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Abstract

There are six HIV prevention programs for homeless youth whose efficacy has been or is currently

being evaluated: STRIVE, the Community Reinforcement Approach, Strengths-Based Case

Management, Ecologically-Based Family Therapy, Street Smart, and AESOP (street outreach

access to resources). Programs vary in their underlying framework and theoretical models for

understanding homelessness. All programs presume that the youths’ families lack the ability to

support their adolescent child. Some programs deemphasize family involvement while others

focus on rebuilding connections among family members. The programs either normalize current

family conflicts or, alternatively, provide education about the importance of parental monitoring.

All programs aim to reduce HIV-related sexual and drug use acts. A coping skills approach is

common across programs: Problem-solving skills are specifically addressed in four of the six

programs; alternatively, parents in other programs are encouraged to contingently reward their

children. Each program also engineers ongoing social support for the families and the youth, either

by providing access to needed resources or by substituting a new, supportive relationship for the

existing family caretaker. All of the interventions provide access to health and mental health

services as basic program resources. A comparison of HIV prevention programs for homeless

youth identifies the robust components of each and suggests which programs providers may

choose to replicate.
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HIV prevention among homeless youth is a significant and growing problem. Globally,

there are approximately 100 million homeless youth (UNICEF 1989), with at least 1.2

million youth homeless in the United States (Ringwalt et al. 1998). The rate of HIV

infection among homeless youth is substantially higher than the national rate for youth

(2.3% among homeless youth in a multi-site study [Allen et al. 1994] vs. 0.1% nationally
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[Morris et al. 2006]). However, a more recent smaller study documented an even higher rate

of HIV among homeless adolescents (16%; Beech et al. 2003). Homeless youth are at high

risk for multiple problem behaviors, with high rates of drug abuse, incarceration,

unemployment, school drop-out, and mental health problems (Booth and Zhang 1996;

Greene and Ringwalt 1996; Harpaz-Rostem et al. 2006, Kipke et al. 1997).

The concern over the increased relative risk of HIV among these youth has led to the

development of at least six different HIV intervention program strategies throughout the

United States. There are programs focused on subpopulations of homeless youth: the newly

homeless, the serious drug abusing homeless youth, the chronic runaway, and the youth who

has returned home. Our goal is to examine and compare intervention approaches that have

been developed to reduce homeless youths’ risk of being infected with HIV.

In order to conduct these comparisons, we turn to the framework established by Rotheram-

Borus and colleagues (Rotheram-Borus 2006; Rotheram-Borus et al. 2008). The authors

developed a structure for identifying common factors for HIV prevention that is developed

from the existing literature on common factors in psychotherapy, the core elements of

evidence-based HIV prevention, and analyses of the components of HIV and other risk

prevention programs (see Rotheram-Borus et al. 2008, for additional detail). While all

evidence-based interventions are theoretically-based, there are many more factors involved

in delivering an intervention than the theoretically-grounded intervention components.

Systematically rating manuals of the HIV-related prevention programs, these researchers

perceive that there are at least five common components of evidence-based prevention

programs: providing a narrative framework for the problem issue, providing information or

education, building skills, providing social support, and addressing environmental barriers to

the targeted outcomes. We used this framework to compare the six existing programs for

delivering HIV prevention to homeless youth. By examining the commonalities and

differences across programs, we anticipated that the robust factors of each prevention

program for homeless youth would emerge.

Method

The programs were selected based on an extensive review of the literature in Medline,

PsycInfo, and the CRISP database of federally-funded programs. Our search focused

specifically on identifying programs that had an HIV prevention focus and targeted

homeless youth. We selected programs for which there was sufficient information available

in published or written form (from the authors) to provide a comprehensive description of

the program and its components. After this review, six programs were identified, and they

are described below.

The authors reviewed program material and articles about the programs, including program

manuals, and initiated conversations with the Principal Investigators of the programs for any

unclear aspects of their programs. The key characteristics of each program are summarized

in Table 1, including the target subpopulation of homeless youth, the sites, facilitator

training, and the number of sessions. Table 2 describes the common components of these six

programs.
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Program Descriptions

STRIVE Project STRIVE is a 5-session family intervention for newly homeless youth.

Developed by Milburn (2007), STRIVE is based on social learning theory and uses a

“family problem hierarchy” to address problems by starting with the least difficult and

progressing to the most challenging problems over the course of the intervention sessions

(Rotheram-Borus et al. 1994a, b). This program asserts that youth leave home as a way to

ineffectively resolve family conflicts and that the family lacks problem-solving skills. The

intervention aims to reunite families separated by running away and to reduce HIV risk

behaviors. Thus, the HIV risk reduction focus is primarily through focusing on repairing the

family relationships so that the youth does not run away again; the run away behavior is the

risk factor for contracting HIV through behaviors common among street youth such as

sexual behaviors and substance use. Preliminary results show a high rating of both

participant satisfaction and adherence (Norweeta Milburn, personal communication,

September 4, 2008); however, the outcome is currently being evaluated in a randomized

controlled trial.

Project STRIVE strengthens desirable behaviors by having family members exchange

tokens or markers of positive feelings during an intervention session. Tools such as a

Feeling Thermometer teach both adolescents and parents to identify and regulate strong

emotions and link these emotional states to predictable situations. During sessions, cognitive

problem-solving skills are taught by evaluating challenging social encounters and conflicts:

The family sets a goal, generates ways to reach the goal, chooses one alternative, and role

plays the potential solution. Role playing of HIV-related risk situations and conflictual

interactions helps to build assertiveness. In addition, STRIVE is designed for families from

diverse cultural and ethnic backgrounds.

Community Reinforcement Approach—The Community Reinforcement Approach

(CRA) with homeless youth is an intervention model originally developed for substance-

abusing adults (Azrin et al. 1982; Meyers and Smith 1995; Hunt and Azrin 1973). The

intervention was later adapted and evaluated with adolescent substance abusers (Godley et

al. 2001) prior to its current use for homeless adolescents (Slesnick et al. 2007). The model

encourages behaviors incompatible with substance use by rewarding positive, prosocial

behaviors (Meyers and Squires 2006). The CRA hypothesizes that substance abuse is

sustained by environmental rewards from family, friends, peers, and employers (Smith et al.

2001). For runaways, substance use is a risk factor that can lead to HIV transmission that is

targeted with CRA. In addition, Slesnick et al. (2007) added sessions as part of the

intervention that focused on HIV prevention.

Social cognitive theories argue that the easiest way to eliminate an undesirable behavior is to

engage in incompatible actions. CRA is aimed at increasing personal happiness which will

likely be incompatible with abusing drugs. CRA includes a functional analysis of the

triggers for substance use as well as the consequences of abuse. Behaviors which can

produce feelings currently associated with substance use (e.g., elation, relaxation) are

identified (Meyers and Squires 2006). In addition, as part of the treatment plan, a Happiness

Scale is used to examine 10 life categories: The family problem solves ways to increase
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happiness in each of these domains and sets goals and strategies for sustaining these positive

feelings (Meyers and Squires 2006). In Slesnick et al.’s (2007) recent study, homeless youth

who received CRA significantly reduced their substance use and depression and improved

their social stability compared to a standard treatment condition.

