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Thank you, Chairs Eugene and Cohen, and members of the committees on Youth 

Services and Mental Health, Developmental Disability, Alcoholism, Substance Abuse 

and Disability Services for the opportunity to testify before you today on the tragic 

subject of youth mental health and youth suicide in New York City. My name is Craig 

Hughes and I am the Policy Analyst at the Coalition for Homeless Youth (CHY), also 

known as the Empire State Coalition of Youth and Family Services. The Coalition for 

Homeless Youth has advocated for the needs of runaway and homeless youth (RHY) for 

nearly 40 years. The coalition is comprised of 67 providers of services to homeless youth 

across New York State, including 29 members in New York City.1  

 

Mental Health in the Homeless Youth Population 

Homeless youth, who in New York City are largely from within the five-boroughs 

and are overwhelmingly youth of color, have disproportionately negative health 

outcomes in relation to their housed peers.2 As substantial research has shown, homeless 

youth suffer disproportionately from mental illness, often engage in particularly risky 

substance use, and have higher rates of suicide than their housed peers.3 Suicide is known 

to be a leading cause of death among homeless youth.4 

                                                
1 Our website is available at: www.nychy.org 
2 A useful overview is provided by the National Network for Youth in their briefing: Consequences of Youth 
Homelessness. Available at: https://www.nn4youth.org/wp-content/uploads/IssueBrief_Youth_Homelessness.pdf 
3 See: S. C. Narendorf et al. 2017. “Relations between mental health diagnosis, mental health treatment, and substance 
use in homeless youth.” Drug and Alcohol Dependence 175, June 2017, p. 1-8; Kevin A. Yoder, Les B. Whitbeck & 
Dan R. Hoyt. 2010. “Comparing subgroups of suicidal homeless adolescents: Multiple attempters, single attempters 
and ideators.” Vulnerable Children and Youth Studies 5(2), p. 151-162 
4 See the National Network for Youth briefing mentioned above. 



Homeless youth often suffer from mood and anxiety disorders, which are closely 

associated with experiences of trauma.5 These include post-traumatic stress disorder and 

depression, for example.6 Homeless youth are known to disproportionately be survivors 

of trauma – trauma related to abuse as children, trauma related to violence on the street, 

trauma related to experiences of racism, trauma from intimate partner violence, trauma 

related to abuse related to their gender identity and/or sexual orientation and trauma 

related to police violence, to name only a handful of causes. Many young people cope 

with their mental illness through engaging in substance use. Indeed, homeless youth are 

known to have significant rates of marijuana use, and significant rates of injection drug 

usage. Use of substances to manage symptoms of mental illness – whether they be 

stimulants to bring a down mood to an upswing, opioids to numb emotional pain, or any 

number of other examples – leaves homeless youth not only open to long-term risky 

coping mechanisms, but increased involvement with the criminal justice system, and 

significantly higher risk of HIV and Hepatitis C infection.7 LGBTQ youth are at 

particular risk.8  

Some homeless youth suffer from mental health conditions such as schizophrenia. 

As adolescents becoming young adults, homeless youth often experience the transition 

into schizophrenia with meager support systems. The experience of psychotic symptoms 

                                                
5 Stephen W. Baron. 2003. “Street youth violence and victimization.” Trauma, Violence and Abuse 4(1), p. 22-44; 
Kimberly Bender et. al. 2010. “Factors associated with trauma and posttraumatic stress disorder among homeless youth 
in three U.S. cities: The importance of transience.” Journal of Traumatic Stress 23(1), p. 161-168;  
6 Jennifer P. Edidin et. al. 2012. “The mental and physical health of homeless youth: A literature review.” Child 
Psychiatry and Human Development 43, p. 354-375 
7 Adeline M. Nyamathi et. al. 2005. “Hepatitis C virus infection, substance use and mental illness among homeless 
youth: a review.” AIDS 19 Supplement: S34-S40. 
8 Vincent Guilamo-Ramos, Jane Lee & Laryssa Husiak. 2011. Adolescent Reproductive and Sexual Health Disparities: 
The Case of Youth Residing in the Bronx. New York: Center for Latino Adolescent and Family Health, New York 
University. http://www.clafh.org/files/press-releases/02_whitepaper.pdf;  Brandon D. L. Marshall et al. 2010. “Survival 
sex work and increased HIV risk among sexual minority street-involved youth.” Journal of Acquired Immune 
Deficiency Syndrome 53, p. 661-664 



and decompensation without access to stable housing, or a safe family to go to, can push 

these young people even further into the margins. 

