who are attending mainstream public 
schools, and while a small percentage of homeless youth are included in the survey, 
it misses many adolescents who are struggling with homelessness. This omission 
means that decisions about youth health which are based on the survey results are 
unlikely to be inclusive of the unique health challenges and experiences of home-
less youth.

In 2000, McCreary embarked on its first Homeless and Street-Involved Youth 
Survey (HSIYS) in communities across the province. Unlike the “captive audience” 
available to researchers in a school setting, homeless youth can be difficult to locate 
and reluctant to engage in research as participants. It was therefore decided to take 
a participatory action research approach and to develop a youth-engaged methodol-
ogy. This approach has proved effective and continues to be used to this day.

 Youth Engagement

Youth engagement has been described as the meaningful and sustainable involve-
ment of young people in decision-making that affects them [1, 2]. Meaningful youth 
engagement allows youth to take action, have their voice heard, and actively partici-
pate in their own development [3]. Many benefits of youth engagement have been 
identified, including improved mental health and reduced health risk behaviors 
among males and females [3, 4].

Gaining a variety of skills and knowledge is also a benefit of youth engage-
ment, including among marginalized young people [5–7]. For example, youth 
have been found to develop skills in public speaking, leadership, teamwork, time 
management, planning and facilitating workshops, and creating written docu-
ments. Other benefits might include increased awareness and knowledge of com-
munity issues [6].

Youth-serving organizations can benefit from youth engagement, as they develop 
a better understanding of youth issues, become more responsive to the needs of the 
youth they serve, and gain a more focused vision [8].

One established model of youth engagement is Hart’s “Ladder of Participation” 
[9]. According to this model, the lower rungs of the ladder (i.e., manipulation, deco-
ration, and tokenism) reflect youth participation that is not genuine. At these lower 
rungs, youth are not informed or consulted in decision-making processes and instead 
are involved solely for adults to achieve their own goals. The higher rungs of the 
ladder are models of genuine participation, where youth are consulted in meaning-
ful and authentic ways or can share decision-making with adults.

However, the highest rungs of the ladder, which reflect youth-led initiatives or 
genuine youth-adult partnerships, should not be considered as the ideal for all 
youth in all situations. Different youth might prefer varying degrees of participa-
tion and responsibility, depending on their circumstances, abilities, and interests. 
Their ability to choose their level of engagement is key to genuine youth partici-
pation [9].
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 Youth-Adult Partnerships

Youth-adult partnerships are an essential element of youth engagement and have 
been described as shared decision-making between youth and adults [10]. These 
partnerships generally include multiple youth and multiple adults working together 
in a democratic way over a sustained period of time to positively impact the wider 
community [11]. These partnerships can also be a way to address the isolation of 
youth and an opportunity for adults to contribute to their community [11].

There are four core elements that effective youth-adult partnerships incorporate: 
authentic decision-making (which includes youth at the center), natural mentors 
(who are non-judgmental, passionate, and well organized), reciprocity (where co- 
learning occurs), and community connectedness [11]. In addition, for youth-adult 
partnerships to be successful, organizations must understand the importance of 
working together to achieve common aims and must put resources into supporting 
the adults and youth involved [7].

Specific benefits of youth-adult partnerships include an increase in youth’s sense 
of community connectedness and enhanced social networks [2, 9, 10]. Youth-adult 
partnerships can also increase access to social capital which in turn can improve 
self-concept and a sense of social acceptance by peers and can reduce risk behav-
iors [12].

Further, meaningful youth-adult partnerships can have an overall positive impact 
on the greater community through gaining active citizens who are versed in address-
ing challenges through collaboration, improved intergenerational understanding, 
breakdown of stereotypes, and increased social capital [13].

An example of a youth-adult partnership initiative was McCreary’s Aboriginal 
Next Steps II project (2007–2009), which took place in 10 communities across 
BC. The Next Steps is a workshop series created in 1998 to share the results of 
the BC AHS with youth who had participated in the survey. The workshops gather 
youth’s feedback and perspectives on the results and support them to design and 
deliver sustainable projects which address health issues they identify through the 
survey results. This process has been found to provide young people with a voice 
and sense of empowerment [14]. The Aboriginal Next Steps is an adapted ver-
sion of the BC AHS Next Steps, specifically designed for (and with) Indigenous 
communities.

Through Aboriginal Next Steps II, Indigenous youth aged 13–19, including 
those with experience of street involvement, substance use challenges, and justice 
involvement, developed sustainable youth health projects in their communities, 
which they delivered in partnership with local adult supports (including teachers, 
youth workers, and parents). The initiative also created meaningful partnerships 
among community agencies which ensured the youth-led projects were reflective of 
the unique needs and culture of each community, and increased the likelihood of 
longer-term project sustainability.

Aboriginal Next Steps II evaluation findings (survey data and qualitative 
accounts) indicated improvements among youth participants in various areas 
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which they attributed to their involvement in the initiative. Most youth reported 
reductions in their substance use and criminal behavior (among those who had 
engaged in these activities), as well as improved mental health, including 
enhanced self- confidence and hopefulness, and reduced suicidal ideation and 
self-harm. The majority of participants also reported improved school and com-
munity connectedness, and peer and family relationships because of their 
involvement in a project which they described as personally meaningful [15]. 
This initiative was awarded the 2009 Solicitor General’s Award for Children and 
Youth Leadership.

 Youth Participatory Action Research

Youth participatory action research (YPAR) is an approach to facilitate youth 
engagement in research, with support and guidance from adults. This type of 
research attempts to support those who have commonly been the objects or partici-
pants of research to become collaborators or coresearchers [16].

A successful YPAR project allows youth to participate and make decisions 
in areas where young people’s voices are commonly omitted. Such projects aim 
to reduce inequities, place an emphasis on collaboration and on collective 
knowledge generation, and create an iterative process of research, action, and 
reflection, which results in personal or collective change for participants 
[17, 18].

McCreary’s Positive Mental Health initiative (2015–2016) focused specifically 
on engaging vulnerable youth in research and provides an example of a time-limited 
YPAR project. The aim of this project was to support youth who had experienced 
mental health challenges to create a report to increase people’s awareness and 
understanding of youth mental health issues, as well as supports and protective fac-
tors that can contribute to positive mental health among young people. A total of 28 
youth with diverse backgrounds and experiences, including homelessness, attended 
a Design Lab where they discussed factors that contribute to positive mental health 
and developed research questions they were interested in answering using data from 
the 2013 BC Adolescent Health Survey.

Youth then selected one of five roles they were interested in being involved in. 
These included quantitative analysis (youth learned how to conduct statistical anal-
ysis using SPSS and carried out analyses to address their research questions), quali-
tative analysis (youth categorized open-ended survey responses which related to 
mental health and documented the themes), report writing (youth integrated and 
organized the quantitative and qualitative data into a report), dissemination/design 
(youth worked with a graphic designer to lay out the report and developed promo-
tional material), and facilitation/presentation (youth created an interactive work-
shop to engage other young people with the key findings from the report and created 
a slide show for more formal presentations). Participants in each group met regu-
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larly over the course of two months to complete these tasks, and all project partici-
pants reconvened for a follow-up session to develop the report’s key findings and 
create a dissemination plan.

