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One of the more interesting patients I evaluated as a first year Child Psychiatry
fellow was a homosexual youth who made cross-dressing and dancing in the street all
night with friends the focus of his life. He had a difficulty with mood control that was
complicated by multiple placement failures and runaway episodes. The question put
to me was how to effectively intervene in this situation given the social instability. In
order to understand the patient better I had to learn more about his social group and
the various problems associated with it. What I had just heard from the patient was a
glimpse of life in a little-known “underground” subculture that was so fascinating
and worrisome that I was tempted to initiate a research project based upon it. I found
a collaborator to launch a research project intended to study the needs of this group of
patients at high-risk of mental health difficulties. In the next few months we
embarked on an exercise in a clinical research project in Psychiatry. The main
problems we faced were those of the difficulty in accessing members of a transient
population as well as legal and ethical hurdles associated with working with homeless
youth.

The population to which my patient belonged was homeless inner-city “sexual
minority” homosexual adolescent males allegedly living in abandoned houses under
the unofficial supervision of unrelated adults who were de facto “parents.” This is
termed the “House” subculture (1). The youth in question were reportedly “refu-
gees” from the supervision of official agencies due to discrimination and abuse
allegedly suffered in placements (2). Moreover, they were also supposedly alienated
from their families due to rejection as a result of their sexual orientation and
practices. Therefore they were often alone in a big city, young, and at risk for sexual
and financial exploitation. Reported problems in this population include physical
illness such as sexually transmitted diseases and AIDS, mental health problems such
as depression and suicide attempts, drug abuse (including hormone abuse), criminal-
ity such as forgery and credit card fraud to support themselves, and prostitution along
with its associated problems (1,3,4). One of the most fascinating aspects of this group
was the subculture that they have created for themselves, cross-dressing in fairly
well-organized fashion shows termed “balls” in which “houses” compete against each
other, akin to team sports. Reportedly members of “houses” engage in criminal
activity to support the cost of wardrobe, makeup, and the “ball” itself (1). In return
for their participation members of “houses” receive shelter, emotional support,
camaraderie, and some sense of acceptance (1,5). What was apparently before us was
a supportive subculture that replaced conventional society to support a vulnerable
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group of young people. Clearly this was a population in need of help and further
study, if the youths themselves were able and willing to participate and seek help.

We wanted to determine the prevalence of medical, psychiatric, abuse, and legal
difficulties in this group to then make a determination of the nature and extent of
services that would be needed. The data would be obtained through anonymous
surveys, interviews, and focus groups. The information obtained would then be used
as a measure of pathology in these adolescents. A literature search revealed little
information about this particular population but studies of homeless youth in general
determined that there is a high rate of psychiatric (4,6,7,8) and physical (9,10,11)
illness among them; they seemed to be underserved in terms of physical and mental
health treatment (8,12). Our results would then be used to make a case for the
creation and implementation of any needed physical and mental health services.

We needed access to and cooperation from the study population, but this proved
to be complicated. This subculture tends to have very limited contact with family and
the rest of society. My collaborator had had contact with some individuals in this
subculture through different clinics and they were a source of information about this
group. We hoped these clinics and their clients would be willing to participate in our
study. We wanted to perform chart reviews, interviews, groups, and questionnaires
using a clinical population at a local mental health facility that provided services to
sexual minority youth. We would then use serial measures such as the Brief
Psychiatric Rating Scale (BPRS) (13) to measure the outcome of the program and the
progress of the clients. Our results would reflect only those participants who did
attend that particular mental health clinic and who would agree to be open about
their problems. A question that had to be answered was just how much help or even
contact with the outside world these patients wanted. My patient whom I had
consulted on seemed more than happy to have foregone society altogether rather
than become reintegrated, casting cloudiness upon our thesis that if we determined
that there existed a need for a specialty service such as a group home for sexual
minority youth, that the demand would also exist. There was no guarantee or even
strong evidence that if our project goals were explained to the potential participants
that they would agree to cooperate with us. There was also no guarantee that they
would accept any conclusions that they were in need of various services and would
accept them. Even though the solutions that would be proposed as a result of our
study might sound reasonable to the investigators, they might not to independence-
minded adolescents who had had harsh experiences with families, agencies, and
society. Voluntarily returning to the supervision of the authorities would be a “hard
sell.” Gaining the cooperation of clinics that service these youth also proved more
difficult than we had anticipated, mostly due to legal and ethical dilemmas.