Research has shown some characteristics of youth who are particularly likely to 

experience suicidality. Homeless young women and LGBTQ youth have been found to 

be particularly at risk.9 Those with experiences of abuse are at higher risk of experiencing 

suicidality, particularly those who have histories of physical abuse.10 Research has also 

shown that homeless young people who have experience being in child protective 

custody are at higher risk.11 

Homeless young people are disproportionately engaged in high-risk sex 

exchanges, often for a place to sleep, and they are often engaged in substance use – often 

to make it through a night or manage symptomology of mental illness, which is often 

rooted in trauma. In sum, trauma pervades the lives of many homeless youth and impacts 

their risks for suicidal ideation, risk self-injurious behaviors, high-risk substance use, 

suicide attempts or suicide. 

New York City does not adequately track how many homeless youth die of 

suicide, but there’s a good chance that if you ask any provider of homeless youth services 

in New York City they will have tragically ample stories about the number of youth they 

have engaged with over significant periods of time who have battled suicidality or made 

the tragic decision to end their lives.  

 

                                                
9 See: Amanda Moskowitz, Judith A. Stein & Marguerita Lightfoot. 2013. “The mediating roles of stress and 
maladaptive behaviors on self-harm and suicide attempts among runaway and homeless youth.” Journal of Youth 
Adolescene. 42, p. 1015-1027;  
10 S. Hadland et al. 2015. “Suicide attempts and childhood maltreatment among street youth: A prospective cohort 
study.” Pediatrics 136(3), p. 440-449 
11 N. Eugene Walls, Cathryn Potter & James Van Leeuwen. 2009. “Where risks and protective factors operate 
differently: Homeless sexual minority youth and suicide attempts.” Child & Adolescent Social Work Journal 26, p. 
235-257. 



Positive Steps in New York City 

In recent years, New York City has made significant efforts toward implementing 

service-models that are known to best help youth who have suffered trauma, and in 

providing resources for young people who experience difficulties related to their mental 

health. It is no doubt that these are types of system-based harm reduction interventions 

that can really change the life trajectories of homeless young people. 

In particular, as trauma-informed practice has increasingly become the norm, New 

York City’s Department of Youth and Community Development (DYCD) has supported 

providers in using trauma-informed frameworks. Perhaps most importantly is the City’s 

Thrive Initiative, which has started to address the mental health needs of homeless youth 

through minimal funding to DYCD contracted providers, who are now able to provide  

mental health supports for some homeless youth where many of them are – places like 

youth drop-ins and youth shelters. Thrive funds have started to provide desperately 

needed resources for therapists and psychiatric support to help youth understand and 

process their experiences, gain access to needed medication, and provide evaluations 

them for necessary resources like supportive housing. Unfortunately, the simply reality is 

that the limited funds made available are still not enough to adequately fund the kind of 

comprehensive therapeutic services that youth with persistent mental health needs 

require.   

The federal push for ‘housing first’ approaches in transitional housing and 

supportive housing has made an impact on the ground. As significant research has shown, 

‘housing first’ is a cost-effective model that relies on providing the resource of housing 

first and foremost, and engaging someone on behavioral change when they are under a 



roof versus surviving on the streets.12 ‘Housing first’, similar to ‘harm reduction,’ are 

stretchable concepts – they provide principles of support and inform best-practices 

beyond their traditional meanings. So, for example, efforts within federally-funded 

programs to implement lower-threshold models of care, and thus begin to refrain from 

quick discharges or bans, has already begun to positively impact the experiences of many 

homeless youth.  

