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ABSTRACT

An estimated 1.5 million people living in the United States will experience homelessness each year.  Nearly a quarter of these individuals will be children.  Homelessness is a significant concern for public health because this population is associated with high levels of chronic illness and morbidity, substance abuse, mental illness, and frequent emergency department visits, which place an increased burden on the US health care system. Despite declines over the past several years in the incidence of homelessness, it still remains a relevant problem for public health, and its importance has been recognized by the current US administration in the implementation of Opening Doors: Federal Strategic Plan to Prevent and End Homelessness. This fight to end homelessness in the US cannot successfully be won without the provision of comprehensive programs and services designed to serve the homeless population and subsets of the population.  Operation Safety Net in Pittsburgh serves as a model for success in this effort to effectively and efficiently prevent and end homelessness in the US once and for all.
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1.0 INTRODUCTION
Operation Safety Net (OSN) is part of Pittsburgh Mercy Health System and Catholic Health East.  The mission of OSN is to provide health care and social services to the hundreds of men and women living on the streets in the city of Pittsburgh.1 The main goal of OSN is to obtain housing for such individuals, and in fact, since its inception, OSN has been able to house hundreds of homeless individuals, cutting homelessness in the city in half.2  Dr. Jim Withers founded OSN in 1992 and understands the importance of housing in public health, saying that if he could he “would write a prescription for a house for all the street people because it is immensely important for health.”2  
	My role as an intern at OSN’s South Side location has given me a glimpse into the world of homelessness and the work that OSN conducts.  The foci of this essay will include a discussion of the problem of homelessness at large and in the city of Pittsburgh, as well as an outcomes evaluation of OSN.  Conducting an outcomes evaluation will provide important and beneficial insight into the operation, functionality, and effectiveness of the program, as well as allow for the development of future evidence-based programs.
1.1 BACKGROUND: WHAT IS HOMELESSNESS?
How would you define homelessness?  The answer to this may not be as simple as you would think.  There is more to being homeless than the absence of a house in which to live.  A “home” is much more than a house.  A home is a place that is meant to be inhabited by humans; a place where feelings of welcoming and belonging allow one to achieve a sense of identity and evoke a sense of emotional attachment.3 Being homeless carries with it a change in both social and mental well-being.  Living on the streets is not the only way one may experience homelessness.  Having no family or any kind of social support may leave one feeling lost, hopeless, or unworthy. Such feelings may be one of the reasons why we see homeless camps.  These camps offer at least a sense of inclusion and social outlet by which homeless individuals may relate to one another. 
Another important issue to consider is that living in a home does not preclude any one person or family from living a life of poverty, a life that could be teetering on the brink of homelessness.  Of course it is a relatively better predicament to be living in a home rather than on the streets, at least from a public health perspective, but it is important to remember that not having a home is only one aspect of homelessness.  In order to properly serve the homeless we must also account for the mental, physical, and social aspects of the population.  When you take all of these factors into account the complexity of homelessness becomes apparent. To ignore these aspects would be a grave disservice not only to the individuals served, but also to the community and health care system at large.   
	Many would agree that a deteriorating economy3-5 is the event most commonly associated with homelessness.  A second devastating and widespread cause of homelessness is natural disasters.  While economic decline may create homelessness steadily over a period of several years, natural disasters create an immediate need for housing and resources to help individuals and families that are affected.  The San Francisco earthquake and subsequent fires of 1906 left hundreds, if not thousands, of people living in Golden Gate Park for many months.3 The great drought and windstorms of the 1930s forced thousands of farmers off their land in the southern Great Plains, leaving them homeless.3 In 2005 Hurricane Katrina devastated New Orleans and the Mississippi Gulf Coast, rendering tens of thousands of homes uninhabitable, and displacing hundreds of thousands of people.3 There are multiple examples of natural disasters forcing individuals out of their homes.  Some are able to get back on their feet, while others struggle to find the resources and income necessary to re-establish a home for themselves.  A third event that can result in homelessness is war;3-5 the death and destruction that accompany war inevitably forces individuals out of their homes.  Following a war many veterans have no place to which they can return, and are left without the resources necessary to create a life and home for themselves. 
	Whatever the cause for homelessness may be, the population has proven to be a significant concern for public health.  Understanding the population requires an examination of historical context and will provide the valuable insight needed to design programs and interventions targeted at reducing and eliminating the risk factors for homelessness.
1.2 THE HISTORY OF HOMELESSNESS
The current state of homelessness in the United States as we know it has its roots in history, and to gain a better understanding of the problem we must first examine the historical events, economies, and social contexts that created it. Much like the individuals who experience it, the constitution of homelessness has evolved over the centuries.  It can be argued that the first appearance of homelessness in English North America occurred when the first settlers arrived at Jamestown in 1607, because they had no dwellings awaiting them, no place to live.3  Their first order of business was finding a way to enclose their settlement.  Until they were able to construct housing for themselves, the settlers lived aboard their ship, or in deep dugouts in the ground covered with branches for protection.3 This could be described as the first instance, or constitution, of homelessness in North America.  
Once the dwellings of settlers evolved into more substantial houses, and living conditions began to improve, a new kind of homelessness emerged—aged individuals who were no longer able to care for themselves, wives without husbands, women who became pregnant out of wedlock, and individuals with disabilities or illnesses that prevented them from providing for their families.  It became the responsibility of the community to arrange for housing or to pay someone who was willing to house a person who had no home.  This constitution of homelessness saw camaraderie among those who were homeless and those who were not.  Homelessness was not viewed as any fault of the homeless, and it was important and necessary for the community to ensure that such individuals were provided for.  
	The 18th century saw a dynamic shift in the fate of the homeless.  As cities and towns grew, individuals became more anonymous, the sense of community began to fade, and people became less inclined to pay the necessary taxes to subsidize housing for strangers.  As a result, new institutions were established to provide homeless individuals with shelter in return for their work.3 This phase of homelessness and relatively favorable treatment of homeless individuals continued until the mid-19th century, when the concepts of “home” and “family” emerged as a central facet of American life. Anyone who did not belong to a family was considered aberrant to the social order and a threat to society.3 
After the Civil War, Americans became cognizant of the fact that many individuals were not living by this new social paradigm.  These individuals—many being veterans of the war who never adapted to the post-war life, others being former slaves wandering around the country expressing and enjoying their new-found freedom—were labeled hoboes, tramps, and bums.3,4 The news media was quick to perpetuate the notion of the tramp menace that was afflicting the country.  Americans began regarding these labeled individuals as subversive to society and a threat to the social order.  What Americans failed to realize during this phase of homelessness was that these individuals were products of the intermittent labor forces common of the economy at the time.  Their work was often seasonal in nature—planting and harvesting, ice-cutting, lumbering, mining, etc.—so workers would move from one job to the next, not having any permanent place of residence, and retreat to the larger cities when work was lack.  
Another shift in the economy changed the constitution of homelessness in the early 20th century.  Labor became less intermittent and new technologies replaced the need for certain occupations (i.e. electric refrigerators replaced the need for ice-cutters).  These new technologies also obliterated the way in which hoboes and tramps traveled.  Formerly, these individuals would forgo buying tickets for the rail and just hopped onto a train as it was passing.  With the new technologies of the 20th century, however, trains became faster and more powerful, and they stopped less frequently, so there were far fewer places and times in which hoboes and tramps could jump aboard.  By the 1930s, hoboes and tramps had all but disappeared.  Coinciding with the disappearance of hoboes and tramps came a new form of homelessness and new terms for describing such individuals—transients and migrants.3,4 
The main difference between hoboes and transients was the economic context in which both classes of homeless individuals existed.  The former lived in a time where there was always a need for workers, albeit intermittent and temporary in nature. The latter were gravely affected by the onset of the Great Depression in 1929.  The collapse of the economy during this time resulted in the loss of millions of jobs, and by 1933 nearly one quarter of all Americans were unemployed, with millions more being under-employed.3, 4 The hardest hit during this time were farmers and factory workers.  They began leaving their homes to try and find other means of earning income.  The stresses of daily life and a collapsed economy created strife among families, forcing men to leave in search of work, and sending adolescents away from home to reduce the financial burden on the family.  Once again individuals, now called transients, were wandering the country in search of work, but for different reasons than the hoboes who came before them.  One similarity between the homeless individuals of the 1920s and those of the 1930s is that they were both affected by external forces—the former being destroyed by new technologies, and the latter being lifted out of homelessness by the entry of the United States into World War II.  The war reawakened the manufacturing industry and created millions of jobs for men and women who would become war workers or soldiers.3
After the war homelessness was much less prevalent than it had been before the war, and unemployment remained much lower than it had ever been. Living under a government that seemed committed to ensuring that all citizens could obtain a job, and who provided generous programs designed to keep veterans off the streets, Americans in the 1950s and 1960s began to believe that the economic hardships of the past were all but a distant memory.3,4 Homelessness and unemployment were no longer regarded as pressing societal issues, and in 1964 President Johnson declared a war on poverty, believing that poverty could be eliminated from the United States.  We know that this did not happen, but homelessness continued to be regarded as an insignificant aspect of American life for many years.  It was not until the 1970s and 1980s that homelessness reemerged as a significant problem in American society. This is not to say that homelessness was not a problem prior to this time, but it was not regarded as such until these later decades when homeless individuals became a part of the American consciousness again by appearing on the streets of cities, setting up temporary residences, and panhandling coins from passerby.3  The reemergence of homelessness evoked different responses from the public—some ignored the issue altogether, others regarded the homeless as lazy individuals who could work if they wanted to, and some viewed the homeless as an unpleasant sight and merely wanted to get them off the streets so they would not have to encounter them in daily life. There was, however, a small portion of Americans who viewed homelessness differently.  These individuals remembered the experiences they had in the 50s and 60s, when rates of homelessness and unemployment were low, and viewed homelessness as a result of deeply flawed political, economic, and social systems.  
There is a debate surrounding homelessness that still persists, which involves the aforementioned individuals who believe homelessness results from structural factors,3-5 while others maintain that homelessness results from characteristics of the individuals who experience it—being poor, being a minority, having a mental or physical disability, laziness, substance abuse, etc.  The mere existence of such a debate regarding the root causes of homelessness is troublesome and paves a long and arduous road to prevention and elimination.
2.0 CURRENT STATE OF HOMELESSNESS IN THE US
It is estimated that more than 1.5 million people in the United States experience homelessness each year,6 with lifetime prevalence in the range of 5.6% and 13.9%.7 High rates of unemployment and the recent economic crisis have further propagated the issue.7,8 Homelessness is a major concern for public health because it is associated with high levels of chronic illness and morbidity,6,8,9,11,12 substance abuse,7,9-11,13 mental illness,7,11,13 and frequent emergency department visits, which place an increased burden on the US health care system.6,8,11,13 
The US Department of Housing and Urban Development (HUD) releases a report each year, the Annual Homeless Assessment Report (AHAR),14 that assesses the homeless population.  Part of the report utilizes point-in-time (PIT) estimates on a variety of homeless issues and characteristics.  A PIT count is defined as an “unduplicated 1-night estimate of both sheltered and unsheltered homeless populations.  The 1-night counts are conducted by Continuums of Care (CoC) nationwide and occur during the last week in January of each year.”14  A CoC is described as any local planning body responsible for coordinating the full range of homelessness services in a given geographic area, including cities, counties, metropolitan areas, and even entire states.14  It should be noted that PIT counts do not offer precise measurements of homelessness,15  as such numbers are likely to change on a daily basis, but comparing PIT counts over time provides a better understanding of trends in homelessness and can indicate increases and decreases in the population and subpopulations. The PIT count for January 2013 found that 610,042 people were homeless on a given night, with 65% living in emergency shelters or transitional housing programs.  The remaining 35% were unsheltered, meaning they were staying in places—such as beneath bridges, in cars, parks, abandoned buildings, etc.—that are not designed or ordinarily used as regular sleeping accommodations for human beings.  On a single night roughly 18% (109,132) of the homeless population consisted of the chronically homeless, 85% of which were homeless as individuals and 15% of which were people in families.14  Chronically homeless refers to unaccompanied individuals who have either been continuously homeless for one year or more or who have experienced at least four episodes of homelessness in the last three years.14  Chronically homeless people in families refers to people in families in which the head of household has either been continuously homeless for one year or more or who has experienced at least four episodes of homelessness in the last three years.14  
The 2013 AHAR also provides an update on the comprehensive plan set forth by the Obama Administration in 2010 that is designed with the aim to end homelessness in the United States—Opening Doors: Federal Strategic Plan to Prevent and End Homelessness.14  Opening Doors is comprised of the following four core goals:14
1) Finish the job of ending chronic homelessness by 2015.
2) Prevent and end homelessness among Veterans by 2015.
3) Prevent and end homelessness for families, youth, and children by 2020.
4) Set a path to ending all types of homelessness.

