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Chapter 5
Youth in Care: A Very High-Risk 
Population for Homelessness
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 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.

5 Youth in Care: A Very High-Risk Population for Homelessness
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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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