Ecologically-Based Family Therapy (EBFT)—EBFT (Slesnick and Prestopnik 2005)

is a family-based intervention for shelter youth and parents that aims to improve youth

substance use and other risk behaviors as well as HIV knowledge, family functioning, and

psychological functioning. For youth who have maintained contact with their families after

leaving home, their family ties are used to motivate both parents and children to shift their

interactions and problematic actions (Slesnick and Prestopnik 2005). EBFT builds upon

others’ work with family preservation (e.g., Nelson and Landsman 1992; Barth 1990) and

multisystemic interventions (e.g., Pickrel and Henggeler 1996) that address the numerous

influences on youths’ behaviors. Both individual sessions with the youth and family sessions

are conducted. The family sessions target dysfunctional interactions that help initiate and

sustain problem behaviors (Slesnick and Prestopnik 2005). Reductions in substance use are

directly addressed. The EBFT therapist assumes that substance abuse occurs for complex

reasons, beyond the parent-child relationship. EBFT is efficacious in reducing youth

substance use, with additional positive outcomes for youth with histories of physical and

sexual abuse (Slesnick and Prestopnik 2005).

Strengths-Based Case Management (SBCM)—SBCM is a theory-driven model of

case management that has been used extensively and successfully with adults with mental

illness and substance abuse (Modicrin et al. 1988; Macias et al. 1994; Rapp et al. 1992).

Since the earlier work on the model, SBCM has also demonstrated promise as an

intervention for reducing HIV risk behaviors among persons living with HIV/AIDS

(Husbands et al. 2007). This model has recently been used for the first time with adolescents

by Arnold and colleagues (Arnold et al. 2007; Arnold 2007).

The purpose of SBCM is to work collaboratively with individuals to make positive changes

in their lives “by identifying, securing, and sustaining” personal and environmental

resources to assist them in reaching their goals (Rapp and Goscha 2006, p. 54). Rather than

serving as brokers to access care, the case managers develop a strong positive, caring

relationship with the adolescent. The case manager attempts to use their bond to enhance the

parent-youth relationship (when possible), but also uses the case manager/youth bond as a

source of strength and motivation for change. The case manager empowers the youth to

make positive life changes by assessing their strengths, identifying goals, and helping youth

learn to mobilize and use community resources (Rapp and Goscha 2006). The case manager

typically accesses informal resources (e.g., support from family members, teachers, religious

leaders) as opposed to an emphasis on formal services (e.g., psychiatric services, substance

abuse treatment). In delivering this intervention, Arnold et al. (2007) found the original

model developed by Rapp (1998) needed few adaptations for homeless youth. However,

HIV prevention information, skills, and support were added in order to specifically target

reductions in unprotected sex, numbers of sexual partners, and substance abuse. Youth were

encouraged to incorporate reduction of risky behaviors into their future goals and plans. The
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SBCM approach is consistent with the emerging approach of “personalized” interventions

(Burke and Psaty 2007).

Street Smart—Street Smart is a 10-session intervention delivered in small groups for

runaway and homeless youth (Rotheram-Borus et al. 1991b, 2003) that was selected by the

Centers for Disease Control as a promising prevention model. Based on social learning

theory (Bandura 1986), the intervention teaches youth skills and coping mechanisms to

reduce HIV risk behaviors and avoid drug use. Delivered in shelter settings, the main

components include providing access to health care services and condoms, as well as

training sessions with peers (Rotheram-Borus et al. 1992). Sessions focus on increasing HIV

knowledge and social skills; youth also meet individually with a counselor to examine

personal barriers to altering sexual behaviors. Research on the use of Street Smart

documented positive outcomes in reducing sexual risk behaviors among females and

substance use among both male and female runaways over 2 years (Rotheram-Borus et al.

2003).

The AIDS Evaluation of Street Outreach Project (AESOP)—AESOP is a

component of a larger, multi-site study (Gleghorn et al. 1997). Street outreach differentiates

this program from others: Creating a store front drop-in center is a main intervention

component. The main point of contact between the youth is on the street, where the project

outreach workers attempt to engage the youth, tell them about available services, and

provide resources (e.g., tangible items, such as condoms and bleach, as well as referral

information). Youth were enlisted to develop and distribute subculture relevant prevention

materials (e.g., t-shirts and magazines). For youth who accessed the storefront services, staff

provided opportunities for individual and group discussions about risk behaviors. In

AESOP, the focus of the intervention efforts varied over time. Although the intervention did

not appear to impact condom use, it was associated with more outreach worker contact,

which in turn was related to follow-up on referrals and use of clean needles during injection

drug use (Gleghorn et al. 1997).

Results

Differences in the Programs

All programs aim to reduce HIV risk, but they vary in whether they are focused on the

individual (SBCM, AESOP, & CRA), the youth and their family (EBFT, STRIVE), or the

youth as part of a peer group (Street Smart) (Table 1). These are quite different delivery

formats, each presenting a different set of challenges. Engagement is difficult, but if parents

are involved, recruitment of youth is relatively easy. However, by adolescence, parents have

often “given up” on difficult youth (Tischler et al. 2004).

SBCM and CRA focus on the youth: Parents are included so that they can potentially partner

with their children in problem solving the precipitating events of the runaway episode.

However, with or without parent involvement, the programs attempt to build the capacity of

the youth to cope with their families in different ways. SBCM specifically counsels youth

that their parents are unlikely to change, and the youth must figure out how to change the

trajectory of their adolescence within the family. In contrast, Street Smart has youth drop-in
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within the shelter program in which they reside. Recruitment is not a problem as long as

exciting or fun activities are organized.

The type of program may emerge because of the target population. All programs have an

HIV prevention focus and aim to reduce HIV-related sexual (numbers of sexual partners,

unprotected sex) and drug use acts. AESOP is designed for drug abusing youth living on the

streets. STRIVE is aimed at newly homeless youth, and SBCM targets youth who have run

away, but who have been returned to their families. Because almost all chronically homeless

youth spend time both in shelters and rotate to the streets, it is likely that Street Smart and

CRA address the same populations as AESOP, SBCM, or STRIVE. However, Street Smart

and CRA recruit the youth at a different phase of their developmental cycle of homelessness.

Similarly, the site of the project strongly impacts its design. AESOP cannot be delivered in a

rural setting; street outreach is limited to urban settings in which services exist, but are not

being accessed by the target population. Street Smart is also likely to be very difficult to

mount in a rural setting as there are often no shelters or institutions at which youth gather

where groups can be conducted. Also, the number of youth in rural areas make it unlikely

for one to be able to form a group in these settings. In contrast, SBCM, CRA, and ECFT can

be mounted in both rural and urban settings.

Four of the programs are meant to be an enhanced service program in addition to runaway

shelter services (EBFT, CRA, STRIVE, and Street Smart). SBCM and AESOP are intended

to be the core service to help youth access existing resources. This is a fundamentally

different organization of care and perhaps reflects the type of homeless youth targeted by the

service, as well as the site. SBCM is being initiated in rural North Carolina and AESOP was

conducted in inner-city San Francisco.