The plan has seen some progress since its release in 2010.  The number of individuals experiencing chronic homelessness has declined by 16%, veteran homelessness has seen a decrease of nearly 25%, family homelessness has declined by 8%, and homelessness on a single night has declined by over 6%. 14  While any amount of decline is promising it is important to note that of the chronically homeless, over two-thirds were living on the streets (compared to 35% of the entire homeless population living on the street), and nearly 140,000 children experienced homelessness in 2013.14  
	Figure 1 outlines PIT estimates of the homeless population by sheltered status, and includes all homeless people, sheltered people, and unsheltered people.  We see declines in all homeless people and in unsheltered people, while sheltered people remains relatively constant across time.  Since 2007 homelessness in general has declined more than 9%, while there has been a 23% decline among unsheltered homeless.  The number of sheltered homeless increased slightly by less than 1% during the same time period.  
[image: ]Figure 1: PIT Estimates of Homeless People by Sheltered Status 2007-201314


Since 2010, the year of the release of Opening Doors, homelessness has declined by 6%.  For comparison purposes, homelessness declined by just 3% from 2007-2010, before the implementation of Opening Doors. This may indicate that the federal push to end homelessness in the United States is galvanizing states and counties to implement more comprehensive programs to end homelessness at the local level.  More resources and funding are now available to meet this end as well.
	Figure 2 shows a map of the United States indicating the percentage of the homeless population that each state comprises.  Just five states—California (22%), New York (13%), Florida (8%), Texas (5%), and Massachusetts (3%)—accounted for more than half of the homeless population in the US in 2013.14  Pennsylvania comprised approximately 2.5% of the entire US homeless population in 2013.
[image: ]Figure 2: Estimates of Homeless People by State 201314

	Homelessness on a broad scale still continues to be a challenge for public health professionals, and it is an important endeavor to completely end homelessness, but there are subsets of the homeless population that deserve some specific attention—veterans, women, children/youth, and LGBT individuals.  Each of these population subsets will be explored more thoroughly in the next sections, followed by a local examination of homelessness in Allegheny County and Pittsburgh, Pennsylvania.


2.1 HOMELESS VETERANS
Veterans comprised just over 12% of the US homeless population in the PIT estimate for 2013.14  Figure 3 outlines the PIT estimates of homeless veterans. Though the homeless veteran population has experienced a significant decline of 24% since 2009, this subset of the homeless population still continues to be overrepresented.  The most recent census showed that while veterans accounted for 7% of the total US population, 13% of the homeless population is comprised of veterans.16, 17 
[image: ]Figure 3: PIT Estimates of Homeless Veterans 2009-201314