After launching the report [19] to an audience of policy makers, service provid-
ers, and community members, youth participants shared the findings through a 
number of presentations and workshops across the province, to both youth and adult 
audiences.

Evaluation findings from the Positive Mental Health initiative highlighted that all 
participants stayed engaged throughout the project and felt the experience was 
meaningful to them. The majority reported improvements in their research skills 
and their confidence carrying out research, as well as their knowledge of youth 
mental health issues. Further, most reported improvements in their social-emotional 
functioning, including their sense of well-being, connections to other young people, 
and connection to their community [20].

Based on the success of the Positive Mental Health project and other youth 
engagement initiatives, McCreary developed a Youth Research Academy (YRA)  
for youth aged 16–24 with experience of the government care system. All of these 
youth have also been homeless or precariously housed and most have experienced 
associated challenges (e.g., substance use and mental health challenges). The YRA 
takes one cohort of eight youth each year. Over the course of the year, members of 
the YRA are trained to conduct research projects that are of interest to youth in and 
from care and the agencies that serve them. Since its inception in 2016, the YRA 
have worked on a range of evaluation and research projects, and participants have 
reported gaining not only research skills but also transferable skills (e.g., communi-
cation, teamwork, conflict resolution, work-place etiquette) and improved job pros-
pects [21].

The final project of each cohort of the YRA is to carry out peer-to-peer training 
with other young people who are interested in learning about community-based 
research and in participating in a research project. The overall goal is for the YRA 
to support other at-risk youth to gain skills and interest in community-based research 
as well as transferable education and employment skills. The first cohort of the YRA 
(2016–2017) chose to carry out a project on how young people experience and man-
age stress, to gain a better understanding of how youth can best be supported to 
manage their stress. The second cohort (2017–2018) was interested in the relation 
between mental health and nutrition and how youth with mental health challenges 
can be supported to engage in healthy eating.

The ensuing Youth Research Slam (in March 2017 and March 2018) was a fast- 
paced project that trained youth in community-based research. It involved six 
4-hour sessions which took place over a 2-week period during Spring Break. With 
support from McCreary staff, youth developed and distributed an online survey, 
conducted quantitative data analysis, wrote up the results, and disseminated the 
findings. Evaluation results indicated that the vast majority of participants reported 
their involvement in the Research Slam helped to improve their skills and interest 
in research, as well as their skills in other areas such as teamwork and critical 
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thinking. In addition, members of the YRA reported improved leadership skills 
because of the peer-to-peer training they were involved in through the Research 
Slam [22].

 Homeless and Street-Involved Youth Survey (HSIYS)

While all the youth engagement projects discussed in the previous section included 
young people with homelessness experience, McCreary’s Homeless and Street- 
Involved Youth Survey (HSIYS)  is an example of a youth-adult partnership 
approach that specifically targets homeless and street-involved youth.

This project embodies the principles, practices, and values of meaningful youth 
engagement and YPAR. It illustrates a method for engaging street-involved youth 
throughout the research process, from survey development and delivery to interpre-
tation and dissemination of the findings.

For McCreary, securing funding for a population-level study of homeless youth 
which engages them throughout the process has proved challenging. This is partly 
because youth homelessness is less visible than adult homelessness, as young peo-
ple are often couch surfing and reluctant to access services targeted at homeless 
adults or at street-entrenched young people. As a result, many municipalities in BC 
do not provide services for homeless youth or acknowledge that there is a homeless 
youth population in their city.

In 2000, funding was secured for a more targeted study, which focused on home-
less youth in the seven communities considered to have the largest populations of 
homeless youth in BC. The HSIYS was expanded to nine communities in 2006 and 
thirteen communities in 2014.

 Methodology Overview

The HSIYS was designed to include many of the same questions as the BC Adolescent 
Health Survey as well as additional questions which provide information about risk 
and protective factors among BC youth who are homeless, precariously housed, or 
involved in a street lifestyle. The content of each wave of the survey is determined by 
an advisory committee made up of young people with experience of homelessness, 
and youth homelessness experts from Indigenous and non- Indigenous youth-serving 
agencies in each of the communities participating in the survey.

In addition to updating the content of the survey to capture new and emerging 
issues and ensure items remain relevant, members of the advisory committee also 
guide data analysis, take responsibility for the recruitment and support of commu-
nity coresearchers hired to administer the survey (one youth worker and one or more 
youth with experience of homelessness in each participating community), and over-
see dissemination of findings in their community.
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 Engaging Youth as Coresearchers

The HSIYS is administered by an experiential youth in partnership with a frontline 
youth worker. Steering committee members recruit the youth and frontline worker, 
and both are paid for the hours they work on the project. Youth researchers are 
selected based on their experience and knowledge of youth homelessness in the 
community, as well as availability. The position requires flexible work hours and is 
best suited to a young person who has recently exited homelessness or who is look-
ing to make changes away from a street lifestyle.

Before data collection begins, the community coresearchers attend a comprehen-
sive two-day training session where they learn about community-engaged research and 
are trained to administer the survey. They work together to develop a strategy to survey 
typically hard-to-reach homeless youth to participate in the study, as well as to create 
a list of local services they could approach where youth can be accessed. They also 
determine procedures for safe storage of blank and completed surveys and honoraria, 
engage in role playing to practice the necessary steps for obtaining informed consent 
(e.g., reading the consent form aloud and answering frequently asked questions from 
participants), and divide up the administrative tasks between them as appropriate.

Upon completion of data collection, a debrief session with all the community 
coresearchers is held to guide the analyses, and then a final session brings together 
the advisory committee members and coresearchers to review a draft of the results 
and to identify key findings and messages.

 Dissemination of Findings

After each wave of the survey is completed, the community coresearchers and youth 
and adult members of the steering committee work together to select key findings 
for dissemination and to determine the format the dissemination will take. After 
each survey, a series of Next Steps workshops takes place to share the results with 
youth. These workshops are designed to provide homeless youth with an opportu-
nity to discuss the results of the survey, to make recommendations for change, and 
to plan (and sometimes deliver) projects for improving the health of homeless youth 
in their community and across the province. The interactive workshops are held in 
spaces which are welcoming to homeless youth, including youth drop-in centers, 
Aboriginal friendship centers, youth resource centers, and youth shelters.

Following the 2014 HSIYS, youth coresearchers produced three stop-motion 
films of their key findings to share the results with youth during the workshops. 
Developing a trivia game based on the survey findings has been another approach 
youth researchers have used to disseminate the results and engage participants in a 
dialogue of key findings. Workshop participants respond to trivia questions, share 
why they chose a particular answer, and discuss how results reflect what they see in 
their own community.
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By using the results of the survey to spark a dialogue, youth who may have par-
ticipated in the survey have the opportunity to see how their answers compare to 
those of homeless youth in other parts of the province and to observe and comment 
on trends and patterns in the data. They are also asked for their suggestions on how 
the health picture of homeless youth which emerges from the data can be improved. 
The community coresearchers’ participation in these dissemination activities 
ensures that youth’s recommendations are incorporated into the final Homeless and 
Street-Involved Youth report and can be further disseminated.

 Impacts

Coresearchers on the HSIY project have reported gaining skills and knowledge 
through their involvement, including skills in survey design and implementation, as 
well as workshop facilitation and public speaking. Many have also felt the experi-
ence improved their job prospects and helped them find their career path.