The level of skill needed to implement the programs as currently designed varies

significantly. AESOP and Street Smart require the least educational requirements. Good

social skills that allow bonding and strong problem solving skills are the primary

requirements for the job. However, managing young people in a group setting is an

additional skill that can be highly complex, especially when the goal is to teach skills, not to

provide an educational intervention. Therefore, the program designers may underestimate

what may be required to replicate the intervention. EBFT, CRA, and STRIVE require

Master’s degrees or higher. SBCM with youth was piloted with master’s-level clinicians

(but has been used with bachelor’s-level staff with adults). Once a program has been proven

to work in a particular setting, strategies for less experienced implementers may be possible.

Finally, all of the programs are relatively intensive. SBCM estimates that youth receive

about 35 sessions over the year-long program. In contrast, the manualized interventions of

Street Smart, STRIVE, and CRA range from 5 to 15 sessions. The street outreach AESOP

program has from 1 to 30 contacts over a 6-month period: Youth who stay in the setting

longer are more likely to encounter the outreach worker more frequently.
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Common Components

Table 2 summarizes the comparisons of the common components in each of the six

programs.

Framing the presenting problem—The six programs vary dramatically in how they

frame the risk for HIV among homeless youth. As part of their overarching framework,

some programs narrow the focus of the problem to the family and have an inherent

perspective on the role and involvement of the family in the problem. Other programs focus

on delivering information or on addressing individual needs.

At least two of the programs see a dysfunctional family as the core problem. In EBFT,

parents are seen as lacking skills in monitoring and setting limitations. There is a substantial

amount of literature outlining the importance of these parenting skills for adolescents. In

STRIVE, the family’s ability to manage conflict is labeled the core problem. Without

effective strategies to resolve conflict, parents and their adolescent children are likely to be

alienated and the youth retaliate by running away. These programs also stress a non-blaming

approach so that “fault” is not placed on either the youth or parent. Both programs assert that

both the parents and the youth share responsibility for the youth’s homelessness. These

interventions do not address or debate whether the frame is accurate for a specific family.

The program facilitators assert that the fundamental issue is a conflict or monitoring

problem and begin to provide the information, skills, and support to shift these practices.

Two of the programs, Street Smart and AESOP, do not rely or focus on the involvement of

the family, nor is there much individual assessment of each youth’s situation. These

interventions focus specifically on providing access to information, skills, or resources. The

degree to which the youth accepts responsibility for making changes is left to the youth.

Three of the programs, EBFT, SBCM, and CRA, focus on individual assessment of the

unique needs of each youth and their family. These assessments guide the direction of the

intervention by narrowing the focus to issues unique to the individual as opposed to making

a predetermined assertion of the origin of the problem (e.g., conflict or lack of access to

resources). SBCM and STRIVE frame the problem as normative and to be expected during

adolescence; neither parents nor youth are “blamed” for the current problems. EBFT frames

the parents’ limitation setting, consistency, and behavioral management of their children as a

primary source of homelessness. CRA is more focused on the environmental influences,

which may or may not include the family. Typically, the peer group is a negative influence

that is consistently linked to adolescent substance abuse. CRA conducts a functional analysis

and posits that the youth is being rewarded for substance abuse. There are no negative

contingencies for substance abusing behaviors. Overall, there are significant differences in

the existing approaches in how the problem of the youths’ homelessness is to be understood

by the youth, their parents, and the intervention program facilitator.

Information provided—The information provided in each program is aimed at increasing

positive interactions, rewarding youth contingently for their actions, and presenting a

hopeful look to the future. Some focus mainly on parent/child interaction (EBFT, STRIVE),

while others are focused on protection strategies (CRA, Street Smart) or the provision of
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culturally acceptable methods of information delivery (AESOP). In contrast, SBCM

provides education on ways in which positive behaviors can lead to accomplishment of self-

identified goals.

Building coping skills—Five of the six programs adopt the stance that better problem

solving will increase the youth and/or their family’s ability to cope with the youth’s

homelessness. Each adopts a problem solving framework that includes goal setting,

generation of alternatives, and evaluation and selection of a strategy. Only one program

involves punishment as an active component of skill building: CRA. The functional analyses

conducted in the assessment phase of CRA provide the facilitator with a set of behaviors and

actions to be rewarded, as well as a set of actions to be punished or ignored. Based on

learning theory, it is anticipated that the behaviors that are rewarded will increase in

frequency and the rest will be eliminated or substantially reduced over time.

The AESOP program does not train on improving social skills. Outreach is intended to

increase access and use of existing resources, which the outreach worker accomplishes by

providing information and having a relationship that the youth sees as congruent with their

subculture and ideology. For example, outreach workers will need to tailor their presentation

to the subculture: A goth, punk, hippie, preppie, or deadhead are likely to require very

different presentations from the outreach worker. The AESOP program does not build skills

except in knowing what resources are available.

Social support or relationship building—All of the programs have a facilitator or

staff person with whom the program expects youth and/or their family to bond. A failure to

bond is likely to prohibit any positive behavior change. Positive relationships with the

program facilitator, their family, peers, and concerned others provide the motivation to resist

risky behavior patterns. In the AESOP, SBCM, Street Smart and CRA, parents specifically

are not critical relationships for the success of the program. ECFT and STRIVE depend on

the family’s involvement.

Address environmental barriers—Five of the six programs mobilize community

resources to assist youth to cope with their particular problems. The Street Smart program

identified three prerequisite services (health, mental health, and recreational sites) and

triaged youth to programs that could provide a safety net to youth for these services. In

contrast, the referral pattern was relatively individualized for youth in SBCM, EBFT, CRA,

and STRIVE. There were many community options in the sites where these programs were

conducted and a facilitator would mobilize the service provider to approach the youth or the

youth to approach the service site. The entire content of AESOP’s program helps youth

identify existing resources and to overcome their personal barriers to access the care.

Therefore, having resources in the environment were critical for this program’s delivery.

Discussion

In this paper, we present an overview of promising models that have been or are being

implemented throughout the United States to prevent HIV infection among homeless youth.

The common factors model of Rotheram-Borus and colleagues (Rotheram-Borus 2006;
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Rotheram et al. 2008) also suggests that these programs are highly similar in that each

provides training in coping skills, social support, information, as well as addressing

environmental barriers. They have other similarities revealed in our review: the emphasis on

a safety net, the need for an intensive intervention, and a future-oriented, non-blaming

approach. However, it is important to mention some of their differences, examine areas for

further innovation in these programs, and discuss the need for dissemination of effective

models throughout the U.S. and other countries.