Females accounted for roughly 8% of the homeless veteran population in 2013,14 but they are also overrepresented within the population—accounting for roughly 7.2% of the US veteran population, but 9.8% of the homeless veteran population in 2011.18  However, the number of female veterans is expected to increase by 17% over the next two decades,18 which could result in an increase in the homeless female veteran population as well.  Furthermore, female veterans have historically been shown to use US Department of Veteran Affairs (VA) health services to a lesser degree than men, by as much as a factor of two.18 When women do use VA services they tend to use outpatient services more often than their male counterparts, while men more frequently use inpatient services.18 
	The VA’s largest supported housing program is the Housing and Urban Development-Veterans Affairs Supportive Housing (HUD-VASH), and is a key component in the government’s plan to end veteran homelessness.19  Referrals are made by VA mental health clinicians or social workers who conduct community outreach to locate and engage homeless veterans.  One study utilized national data from HUD-VASH to assess homeless veterans of the Iraq and Afghanistan wars, particularly in regard to prevalence of post-traumatic stress disorder (PTSD) and its association with combat exposure.19  
Tsai, Pietrzak, and Rosenheck19 examined 994 veterans who served in Iraq and Afghanistan, and found the majority of males to be white, unmarried, and in their 30s, while the majority of females were black, unmarried, and in their 30s.  The examination of data found that nearly 67% of the sample had been diagnosed with PTSD, while 57% had a mood disorder, 38% had a substance use disorder, and 5% had a psychotic disorder.19 It is interesting to note that this population differs greatly from the overall homeless veteran population in terms of substance abuse issues.  Approximately 70% of homeless veterans experience substance abuse issues, while only 38% of the study population was found to have a substance abuse issue.  This could indicate a generational, or age, discrepancy, meaning that older individuals have had more time to develop a substance abuse issue than their younger counterparts, or it could be indicative of the homeless veteran population that actually utilize VA health services (i.e. those who utilize VA services are less likely to have substance abuse issues), or it could simply be the result of more homeless services presently focusing on substance abuse treatment compared to services of the past.  Regardless, it may be worth examining this discrepancy in future studies.
	The study also found substantial differences in the prevalence of PTSD in this veteran sample as compared to previous cohorts of veterans—67% compared to 8-13%.19  Combat exposure seemed to indicate a greater likelihood of experiencing PTSD, both in the male and female population, compared to their counterparts who had no combat exposure.  Iraq and Afghanistan veterans are underrepresented in the homeless veteran population, representing 3% of all homeless veterans referred to the HUD-VASH program, but 12% of the general veteran population, which makes this subset of veterans appear to be at a lower risk for homelessness than veterans from other military service eras.19 
	In addition to the trauma caused by combat exposure, there is an emerging body of evidence that suggests veterans, particularly females, may be at an increased risk for homelessness if they experienced military sexual trauma (MST).20  MST is defined by the VA as any form of sexual assault and/or harassment that occurs during an individual’s military service.20  Individuals who experience MST are more likely to experience a variety of mental health conditions.  The emerging evidence suggests that there is a high prevalence of MST among homeless female veterans, with one study21 finding that approximately 53% of homeless female veterans reported MST, compared to roughly 27% of their housed counterparts. Another study,20 which utilized the VA Support Service Center (VSSC) Homeless Registry, found that the prevalence of MST among homeless female veterans was 39.7%, and 3.3% among males. This same study also showed that both women and men who experienced MST had more mental health conditions—including PTSD, substance abuse issues, depressive disorders, personality disorders, and suicide behaviors—compared to those who did not experience MST.  This preliminary research exhibits the importance of understanding MST not only as a risk factor for homelessness, but also as a significant mental health treatment issue. 
While homelessness among veterans on a broader scale declined, Pennsylvania experienced the largest increase of any state in their number of homeless veterans—an increase of 46.2% and 462 individuals between 2009 and 2013.14 It is also worth noting that veterans are three times more likely than the general population to experience homelessness if they are minorities or live in poverty, and nearly half of all homeless veterans are over the age of 51—representing the baby boomer and Vietnam War generations.16 The aging homeless veteran population poses another challenge to public health because it further compounds the complexity of the situation and may potentially accelerate adverse health outcomes among the population.
	Much like the general homeless population, veterans also experience high rates of mental health problems (45%) and substance abuse issues (70%), and have been found to incur an increased risk for (PTSD).17, 19  PTSD has been associated with increased rates of substance abuse, anger and aggression, and impairments in functioning and relationships and, as such, is thought to increase the risk for homelessness.17  Veterans are also faced with the challenge of re-entering civilian life after spending time in a war-zone, which requires a mentality and lifestyle vastly different from what they are accustomed.  Some struggle to make the changes necessary to assimilate back into civilian life, which may also lead to substance abuse, mental health issues, or homelessness.  
2.2 HOMELESS WOMEN
Women are another subset of the homeless population that deserves specific attention. A 2007 survey22 found that among homeless families, 35% were males and 65% females, and among single homeless individuals, 67.5% were males and 32.5% females.14 Of significance here is the overrepresentation of females in homeless families.  Women comprise 51% of the total US population,23 but 65% of the homeless family population.  This signifies that a large number of homeless women in families are single mothers.
	Perhaps the most important aspect of homeless women to consider when providing services is their increased likelihood of experiencing physical and sexual assault.24-26 In addition, homeless women are also at risk of pregnancy, sexual and respiratory infections, cardiovascular problems, blood disorders, dermatological problems, psychological stress, incarceration, substance use disorders, PTSD, and depression.24-27 It is of utmost importance to examine the underlying factors that led these women into homelessness, so as to provide appropriate and necessary services.  
A 2007 study28 found that, among homeless women with children, domestic violence and living in fear of a male partner or spouse was the most commonly-cited reason for being homeless.    Feeling victimized, lost and helpless, these women see no other outlet than life on the streets.  A study26 of homeless women in Los Angeles found that nearly 30% were raped, 31% were sexually harassed, 43% were physically abused, and 32% were mugged, as adults.  Of these women, 22% reported being raped, 35% sexually harassed, 29% physically abused, and 10% mugged, before the age of 18.  Another 41% had a history of being in jail or prison, and nearly 37% had a history of being involved in the sex trade.26  The study also found that those women who reported being raped during childhood were nearly four times more likely than their counterparts to report sexual assault as an adult, and those reporting lifetime activity in the sex trade were more than three times as likely as their counterparts to report sexual assault.  In terms of injection drug use, women who reported use were over eight times more likely to have experienced physical assault.26
	Another study,25 of homeless women in New York City, found the prevalence of prior or ongoing intimate partner violence (IPV) to be 44.7%.  This same study also found that 31.6% of participants reported having one or more cardiovascular risk factors (including diabetes and hypertension), 32.2% had one or more sexually transmitted infections (STIs), and 32.2% had a psychiatric condition.  Similar to the previous study, this study also found that participants with IPV were more likely to have been sexually or physically abused as a child than those without IPV (57% vs. 35%).25 Lifetime history of substance use was also higher among the IPV population (49% vs. 27%).  In addition, 73.5% of the study population reported having current health insurance.  Despite being insured, participants across the board reported using emergency care more than primary care, though this type of care was sought more frequently by homeless women with a history of IPV.  This finding suggests that homeless women with health insurance are experiencing non-financial barriers to the access or delivery of primary medical care. 
	There has been a recent drive to examine depression among the homeless population, particularly among homeless mothers, as the condition has been largely unacknowledged, unrecognized, and untreated within the homeless population in general, and among homeless mothers specifically.27 While only 12% of the general population of women are depressed, it is estimated that between 45% and 85% of homeless mothers experience depression.27 Depression not only affects the well-being of mothers, but also that of their children, especially young children who are still developing physically and mentally.  Studies have shown that children living with depressed parents experience negative outcomes in regard to physical and mental health, as well as decreased educational performance.27 
	The implementation of the Affordable Care Act (ACA) has created greater possibilities for developing the prevention programs, screening, assessment, and treatment plans necessary to address not only the issue of depression, but a vast array of mental health concerns. Still, the provisions in the ACA do not prevent homeless women from feeling stigmatized by a clinical diagnosis of depression, and do not address what it means for these mothers in terms of caring for their children and obtaining housing. Homeless women who are depressed are also at risk of other mental health and substance abuse issues, and despite high rates of such conditions in the population, homeless and ethnic minorities are less likely to receive treatment than their counterparts.27 Homeless black women with depressive disorders have been shown to exhibit a profound distrust of the health care system, and this may discourage them from seeking appropriate treatment.27 
	Homeless mothers tend to exhibit limited parenting skills, being disengaged, lacking understanding of child development, and communicating less with their children, which can lead to developmental disabilities in their children.  Children of depressed mothers are more likely to display emotional and behavioral disorders, attachment issues, cognitive difficulties, and poor school performance.27 Studies have indicated that when mothers are treated for depression their children are less likely to develop such problems.27
	One final figure to consider in regard to the homeless women population is that female veterans are at two to four times the risk of becoming homeless than are their nonveteran counterparts.29 As was previously mentioned, the prevalence of homeless female veterans is expected to increase over the coming years, so this fact deserves more attention.  
	It is apparent that the provision of mental health services is crucial to the homeless women population, specifically homeless mothers, and is an area that has been overlooked in the past.  Identifying the causal factors related to homelessness will aid the process of developing prevention and treatment strategies for this population. Understanding the risk factors for homelessness among this population may pave the way for more targeted programs to be developed to prevent such individuals from being forced onto the streets, and being left to care for children without the necessary skills or resources needed to do so.  The new provisions in the ACA are a step in the right direction.
2.3 HOMELESS CHILDREN AND YOUTH
Homeless children and youth (HCY) under the age of 18 accounted for 23% of all homeless people, with another 10% being in the 18 to 24 year age range, in the 2013 PIT estimate.14 Together, these two age groups account for approximately 33% of the homeless population, and roughly 34% of the total US population.23 Furthermore, children account for 58% of all homeless people in families. Of all unaccompanied homeless children and youth, the PIT estimates indicated that 87% were in the 18-24 year age range, and the remaining 13% were under the age of 18.14 It is evident that targeting this subpopulation is important.
	Similar to homeless women, HCY are also a vulnerable population with high rates of physical and sexual abuse.30 This population is also highly likely to engage in risky behaviors, including selling drugs,30 having multiple sex partners,31-33 having unprotected sex,31,32 sex trading,30-32,34 panhandling,30,34 substance use,32-34 and other criminal activities.34
	When developing and implementing interventions aimed at helping homeless children and youth it is crucial to take into account several factors, including the causes of their homelessness.  Most homeless children (those under the age of 18) are accompanied by an adult; however, 87% of unaccompanied youth are between the ages of 18 and 24. Reasons for leaving home include family conflict or problems, a desire to be on one’s own, family or housing instability, and being emancipated or aged out of foster care, among several others.33
 It is estimated that between one-third and one-half of homeless youth have experienced either physical or sexual victimization.30 When homeless youth engage in certain risky behaviors, such as panhandling, it increases their visibility and accessibility, thus increasing the risk for physical and sexual abuse. Associating with peers who engage in deviant behavior exposes homeless youth to unsavory characters and illicit substances, and sometimes they are coerced into trading sex or selling drugs to make money.30 This kind of deviant behavior also exposes homeless youth to the potential for physical and sexual victimization. 
In a sample of 127 homeless youth aged 19-26, Tyler and Beal30 found that 16% reported selling sex, while 32% reported having friends who had done so.  Another 27% admitted to selling drugs, while a staggering 94% reported being physically victimized and 32% sexually victimized since being on the street.  The study also showed that homeless youth who panhandle and who have friends involved in the sex trade experience more sexual victimization than those who do not.  Females and GLBs (gay, lesbian, bisexual) experience higher rates of sexual victimization compared to their male and heterosexual youth counterparts.30 
One of the greatest concerns for the homeless youth population is the high risk of contracting HIV, specifically through risky sexual behaviors, and it is estimated that homeless runaway youth in the inner cities of the US are at least six times more likely to have HIV than their housed peers.31 Additionally, 40-70% of homeless youth report engaging in unprotected sex,31 outlining the elevated risk incurred by this population.  Youth who have a history of abuse prior to leaving home experience a higher risk of engaging in unprotected sex.31 
A developing body of research examines the 18-24 year age range, describing this cohort’s developmental stage as “emerging adulthood.”32 This transitioning group is characterized by a number of life changes, including leaving adolescent support networks, obtaining employment, and deepening intimate partner relationships.32 Wenzel and colleagues32 examined the social networks of this cohort in an effort to gain a better understanding of what role such networks play in the behaviors of homeless youth. They found that there is considerable diversity in the social networks of emerging adults that is concentrated in two distinct categories: street-based ties and relatives.32 Their findings highlight the potential to engage this population’s intimate partners31,32 in health intervention efforts, positing that support from these partners rivaled that of relatives of homeless youth.
Another subset of the homeless youth population involves those referred to as “travelers,”33 termed as such because of the migratory nature of their homelessness, moving from city to city or state to state and not remaining in one location for an extended amount of time. One study33 found that this subgroup is more likely to engage in substance abuse, being five times as likely to have injected drugs, and to have more sex partners than their non-traveling homeless counterparts.  The social networks of this group also differ from the networks of other homeless youth, and include more individuals who engage in risk behaviors.
Criminal activity leading to arrests is another concern for homeless youth, and they are disproportionately more involved in such activity, with 20-30% of the population having arrest histories, compared to just 1.3% of the general youth population.34 In a study conducted by Ferguson and colleagues34 nearly two-thirds (61%) of homeless youth (18-24 years of age) reported some type of arrest activity, with approximately 43% being arrested for severe-status activities, such as violent and drug-related offenses. 
A final concern for homeless youth, particularly children under the age of 18 is, dental health.35 Many homeless children do not receive appropriate and timely dental care for a multitude of reasons—lack of access to care, maternal health beliefs, ethnicity, family size, and personal/family resources, among others.35 Many mothers are unaware of the importance of dental health not only in and of itself, but for maintaining the overall health of the human body, and it is for this reason that other competing needs, such as housing and food, take precedence.  A sample of 120 mothers and their 236 children (aged 0-18 years, mean of 6.58 years) found that nearly 43% of children had never been to the dentist, while another 35% had some type of developmental or behavioral health problem.35   Additionally, the level of oral health in the study population indicated that a homeless child was likely to have three untreated cavities, with some individuals experiencing as many as 28 cavities.35
For all of the reasons outlined above it is evident that the children and youth subset of the homeless population require specific attention in public health interventions.  Their proclivity for risky behavior and criminal activity, as well as the increased risk of HIV, other STIs, and oral health deficiencies indicate that conventional interventions may not be applicable.  Instead, a targeted intervention that involves mothers, other family members, and intimate partners, in addition to the children and youth themselves, would be more beneficial and successful in serving this population. 
2.4 HOMELESS LGBT INDIVIDUALS
A final subset of the homeless population that deserves explicit attention is LGBT individuals. Though the literature and evidenced-based research on this population is limited, it is being discussed on a broader scale than it was previously.  With the current US administration’s implementation of Opening Doors, more attention is being paid to this subset of the homeless population, with focused efforts to make information more readily available and more attention being devoted to developing best practices and improving outcomes for LGBT youth experiencing homelessness.36 
	It has been established that LGBT persons are disproportionately represented in the homeless population, though the exact number of such individuals is unknown.  It is, however, estimated that LGBT youth compose 15-36% of all homeless youth.37 There is also documentation that approximately 30-45% of clients served by homeless youth agencies, drop-in centers, outreach, and housing programs are LGBT individuals.36 This population is subjected to higher rates of homelessness, increased mental health risks, increased survival sex, and sexual victimization.36 The most commonly cited reason for LGBT youth becoming homeless is leaving home after facing family rejection because of their sexual orientation or gender identity.36-38   Furthermore, LGBT individuals who are homeless are more likely than their heterosexual counterparts to experience major depressive episodes, PTSD, suicidal ideation, suicide attempts, and substance abuse issues.36-38
	Homeless LGBT individuals ostensibly face greater challenges than their heterosexual counterparts.  This population incurs a greater risk for many of the emotional, physical, and sexual issues previously discussed.  In addition to this greater risk is the struggle to be accepted into a society that not only regards homelessness with disdain, but also stigmatizes LGBT individuals who are not homeless.  The homeless LGBT population faces a double-edged sword in this regard. The disproportionate number of LGBT individuals represented in the homeless population outlines the need for more targeted intervention approaches to serve this growing subset of the population.
3.0 HOMELESSNESS IN ALLEGHENY COUNTY AND PITTSBURGH
A 2010 report39 prepared by the Office of Data Analysis, Research and Evaluation (DARE), and released by the Allegheny County Department of Human Services (DHS), included a cohort of 2,033 individual clients who received DHS services in at least one of the following forms—severe weather emergency shelter (SWES), emergency shelter, or a street outreach program—between October 1, 2007 and September 30, 2008.39  Demographically speaking, males outnumber females in the Allegheny County homeless population by a nearly two to one ratio (63% v. 36%, with 1% unidentified).39  African Americans are significantly overrepresented in the homeless population, whereas they comprise 48% of the homeless population, but only 13% of the Allegheny County general population.39  However, it is worth mentioning that data was not available for 18% of the homeless population.  The mean age of the study population was 45 years old.  Emergency Shelter Services were by far the most utilized of services, with 76% of the study population accessing services, followed by Supportive Services only (12%), Bridge Housing (4%), Transitional Housing (3%), Permanent Housing (2%), Case Management (1%), Penn-Free Bride Housing (1%), Safe Haven/Permanent (1%), and Shelter Plus Care (<1%).39
	In addition to housing and shelter services, the study population received a variety of other support services.  More than two-thirds of the population received mental health services, 60% were eligible for food stamps, nearly half  utilized drug and alcohol treatment services, and approximately 36% were incarcerated at the Allegheny County Jail.39  The report suggests that men may be experiencing homelessness not only in greater numbers, but also for more extended periods of time than their female counterparts.  Only 37% of men reported first-time homelessness, compared to 45% of females.39  There was a miniscule difference between African Americans and Whites in regard to first-time homelessness.
	The study population was comprised of 29% self-reported veterans, with 70% falling between the ages of 40 and 60.  In terms of chronic homelessness, 18% of the study population reported being homeless for longer than 18 months, with 79% being homeless for six months or less, and 50% being homeless for less than one month.39 
Homelessness in Pittsburgh/Allegheny County decreased by 8.3% from 2007 to 2010, as is represented in Figure 4.  
Figure 4. PIT Estimates of Homelessness in Pittsburgh/Allegheny County 2007-201015