Further, coresearchers have expressed appreciation for the opportunity to make a 
difference in their community and to improve the lives of homeless youth. Youth 
researchers who participated in the 2014 HSIYS noted that creating a report which 
they could take to policy makers locally and provincially was one of the most mean-
ingful and impactful parts of the project. It inspired a sense of pride in their accom-
plishments, as well as a desire to continue to disseminate the results widely and to 
address issues in their community and for homeless youth.

The coresearchers also reported making new contacts with workers and agencies 
in their community they had been previously unaware of, which helped to improve 
their sense of connection to the community and their access to needed services.

I have learned quite a lot while working on the HSIY project, from learning computer skills 
to learning how to connect with youth of all ages, and how to facilitate an effective work-
shop. I had a lot of fun conversing with people and learning new skills each day. The most 
enjoyable thing was knowing that I was doing something to help the younger generation of 
youth that are going through the same challenges as I previously had.  – Youth 
coresearcher

The HSIY project was a great experience and being part of it helped me learn facilitating 
skills and public speaking skills which are both things that have/will help me in my future 
career. I really enjoyed having the opportunity to go out in the community and do the pre-
sentations. Overall it was an awesome experience for me. My favourite part was being able 
to see all the work we put into it come out during our presentations. – Youth coresearcher

The youth researcher got to be the expert. She now wants to be a youth worker because of 
this experience. – Adult coresearcher

Beyond benefits to the youth coresearchers, over the years there has been consis-
tent feedback from youth survey respondents and Next Steps workshop participants 
that they appreciated the joint leadership role of the youth in the project. Many have 
stated that having youth as coresearchers motivated them to complete the survey 
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which they otherwise would not have felt comfortable or interested in completing. 
Also, youth workshop participants have expressed appreciation for the opportunity 
to hear the results of the survey, reflect on the findings, and offer their suggestions 
to improve the lives of homeless youth in their community.

I like that the survey goes directly to the youth and you get all the information first hand, 
from youth themselves. – Youth participant

Youth felt safe doing the survey because youth researchers were handing it out. – Adult 
coresearcher

I loved that the youth wanted to do the survey because they wanted to give back and to make 
this a success. – Youth coresearcher

The youth-adult partnership approach has also been welcomed by local service 
providers who have seen legitimacy in the recommendations that came from each 
report and Next Steps workshop. For example, one service provider added provi-
sions for pets when they learned from the survey results how many youth were not 
accessing services because they had nowhere to leave their pet, and another added 
gym equipment to their housing program after learning about the lack of opportuni-
ties for homeless youth to engage in physical activity in the winter. The information 
and feedback youth have shared in the workshops have provided important direc-
tions for community-based action and further research.

 Challenges and Benefits of Engaging Homeless Youth 
in Research

There are a number of challenges to engaging homeless youth in youth-adult part-
nerships in general and in a YPAR project such as the HSIYS in particular. Not least 
is the need for significant time, energy, staff, and financial commitments to make the 
project a success, and to increase the likelihood of success, it is essential to antici-
pate these challenges and the resources that will be required.

Adults are often unfamiliar with working in partnership with homeless youth, 
and it may be necessary to work through their concerns about homeless youth’s 
abilities or conversely the tendency of some adults to give all control and too much 
responsibility to the youth.

When selecting youth coresearchers, it is important that the youth are at a place 
where they are able to be objective and fulfill the role of neutral researcher when 
collecting data. Young people who are too close to their own homelessness experi-
ence or who wish to act as counsellor or confidante to the research participants may 
need significant training to ensure they can fulfill the researcher role appropriately 
and safely.

Young people with homelessness experience who become coresearchers have 
often experienced additional challenges beyond homelessness, including a history 
of trauma, mental health challenges, or substance use, which, although extremely 
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helpful for guiding the project, may interfere with their ability to fully commit to the 
entirety of the project for its duration. A contingency plan should be in place should 
the youth need additional support or to withdraw from the project on a temporary or 
permanent basis.

Many youth who become homeless have been let down by the adults in their 
lives, and it may be difficult for them to develop trust in the partnership process. It 
is therefore vital that youth are consistently kept informed of all elements of the 
project and are given the time and opportunity to develop trusting relationships with 
the adults involved.

Our experience with the HSIYS has shown that the challenges are outweighed by 
the benefits of engaging homeless youth throughout the process. Their involvement 
in survey design can help to identify new and emerging relevant issues to be included 
and can support the accessibility and readability of the survey layout for young 
people. Their involvement in data collection can ensure “hard-to-reach” youth are 
located and can increase the likelihood of these youth agreeing to participate.

Young people’s role in guiding the data analysis can help to identify issues that 
adults might miss. For example, the most recent HSIYS included analyses on the 
role that having pets can play in missing out on needed health care and on feeling 
safe at night – analyses the youth had proposed and which had not been considered 
by any adult expert involved in the project, and which yielded significant findings.

Having youth engaged in selecting the key findings for dissemination and play-
ing a role in that dissemination ensures youth who participated in the research see 
themselves reflected in the data and highlights the issues of importance to 
young people.

In addition, partnerships with community agencies can be enhanced when they 
see the value of engaging young people as coresearchers. Community agencies may 
become less hesitant about facilitating connections between the youth they serve 
and research agencies if they know the research embodies a participatory action 
approach and that the youth may benefit from their involvement.

Adopting youth engagement practices across various projects within an agency, 
rather than only for a specific time-limited project, can also build greater capacity 
within the agency to sustain meaningful youth engagement.

 Lessons Learned for Engaging Homeless Youth in Research

Authentic youth-adult partnerships take time to develop, especially with youth who 
have reason to distrust adults. Additionally, building the capacities of diverse adults 
and youth to work in partnership requires skilled staff support and an understanding 
and commitment to the process.

A project such as the HSIYS can take up to 18 months from beginning to end, 
and it is important that the commitment required is fully understood and that the 
costs of youth and staff involvement in terms of workload, time, and resources are 
fully understood and covered.
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Also, statutory agencies and bodies such as ethics boards which may be involved 
may require a lengthy approval process and additional submissions and assurances 
before agreeing to a survey using a YPAR methodology. These time considerations 
should be factored into the project timeline.

It is important that homeless youth become engaged at the outset of the project so 
they can be involved in meaningful planning, decision-making opportunities, and 
implementation processes alongside adults throughout the project. It is also important 
to clearly identify and articulate the roles and responsibilities of adults and youth and 
to regularly – formally and informally – recognize young people’s contributions.

Piloting the survey is vital to ensure it is understandable to youth and is of an 
appropriate length. It also allows youth researchers to understand what questions may 
come up during survey administration and to prepare an answer to those questions.

When surveying homeless youth, it is important to factor in the weather and time 
of year. For example, many homeless young people travel to BC for the summer 
before returning to their home provinces in the fall, meaning survey results may differ 
at different times of the year. Additionally, in communities which experience severe 
weather, it may be difficult to find young people to survey during the winter months.

It is important to take a strengths-based approach where each youth is encour-
aged to work in a way that draws on their strengths and skills. Also, giving youth the 
opportunity to be creative within the delivery and design of data collection or dis-
semination workshops increases their sense of ownership and enjoyment.