Also important has been New York City’s substantial efforts, particularly in 

recent years, to support an LGBTQ-informed, LGBTQ-competent and LGBTQ-positive, 

approach to service provision for homeless youth. Simply put, we know that providers 

have become better at working with LGBTQ youth and this has partially as a result of 

City efforts toward this end. While we know there is still much work to be done, the City 

has clearly made serving LGBTQ youth a priority, which is a crucial step in the right 

direction. One notable example of this is the opening, within the Department of Homeless 

Services (DHS) system, of an 80-bed shelter for LGBTQ young adults. This is the first 

shelter of its kind in the municipal system and just a few years ago wouldn’t have been 

imaginable. Councilmember Torres, HRA and DHS should be applauded for making this 

a reality. Providing LGBTQ-competent services is an important step toward developing 

services where homeless LGBTQ youth can trust a service provider with their struggles 

and reach out before it is too late. 

 

Gaps in Services in New York City 

                                                
12 Deborah Padgett, B Henwood & S. Tsemberis. 2016. Housing first: Ending homelessness, transforming systems and 
changing lives. New York: Oxford University Press 



While we want to acknowledge the positive steps the City has taken, there is still 

a significant amount that can and should be done to support youth who are at particularly 

high-risk for mental illness, suicidal ideation and committing suicide. If we view housing 

as a form of healthcare, then the City is far behind where it should be in helping at-risk 

homeless youth. 

According to the most recent available Point in Time (PIT) data, collected in 

2016, there were 1,653 unaccompanied homeless youth, the vast majority between 18-24 

years old, in shelters in New York City.13 Many of these young people were in DHS or 

HRA facilities. This does not include the vast majority of the thousands of young people 

between 18-24 who are heads of households with children in City shlelters. Many of the 

young people include in the PIT data are in DYCD shelters, and many were in DYCD 

shelters before aging out and landing in the DHS or HRA shelters. We do not have a 

recently conducted and reasonable estimate of the homeless youth population on the 

streets on any given night. The last serious effort at getting at such a number was 

conducted, with City Council support, about a decade ago. Recent efforts by the City to 

estimate the number of young people on the street (the Youth Count) have been severely 

under-resourced and lacked a serious commitment by the De Blasio administration to 

coordinating its energies to coming up with a reasonably accurate estimate.14 Many 

homeless young people living on the street go uncounted and many of these young people 

enter into long-term chronic homelessness as adults. 

                                                
13 Data available at: https://www.hudexchange.info/resource/reportmanagement/published/CoC_PopSub_CoC_NY-
600-2015_NY_2016.pdf 
14 For more information please see the following op-ed on the matter: Craig Hughes, “City Effort to Tally Homeless 
Youth Won’t Add Up.” City Limits 1/23/2017. http://citylimits.org/2017/01/23/cityviews-citys-effort-to-tally-homeless-
youth-wont-add-up/ 



City data that has been made available in regards to youth relying on the DYCD 

homeless youth continuum is sobering. In short, homeless youth who use DYCD shelters 

often go in circles, and many simply disappear. According to records released by DYCD 

in response to a FOIL request in December of last year, less than 1% of those discharged 

from DYCD-crisis shelter beds moved into their own apartment. Only about 18% of 

those discharged moved along the continuum from crisis shelter to a transitional 

independent living (TIL) bed. More than half of those discharged either went right back 

into a crisis bed (29.7%) or disappeared (23.5%). Data on TIL discharges, which includes 

less than a tenth of the number of crisis discharges, is similarly alarming. Fifteen-percent 

of youth discharged from TIL beds went back into crisis beds, nearly 12% went into DHS 

shelters, and nearly 12% disappeared. Only about 9.5% moved into their own apartment. 

About 21% moved in with friends or other relatives – situations that are known to often 

be very precarious. Less than 20% returned home.15 These numbers do not include youth 

over age 21 who rely on the youth drop-in centers and are very often living on the street. 