Though this decrease is slightly lower than the 10.5% decrease in homelessness seen in Pennsylvania as a whole, it is important to realize that these data are from a time period before OSN’s Trail Lane Apartments (TLA) existed as a source of permanent supportive housing.  The successes of OSN and TLA are further examined in the following sections.
3.1 OPERATION SAFETY NET: A COMPREHENSIVE APPROACH TO HOMELESSNESS
Operation Safety Net was founded by Jim Withers in 1992, and provides an example of the services that are necessary in the fight to end homelessness.  OSN offers a comprehensive approach to combatting homelessness with the provision of numerous outreach and medical services.  This approach has paved the way for many other states, and even other countries, to adopt similar strategies in their attempts to end homelessness and to provide better care for those living on the streets.  Services provided by OSN include case management to help homeless individuals secure ongoing and stable medical care, income, mental health care, drug and alcohol treatment, permanent housing, housing retention, and legal services, as well as the severe weather emergency shelter.  More than 90040 individuals who once lived on the streets have been successfully housed by OSN’s case management team.  These housed individuals continue to receive case management support from OSN’s staff for as long as they remain in the program.  They are permitted to leave the program at any time they see fit. 
	Street medicine,41,42 which can be likened to the house calls of the past, is one of many services that OSN provides.  The vision of OSN founder, Dr. Jim Withers, street medicine entails the direct provision of health care to individuals living on the streets.  At the same time a rebel and pioneer, Dr. Withers recognizes the shortcomings of the US health care system and the barriers that many individuals face in obtaining appropriate and timely medical care.  It was for this reason on a night in 1992 that Dr. Withers took to the streets dressed in what he perceived to be homeless attire, accompanied by formerly homeless individual, Mike Sallows, to provide medical attention to individuals sleeping on the streets, under the bridges, and along the rivers of Pittsburgh.  Many of Dr. Withers’ colleagues were apprehensive about the free street service he sought to provide, and he risked his standing in the medical community by searching the streets of Pittsburgh for homeless individuals to treat free of charge.  Dr. Withers attributes this apprehension of the past to a lack of knowledge and awareness.  Now, these same colleagues are seeking him out to inquire about the possibility of their children, who are now in medical school, joining his team.40
	Dr. Withers refers to street medicine as reality-based health care—health care that is patient-centered, gains insight about the determinants of each patient’s health, and recognizes the forces at work in their lives and health that result in disease. Street medicine humanizes the patient by treating the individual rather than the disease.  Too often in medicine we see emphasis on the disease rather than on the individual.  Dr. Withers sums up this problem by offering that, “without such insight about the person behind the disease, health care practitioners are working in the dark.”41  
A continued interest in street medicine among communities in the United States garnered enough support from Glaxo Smith Kline and the Robert Wood Johnson Foundation to hold the first International Street Medicine Symposium in Pittsburgh in 2005.41 In 2011, the 6th annual event was held in Los Angeles, and included participants from Europe, Asia, and North and South America.  More than 90 countries have developed street medicine units.40 The ongoing interest in developing street medicine programs is a promising prospect for the future of homelessness throughout the world. One of the important aspects of street medicine and of OSN is that they empower homeless individuals to make a life for themselves off of the streets.  The programs value every individual and provide a sense of community, which aids in the healing process.
Trail Lane Apartments—OSN’s permanent supportive housing unit—was opened in 2011 with the intent of providing permanent supportive housing for chronically homeless individuals who have persistent mental illness.  It is located on the third floor of a building that also houses Pittsburgh Mercy Family Health Center, where many homeless individuals are provided medical care.  TLA acts as a housing-first component of OSN and is designated as a HUD-funded safe haven program, where the initial goal is to house individuals who are homeless, and then address any physical or mental health needs.  Criteria for admittance into TLA’s program include a condition of chronic homelessness, as was earlier described, and the presence of a persistent mental illness—including, but not limited to, substance abuse, personality disorders, and depression.  Since the apartments are single-bed units, the program only accepts individuals who are not part of a family unit.
TLA offers 16 dorm-like rooms for single residents, a kitchen and dining area where communal meals are served daily, a common living space that includes a flat-screen television, couches, board games and a treadmill, as well as several offices for OSN staff.  TLA offers a sense of independent living, while at the same time providing case management and other social services to the residents.  Some clients live at TLA, while others work with case managers to find permanent housing elsewhere, in what is referred to as a “scattered site (SC).” Individuals who live at an SC location are still eligible to receive services from OSN staff, and in fact case managers travel to their homes multiple times a month to check in with them, to see if there is anything they need, and to assess the condition of the home to make sure everything is maintained and in proper working order. Both OSN and TLA have seen many successes, which are discussed in the following section.
3.1.1 Outcomes Evaluation of OSN	
Evaluation of programs that offer homeless services is valuable and crucial to understanding if goals are being met, and if clients are being served to the best of a program’s ability. Evaluations should ideally be planned before program implementation, and scheduled to occur on a routine basis, to prevent the program from failing and potentially losing funding as a result. A logic model44 is a beneficial schematic to utilize in program development, implementation, and evaluation.  This model presents program objectives and goals in a clear concise manner, which makes it easier not only for potential funders, but for everyone involved in creating and maintaining a successful program, to understand all program components.  
	Evaluation is a valuable tool to use in assessing and tracking a program’s progress, while also allowing for corrections and refinement of objectives with the intention of maintaining a clear track toward achieving program goals.  A successful program evaluation will highlight the pros and cons of any specific program, while at the same time contribute beneficial information to the broader field of study on any given topic so that current and future endeavors will have a model on which to successfully base programs.
Information for the outcomes evaluation of OSN in general, and TLA in particular, was collected via literature review, the Homeless Management Information System (HMIS), and client files. The literature review served as the foundation for explaining and understanding homelessness on a broad scale and for a comparison between local and national statistics and services related to homelessness and the individuals it affects.  The HMIS database provides census data and other pertinent information regarding the homeless population, though it is worth mentioning that HMIS data has been shown to include inconsistencies and inaccuracies.44 After speaking with OSN staff, I found this to also be true of some data in their HMIS database.  It is for this reason that only census information from HMIS was used in this evaluation.  The HMIS data used for the evaluation were for OSN and TLA specifically, and did not include countywide data. Client files, both paper and electronic, were used to determine health status and other important information.  OSN has no logic model in place and no specific numbers on which to base the evaluation, so I developed a model for potential use in the future (see Appendix). The main goal of OSN is to serve as many homeless individuals as possible.  Even without any explicit numerical goals on which to base an evaluation, it is still possible to determine whether or not the program is successfully serving the target homeless population.  In order to do this, we should first look at Allegheny County’s plan to end homelessness.
Years before the implementation of Opening Doors, Allegheny County convened a cross-section of stakeholders to develop a ten year plan to address the issue of homelessness.  The plan was implemented in 2005 and a progress report was issued in 2013.  The plan outlined eight key recommendations for addressing homelessness in the county:45
1) Reduce the number of homeless individuals and families entering the system.
2) Increase the affordable housing supply that is accessible to the chronically homeless and homeless over the next year by 1000 units.
3) Develop, implement, and maintain a comprehensive approach to ending chronic homelessness.
4) Improve how homeless consumers are accessing and receiving housing or supportive services.
5) Locate homeless services within designated regional centers.
6) Develop short-term and long-term Public Awareness and Education Program on Homelessness.
7) Establish a central repository for financial contributions from private sources, and distribute funds through the homeless network based upon performance, quality, and responsiveness of programs.
8) Advocate for comprehensive health and behavioral health services that are accessible, reliable, and effective.