Creating spaces which are physically and emotionally safe and welcoming for 
youth is important for fostering their meaningful participation. For example, the 
timing and location of steering committee meetings should be carefully planned to 
be youth friendly and easily accessible.

Ensuring the physical and emotional safety of youth conducting research activi-
ties in the community is also important. This includes implementing a buddy system 
to ensure youth researchers do not administer surveys alone and providing regular 
opportunities to debrief youth’s experiences and address any challenges that may 
have arisen.

Finally, acknowledging that youth who will engage in a project such as this one 
may be homeless or have recently transitioned out of homelessness, it is necessary 
to ensure their needs are met so they can fully participate. This can include provid-
ing youth with food; transportation to get to meetings, workshops, and other project- 
related activities; honoraria to acknowledge their time and contributions; and access 
to the Internet (to coordinate research activities, to communicate with project part-
ners, and to connect to resources to meet their basic needs).

 Conclusion

Meaningfully engaging homeless youth and other vulnerable young people in 
research that affects them can be challenging. These youth often have histories of 
trauma, mental health challenges, and substance abuse and can struggle to meet 
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their basic needs, which can create barriers to their engagement and to supporting 
their sustained involvement.

It is therefore important to ensure youth’s basic needs are met and to be aware of 
other challenges they may be experiencing, to ensure they can be supported to fully 
participate and fulfill their roles on the project. It is also important to create safe 
youth-friendly spaces and to allow time for youth to develop trusting relationships 
with the adults involved.

Young people should be involved in the research project from the outset, and 
there should be clear and transparent communication about roles, responsibilities, 
and progress throughout the project. Taking a strengths-based approach is also 
important, whereby youth are encouraged to work in a way that draws on and fur-
ther develops their strengths and skills.

Meaningfully engaging homeless young people in research can benefit not only 
these youth (e.g., skill development, improved education and employment pros-
pects, and increased connections) but also other marginalized young people who 
might otherwise not be reached and have their voice included. YPAR and youth- 
adult partnerships can also be beneficial to the wider community by supporting the 
development of engaged and skilled young people who are motivated to contribute 
to positive change and are hopeful for their future.
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Chapter 19
Conclusion: Next Steps for Investigation 
and Research

Grant Charles, Curren Warf, and Gary Tennant

Over the last several decades, there has been significant progress in research devel-
opment concerning the homelessness of adolescents in the United States and in 
Canada. Many of the key points evolving from contemporary research and practice 
have been described in the chapters contained in this book. The suggestions below 
are not meant to supplant the current agendas which are under development, but to 
augment current trajectories based on contemporary review and gaps identified.

 Introduction

The population of homeless youth changes and evolves over the years as does our 
appreciation of the various influences that shape and characterize the young people 
making up this population. Our sensitivity to (or neglect of) specific groups includ-
ing LGBTQ2S (lesbian, gay, transgender, questioning, two-spirited) youth, specific 
ethnic or racialized minorities (in particular, African American and Indigenous 
youth), youth with disabilities (including young people with less visible disabilities 
such as cognitive deficits, childhood attachment disorder, and post- traumatic stress 
disorder), and migrant youth have been highlighted by several authors in this book.

This concluding chapter will identify a number of key areas that need to be better 
understood to effectively support the young people we are serving, identify their 
needs, and prevent homelessness before it begins or intervene as early as possible 
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before youth are acculturated to the streets. This will require a concerted cross sys-
tem effort.

 Understanding the Early Childhood and Family Precedents 
to Youth Homelessness and Developing Strategies to Reduce 
Vulnerability

Youth homelessness is best understood as a series of systemic failures that begin 
long before a young person experiences homelessness. These systemic failures can 
begin prenatally with parents struggling with the intergenerational legacy of mar-
ginalization, poverty, discrimination, alcoholism, and other substance use and who 
are provided inadequately funded, developed, and targeted services.

Many adolescent and adult women of childbearing age still confront the lack of 
ready access to non-stigmatizing full-spectrum contraceptive services, inclusive of 
medical and surgical termination. Access to full spectrum reproductive health ser-
vices is essential to enable women to have full control over their reproductive lives, 
enable conscious decision making, and plan productive lives of their choosing.

Public health education informing potential mothers of the harm to brain devel-
opment from prenatal alcohol and other drug exposure may reduce exposure and 
negative influences on the developing fetus. Public health initiatives that put the 
highest priority on ensuring safe drinking water, in particular a water supply free of 
lead contamination, can make a significant contribution to the future neurological 
development of children and youth.

The family context in which children grow is critical to healthy emotional devel-
opment and development of characteristics of resiliency. Providing all parents with 
support from family, community, and professional resources to assure stable, lov-
ing, and consistent environment for every child is a critical social goal. The child’s 
experience can also be shaped by parental misuse of alcohol and drugs, childhood 
experiences of emotional neglect or maltreatment, and the impact of exposure 
intense conflict between parents and caregivers or to intimate partner violence.

Poverty interferes with housing stability and healthy family and child nutrition; 
systemic approaches to assure that every person and every family has adequate sta-
ble housing regardless of income, with continued support as needed, can set up new 
families for success. Poverty interferes with every parent’s ability to provide the 
loving and stable environment that their children need and that parents strive to 
provide. The need for assuring stability of housing and food security for families 
with children is particularly critical in an era characterized by structural barriers 
including escalating housing prices, incomes of even fully employed people that are 
far below the cost of living, widespread unemployment, and insecure employment.

Other significant influences shaping early childhood development and family sta-
bility include timely availability and funding of preschool and other early  childhood 
services, parental education in early childhood development, and early access to for-
mal child developmental assessments. Inaccessibility or delay of these childhood 
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supports and pediatric screening services result in delayed detection of early devel-
opmental issues and lack of support to optimize development.

Improvement in access to universal high-quality childcare, preschool, and pri-
mary and secondary education will support the development of children and youth. 
Caring connections between school personnel and youth can provide a safe haven 
for children and young people struggling with unstable housing or homelessness.

All of these factors influence eventual life outcomes, including adolescent home-
lessness, and can be improved by targeted public health initiatives. In fact, there 
have been many broad policy initiatives in the United States over the years that have 
made successful contributions such as Project HeadStart, Medicaid, Supplemental 
Nutrition Assistance Program, Child Health Insurance Program and others. It is 
essential that the data on outreach, engagement, efficacy, and outcomes be docu-
mented regularly so that there are strong arguments to expand and sustain services 
during periods of budget shortfalls and cutbacks.

 Family Poverty Contributing to Adolescent Vulnerability 
to Homelessness

The problems manifested during adolescence and leading to homelessness may be 
grounded in challenges that parents face such as lack of secure employment and 
living wage jobs. These problems are bound to escalate as the gap between family 
income and cost of living continues to widen. Youth who have been homeless com-
monly enter the job market with poor educational background and lack of job skills 
and are at a disadvantage that becomes increasingly significant with the increased 
role of technological jobs; their futures will disproportionately be shaped by pov-
erty, unstable housing and severe challenges in providing support for their own 
families. The disparity between the preparation of youth experiencing homelessness 
and the accessible economic opportunities is a compelling argument for prevention 
and early intervention of homelessness, continuing education and accessible job 
skill development. There may be no realistic response to this tragic situation with-
out some kind of guaranteed minimum income, universal health care, rent subsi-
dies, realistic program for food security, and other major, even unprecedented, 
policy changes in the United States. At a minimum, research documenting the 
adverse effects of family economic insecurity on child and youth development 
and health, including relevance to adolescent homelessness, can play an influen-
tial role in shaping public policy to address the challenges that families face.