Safety Net for Youth

All of the programs appear to be in agreement that homeless youth need an ongoing safety

net. The difference in these programs is the composition of the safety net. In some programs

(STRIVE and EBFT), the family is expected to provide the needed support. In others

(SBCM, CRA, AESOP), adults outside of the family are enlisted to provide guidance to the

youth. In all models, however, there is a safety net that is established, typically for an

extended period of time (12–33 months). The youths’ needs for the safety net are not short-

term, but are intended to provide assistance until youth become stably housed or reach a new

developmental milestone in which they live with another person. The safety net includes

access to ongoing health and mental health services in all programs (again, a significant

similarity across the programs). Each of the models address youths’ ongoing needs for

services by either building up the family to be able to access services (STRIVE & EBFT),

linking the youth to services (Street Smart & AESOP), or triaging and coordinating access to

services (SBCM, CRA). There can be variations in how the access is engineered, but all

programs engineer such access, and all programs design intensive, holistic approaches for

the goal of HIV prevention. These safety nets qualify as “structural interventions”

(Sumartojo et al. 2000) as they move beyond the individual level to address broader issues

in the environment, such as access to services, that can help these youth implement HIV

prevention behaviors.

Intensity of Intervention Efforts

Furthermore, these programs consistently support the notion that homeless youth are in need

of intensive and prolonged help. While the number of sessions varies, all but one (AESOP)

involves a minimum of five sessions over a period of time that allows for ongoing contact

with the youth to build up skills needed to facilitate behavior change. There is no model that

anticipates that the youth will be able to protect themselves from HIV without a holistic

approach that supports the youths’ development and capacity building. All of the models are

designed as adjuncts to ongoing services. In four cases, the base services are a runaway

shelter (EBFT, STRIVE, Street Smart, CRA). In SBCM, the services are more likely to be

delivered by a mental health provider or social services, as there are few shelters in rural

America. AESOP is an adjunct outreach arm of any type of service organization: a shelter, a

drug treatment program, a food bank, or a health care center. The specific type of service

that utilizes AESOP is unclear and very flexible.

Future-Orientation of Programs

Across programs, successful engagement of homeless youth and their families requires an

approach that does not entail assigning blame or re-examining the past. Programs with
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demonstrated success in recruiting and retaining youth are present/future-oriented, skill-

based interventions aimed at increasing the youth’s ability to reduce behaviors that lead to

HIV. This review of these common factors suggests that these programs do many of the

same things using a slightly different approach. Even when dealing with dissimilar types of

youth (i.e., newly homeless vs. chronic, hard drug users), these programs all include a safety

net for the youth, access to services, the development of meaningful relationships, and the

acquisition of information, and coping skills. The key to effective intervention with this

challenging population is likely an intensive intervention that amalgamates components

being used in the programs described in this article.

Program Differences

Relative to the similarities, these differences are quite small. There are small variations in

the ways in which skills are taught or which information is provided. The major difference

across programs is their framing of the “problem” of homelessness among adolescents. If

one believes that the family can be part of the solution, then family involvement is typically

a critical component of the intervention (STRIVE and EBFT). Programs based on the

assumption that the family is more accurately portrayed as the problem or as not relevant to

the solution, in contrast, typically focus their efforts on the youth as the target of the

intervention (SBCM, CRA, AESOP).

Innovation in Future Programs

Given the similarities in these programs, there is ample room for innovation in the next

generation of programs. Each of these programs emerges from psychology or social work,

professions aimed initially at improving individual adjustment. Given this focus on

developing the individual youth’s capacity, the structural components of the intervention are

all quite similar: health and mental health services. These services at best can only provide

short-term support. The next generation of programs may benefit from expanding the types

of long-term supports provided: Pathways out of homelessness are needed.

Even in the U.S., shelter and dysfunctional family settings are relatively short-term supports

for homeless youth. Designing structural innovations that can provide a more permanent

safety net, such as long-term housing and employment are one of the primary challenges

facing programs, especially those in developing countries. Jobs and educational success are

two primary pathways. When Street Smart was implemented in Uganda with homeless

youth, a vocational training program was a central component of the program (Lightfoot et

al. 2007). Boys were trained in automobile repair and girls received training as hair braiding

attendants. These types of structural components confirm an old adage in attempting to

intervene in pathways to chronic homelessness, “If I do not know where my next meal will

come from or where I will sleep, why do I care if I die 10 years from now” (Rotheram-Borus

et al. 1991a).

Unfortunately, parenthood is part of the trajectory for young women who are homelessness.

Greene and Ringwalt (1998) found that 48.2% of street youth and 33.2% of shelter youth

ages 14–17 reported having been pregnant in their lifetime. The potential negative

consequences of the parenthood pathway have not been well documented. Substantial
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evidence does demonstrate that teenage motherhood has a lifelong negative impact on the

mother’s adjustment and achievements (The National Campaign to Prevent Teen and

Unplanned Pregnancy 2006). However, there are no longitudinal studies specifically

focusing on homeless adolescent females who become pregnant to provide additional insight

into their experiences after pregnancy.

Dissemination

It is critically important to create programs that can be feasibly and broadly disseminated,

immediately after the program’s efficacy is demonstrated (Rotheram-Borus et al. 2004).

Efficacy trials aim to show that they can have an impact. While grounded in one theoretical

model, there are many activities and processes that are not tightly linked to the theoretical

model. In order to ensure a positive impact, many interventions use well-trained staff and

require close adherence to a detailed manual with a time-sequenced list of scripts and

activities. It is not feasible to train with manuals that require replication with fidelity to each

script. Such a process is too time-consuming and tedious, and it is not realistic that all staff

will adhere to such demands. It is also not possible to have programs that require complex

tailoring for an individual.

We (Rotheram-Borus and colleagues) are currently adapting Street Smart for South African

townships. Across four projects in Africa, we have adopted a strategy of identifying Mentors

in the community, based on the theory of positive peer deviants (Berggren et al. 1984).

Another word for positive deviants is the super healthy “Mentor” whose children thrive in

the same community when almost all of the families are failing and struggling. The concept

has been applied in maternal and child health in Vietnam, South Africa, and Egypt. It is a

concept worth considering for homeless youth. Rice et al. (2008) have identified homeless

youth who are themselves positive peer deviants: They are supporting prosocial behaviors

among their peers and for themselves. This model has now been adopted in multiple nations

for addressing malnutrition (Marsh et al. 2004; Sternin et al. 1998).

The next generation of programs for homeless youth will require that robust intervention

components be identified prior to any efficacy or effectiveness trial. In this quest, it is

disconcerting that none of the existing evidence-based programs for homeless youth

monitored the utilization of the safety net services of health and mental health services. The

model of Rotheram-Borus and colleagues on the common components also suggests that

these components are likely to be the robust mediators and moderators of change. Yet, many

of the trials did not assess how the problem of youth homelessness is framed, nor was there

an evaluation of the degree of new social skills acquired. These factors are often identified

as critical but are far less often monitored and directly related to outcomes.