Allegheny County has witnessed many accomplishments since the plan was implemented in 2005, with OSN and TLA playing an important role in seeing goals to fruition. The Allegheny County CoC has already surpassed its goal of an additional 1000 affordable housing units, with the creation of 1130 such units, 16 of which are located at TLA. Before the plan was implemented OSN was already employing a comprehensive approach to ending chronic homelessness, as was outlined in point number three above, but with the addition of TLA Operation Safety Net now offers one of the most comprehensive homeless programs not only in the county, but in the country.  
	The Allegheny Engagement Network (AEN)45  began operation in 2007 through the collaboration of OSN, Shepherd’s Heart, Wellspring, Miryam’s, Community Human Services, Western Psychiatric Clinic and Institute, and VA—all of which are dedicated to ending homelessness in Allegheny County through a variety of services. Since January 2009, the outreach efforts of AEN have successfully housed over 250 street homeless individuals, which is approximately 50 individuals per year.  Since its advent 22 years ago, OSN has treated approximately 10,000 homeless people and provided 900 with housing,40 which translates to roughly 454 treated and 41 housed per year of operation. Using these yearly averages and information from Figure 4 it can be estimated that OSN reached approximately 37% of the homeless population of Allegheny County/Pittsburgh between the years 2007 and 2010, through either the provision of medical treatment or housing.  This percentage is likely higher, as the county data is from a time before TLA was in operation and before the extensive implementation of case management services OSN has seen in recent years.  Using the county data information for AEN, we can estimate that OSN has been responsible for roughly 82% (41 of 50, on average) of individuals housed through AEN since 2009.  
The work that OSN conducts is undoubtedly important and impactful.  Not only does Dr. Withers reach the homeless population through the application of street medicine with the help of a few of his medical students, but nurses, case managers, and other outreach workers also contribute to the effort of locating homeless individuals and connecting them to the appropriate service providers throughout the city of Pittsburgh and Allegheny County.
	Early in 2014 the Homeless Advisory Board adopted a recommended ranking of projects submitted by the Allegheny County CoC Evaluation Committee (EC).46  The EC, which reviewed all renewal project performances, as well as any new project proposals, gathered data from the Annual Progress Report to rank projects for the allocation of funds. New projects were included in the ranking based on a specific set of criteria put in place by the EC, including type and scope of the program and the ability to provide case management. Projects that were reviewed included chronic homeless permanent supportive housing for both individuals and families, permanent supportive housing for individuals and families who were not chronically homeless, and transitional housing.46 The EC ranked a total of 78 projects and programs in order of priority, which was determined by a scoring system based on project performance.  Trail Lane Apartments ranked ninth47 on the list, demonstrating not only the high amount of importance placed on this OSN program, but also the level of success seen in the program. Furthermore, TLA received the largest amount of HUD funding of any project on the list, which further establishes TLA and OSN as significant contributors to the fight to end homelessness in Allegheny County.
	The HUD required HMIS program was ranked 32nd, and though it was implemented in late 2004, data for OSN in the system only dates back to 2007.  Since OSN has not yet completed its own database for tracking information (development of such a system is currently in progress), there is much data that is missing, thus cannot be used for this evaluation.  Despite the missing data, there is still much to be said about OSN’s success based on the available information.  OSN’s mission and accomplishments have received a significant amount of media attention, with ABC News47 featuring a story on the program in 2010, and the recent release of a short film48 highlighting OSN that was produced by filmmaker, Julie Sokolow, in early 2014.  
	The information provided in HMIS that was determined to be useful for this evaluation includes census data for the following: case management, emergency shelter services, homeless prevention and rapid re-housing (HPRP), supportive services only, transitional housing, and Safe Haven permanent supportive housing (TLA).  All of this data is for OSN specifically, and does not include countywide data.  The HPRP was created in 2009 as part of the American Recovery and Reinvestment Act.44, 49  Administered through HUD, HPRP provided funds to states and local communities to create programs that would provide temporary financial assistance to those experiencing a housing crisis or facing homelessness.44, 49 
Figure 5 outlines the number of people OSN has assisted through its HPRP, which was implemented in 2011.
Figure 5. Homeless Prevention and Rapid Re-housing 2011-2013