Homeless young people have disproportionately less access to stable healthcare16, 

and those who suffer from serious mental illness and experience episodes of 

decompensation often find themselves in a churn, between shelters, jails, and hospital 

beds. Providers often discuss the real-life tension that exists between hospitals and 

homeless service providers. A general hospital emergency or psychiatric bed in New 

York City, whether public or private, is tasked with stabilizing and discharging. 

Emptying a bed is the priority once stabilization is achieved, and very often patients – 

                                                
15 DYCD clarified that this discharge data is not unduplicated. 
16 Gayathri Chalvakumar et al. 2016. “Healthcare barriers and utilization among adolescents and young adults 
accessing services for homeless and runaway youth.” Journal of Community Health, November, p. 1-7 



including many homeless youth – are discharged into homelessness.17 Homeless youth 

with serious mental illness can engage dozens of times with hospitals without a social 

worker being able to link them to permanency services, like supportive housing or 

community treatment teams. Back on the street, these young people are more likely to 

decompensate. The critical intervention that could have potentially been made at a 

hospital becomes an unfortunately missed opportunity due to lack of resources. 

Applications for community-based treatment (ACT services) are laborious, 

requiring a significant time commitment that is often not available at the hospital-level. 

Further, assignment to an ACT team through the Single Point of Access (SPOA) leaves 

someone waiting months for linkage due to the high-need and limited capacity. For 

homeless young people it gets more complicated – ACT teams are not typically 

adequately resourced to do the intensive work of finding folks living on the street, which 

means these young people may get left without the care they need. 

For homeless youth, particularly those who age out of the DYCD shelters at 21 

years old, the municipal (DHS) system becomes their main available option. 

Unfortunately, many young people do not enter DHS shelters, in particular, due to safety 

concerns. As many RHY providera will likely tell you, often this isn’t for lack of 

experience - many young people enter into assessment and then leave quickly as a result 

of their negative experiences. DHS has resisted reducing the required “assessment 

period” for homeless young people, meaning if they enter the DHS system they will 

likely enter through Bellevue/30th Street (men), Franklin or Brooklyn Women’s Shelter 

                                                
17 While there is no recent data specifical to unaccompanied homeless youth usage of emergency rooms in New York 
City, recent data is available from elsewhere that provides evidence of predictors for ER usage. One factor is access to 
health insurance. See: J. Mackelprang et al. 2015. “Predictors of emergency department visits and inpatient admissions 
among homeless and unstably housed adolescents and young adults.” Medical Care 53(12), p. 1010-1017. 



(women). For many young people, particularly young men, entering into assessment 

shelter is experienced as more dangerous than staying on the streets. 

In January 2016, DHS made a very helpful policy change that allowed individuals 

to enter drop-ins, such as Mainchance in midtown, even if they had been assigned a base-

shelter in a previous entry.18 Policy decisions like this help young people to access 

services by lowering unnecessary bureaucratic barriers that might otherwise leave them 

on the street. In the case of assessment periods, the experience of many providers 

working with homeless youth is that these often function as a push-away or churning 

mechanism. The City could and should work with DYCD providers to develop a system 

for immediate placement into long-term shelters.  Importantly, this should include a 

mechanism for DYCD providers, like the City-funded youth outreach teams, to place 

young people directly into Safe Haven beds. 

Perhaps the most decisive step the City has taken for providing housing for 

homeless young people is through supportive housing. As ample research has shown, 

supportive housing is a cost-effective way to house some of the most vulnerable folks in 

the City.19 And this is certainly the case for homeless youth. 

The City’s recent RFP for youth-specific supportive housing beds, released in 

February, presents a long-term solution for some young people that should come on-line 

in years to come, and we are deeply appreciative of the Mayor’s commitment to fund 

these long-term beds.20 Yet, for the supportive housing that is still coming on-line under 

the NY/NYIII agreement and older units that open up, long-term problems have not been 

                                                
18 See official memo to DHS Drop-In Directors from D. Pagnotta dated January 11, 2016 
19 See Padgett, Henwood & Tsemberis, Housing First, mentioned above. 
20 See: https://shnny.org/rfps/nyc-hra-provision-of-congregate-supportive-housing/ 



adequately addressed, leaving some of the most vulnerable young people at high-risk of 

staying homeless.  