 Support for Families Struggling with Insufficient Resources

Supporting families through emergency financial aid, low barrier food programs, 
public transportation support and increased rent supplements can reduce significant 
stressors on parents and reduce the incentives for youth to leave home prematurely. 
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However, growing income disparities and unaffordability of housing for many fami-
lies has led to increased visibility of homelessness among adults and children in 
both urban and rural environments. This phenomenon is increasingly apparent with 
the growth of “tent cities” in many US urban centers. Significant initiatives are 
called for to provide stable housing for families with children, employment with 
realistic income to meet the costs of living, including housing, and employment 
preparation and opportunities accessible to both parents and youth.

 Child Neglect, Maltreatment, and Abuse

Risk of child maltreatment and adolescent homelessness is decreased among chil-
dren growing up in safe and violence-free homes and neighborhoods, among fami-
lies with adequate housing, secure food sources, and safe drinking water. The 
absence of any of these protective and resiliency factors increases the risk for even-
tual homelessness; these are all factors that can occur prior to a young person reach-
ing school age.

The drivers for childhood neglect, maltreatment, and abuse need to be more 
clearly understood to improve approaches to prevention and intervention and reduce 
the frequency of removal of children and youth from families. Many factors have 
been identified including parents’ own experience of maltreatment as children; 
parental anxiety and fear that their children will come to the attention of police or 
other authorities; parental alcoholism and other substance abuse; parental mental 
illness; long-term incarceration of parents; lack of social and financial support for 
children in the event of parental death or serious illness; high levels of economic 
pressure and insecurity on families; and other factors. Though there has been sig-
nificant attention in research focused on childhood trauma and maltreatment, the 
drivers of child maltreatment are less well studied and could provide tools for effec-
tive approaches to prevention.

 Systemic Threats Faced by Parents in Providing a Stable 
Home

In the United States, many parents face long-term incarceration in dehumanizing 
conditions that, in addition to removing them from the care of their children and 
families, leaves them after release with a record that continues to haunt their pros-
pects for employment. This practice of long-term incarceration disproportionately 
affects African American men and has had a grave impact on their health and 
health and well-being of their children, removing parents, largely fathers, from 
involvement with their children. How can youth be expected to believe in equality 
before the law and the promise of a just future in the face of the reality of their 
family experiences? Continued review and documentation of these effects with a 
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new openness to significant policy changes and criminal justice reforms is 
urgently needed.

Similarly, the criminalization of undocumented immigrant status in the United 
States has led to the arrest without warning, incarceration, and deportation of thou-
sands of parents in many urban centers. This process leaves their children, including 
adolescent children who are commonly citizens of the United States, highly trauma-
tized and left without supervision, without warning; thousands of immigrant chil-
dren and adolescents who do not have documentation are held in indefinite detention. 
These practices have ripple effects of driving other immigrant families away from 
accessing necessary public services for their children including health care, nutri-
tion and even school.

Research focused on the consequences for children and youth of disproportion-
ate incarceration and deportation of parents without warning, as well as the conse-
quences of involuntary detention of immigrant children and youth separated from 
parents, is urgently needed to provide the strongest possible arguments for rational 
humane social policies. Similarly, research on the benefits for child and family 
development of social inclusion of immigrants and refugees, family stabilization 
and safety from deportation, and access to public education and to universal health 
care can provide objective evidence for an alternative path to deportations and 
xenophobia.

What can we do to improve support for parents and families to reduce the chances 
that young people will experience neglect or maltreatment? This involves develop-
ing a better understanding of what factors interact with experiences of abuse and 
violence to increase vulnerability to homelessness. We know that, by far, not all 
young people who have experienced abuse and violence become homeless, so what 
other dynamics are at play?

 Environment for Children After Removal from Family 
of Origin

Though it is at times necessary for children or youth to be removed from parental 
custody, the environment in which they are placed and the relationships that are 
fostered need to provide a higher level of love, hope, resources, and security from 
the environment from which they were taken. That is, the challenge of providing 
a loving, secure, stable, and consistent environment for children after removal 
from their family of origin must be successfully met, beyond an institutional set-
ting. In addition, removal of children from parental custody requires that the child 
protective services take responsibility through adolescence and young adulthood 
to provide for their housing, education, preparation for employment, and transi-
tion to self-sufficiency following emancipation. It is also important that there be 
universal access for youth in care to continued tuition and other needed financial 
supports for young adults to attend trade school or college, and additional support 
when youth confront housing and social instability or “failure to fly.” There has 
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been an increased recognition of the obligations of child protective services under 
these circumstances, and some of the larger programs have invested resources in 
providing necessary supports, but there remain many challenges that need to be 
evaluated with the development of, and funding for, effective intervention and 
transition strategies.

Instability of housing for children and youth is exacerbated in the context of paren-
tal mental health problems, alcoholism or other substance abuse, unemployment, and 
poverty. Notwithstanding these family and parental concerns, attachment of children 
and adolescents to parents commonly remains quite strong and early intervention 
with supportive resources may be effective in encouraging sustained engagement of 
parents with their adolescent children and prevent adolescent homelessness.

 Public Schools as a Core Resource for Adolescent Stability 
and Development

While a well-resourced school system may meaningfully, if insufficiently, compen-
sate for deficiencies in family support and help address risk factors for youth, under- 
resourced schools where students are unsafe or exposed to interpersonal violence 
may inadvertently increase the likelihood of future homelessness and undermine 
schools’ capacity to make connections with young people through sports, arts, and 
other activities. For many unstably housed or homeless youth, schools remain a 
major source of stability and of contact and relationships with supportive adults. 
However, schools do not exist in a vacuum and confront many of the same chal-
lenges as their surrounding communities.

The broader society’s cultural acceptance of, or rejection of, racism, sexism, 
homophobia, xenophobia, and other forms of discrimination play a critical role in 
shaping the cultural climate in schools, so that it may be unsafe for youth to be seen 
as different if diversity is not celebrated, in particular for LGBTQ2S and migrant 
youth. Schools that are not provided the resources to support children with disabili-
ties and special needs, especially cognitive disabilities, or cannot provide access to 
appropriate health and mental health services for students, may also be unable to 
protect these most vulnerable of children. All of these factors contribute signifi-
cantly to eventual youth homelessness.

 Social Biases, School Environment and Youth Homelessness

There has been solid work conducted that both broadens and deepens our under-
standing of the relationship between specific risk factors and youth homelessness. 
While we are becoming better at appreciating the relationship between youth home-
lessness and certain forms of discrimination such as racism, xenophobia, or 
homophobia, we have only a beginning understanding of other issues that are seen 
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as setting some young people apart from their peers. In some regions there are 
growing and ominous problems with xenophobia, Islamophobia, or discrimination 
against migrant or foreign-born youth. All of these forms of bias against children, 
youth, and their families threaten their emotional and material stability, create a 
sense of exclusion and marginalization and are important factors in contributing to 
their inability to access needed resources.

