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Health care maintenance for older homeless adults should include: flu
shots, Pneumovax and tetanus vaccine, assessment of functional status,
history and physical, dental care, assessment of diet, Mini Mental State
Examination (MMSE), review of medications, assessment of substance
dependence (drugs, alcohol, cigarettes), tuberculin skin test (PPD), and
selected lab studies.19 Early identification of geriatric syndromes—falls,
dementia, incontinence, sensory loss, failure to thrive—may enable easier
care management and improved client quality of life. 

Ed Farrell in Colorado cautions that clinicians also need to be watchful
for depression in older adults because it often presents atypically. Research
indicates that symptoms of apathy, low motivation, low energy, sleep
disturbances, and loss of appetite more commonly indicate depression in
older adults than do self-reproach, hopelessness, and recurring thoughts of
death.25,26 The Geriatric Depression Scale: Short Form (GDS:SF) is
focused on the patient’s mood and helps the clinician quickly decide
whether further assessment is needed (a free online video demonstrating
the use of this tool is part of Best Practices in Nursing Care to Older
Adults, from the Hartford Institute for Geriatric Nursing at New York
University’s College of Nursing, http://links.lww.com/A101).26

Ongoing attention to health literacy—including clients’ ability to read
and level of understanding—is important as well. Baker and colleagues
found that inadequate health literacy predicted all-cause mortality and
cardiovascular death among elderly individuals living on their own in the
community because they had low knowledge base, were unable to manage
their disease, and did not seek preventative services.24

Clinicians must also be aware of cognitive loss in their clients and
determine whether it is normal or pathological, its natural history and
etiology (depression or delirium secondary to drugs), assess for decisional
competence, and set realistic goals of treatment.19

In addition, establishing the causes of urinary incontinence in elderly
individuals is important. Reversible or episodic incontinence may be
caused by delirium, restricted mobility, infection, impaction of stool,
polyuria, or pharmaceuticals. Chronic incontinence is especially difficult
for homeless people to manage; treatment depends on its cause (urge,
stress, overflow, functional). Prompt diagnosis will promote better care
management and client quality of life.

FINDING WORKABLE SOLUTIONS Nationwide the mantra is
“housing first.” Many clinicians agree with Mark Rabiner’s view that
“placement is the key for homeless people. Everyone on the St. Vincent’s
team helps with housing because it will get the majority over the hump.
We prep our clients for housing interviews so they’ll know what to expect,

and we pick up the phone to find out why. We are our client’s advocate and
we also make sure they are connected with available aftercare services.” 

Bechara Choucair acknowledges the importance of the Heartland
Alliance Housing program but says “finding housing is still a challenge. It
is very important to have clients work with benefit and entitlements
counselors,” he adds. Moreover, “care centers need to create partnerships
with specialists for their older clients and find help with the cost of
prescription drugs through patient assistance programs. In addition,
counselors need training to better meet the needs of older adults,
particularly those with Alzheimer’s and substance use problems.”

Others caution that housing for formerly homeless elders will need to
offer new and creative service options and carefully address the “delicate
issues of competency and guardianship.”4,16 O’Connell and co-authors
describe the ethical dilemmas posed by fiercely independent elderly
clients who challenge their caregivers’ every attempt to make life more
comfortable, particularly in the face of deteriorating chronic or terminal
illness.4 Understanding “the characteristics and needs of homeless people
who are unable or unwilling to enter available housing or residential
programs as well as motivation and readiness to change” is important to
the discussion of “housing first” versus “treatment first” approaches to
engaging disabled homeless people.12

Longitudinal research about rehousing older people in permanent
accommodations lists significant mitigating factors that enable older
adults to remain housed: history of stable accommodation, revived
contact with relatives, becoming part the center’s activities, and
accepting regular help from support workers. Because unsettledness is
associated with prolonged previous homelessness and client fears about
living independently, rehousing older adults is really difficult and
additional research detailing good outcomes is needed.27

In addition, a community’s response to and education about homeless
individuals contribute to successful solutions. Recently neighbors of a
planned supportive housing apartment designed for senior homeless
residents in a suburb of Salt Lake City have become alarmed about the
possible threat of formerly homeless residents to their children. Allan
Ainsworth, executive director of the Fourth Street Clinic in downtown
Salt Lake, responds to the community with facts and empathy: “Salt
Lake’s adopted supportive housing approach is one of the most
enlightened in the country, and the housing authority’s strong
management track record speaks for itself—other centers within the
community have been well accepted. Numerous studies show that
criminal behavior drops off markedly as people reach their 50s. We really
owe it to ourselves and our community to provide the best safe, secure,
and supportive housing possible to homeless people who survive into their
50s and beyond, because they have experienced amazing hardships and
deserve some security as they age.”