None of these programs have been broadly disseminated. Being selected as a model program

by the CDC (2006) has led to Street Smart training for community based providers

nationally (Centers for Disease Control and Prevention 2006; Collins et al. 2007). Yet all of

these programs are intense and four of the six require a Master’s degree, a resource certainly

not available in the developing world. There is no program that has been broadly diffused,

even with substantial national training programs or the passage of 20 years since conception

of the original program. Globally, HIV rates are going to continue to rise, especially among
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homeless youth. In Uganda, one-third of homeless youth are AIDS orphans, one-third are

war refugees from the north of the country where there is civil unrest (also known as war)

and surging economic crises lead to homelessness of the remaining one-third of youth.

There are at least four African countries engaged in civil wars leaving more than 21 million

children as orphans necessitating the need for immediate action. The types of programs to be

designed under such circumstances must be easily learned, implemented, and diffused. HIV

prevention programs for homeless youth must be expanded in the next 20 years, not

reduced.

It has been very surprising that tools used in the developed world in programs for homeless

youth are highly applicable to the developing world. Our team (Rotheram-Borus and

colleagues) is working in China, Uganda, Thailand, South Africa, and India. We find that

each of these cultures finds benefits in creating a vocabulary to talk about their feelings.

Feeling Thermometers accomplish this goal in the U. S., but emotional self-regulation is a

key skill cross-culturally to solve challenging housing issues. Since the early 1970’s our

team has used a Feeling Thermometer concept (Rotheram-Borus et al. 1987) to teach

children how to label the intensity of their feelings, rank order challenging situations

according to the intensity of discomfort felt, and use language as a tool to talk about their

feelings. In Africa, Feeling Cups are found far more useful. Surprisingly, women in African

townships find the concept useful. However, because numbers are not a part of their culture,

Feeling Cups are used as the barometer of feelings. Women indicate the discomfort they feel

in a situation by pouring water into a clear glass. Filling the Feeling Cup prior to and

following a role play helps women see the difference in their feelings. In China, 4500

market workers carry small thermometers, similar to book marks that they can calibrate their

feelings. We have observed workers pull the small cardboard cards from their pockets as

they argue heatedly in the marketplace. Similarly, thanks tokens are exchanged in groups in

the United States, especially among small groups of children. These tokens are not

exchanged for rewards, but only have social value. In South Africa, women want round,

pink tokens with a silhouette of a family. In Uganda, teenagers exchange poker chips as

tokens of appreciation. In Thailand, families use tokens as a monitoring system among

themselves in their homes as a way to encourage support. The cross-cultural applicability of

these concepts also provides relatively unskilled mentor peers tools to use to build skills and

social support, two elements of the common factors paradigm.

There are additional criteria that must be met for any new intervention designed for

homeless youth. It must be ready to be broadly diffused by the completion of the research

evaluation. In order to achieve this goal, there are a series of prerequisite steps in the design

process that are not routinely followed today. First, there has to be a viable funding stream

that one could choose to diffuse the intervention. For example, we are currently evaluating

Mentor Mothers who are positive peer deviants as potential caretakers and deliverers of HIV

prevention in South African townships. We selected this project because there is funding in

place if the outcome is useful: the integrated management of childhood disorders funding

stream. Second, the intervention “product” must be market driven, as well as science-driven.

There was relatively high adherence to all the six HIV prevention programs reviewed in this

article. Adherence reflects the degree of attractiveness, accessibility, and engagement in the

program. Only by utilizing the skills of product developers and market analyses when
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designing the program will we achieve this goal. Third, the training materials and the

implementation procedures have to be relatively simple, teachable, and have high quality

video tapes or DVDs that not only train providers to deliver the program, but to cope with

every type of challenging interpersonal encounter possible.

Summary

The goal of this article is not to conduct a comparative meta-analysis of the existing

interventions for HIV prevention among homeless youth. We are attempting to demonstrate

the utility of adopting a common factors approach in examining the strengths and

differences in the content of the program materials. Our review points out important

similarities and differences across programs. The framework for common factors begins to

give prevention researchers the vocabulary to evaluate their work at a higher level. Are we

thinking about the meaning of homelessness in a young person’s life and are our solutions

aimed at addressing the long-term meaning and consequences of homelessness? In

comparing the programs, we found the common factors approach highly informative and

hope to see the interventions in other content domains (violence prevention, school

transitions) to evaluate their programs using a similar paradigm. As presented more broadly

by Rotheram-Borus et al. (2008), we assert that HIV prevention efforts for homeless youth

must focus on the robust components of intervention. If we know what is robust then we can

begin to say that we need interventions that replicate these robust factors—but not

necessarily all in the same way. In this article, we give examples of doing such components

as a starting point for a new approach to dissemination.

Acknowledgments

This study was funded by National Institute on Drug Abuse grant DA-16742 to Dr. Arnold and by National
Institute on Drug Abuse grant DA-07903 and National Institute of Mental Health grant P30MH58107 to Dr.
Rotheram-Borus.

References

Allen DM, Lehman JS, Green TA, Lindegren ML, Onorato IM, Forrester W, et al. HIV infection
among homeless adults & runaway youth, United States, 1989–1992. AIDS (London, England).
1994; 8:1593–1598.

Arnold, EM. Strengths-based HIV prevention with runaway youth. Atlanta, GA: National HIV
Prevention Conference; 2007. December

Arnold EM, Walsh AK, Oldham MS, Rapp C. Strength-based case management: Implementation with
high-risk youth. Families in Society. 2007; 88:86–94.

Azrin NH, Sisson RW, Meyers R, Godley M. Alcoholism treatment by disulfiram and community
reinforcement therapy. Journal of Behavior Therapy and Experimental Psychiatry. 1982; 13:105–
112. [PubMed: 7130406]

Bandura, A. Social foundations of thought and action: A social cognitive theory. Englewood Cliffs,
NJ: Prentice Hall; 1986.

Barth, RP. Theories guiding home-based intensive family preservation services. In: Whittaker, JK.;
Kinney, J.; Tracy, EM.; Booth, C., editors. Reaching high-risk families: Intensive preservation
services in human services. New York: Aldine; 1990. p. 89-112.

Beech BM, Myers L, Beech DJ, Kernick NS. Human immunodeficiency syndrome and hepatitis b and
c infections among homeless adolescents. Seminars in Pediatric Infectious Diseases. 2003; 14:12–
19. [PubMed: 12748917]

Arnold and Rotheram-Borus Page 13

Prev Sci. Author manuscript; available in PMC 2014 May 21.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Berggren, G.; Alvarez, M.; Genece, E.; Amadee-Gedeon, PM.; Henry, M. The nutrition demonstration
foyer: A model for combating malnutrition in Haiti. Hoviprep monostraph series #2, International
Food and Nutrition Program of MIT. Boston, MA: MIT; 1984.

Booth RE, Zhang Y. Severe aggression and related conduct problems among runaway and homeless
adolescents. Psychiatric Services (Washington, D.C.). 1996; 47:75–80.

Burke W, Psaty BM. Personalized medicine in the era of genomics. Journal of the American Medical
Association. 2007; 298:1682–1684. [PubMed: 17925520]

[Accessed 04 04 08] Centers for Disease Control and Prevention. 2006. Replicating effective programs
plus website. http://www.cdc.gov/hiv/projects/rep/default.htm

Collins CB Jr, Johnson WD, Lyles CM. Linking research and practice: Evidence-based HIV
prevention. Focus (San Francisco, Calif.). 2007; 22:1–5.