In particular, the issue of landlord and provider ‘creaming’ or ‘cherry-picking’ 

applicants for supportive housing needs to be systematically addressed.21 Very often 

issues of medication non-compliance or having noticeable symptoms of mental illness are 

factors used to deny someone access to supportive housing. Substance use, which is 

known often accompany serious mental illness, has also been routinely used to deny 

someone access into supportive housing. This flies in the face of effective ‘housing first’ 

and harm reduction principles by denying the major resource – housing and the privacy 

that comes with it – that may lead a person to consider, in new ways, how they can best 

care for themselves. New York City should also develop a mechanism to find out what 

happens to the many applicants who are determined eligible for supportive housing but 

not accepted by a provider or landlord into a unit. Currently, to the best of our 

knowledge, the City does not track this.22 Further, the City should develop a mechanism 

to intervene into creaming at the provider/landlord level, to ensure that those most in 

need of supportive housing resources receive them. 

As new supportive housing is brought online, there is a need for an increase in 

mental health resources within homeless youth programs. For example, homeless youth 

with serious mental illnesses will need psychiatric evaluations and updated evaluations. 

They will often need supportive social workers and case managers to help motivate them 

through that process and encourage their continued engagement with treatment. While 

                                                
21 On this, please see our previous testimony to the General Welfare Committee dated 1/19/2017 
22 On this, see testimony by City officials and question/answer with them by the City Council during a hearing on 
supportive housing on 1/19/2017. Available at: 
http://legistar.council.nyc.gov/View.ashx?M=F&ID=4943784&GUID=712C9D58-E263-40B8-ABAF-79C309820E6C 



adding units is decisive, we also need matching resources to help eligible people into 

those units. 

Further, while the City plans to provide homeless youth with access to housing 

subsidies, it is important to note that more than three years into this administration youth 

relying on DYCD programs still do not have access to rental assistance. Some youth, 

including many young people who have experiences with mental illness, can manage to 

live independently with rental aid. Providing access to such aid without having to go into 

the shelter system will undoubtedly save many youth from the further trauma of adult 

homelessness. So, while we appreciate the City’s plans to link youth using DYCD 

resources to rental aid, it’s important to note that it’s still not in place. While we 

appreciate commitment toward this end, we are concerned about length of time this has 

taken and continues to take. 

Finally, there continues to be a need for 24-hour drop-in services accessible to all 

youth. Research has shown that drop-in centers are particularly effective for engaging 

homeless youth, and often the population using drop-ins is different than the population 

in shelters.23 Drop-in centers are often based on one-stop models, where multiple services 

can be provided on site – this type of service facility is known to be particularly effective 

for engaging homeless youth with co-occurring disorders.24 We are deeply appreciative 

that the City funds a 24-hour drop-in center for LGBTQ youth. It has been, simply put, a 

gamechanger for many young people. However, as many providers will also attest to, 

there is a significant need for 24-hour drop-in services, staffed with individuals trained in 

                                                
23 Eric R. Pedersen et al. 2016. “Facilitators and barriers of drop-in center use among homeless youth.” Journal of 
Adolescent Health 59, p. 144-153; Natasha Slesnick et al. 2016. “A test of outreach and drop-in linkage versus shelter 
linkage for connecting homeless youth to services.” Prevention Science 17(4), p. 450-460.  
24 Nicole Kozloff et al. 2013. “Factors influencing service use among homeless youths with co-occurring disorders.” 
Psychiatric Services 64(9), p. 925-928 



mental health support, for cis-gender and straight-identified young people, particularly 

young men. We hope the City will consider providing this necessary resource. 

 

Conclusion 

To conclude, the Coalition for Homeless Youth is appreciative of recent efforts by 

the City to provide increased mental health supports and appropriate services for 

homeless youth. We hope the City will consider our recommendations above. Thank you 

for this opportunity to testify today.  

 
 