There was a notable increase in individuals being assisted through HPRP from 2012 to 2013, while at the same time we see a decrease among adults in families, children in families, and number of families.  This may be indicative of fewer families entering the homeless population after HPRP was implemented, while families assisted by the program have been successful in maintain their housing status.  To better understand and explain the increase in the number of individuals assisted during the same time period we can use Figure 6 as a reference.
 Figure 6. Supportive Service and Housing Utilization 2007-2013


The same year that HPRP was implemented, TLA was opened, providing permanent supportive housing to chronically homeless individuals.  This opened up more units, thus more individuals were able to be served through the HPRP program, leading to the increase we see in Figure 5. It is also interesting to note that the number of individuals using “supportive services only” increased after HPRP and TLA were implemented.  Since many of these individuals are now housed, they are only in need of supportive services to continue to successfully reside in their homes and remain off of the streets.  There has also been an increase in the number of individuals that TLA serves each year, at least from 2011 to 2012, with only an insignificant decrease in 2013.  Though not represented in the figure, in the first three months of 2014 alone, TLA has served 35 individuals. However, many of these individuals had already been living at TLA, while others are new clients.  Regardless, these are individuals who are no longer living on the streets, and as such are indicative of OSN’s and TLA’s success at housing chronically homeless individuals. 
	Figure 7 represents homeless individuals who have received emergency shelter services.
Figure 7. Emergency Shelter Service Utilization 2007-2013


The number of people utilizing emergency shelter services peaked in 2010, then decreased in both 2011 and 2012.  There was an increase in shelter usage from 2012 to 2013, but it is important to take into account the weather conditions of each year as well.  The Severe Weather Emergency Shelter (SWES) is open during the late fall and winter anytime the temperature is predicted to drop below 25 degrees.  A particularly mild or cold winter will likely impact the number of individuals who utilize the shelter, as well as affect the number of nights the shelter is open.  However, it is important to note that the shelter does not only provide food and a warm dry place to sleep, but offers medical services and case management onsite as well.
The significant decline in shelter usage seen in 2011 and 2012 can be attributed to four elements—weather conditions, HPRP, TLA, and case management.  Just as severe weather conditions affect the number of nights the shelter is open, mild weather conditions and temperatures mean less days that the shelter is open, thus less usage of the shelter by the homeless population. HPRP was especially successful in housing individuals, which is the main constituency that OSN serves, so there were fewer individuals in need of shelter services.  TLA has housed 70 individuals, either on-site or at scattered site locations, since it opened in June 2011, further contributing to the decline in shelter usage.  Finally, with the opening of TLA came the provision of more extensive case management services, as is outlined in Figure 8.   Figure 6 showed us that there was an increase in “supportive services only,” which correlates with the increase in case management services.
[image: ]Figure 8. Case Management Services 2010-2013


Case management services at OSN have only been recorded since 2010, but we can see how drastically the number of individuals receiving services increased first from 2011-2012 and again from 2012-2013.  There was a nearly 111% increase in the number of individuals receiving case management services between 2011 and 2013.  This staggering increase is indicative of the success OSN has experienced in locating and reaching the homeless population and connecting individuals with appropriate and necessary services, specifically case management. It is through case managers that homeless individuals are able to obtain housing, make doctor’s appointments, obtain referrals for legal or other assistance, among other social and medical services that clients may need. Case managers act as important liaisons between clients and the community in which they live.
A PIT sample from January 29, 2014 of 35 TLA clients offers a snapshot of the population that OSN and TLA serve. This sample includes TLA and scattered site clients only, which is important to consider when examining demographic and other information for this population.  This PIT sample represents approximately 32% of the population that OSN serves.  This calculation was determined by adding the average number of shelter users for November 2013 to March 2014, which was 74, to the PIT sample of 35, then dividing by the total (35/74+35). This calculation, however, only includes shelter users and TLA clients, and excludes other individuals living on the streets who do not use the shelter. It is difficult to determine how many individuals this includes, but I would assume the number is relatively low since data has suggested high percentages of shelter usage by homeless populations. The gender and race compositions of the PIT sample population are represented in Figures 9 and 10.