Youth in schools and other settings are commonly subjected to “implicit bias” or 
social presumptions of their generalized and “intrinsic” characteristics based on 
appearance or racialization or immigration status. Though these implicit biases are 
pervasive in society, they play out more commonly with immigrant and ethnic 
minority youth, in particular African American and Indigenous youth. In fact, the 
National Academy of Medicine released their 2017 report “Perspectives on Health 
Equity and Social Determinants of Health” with a sobering but apt section titled 
“The Character Assassination of Black Males: Some Consequences for Research in 
Public Health.”1 How can adolescents’ experience of stigma be reduced and elimi-
nated? How can the adults who interact with adolescents become more self-aware 
so that implicit biases are not communicated to or modeled for young people? How 
can we strengthen the capacity for every individual adult to play a stabilizing, car-
ing, and supportive role in the lives of youth?

Other characteristics that may influence social exclusion include speech or lan-
guage issues or even factors such as clumsiness or perceived differences in appear-
ance such as being overweight or having a visible disability or difference. Any one 
of these can contribute to peer exclusion of certain youth, driving “othering” and 
disconnection.

The same holds true for mental health issues. We can see the connection between 
mental illness and homelessness, but we do not have as much knowledge about 
which mental health conditions make a young person more vulnerable to exclusion 
in school settings. We also need to better understand how early childhood trauma 
contributes to vulnerability in adolescence in ways that push beyond just the 
acknowledgement of the connection, and what factors foster resiliency among chil-
dren and adolescents who have experienced significant trauma and/or loss.

How can the educational system be further utilized to connect young people 
with responsible adults, secure food access, provide specific learning supports, 
access sports and arts programs, and what potential does school connectedness 
have to promoting reunification with parents, extended family, or foster care? An 
empathetic and supportive relationship with even one adult in the school system 
for a youth who is isolated or whose family faces instability and exclusion can 
make the difference whether a youth stays in school or leaves for the streets. How 
can we systematically assure that every youth at high risk has a genuine opportu-
nity to develop an authentic and supportive relationship with a teacher, librarian, 

1 National Academy of Medicine 2017, Perspectives on health equity and social determinants of 
health, Alford Young PhD; Section 3, p. 47–61: The character assassination of black males: some 
consequences for research in public health 2017.
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counselor, nurse, youth worker, or other adult in the school setting? How can we 
foster connections and acceptance for young people who have been marginalized 
due to racialization, ethnicity, migration status, disability, gender identity, or sex-
ual orientation?

Youth who are highly stressed or who have been subjected to bullying or social 
exclusion may have difficulty expressing their sense of isolation and exclusion in 
constructive or clear ways and consequently may face undue disciplinary actions 
by school personnel or be further excluded by peers. How can we assure that 
these difficult periods are used as opportunities to create understanding and 
connections?

Given the recent era in the United States of the mass shootings that have taken 
place in school settings, with armed guards present and visible on school grounds, 
and students experiencing repeated frightening rehearsals of what to do, how can 
young people experience a safe learning environment at school? What will be the 
long-term impact on youth of encountering these experiences?

 Improving the Transition for Adolescents from State Care 
to Independent Living

A critical area that needs better understanding is the connection between being in 
state care, including foster care, group homes, and youth justice, and youth home-
lessness. Given that the US data shows that up to 19% of youth leaving foster care 
experience homelessness within two years, it is essential that we better understand 
what factors enable youth to avoid homelessness to guide efforts to better support 
youth during transition and prepare youth for independence.

While it is clear there is a strong relationship to being in state care and experienc-
ing homelessness, we need to better understand the dynamics at play. For example, 
is it the experience of neglect or maltreatment, or of disrupted relationships with 
parents or primary care givers, or of being in care itself that makes young people 
more vulnerable? Is it the inadequate preparation for transition? Does transition 
take place too early? Are there too few resources available to support recovery when 
youth stumble and cannot manage finances or sustain engagement in employment? 
Is the vulnerability to homelessness a consequence of trauma experienced prior to 
coming into care, being separated from their family of origin, or are there multiple 
factors at work?

Clearly, not all young people who have been in care become homeless, so there 
are the questions of if and how those who become homeless differ from those who 
do not and what additional barriers they confront. Is it a matter of accessing the right 
supports at the right time that decreases vulnerability or are there other factors 
involved? Part of this examination would be an evaluation of how supports, such as 
post-care counselling, free post-secondary tuition, increased financial support for 
housing, or continued support and monitoring into young adulthood contribute to 
decreasing vulnerability to homelessness.
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While examining transition and youth homelessness, it is essential that we 
gain a better understanding about how to improve outcomes for youth who grad-
uate from state care or foster care, or who are released from the youth jus-
tice system.

Related to this is the need to better understand the systemic barriers that decrease 
the likelihood that young people who transition from child protection, youth justice, 
mental health, and substance misuse systems will engage with available supports. 
What is needed to better engage with them to avoid homelessness or recover from 
homelessness once experienced? How can we facilitate youth employment, afford-
able housing, and social supports? How do we match needed and effective services 
and supports for specific young people? We need to examine how to reduce the 
vulnerability of youth in care: promote safe family reconnections, successful place-
ment in foster care, and successful transition out of care to employment preparation, 
steady employment, or college.

Significantly, American and Canadian parents with sufficient income and stabil-
ity now support their children into their twenties as the young people navigate the 
twenty-first-century challenges of short-term contract employment, barely afford-
able housing, the costs of post-secondary education, student loans, new relation-
ships, and broken hearts. Who supports the homeless youth? How can young people 
experiencing homelessness, without family support to rely on, gain stability of 
housing and assurance that their experience of homelessness will be brief and not a 
predictor for their future?

 Reducing Stigma of Lesbian, Gay, Bisexual, Transgender, 
and Other Sexual Minority Youth

LGBTQ2S youth make up from 20 to 40% of the homeless youth population, far in 
excess of their prevalence in society. The factors behind this, including social and 
family exclusion and stigma, need to be closely studied with the goal of increasing 
family and social acceptance and normalization. LGBTQ2S youth’s family environ-
ments need to be evaluated to promote acceptance and strengthen connections with 
parents, siblings, and extended family as well as school. This is an area that needs 
new initiatives for research and evidence-informed approaches to decreasing social 
stigma and increasing social and family acceptance.

 Reducing the Disproportionate Representation of Ethnic 
Minority Youth Among the Homeless Population

We also need to more fully understand systemic factors that contribute to the over-
representation of specific groups of young people within the homeless population. 
This should include the evaluation of interventions that reduce the multiple 
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inequalities that create disproportionate vulnerability to homelessness among, for 
example, racialized, Indigenous, immigrant and refugee youth. Factors that play 
significant roles include intergenerational trauma, historic exclusion and poverty, 
disproportionate incarceration of parents, the threat of deportation of immigrant 
parents and loved ones, differing rates of alcohol and other drug misuse, and 
widespread and historic social and institutional bias that seeps into health-care 
settings, shapes the attitudes of many in law enforcement, governs housing pat-
terns and quality of community primary and secondary schools, and restricts 
access to employment. All of these factors, and more, promote a sense of exclu-
sion and reduce educational and employment opportunities for children and 
youth. There is a great need to view these issues as pressing public health chal-
lenges and develop research with evidence- informed interventions to assure that 
all children are provided equal and meaningful opportunities and do not have their 
life options restricted by historic inequities.