A legal difficulty that surfaced involved concerns over confidentiality. The first
step of data collection would have been an anonymous questionnaire that surveyed
pathology across a spectrum of topics such as mental health, physical health,
substance abuse, abuse history, and legal problems. A positive point of an anonymous
survey was that the results could not be tracked to any individual, ensuring honesty of
response as well as security that the data could never surface at a later date to have
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some negative impact upon the participants. After consultation with individuals
familiar with this kind of project, even an anonymous questionnaire would still have
to include a signed informed consent form that would be kept separate from the
actual questionnaire. Any data, especially given the controversial nature of our
population, would have to be guarded and all steps taken to ensure confidentiality.
The exact security measures would have to be explicitly explained in any grant
proposals as well as to the participating youths in order to ensure honest and open
responses and accurate results. Interviews and focus groups are much more difficult
to gain approval for because the data would be associated with a known individual.
Our population, according to our sources, was very wary of contact with official
organizations and those who did participate in the study might become guarded once
any identifying data were used since some of their problems, especially legal
problems, once revealed, could have negative consequences unless kept strictly
confidential. The need for careful explanation of the project, its goals, and any steps
taken to ensure the participants safety are crucial in working with a population such
as this one.

Another complication were the legal and ethical problems associated with abuse
histories in a juvenile population. Obtaining an abuse history from these patients led
to a curious dilemma. Many of our potential subjects had had previous encounters
with various placements and allegedly found that being placed in foster homes and
group homes subjected them to discrimination and even emotional and physical
abuse. They were therefore apparently afraid to fall back under the supervision of any
official agency or to cooperate with the “system” and likewise chose to live in this
underground “house” environment where they allegedly felt more accepted and safe.
The dilemma was partially one of liability: if tales of abuse were heard, how would we
approach the obligation to report these allegations to the authorities? If only
anonymous questionnaires were used, there would be no way of officially knowing
which subject reported the abuse. Also, without an official address, as the subjects
were living in an “underground” setting, investigation would be difficult. There most
likely would not be a name or address of the alleged abusers to report. We were told
that if the authorities were mentioned, the participants would not reveal instances of
abuse due to their fear of intervention by the authorities and the so-called “system,”
which would then defeat the purpose of the investigation to discover abuse in the first
place. Not only was there a professional dilemma of the legal liability of failing to
report abuse of a minor, there was also an ethical one. How could an investigator
learn of a history of unaddressed abuse, past or present, and do nothing about it at the
request of the abused person? One would worry how imminently intervention was
needed and whether participation in a project with only potential benefits, rather
than immediate, would be enough to relieve any angst that might be felt by the
investigators. Due to these reasons, a project such as ours had inherent problems that
might prevent its authorization by both patients and by any institution with whom we
might have wished to collaborate. It seemed puzzling to think that there could exist a
population of minors on the fringe of society who would remain unknown, their needs
unaddressed, because of insurmountable legal and ethical hurdles to their study.
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Even though a project such as ours may sound entirely feasible at the outset,
there is no guarantee that all parties involved—investigators, participants, clinics,
consultants—will agree on the terms and conditions of the study. In the case of
studying the needs of transient youth special considerations must be made. On
several occasions while discussing this project with a supervisor or a colleague, the
question was put to me whether the targeted youth even wanted our services or
whether they were satisfied in their present situation. I usually approached this
question from an “adult” point of view: that these adolescents may be missing a great
deal and our job as adults and professionals is to guide them to a more abstract,
reflective, and well-rounded way of thinking. There are very good reasons for the age
limits and designations as minors that society imposes as well as the caretaking role
for which adults are given responsibility. Education is an inalienable part of youth and
in the case of our project, education about the dangers they faced from their various
issues and problems would have to be an integral theme of any intervention. They
would then have the ability to make informed choices rather than simply choices
whether to accept any interventions offered to them. As growing adolescents they
must continue to learn how to make decisions regarding their own health and safety,
although in this population the risks of making choices that may endanger them are
quite high. The legal and ethical hurdles to providing such assistance are similarly a
result of the rules and standards imposed upon us by society and as an example to our
younger patients, we must abide by and work within those guidelines. There is the
hope that even if these rules seem unreasonable eventually their wisdom will become
clear and we will be able to work with our patients effectively.
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