Figure 9. PIT Sample of TLA Clients by Gender
Figure 10. PIT Sample of TLA Clients by Race

The composition of males and females in the sample population, 71% and 26% respectively, is slightly different from the composition of the total homeless population of Allegheny County, which is 63% and 36% respectively.  This small difference may be indicative of homeless females in Pittsburgh seeking services from female-specific programs, rather than from OSN. When compared to the overall composition of people living in Pittsburgh, it becomes apparent that males are overrepresented in both the homeless population that OSN serves, and the homeless population in Allegheny County.  Pittsburgh is comprised of 48.4% males and 51.6% females.36 
	Figure 10 shows that the sample homeless population is comprised of 40% black and 57% white individuals.  This differs from the composition of Pittsburgh as a whole, which is comprised of 26.1% black and 66% white individuals, exemplifying the overrepresentation of black individuals in the homeless population that OSN serves.  The trends for gender and race seen in Pittsburgh and Allegheny County are similar to national trends seen in the same demographic subsets of the homeless population (i.e. both men and blacks are overrepresented in the homeless population).
	Figure 11 outlines a variety of medical, physical, and mental conditions affecting the sample population, including the following: chronic medical conditions, PTSD, mental illness, physical disability, illegal drug use, alcohol abuse, and physical, mental, and sexual abuse experiences. 
Figure 11. Medical, physical, and mental conditions of TLA clients


It is important to keep in mind that the sample population is only representative of TLA clients, either at scattered sites, or those residing in the permanent supportive housing unit.  It is for this reason we see such a high incidence (94%) of mental illness in the population, as this is one of the criterion for being housed by TLA. Nearly 63% of the population suffers from at least one chronic medical condition, which illustrates the importance of the provision of street medicine that OSN offers.  Without the assistance and care provided by Dr. Withers and other OSN staff, these individuals may not know when, or where, to seek proper medical attention.  They may not be able to readily recognize serious symptoms in a timely manner, thus relying on costly emergency department visits when conditions worsen to the point that they decide to seek treatment. A little over 11% of the population reported suffering from PTSD.  31% of the population admitted to using illegal drugs, while nearly half admitted to having treatment for alcohol abuse.  23% of the population reported having a physical disability.  The same percentage reported having experienced physical, emotional, or sexual abuse by a relative, spouse, or partner; however 56% of women reported having experienced this type of abuse, with the status of one individual unknown.  It should be noted that the numbers presented in the figure may not provide an accurate depiction of reality, especially regarding illegal drug use, alcohol abuse, and physical, emotional, or sexual abuse, as these subjects are sensitive in nature, and as such may deter individuals from disclosing this information during intake.  It is likely that some of these numbers may actually be higher than reported.  In regard to military service, 14% of individuals reported having served in one of the branches of the military.
	A final item to examine is the success of TLA in providing stable housing, that is, the extent to which individuals housed by TLA remain housed or not.  Figure 12 presents the status of 38 individuals who are no longer in the program. 
Figure 12. Status of Former TLA Clients


Most of the clients (31%) are stably housed in permanent housing, some living with a significant other or family member, some housed by WPIC, and others housed on their own.  It is somewhat concerning that 23% of former clients are back living on the streets, and another 15% were terminated from the program.  These facts illustrate just how difficult it is to continuously serve this population at TLA because not only are the clients homeless, but the vast majority are suffering from at least one mental health condition.  It is for this reason that several individuals left the program on their own volition to rejoin the homeless street population.  One of the case managers at TLA suggested that many of these individuals had paranoia issues and did not trust the program to handle their affairs.  
Reasons for individuals being terminated from the program include, but are not limited to, failing to pay rent, bringing alcohol and/or illegal drugs onto the premises, and continued harassment of program staff.  The statuses of the remaining individuals include the following: moved out of state, reside in a nursing home, missing and have not been found, deceased, in prison, and long-term care at WPIC.  All of the reasons mentioned above for leaving and being terminated from the program outline the increasing importance of addressing mental health conditions in this population, and the need for the provision of more mental health programs among homeless service providers. 
3.1.2 Implications and potential uses of findings 
As was outlined above, homelessness is of great concern for public health.  OSN is a great model and example of what can be done to combat homelessness and the health concerns that inevitably result from life on the streets.  It is not only a moral and ethical issue for public health practitioners, but is also a matter of economic and health care system burden. Program evaluation of OSN and similar organizations is of utmost importance because such evaluation provides answers to the crisis of homelessness in the United States.  It provides an understanding of the services needed, as well as an explanation of what works and what doesn’t work to remedy any problem related to being homeless. With no logic model or numerical goals on which to base the evaluation, it instead focused on the extent to which OSN is serving the target homeless population.  OSN has been very successful in outreach efforts, street medicine, and case management.  The comprehensive approach utilized by OSN proves how important it is to have a centralized location or team of individuals to serve the homeless population.  This streamlined approach works well not only within OSN, but also allows for a more successful referral and collaboration process with other programs who offer support and services to the homeless population. It can be said that the main goal of OSN is to serve as many homeless individuals as possible.  The data suggest that OSN has been successful in reaching and treating individuals, as well as providing housing support and referrals for a vast array of physical, mental, and social services needed by the population. 
OSN and TLA both could benefit from the development of a schematic, such as a logic model, to further track successes and/or failures of their programs.  It will provide a platform on which to base program and outcome evaluations.  Setting specific program goals will serve as a means for program staff and other stakeholders to make decisions regarding the provision of services to the population, as well as illustrate to funders the necessity of keeping and maintaining the program. I have included a logic model (see Appendix) to be used either as a reference or as the foundation on which to develop a more detailed schematic for future use by OSN.
During my internship it became apparent that hiring another case manager would be particularly useful and beneficial to the program.  The case managers I worked with were perpetually busy and great at their jobs, which can translate to added stress on them personally.  The addition of even just one more case manager would help alleviate the seemingly insurmountable workload of the case managers at TLA.  The case managers worked not only as case managers, but also as outreach workers, spokespersons, and liaisons, among other roles.  At times it seemed like they were in two places at the same moment.  I did not work with many of the other OSN staff, so I cannot validly speak on their behalf, but it seems that hiring more individuals in these roles would also serve the program well.  I understand that funding and salaries need to be considered when making hiring decisions, but if OSN continues to see the same amount of success it has been seeing, more staff may become a necessity, especially in the capacity of case management.  As homeless individuals continue to be housed, case manager caseloads and workloads increase, which almost inevitably results in less time allocated per client. This could lead to missed opportunities, client dissatisfaction, and recidivism, as well as a number of other negative consequences.  The issue of caseload and workload size was the subject of work group collaboration between the Case Management Society of America (CMSA) and the National Association of Social Workers (NASW).50
The work group developed a caseload matrix that identifies the key variables that directly and indirectly impact caseloads for case managers in a variety of professional settings.  The Caseload Work Group (CLWG) found that a multitude of variables, including type of case management, business environment, and the clinical and psychosocial factors of clients, impact caseload size and manageability.50 Since there are so many variables to consider when determining an appropriate caseload size, it is difficult, if not impossible, to set specific numerical guidelines.  It is for these reasons that we see such variability between caseloads among service delivery professionals.  
The ratios of client-to-case manager range from 365:1 in some social work settings to 1:1 in more intensive care settings.50 For community mental health the ratios are usually in the 40-50:1 range, while intensive mental health sees ratios in the range of 10-12:150 I would categorize TLA as somewhere between a community mental health and an intensive mental health service sector.  Based on this information, a caseload at TLA would consist of 25-31 clients.  Caseloads at TLA and OSN vary from case manager to case manager and are based on several variables, but one case manager disclosed that she was responsible for about 45 clients.  This includes street homeless individuals as well as scattered site individuals, so case managers who are responsible for these individuals have the added burden of traveling to see their clients.  The homeless population that OSN and TLA serve is unique in this regard.  With the exception of individuals who live at TLA, most of OSN’s clients can only be reached by staff traveling to them. 
The addition of at least one case manager to TLA and/or OSN’s staff would greatly reduce the burden experienced by current case managers by reducing not only the caseload, but the workload as well. It would also allow for additional clients to be served.  Caseload calculators50 are difficult to develop, but I think if OSN developed a strategy for determining a manageable caseload size, it would greatly benefit their work efforts.  I would suggest a caseload of 25 to 30 clients as a starting point, which could be adjusted based on case manager skill level and client needs.
The development of a centralized database to track client information within OSN and TLA would mitigate the inefficiency of paper files and binders.  Such a database is currently in development, so this suggestion has already been realized by staff as a necessity for the program. 
I would ultimately like to see the construction of even more permanent supportive housing units, similar to TLA, for the homeless population of Pittsburgh and hope that the successes of OSN, TLA, and other programs in and around the Pittsburgh region will provide necessary and sufficient evidence to garner support for such units to be built. TLA is housed on only one floor, the top floor of a three-floor building, so it would seem feasible to continue building additional floors to serve this purpose.  The fact that clients of TLA and OSN only need to travel to the first floor of their building to receive medical care and attention separates this program from others throughout the country. This, in addition to the street medicine developed by Dr. Withers, further demonstrates the trailblazing nature of OSN in its effort to end homelessness.