Gleghorn AA, Clements KD, Marx R, Vittinghoff E, Lee-Chu P, Katz M. The impact of intensive
outreach on HIV prevention activities of homeless, runaway, and street youth in San Francisco:
The AIDS evaluation of street outreach project (AESOP). AIDS and Behavior. 1997; 1:261–271.

Godley, SH.; Meyers, RJ.; Smith, JE.; Karvinen, T.; Titus, JC.; Godley, MD., et al. The Adolescent
Community Reinforcement Approach for Adolescent Cannabis Users, Cannabis Youth Treatment
(CYT) Series. Vol. 4. Rockville, MD: Center for Substance Abuse Treatment, Substance Abuse
and Mental Health Services Administration DHHS Pub. No. 01–3489; 2001.

Greene JM, Ringwalt CL. Youth and familial substance use’s association with suicide attempts among
runaway and homeless youth. Substance Use & Misuse. 1996; 31:1041–1058. [PubMed: 8806167]

Greene JM, Ringwalt CL. Pregnancy among three national samples of runaway and homeless youth.
The Journal of Adolescent Health. 1998; 23:370–377. [PubMed: 9870331]

Harpaz-Rotem I, Rosenheck RA, Desai R. The mental health of children exposed to maternal mental
illness and homelessness. Community Mental Health Journal. 2006; 42:437–448. [PubMed:
16404686]

Hunt GM, Azrin NH. A community-reinforcement approach to alcoholism. Behaviour Research and
Therapy. 1973; 11:91–104. [PubMed: 4781962]

Husbands W, Browne G, Caswell J, Buck K, Braybrook D, Roberts J, et al. Case management
community care for people living with HIV/AIDS (PLHAs). AIDS Care. 2007; 19:1065–1072.
[PubMed: 17852006]

Kipke MD, Montgomery SB, Simon TR, Iverson EF. Substance abuse disorders among runaway and
homeless youth. Substance Use & Misuse. 1997; 32:969–986. [PubMed: 9220564]

Lightfoot M, Kasirye R, Comulada S, Rotheram-Borus MJ. Efficacy of a culturally-adapted
intervention for youth living with HIV in Uganda. Prevention Science. 2007; 8:271–273.
[PubMed: 17846891]

Macias C, Kinney R, Farley OW, Jackson R, Vos B. The role of case management within a community
support system: Partnership with psychosocial rehabilitation. Community Mental Health Journal.
1994; 30:323–339. [PubMed: 7956109]

Marsh DR, Schroeder DG, Dearden KA, Sternin J, Sternin M. Education and debate: The power of
positive deviance. British Medical Journal (Clinical Research Ed.). 2004; 329:1177–1179.

Meyers, RJ.; Smith, JE. Clinical guide to alcohol treatment: The Community Reinforcement
Approach. New York: Guilford; 1995.

Meyers, RJ.; Squires, DD. [Retrieved March 14, 2007] The Community Reinforcement Approach: A
guideline developed for the behavioral health recovery management project. 2006. from
University of New Mexico, Center on Alcoholism, Substance Abuse and Addictions Web site:
http://www.bhrm.org/guidelines/CRAmanual.pdf

Milburn, NG. Project STRIVE; Project STRIVE Paper presented at the meeting of the Society for
Prevention Research; Washington, DC. 2007. May

Modicrin M, Rapp C, Portenor J. The evaluation of case management services with the chronically
mentally ill. Evaluation and Program Planning. 1988; 11:307–314. [PubMed: 10290669]

Morris M, Handcock MS, Miller WC, Ford CA, Schmitz JL, Hobbs MM, et al. Prevalence of HIV
infection among young adults in the United States: Results from the add health study. American
Journal of Public Health. 2006; 96:1091–1097. [PubMed: 16670236]

Arnold and Rotheram-Borus Page 14

Prev Sci. Author manuscript; available in PMC 2014 May 21.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

http://www.cdc.gov/hiv/projects/rep/default.htm
http://www.bhrm.org/guidelines/CRAmanual.pdf


National Campaign to Prevent Teen and Unplanned Pregnancy. [Accessed April 9, 2008] Teen
pregnancy—So what?. 2006. http://www.teenpregnancy.org

Nelson, KE.; Landsman, MJ. Alternative models of family preservation: Family-based services in
context. Springfield, IL: Charles C. Thomas Publishing Ltd; 1992.

Pickrel SG, Henggeler SW. Multisystemic Therapy for adolescent substance abuse and dependence.
Adolescent Substance Abuse and Dual Disorders. 1996; 5:201–211.

Rapp, CA. The Strengths Model: Case management with people suffering from severe and persistent
mental illness. Oxford, UK: Oxford University Press; 1998.

Rapp, CA.; Goscha, R. The Strengths Model: Case management with people with psychiatric
disabilities. 2nd ed.. New York: Oxford University Press; 2006.

Rapp RC, Siegal HA, Fisher JH. A strengths-based model of case management/advocacy: Adapting a
mental health model to practice work with persons who have substance abuse problems. NIDA
Research Monograph. 1992; 127:79–91. [PubMed: 1436007]

Rice E, Stein JA, Milburn N. Countervailing social network influences on problem behaviors among
homeless youth. Journal of Adolescence. 2008; 31:625–639. [PubMed: 18076981]

Ringwalt CL, Greene JM, Robertson M, McPheeters M. The prevalence of homelessness among
adolescents in the United States. American Journal of Public Health. 1998; 88:1325–1329.
[PubMed: 9736871]

Rotheram-Borus MJ. Evaluation of imminent danger for suicide among youth. The American Journal
of Orthopsychiatry. 1987; 57:102–110. [PubMed: 3826304]

Rotheram-Borus, MJ. The next generation of preventive interventions; Paper presented at the meeting
of the Society for Prevention Research; San Antonio, TX. 2006. June

Rotheram-Borus MJ, Koopman C, Ehrhardt AA. Homeless youths and HIV infection. The American
Psychologist. 1991a; 11:1188. [PubMed: 1772156]

Rotheram-Borus MJ, Koopman C, Hazignere C, Davies M. Reducing HIV sexual risk behaviors
among runaway adolescents. Journal of the American Medical Association. 1991b; 266:1237–
1241. [PubMed: 1870249]

Rotheram-Borus, MJ.; Koopman, C.; Rosario, M. Developmentally tailoring prevention programs:
Matching strategies to adolescents' serostatus. In: DiClemente, RJ., editor. Adolescents and AIDS:
A generation in jeopardy. Thousand Oaks, CA: Sage Publications; 1992. p. 212-229.

Rotheram-Borus, MJ.; Feldman, J.; Rosario, M.; Dunne, E. Preventing HIV among runaways: Victims
and victimization. In: DiClemente, RJ.; Peterson, JL., editors. Preventing AIDS: Theories and
methods of behavioral interventions. New York: Plenum; 1994a. p. 175-188.