 Reducing Overrepresentation of Youth with Disabilities 
Among the Homeless Population

We also need to fill in the gaps in our knowledge about specific populations of 
homeless young people who continue to be largely hidden. This includes young 
people with cognitive challenges, fetal alcohol effects, and other forms of disabili-
ties. We need to better understand what specific ways these young people differ 
from their peers among the broader population of homeless youth and what they 
need that is not currently available to them.

 Understanding and Reducing Homelessness Among Other 
Vulnerable Adolescent Populations

Homelessness among adolescents in rural areas is a poorly studied subject. Little is 
known about prevalence, resources, drivers, and approaches to addressing this prob-
lem. Indigenous (or Native American) youth seem to experience homelessness dis-
proportionately and carry an historic intergenerational legacy of displacement, 
maltreatment and family disruption, including coerced childhood placement in resi-
dential schools, which continues to shape the development of and access to ostensi-
bly supportive resources.

Adolescent mothers who are homeless or at high risk for homelessness have 
critical additional needs. How can they be rapidly brought into more stable environ-
ments? How can their parents be constructively involved and under what circum-
stances is it realistic? How can their partners or fathers of their children be engaged 
effectively? What do they and their children need that may be different from other 
young people who are homeless?
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 Inclusion of Migrant and Refugee Children and Youth 
in Stabilization, Housing, Health-Care Access, and Education

Both Canada and the United States have historically welcomed and included migrants, 
including children and youth, from around the world. The rights of migrants, in par-
ticular children, are well recognized through the Universal Declaration of Human 
Rights and the United Nations Convention on the Rights of the Child. The forces driv-
ing migration are far beyond the abilities of individual parents or youth to challenge 
and include war, ethnic persecution, sex trafficking, threats by gangs, experiences with 
intimate partner violence, displacement due to climate change, drought, starvation, and 
more. There are powerful and threatening political and social forces that have emerged, 
strengthened by racism and xenophobia that promote wholesale deportation of 
migrants and the refusal of asylum. As care providers for children and youth, we have 
professional and ethical responsibilities to uphold their fundamental human rights and 
protect the safety of all children and youth regardless of nationality, ethnicity, religious 
background or racialization. This includes assuring the safety, housing, education, 
nutrition, access to health care, stability of families, and granting of asylum without 
undue barriers.

The World Health Organization holds that universal health coverage is a key 
aspect of the right to health:

Ensuring that all people have access to needed promotive, preventive, curative, and rehabili-
tative health services, of sufficient quality to be effective, while also ensuring that people do 
not suffer financial hardship when paying for these services.2

Inclusion of migrants and refugees in universal health care is a human rights 
imperative because they may be vulnerable to discrimination and exploitation and 
their access to health care may be hampered by political, legal, economic, cultural, 
and practical barriers.3

Monitoring and assessing access to health care as advocated by the World Health 
Organization is essential to assuring that the needs of migrants, in particular migrant 
children and youth, are able to participate fully in civic life. The definitive state-
ments of the World Health Organization and the United Nations in this regard reflect 
international consensus on the importance and urgency of including all migrants in 
existing health-care systems.

These areas cry out for interdisciplinary research, public advocacy, political inde-
pendence, and professional courage to assure that the rights of all children and youth 
are respected and protected. In this regard, the American Academy of Pediatrics and 
the Society for Adolescent Health and Medicine serve as outstanding examples.

2 WHO.int; WHO; A rapid review of evidence-based information, best practices and lessons 
learned in addressing the health needs of refugees and migrants-report to the World Health 
Organization April 2018, Cheng, I-Hao et al. Accessed November 2018, p. 120
3 WHO.int; WHO; A rapid review of evidence-based information, best practices and lessons 
learned in addressing the health needs of refugees and migrants-report to the World Health 
Organization April 2018, Cheng, I-Hao et al. Accessed November 2018, p. 26
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 Improving Engagement and Reducing Homelessness of Youth 
with Opioid and Other Serious Substance Use Disorders 
and Mental Health Disorders

While there has been a great deal of work done in recent years about how to engage 
youth who are experiencing homelessness with existing services, we still need to 
better understand the dynamics and processes underlying successful and unsuccess-
ful engagement strategies. This holds particularly true for youth who have significant 
mental health issues and who are involved in serious substance misuse, particularly 
with opioids. Opioid overdose related to both pharmaceutical opioids and to illicit 
opioids including fentanyl and heroin has emerged as the leading cause of death for 
all adults under age 55  in both the United States and Canada; opioid overdose is 
increasingly found to be the cause of death for adolescents. Opioid misuse com-
monly starts during adolescence; many of the adolescents who are brought to the 
emergency department in overdose are homeless, though many retain some contact 
with parents. Due to the urgency of this situation, new models of care for the man-
agement of opioid overdose by  adolescents are developing, including certification 
(or involuntary hospitalization) of adolescents for medical stabilization and engage-
ment in treatment services up to, and including, longer-term certified secure care 
usually with engagement of parents or other caregivers. We need to document the 
efficacy of more assertive services such as secure care for young people who abuse 
opioids and are at high risk for death from overdose. These assertive approaches 
should be seen as part of a developmentally appropriate approach to care that includes 
for adults and youth more entrenched in opiate addiction, harm reduction approaches 
such as access to clean needles, safe injection sites and access to pharmaceuticals as 
indicated. There is an urgent need to better understand which programs and interven-
tions enable youth to discontinue use and why, or to reduce risk of potentially lethal 
overdose or HIV infection and translate this research to practice.

 Assuring That All Youth, Inclusive of Homeless Youth, Have 
Access to Health Care, in Particular Contraception and Other 
Sexual Health Care; HIV Screening, Prevention, 
and Management; and Protection from Sex Trafficking

All adolescents, and especially adolescents experiencing homelessness, need timely, 
confidential, full-spectrum access to contraception including free access to con-
doms, oral contraception, post-coital contraception, injectable contraception, 
implants, and timely medical or surgical termination. They also need access to PEP 
and PrEP. Homeless youth, given the common lack of contact with conventional 
health education, the instability of sexual relationships, and vulnerability to partici-
pation in “survival sex” and vulnerability to sexual assault have relatively increased 
risk of exposure to sexually transmitted infections. These infections, if left untreated, 
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may have long-term effect on fertility among females and can cause a wide spec-
trum of serious complications. Evaluation and presumptive treatment, including 
partner treatment, needs to be readily available.

Advances in medical science have made HIV, if not curable, a preventable and 
treatable chronic infection. This is among the historic advances of medicine of the 
twentieth and twenty-first centuries. It is essential that all adolescents at risk receive 
free and confidential access to HIV screening, prevention education, medical pre-
vention, and management. For those youth who use injection drugs, it is essential 
that they have access to clean needles and syringes and are engaged in other harm 
reduction approaches and treatment on demand. Ongoing monitoring with early 
diagnosis and treatment of complications needs to be conducted.