3.2 DISCUSSION AND CONCLUSION
Homelessness continues to be a significant public health concern in the United States, despite the decreases seen in the population over the past several years.  In a nation having such wealth as the US, even one homeless person is too many.  Homeless individuals and families experience increased mortality due to a number of physical, mental, and social health conditions.  Homeless individuals are more likely to seek medical attention in emergency departments, which negatively impacts health care costs in the US.  The provision of the street medicine championed by Dr. Jim Withers of Operation Safety Net is one example of how we can prevent homeless individuals from resorting to emergency department visits when they fall ill or get injured. 
There are subsets of the population—veterans, women, children and youth, and LGBT individuals—that deserve specific attention due to certain characteristics that they possess.  These subsets of the population require targeted programs and interventions that serve their unique physical, mental, and social characteristics in terms of health, needs, and risk factors. Examining social networks, familial ties, intimate relationships, family history, mental and physical health history, and causes of homelessness will provide insight into what kinds of programs and interventions may be successful in serving these populations, as well as provide a foundation for identifying appropriate prevention methods for individuals in these subsets that are not yet homeless, but may be at risk of becoming homeless in the future. 
	Eliminating homelessness in the United States will require the development and implementation of comprehensive programs and services designed to reduce and prevent the occurrence of individuals and families living on the streets.   Operation Safety Net is one successful example of what homeless services should look like throughout the country.  In addition to the provision of street medicine, OSN offers extensive case management, outreach, legal help, permanent supportive housing, and a severe weather emergency shelter that offers not only food and a warm place to sleep, but medical care and case management services onsite. 
	OSN provides a solid foundation on which to base future programs that serve the homeless population of the US.  While TLA primarily serves homeless individuals with persistent mental illness, similar programs could be designed to serve other populations, specifically the four subsets of the population mentioned previously.  The success of such programs lies in their ability to effectively and efficiently collaborate with other governmental, private, and local organizations to optimize all resources that are necessary to serve the homeless population to ensure that they will not be forced back into a life on the streets. There is no one-size-fits-all solution when it comes to homelessness, which is why it is imperative that we develop comprehensive programs for specific subsets of the population.
	The international attention that Dr. Withers has garnered with his practice of street medicine, as well as the success seen by OSN, generates a hopeful vision for the future of homelessness in the United States.  The federal push to end homelessness with the implementation of Opening Doors also provides an essential framework and prompts an important and necessary discussion among stakeholders and funders that should benefit the homeless population. The urgency of the situation that homeless individuals are facing is finally receiving the attention that it deserves and, with the continued successes seen by OSN and similar programs, the fight to end homelessness in the United States may no longer be a seemingly impossible dream. 
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EXHIBIT 1.1: PIT Estimates of
Homeless People
By Sheltered Status, 2007-2013
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EXHIBIT 1.2: Percent of All Homeless

People in each Age Category
By Sheltered Status, 2013
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Data source: PIT 2007-2013

On a Single Night in January 2013

= 610,042 people were homeless in the
United States.

= Nearly two-thirds of people experiencing
homelessness (65 percent or 394,698) were
living in emergency shelters or transitional
‘housing programs.
More than one-third of all homeless people
(35 percent or 215,344) were living in
unsheltered locations such as under bridges,
in cars, or in abandoned buildings.

Age of Homeless Population in 2013

In 2013, HUD required communities to provide
estimates of homelessness in three age ranges—
under age 18, 18 to 24 years old, and 25 years old
and older.

= More than two-thirds of all homeless people
(67 percent or 410,352 people) were 25 years
or older.
10 percent of homeless people were 18 to 24
years old (or 61,541). This percentage remains
the same regardless of sheltered status.
Nearly one-quarter of all homeless people
(23 percent or 138,149) were homeless children
under the age of 18, and 30 percent of sheltered
homeless people were children.
80 percent of unsheltered homeless people
‘were over the age of 25. Less than 10 percent
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EXHIBIT 1.4: Estimates of Homeless People
By State 2013
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California accounted for more than 22 percent
of the nation's homeless population in 2013.
Five states: California (22 percent or 136,826
people), New York (13 percent or 77,430
people), Florida (8 percent or 47,862 people),
Texas (5 percent or 29,615 people), and
Massachusetts (3 percent or 19,029 people)
accounted for more than half of the homeless
population in the United States.

= There were 24 states that each accounted

Data source: PIT 2007-2013; Puerto Rico and USS. teritories
were excluded,

ME, 3016
VI, 1,45

‘ NH 1447
% MA19,029

=4 1,304

e Ccr gt

NJ,12002

%

7862

Other states with large increases include South
Carolina (1,629), Massachusetts (1,528), and
Maine (623).

‘The largest decreases in homelessness since
2012 were seen in Florida (7,308) and Colorado
(7,014). Other states with large declines over
the past year include: Texas (4,437), Georgia
(3,545), and Washington (2,744).
‘Twenty-three states and the District

of Columbia experienced increases in
homelessness between 2007 and 2013. New
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EXHIBIT 5.1: PIT Estimates of
Homeless Veterans
By Sheltered Status, 2009-2013
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and 40 percent of homeless veterans (23,1564
people) were in unsheltered locations.

= Just under 8 percent of homeless veterans were
female (or 4,456).

Since 2012

» Homelessness among veterans has declined
each year since 2010. Between 2012 and
2013, veteran homelessness declined by 4,770
people, or 8 percent.
‘The number of veterans in shelter also has
declined each year since 2010. Since 2012,
sheltered veteran homelessness declined by
448 people, or 1 percent.
However, the change in unsheltered veteran
homelessness is responsible for most of the
decrease in veteran homelessness in the
past year. In 2013, there were 4,322 fewer
unsheltered veterans than there were in 2012,
a decline of 16 percent.

Since 2009

= Homelessness among veterans declined
considerably since these data were
first collected in 2009. Overall, veteran
‘homelessness decreased by 17,760 people
or 24 percent.
‘The number of veterans counted in emergency
shelters, transitional housing programs,
and safe havens declined by 8,714 people or
20 percent.
‘The numbers of veterans living in unsheltered
locations declined by 9,046 people or 28
percent since these data were first collected
in 2009.
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