Rotheram-Borus MJ, Placentini J, Miller S, Graae F, Castro-Blanco D. Brief cognitive-behavioral
treatment for adolescent suicide attempters and their families. Journal of the American Academy
of Child and Adolescent Psychiatry. 1994b; 33:508–517. [PubMed: 8005904]

Rotheram-Borus MJ, Song J, Gwadz M, Lee M, Rossem RV, Koopman C. Reductions in HIV risk
among runaway youth. Prevention Science. 2003; 4:173–187. [PubMed: 12940468]

Rotheram-Borus, MJ.; Flannery, D.; Duan, N. Interventions that are CURRES: cost-effective, useful,
realistic, robust, evolving, and sustainable. In: Remschmidt, H.; Belfer, ML.; Goodyer, I., editors.
Facilitating pathways: Care, treatment, and prevention in child and adolescent mental health.
Heidelberg, Germany: Springer-Verlag Telos; 2004.

Rotheram-Borus MJ, Swendenman D, Flannery D, Rice E, Adamson DM, Ingram B. Common factors
in effective HIV prevention programs. AIDS and Behavior. 2008

Slesnick N, Prestopnik JL. Ecologically based family therapy outcome with substance abusing
runaway adolescents. Journal of Adolescence. 2005; 28:277–298. [PubMed: 15878048]

Slesnick N, Prestopnik JL, Meyers RJ, Glassman M. Treatment outcome for street-living, homeless
youth. Addictive Behaviors. 2007; 32:1237–1251. [PubMed: 16989957]

Smith JE, Meyers RJ, Miller WR. The Community Reinforcement Approach to the treatment of
substance use disorders. The American Journal on Addictions. 2001; 10:51–59. [PubMed:
11268821]

Sternin, M.; Sternin, J.; Marsh, D. Designing a community-based nutrition program using the hearth
model and the positive deviance approach—a field guide. Westport, CT: Save the Children; 1998.

Arnold and Rotheram-Borus Page 15

Prev Sci. Author manuscript; available in PMC 2014 May 21.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

http://www.teenpregnancy.org


Sumartojo E, Dull L, Hollgrave D, Gayle HD, Merson HD. Enriching the mix: Incorporating structural
factors into HIV prevention. AIDS (London, England). 2000; 14:S1–S2.

Tischler V, Karim K, Rustall S, Gregory P, Vostanis P. A family support service for homeless children
and parents: Users’ perspectives and characteristics. Health & Social Care in the Community.
2004; 12:327–335. [PubMed: 15272888]

UNICEF. UNICEF annual report. New York: UNICEF; 1989.

Arnold and Rotheram-Borus Page 16

Prev Sci. Author manuscript; available in PMC 2014 May 21.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Arnold and Rotheram-Borus Page 17

T
ab

le
 1

D
es

cr
ip

tiv
e 

ch
ar

ac
te

ri
st

ic
s 

of
 p

ro
gr

am
s

SB
C

M
E

B
F

T
ST

R
IV

E
A

E
SO

P
C

R
A

St
re

et
 S

m
ar

t

D
el

iv
er

y 
fo

rm
at

In
di

vi
du

al
Fa

m
ily

Fa
m

ily
In

di
vi

du
al

In
di

vi
du

al
Sm

al
l g

ro
up

Fa
ci

lit
at

or
 b

ac
kg

ro
un

d
M

as
te

rs
 le

ve
l c

lin
ic

ia
ns

M
as

te
rs

 le
ve

l c
lin

ic
ia

ns
M

as
te

rs
 a

nd
 d

oc
to

ra
l l

ev
el

cl
in

ic
ia

ns
C

om
m

un
ity

 h
ea

lth
ed

uc
at

or
s 

an
d 

pe
er

he
al

th
 e

du
ca

to
rs

M
as

te
rs

 le
ve

l f
em

al
e

cl
in

ic
ia

ns
G

oo
d 

so
ci

al
 s

ki
lls

 a
nd

pr
ob

le
m

-s
ol

vi
ng

 a
bi

lit
y

Si
te

R
ur

al
, N

or
th

 C
ar

ol
in

a
N

ew
 M

ex
ic

o
U

rb
an

, C
al

if
or

ni
a

U
rb

an
, C

al
if

or
ni

a
U

rb
an

, N
ew

 M
ex

ic
o

U
rb

an
, N

ew
 Y

or
k

N
um

be
r 

of
 s

es
si

on
s/

du
ra

tio
n

12
 m

on
th

s-
w

ee
kl

y 
in

 m
on

th
s

1–
6 

an
d 

th
en

 ta
pe

re
d 

fr
eq

ue
nc

y
15

 s
es

si
on

s
5 

se
ss

io
ns

33
 m

on
th

s 
of

 f
ol

lo
w

-u
p

12
 s

es
si

on
s

10
 p

lu
s 

in
di

vi
du

al
se

ss
io

ns
 a

s 
ne

ed
ed

T
yp

e 
of

 y
ou

th
R

un
aw

ay
 y

ou
th

 w
ho

 h
av

e
re

tu
rn

ed
 h

om
e

Sh
el

te
r 

yo
ut

h
N

ew
ly

 h
om

el
es

s 
yo

ut
h

St
re

et
 y

ou
th

Sh
el

te
r 

yo
ut

h
Sh

el
te

r 
yo

ut
h

Prev Sci. Author manuscript; available in PMC 2014 May 21.



N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript

Arnold and Rotheram-Borus Page 18

T
ab

le
 2

O
ve

rv
ie

w
 o

f 
co

m
m

on
 c

om
po

ne
nt

s 
in

 s
ix

 d
if

fe
re

nt
 in

te
rv

en
tio

ns
 f

or
 r

ed
uc

in
g 

H
IV

 r
is

k 
am

on
g 

ru
na

w
ay

 a
nd

 h
om

el
es

s 
yo

ut
h

C
om

po
ne

nt
E

B
F

T
C

R
A

SB
C

M
ST

R
IV

E
St

re
et

 S
m

ar
t

A
E

SO
P

Fr
am

e 
on

 th
e 

is
su

e 
an

d
as

se
ss

m
en

t o
f 

cu
rr

en
t s

ta
tu

s
C

ur
re

nt
pr

ob
le

m
s 

re
fl

ec
t

fa
ilu

re
s 

of
se

rv
ic

e 
sy

st
em

,
fa

m
ily

 &
 y

ou
th

.
A

ss
es

s 
ea

ch
do

m
ai

n

G
oa

l: 
↑ 

ha
pp

in
es

s 
an

d 
de

cr
ea

se
su

bs
ta

nc
e 

us
e.