In addition, homelessness for adolescents is a condition that brings with it a very 
high risk for being victimized by sexual assault or driven into “survival sex” or 
marketed in sex trafficking. Every young person needs the highest level of sensitiv-
ity, patience, understanding, and protection possible to assure their stability and 
safety. Victims of sex trafficking are commonly highly stigmatized and marginal-
ized youth, including migrants and sexual minority youth. Perpetrators of sexual 
assault, or individuals engaged in sex trafficking, need to be held accountable by the 
law to the fullest extent possible. Guidelines for sexual assault evaluation are 
included in this text; examinations should take place by clinicians trained and expe-
rienced in forensic examinations and evidence collection.

These are areas that requires ongoing vigilance and new research initiatives of 
the consequences and more importantly, of effective strategies to intervene, inter-
rupt, and prevent these traumatic experiences of young people.

 Evaluation of Incremental Steps Toward Building Connections 
with Homeless Youth

There are a number of other areas that would benefit from further research. The first 
would be an examination of micro interventions that promote a sense of mattering 
to the young people within our individual services. This principle of showing young 
people that they matter in life is a powerful instrument of change.

 Coordination of Systems to Effectively Engage Youth 
and Reduce Homelessness

We see an increase in communication between the health care, youth serving com-
munity agencies, social service departments, mental health, police, addictions, and 
education sectors. In Vancouver, BC, for example, youth-serving practitioners in 
one district have organized a lunchtime roundtable that meets twice a month to 
share information on programs and to provide updates on specific homeless youth 
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and youth at risk. Practitioners who attend this meeting include street youth work-
ers, health-care providers, addictions workers, community youth workers, police, 
social work, and school youth workers. Similar interdisciplinary meetings have 
been organized in other districts in the city to coordinate information on youth at 
risk. These roundtables provide opportunities for practitioners to learn about pro-
grams and build contacts that will help current and future homeless youth. 
Interdisciplinary collaboration holds the promise to build professional skills, effec-
tively support transition and stabilization of youth experiencing homelessness, build 
sustainable services and meaningfully engage community partners.

 Short-Term and Long-Term Interventions and Strategies

The needs of homeless youth are complex and multifaceted and require short- and 
long-term interventions sustained over time. Determining what specifically works 
can be a costly approach, although in the long run it can contribute to creating 
interventions that are more effective and efficient, saving both time and money. 
There is little evidence to suggest that complex, systemic issues can actually be 
solved by a single type of intervention. Integrated service networks are successful 
in health and human service areas. It would be beneficial to document and more 
closely examine how principles of an integrated service network address the issue 
of adolescent and young adult homelessness. These principles could then be used 
to identify what services should be included in a full service network and how 
various networks link with each other. This process would need to include the dif-
ficult task of sustaining funding for effective and responsive organizational lead-
ership and effective networks of services, while eliminating funding and 
organizational ownership of ineffective services, to be able to build truly respon-
sive networks.

 Professional Openness to Self-Examination and Evaluation

Collectively, we continue to be good at identifying other professionals, organiza-
tional and system practices, shortcomings, and policies that contribute to youth 
homelessness. However, in our experience and observations, we are collectively not 
so willing to examine how we ourselves may contribute to the problem. Practitioners, 
organizations, or systems need to take the time to critically examine how and what 
we do may unwittingly contribute to youth homelessness or unintentionally create 
barriers to stabilization.

The place to start a significant change process may be in our own backyard. One 
simple example is about connection. We know that there is a relationship between 
feelings of disconnection and youth homelessness and that there is an equally 
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strong relationship between feeling connected to others and moving out of home-
lessness. We may ask ourselves what in our practice, both as individual health 
practitioners and as members of our professions, contributes to connection and 
what contributes to disconnection. This may mean evaluating our tone of voice 
when we are talking to young people, the time we have available to talk with youth 
or questioning our assumptions about and attitudes towards homeless people or 
people who misuse substances. It may mean looking through the eyes of a young 
person at our office space, the attitudes of staff, or design of waiting areas. This 
would include questioning our practices, policies, and procedures by asking a sim-
ple question: Is what we are doing helping or hurting? Once we have answered this 
question on an individual basis, we should next ask the same question on organiza-
tional and systemic levels.

 Conclusion

Though the prevalence of homelessness among adolescents remains alarming, we 
have come a long way in the identification of homeless youth, in developing profes-
sional collaboratives, in monitoring and identifying high-risk populations, and in 
identifying the risks to long-term youth development. Some communities and gov-
ernments have developed housing and longer-term housing and education supports 
for homeless youth. Given that we are building on the substantive research that has 
already been conducted, we can approach the challenging work of helping stabilize 
this very-high-risk population of young people and contribute to their promising 
future despite the many challenges that have been placed in their path.

Excellent resources on contemporary research on adolescent homelessness 
include:

U.S. Resources on Youth Homelessness
• US Interagency Council on Homelessness; Preventing and Ending Youth 

Homelessness, A Coordinated Community Response

 – https://www.usich.gov/resources/uploads/asset_library/Youth_Homelessness_ 
Coordinated_Response.pdf

• National Academy of Medicine 2017, Perspectives on Health Equity and Social 
Determinants of Health

 – https://nam.edu/perspectives-on-health-equity-and-social-determinants-of- 
health/

• US Interagency Council on Homelessness; Criteria and Benchmarks for 
Achieving the Goal of Ending Youth Homelessness

 – https://www.usich.gov/resources/uploads/asset_library/Youth-Criteria-and-
Benchmarks-revised-Feb-2018.pdf;
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• Ending Youth Homelessness, Guidebook Series: Promising Program Models; 
US Department of Housing and Urban Development’s Office of Community 
Planning and Development

 – https://files.hudexchange.info/resources/documents/Ending-Youth-Homelessness- 
Promising-Program-Models.pdf

• LP Pope, Housing for Homeless Youth, National Alliance to End Homelessness

 – www.endhomelessness.org

Canadian Resources on Adolescent Homelessness
• The Homeless Hub:

 – https://www.homelesshub.ca/

Canadian Observatory on Homelessness
At a national level the Canadian Observatory on Homelessness (COH) out of 

York University has developed a “non-partisan research and policy partnership 
between academics, policy and decision makers, service providers and people with 
lived experience of homelessness”. The COH completed the first pan Canadian sur-
vey of homeless youth in 2016 and provided a series of federal, provincial and com-
munity recommendations:

• https://www.homelesshub.ca/about-homelessness/population-specific/youth.
• https://www.homelesshub.ca/resource/what-works-and-whom-framework- 

promising-practices

Additional findings and the recommendations can be reviewed in the Executive 
Summary of the report:

• https://www.homelesshub.ca/sites/default/files/attachments/WithoutAHome-
execsummary.pdf

Systems Planning Collective with Four Part Learning Modules
The Systems Planning Collective is led by A Way Home Canada, Canadian 

Observatory on Homelessness and Turner Strategies and is dedicated to helping 
communities and governments to prevent and end all forms of homelessness in 
Canada by supporting evidence-based systems planning, capacity building and 
technical assistance and has released a four-part learning module series developed 
to help communities across Canada take actionable steps towards systems planning 
for prevention and sustained exits from homelessness.

• https://www.homelesshub.ca/hub-solution/systems-planning-collective
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