 A
ss

es
sm

en
t i

nc
lu

de
s:

en
ha

nc
in

g 
m

ot
iv

at
io

n,
 g

at
he

ri
ng

ba
ck

gr
ou

nd
 &

 s
ub

st
an

ce
 u

se
in

fo
rm

at
io

n,
 &

 f
un

ct
io

na
l a

na
ly

si
s 

of
ri

sk
 a

ct
s

V
al

id
at

e 
+

no
rm

al
iz

e
ex

pe
ri

en
ce

s 
&

fe
el

in
gs

.
E

va
lu

at
e

st
re

ng
th

s 
&

cu
rr

en
t

fu
nc

tio
ni

ng
 in

m
ul

tip
le

 li
fe

do
m

ai
ns

Fa
m

ily
 h

as
 p

oo
r

co
nf

lic
t r

es
ol

ut
io

n
sk

ill
s:

 I
nc

re
as

ed
 s

ki
lls

w
ill

 r
ed

uc
e 

ri
sk

Pu
rs

ui
ng

 li
fe

 g
oa

ls
re

qu
ir

es
 a

 d
ec

re
as

e 
in

ri
sk

 a
ct

s;
 e

va
lu

at
es

ri
sk

 k
no

w
le

dg
e,

at
tit

ud
es

, &
 b

eh
av

io
rs

Y
ou

th
 m

us
t a

cc
es

s 
an

d 
ut

ili
ze

re
so

ur
ce

s;
 m

us
t m

ee
t y

ou
th

 w
he

re
th

ey
 a

re

T
he

or
y/

m
od

el
H

om
eb

ui
ld

er
s

Fa
m

ily
Pr

es
er

va
tio

n
M

od
el

B
eh

av
io

ra
l t

he
or

y-
co

nt
in

ge
nc

y 
m

od
el

St
re

ng
th

s 
th

eo
ry

So
ci

al
 le

ar
ni

ng
 th

eo
ry

So
ci

al
 le

ar
ni

ng
 th

eo
ry

Su
bc

ul
tu

re
-s

pe
ci

fi
c 

ou
tr

ea
ch

 m
od

el

In
fo

rm
at

io
n/

ed
uc

at
io

n
Pa

re
nt

s:
 li

m
it-

se
tti

ng
 &

m
on

ito
ri

ng
,

ad
dr

es
s

dy
sf

un
ct

io
na

l
in

te
ra

ct
io

ns
, ↑

st
ra

te
gi

es
 to

de
cr

ea
se

su
bs

ta
nc

e 
us

e

↑ 
Pr

ot
ec

tio
n 

st
ra

te
gi

es
 &

 h
ea

lth
-

fo
cu

se
d 

st
ra

te
gi

es
 a

im
ed

 a
t i

nc
re

as
in

g
co

nt
in

ge
nt

 r
ei

nf
or

ce
m

en
t

N
or

m
al

iz
e

be
ha

vi
or

s,
 ↑

pr
ot

ec
tio

n
st

ra
te

gi
es

, &
en

co
ur

ag
e

be
ha

vi
or

s
co

ns
is

te
nt

 w
ith

pe
rs

on
al

 g
oa

ls

↑ 
St

ra
te

gi
es

 a
im

ed
 a

t
co

nf
lic

t r
es

ol
ut

io
n

↑ 
Pr

ot
ec

tio
n 

st
ra

te
gi

es
↑ 

E
du

ca
tio

n 
ai

m
ed

 a
t s

pe
ci

fi
c 

yo
ut

h
su

bc
ul

tu
re

s

C
op

in
g 

Sk
ill

s
↑ 

Pr
ob

le
m

-
so

lv
in

g,
co

m
m

un
ic

at
io

n
sk

ill
s

R
ew

ar
d 

po
si

tiv
e 

be
ha

vi
or

s,
 p

un
is

h 
or

ig
no

re
 n

eg
at

iv
e 

be
ha

vi
or

s
↑ 

Pr
ob

le
m

-
so

lv
in

g,
 id

en
tif

y
pe

rs
on

al
 g

oa
ls

↑ 
Pr

ob
le

m
-s

ol
vi

ng
,

in
cl

ud
in

g 
fe

el
in

gs
,

th
ou

gh
ts

, &
 a

ct
io

ns

↑ 
Pr

ob
le

m
-s

ol
vi

ng
,

in
cl

ud
in

g 
fe

el
in

gs
,

th
ou

gh
ts

, &
 a

ct
io

ns

↑ 
A

cc
es

s 
an

d 
ut

ili
za

tio
n 

to
pr

ev
en

tio
n 

se
rv

ic
es

So
ci

al
 s

up
po

rt
/r

el
at

io
ns

hi
ps

Im
pr

ov
e

re
la

tio
ns

hi
p

w
ith

 p
ar

en
ts

 &
ot

he
r 

ke
y

in
di

vi
du

al
s 

to
su

pp
or

t c
ha

ng
e

In
vo

lv
e 

“c
on

ce
rn

ed
 o

th
er

s”
 in

 th
e

in
te

rv
en

tio
n 

&
 e

nc
ou

ra
ge

 p
os

iti
ve

so
ci

al
 a

ct
iv

iti
es

B
ui

ld
 s

tr
on

g
re

la
tio

ns
hi

p 
w

ith
th

e 
ca

se
m

an
ag

er
, n

on
-

de
vi

an
t p

ee
rs

, &
su

pp
or

tiv
e 

ad
ul

ts

Im
pr

ov
e 

re
la

tio
ns

hi
ps

w
ith

 p
ar

en
t/g

ua
rd

ia
n

&
 f

am
ily

 m
em

be
rs

R
el

at
io

ns
hi

ps
 w

ith
gr

ou
p 

m
em

be
rs

 &
 th

e
fa

ci
lit

at
or

 r
ed

uc
e 

ri
sk

R
el

at
io

ns
hi

p 
w

ith
 o

ut
re

ac
h 

w
or

ke
r

w
ill

 in
cr

ea
se

 s
er

vi
ce

 u
til

iz
at

io
n

E
nv

ir
on

m
en

ta
l b

ar
ri

er
s

M
ob

ili
ze

re
so

ur
ce

s 
of

se
rv

ic
e 

sy
st

em

L
ac

k 
of

 r
ei

nf
or

ce
m

en
t f

or
 p

os
iti

ve
ch

an
ge

s
R

ep
la

ci
ng

“e
nt

ra
pp

in
g

ni
ch

es
” 

th
at

 d
o

no
t s

up
po

rt
 th

e
ch

ild
’s

 s
tr

en
gt

hs
&

 g
oa

ls
 w

ith
su

pp
or

tiv
e

se
tti

ng
s

D
ev

el
op

 a
 r

ef
er

ra
l

m
et

ho
d 

fo
r 

ea
rl

y
ac

ce
ss

 to
 r

un
aw

ay
s

Pr
ov

id
e 

ac
ce

ss
 to

on
go

in
g 

he
al

th
 c

ar
e,

ST
D

 tr
ea

tm
en

t, 
&

co
nd

om
s

A
cc

es
s 

to
 a

cc
ep

ta
bl

e 
fo

rm
s 

of
in

te
rv

en
tio

n 
th

at
 f

it 
w

ith
 th

e
su

bc
ul

tu
re

 o
n 

th
e 

st
re

et

R
H

Y
 R

un
aw

ay
 a

nd
 H

om
el

es
s 

Y
ou

th

Prev Sci. Author manuscript; available in PMC 2014 May 21.