Keys to Success in Elder Care19

∑
• Establish good client rapport 
• Outreach
• Multidisciplinary team
• One-stop shopping (multiple services on-site) 
• Close hospital affiliation and link to hospitalist
• Referral network
• Geriatric assessment
• Continuity of care
• Skill at managing chronic disease
• Case management for placement and follow up
• Aftercare
• Safe and ADA-accessible environment (to prevent falls) 
• Mental health evaluation
• Pharmacologic support
• Drug administration support (LPN)
• Stay in touch with colleagues in other programs to find out 

what’s working for them and share your successes 
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Santa Barbara is a small city of 90,000 with incredibly high living costs,
even for California. Dana Gamble relates that “under the direction of the
city’s police chief, city departments have come together to plan programs
and work in a team approach called the Restorative Policing Program
(RPP). Case managers, police officers, and shelter providers all work
together to achieve the best care and placement of older adults who 
are homeless.”

Gamble adds, “Engaging clients sometimes proves extremely difficult.
Working as a team, however, the RPP is able to place clients in
transitional living facilities, group homes, or permanent housing. Because
the program is a voluntary effort between departments, it does not appear
on any budget but brings together the expertise of each for the greater
good of those in need.”

In Los Angeles, a significant report published in March 2008 by Shelter
Partnership, Inc., focuses on the needs of elderly homeless people. The
document includes an excellent review of the literature, discusses barriers
to housing and services, relates interviews with a diverse group of older
homeless adults, and describes new initiatives in the LA community. In
planning for new housing developments the committee took note of
advice in the literature that promotes flexible shelter rules, the need for
clients to interact frequently with care providers, and initiatives to ensure
peer engagement.5

The Shelter Partnership began work 18 months ago when there were no
permanent housing facilities for homeless older adults in the county.
Today, one facility is open and three more are planned:5

• Sequoia Lodge, opened by the Union Rescue Mission (URM) at the 
Hope Gardens Family Center, is a transitional living facility reserved 
for homeless women 55 years of age and older. There are 22 units and 
most tenants have SSI income or General Relief (GR). Rents are set at
30% of Area Median Income (approximately $360) and include meals, 
although clients on GR are charged less. On-site services include case 
management, activities for residents, and weekly visits from the LA 
County Department of Mental Health with backup care available 
from the Hope Gardens mental health director. The center has a 
collaborative agreement with the Northeast Valley Health Corp. HCH 
clinic and Olive View for off-site health care. A URM van is available 
to provide transportation.

• New Carver Apartments will provide 97 efficiency apartments for low 
income older adults and men and women with physical disabilities in 

the South Park community of downtown LA. Ground was broken by 
the Skid Row Housing Trust in February 2008. When finished, the five 
story building will also include administrative offices, social services 
offices, a lobby, and a community room located on the third floor.

• Bonnie Brae Village Apartments is a proposed four-story apartment 
building with 92-units in the Westlake neighborhood just west of 
downtown LA, scheduled for completion in December 2009—45 units 
will be permanent supportive housing for homeless seniors with mental 
illness or chronic substance abuse whose incomes are below 30% AMI, 
and 47 units for other low-income seniors. The Housing Authority of 
the City of Los Angeles will subsidize rents with Section 8 Vouchers 
under the Project-Based Assistance Program.

• Willis Avenue is currently being designed by A Community of Friends 
with 42 one-bedroom units for senior tenants aged 55 and up who have
very low incomes, are mentally ill, and are currently homeless or at-risk
of becoming homeless. A manager’s unit will be on site and services 
will be provided and accessed by Heritage Clinic, an experienced 
mental health service provider. 

Although there are often bumps in the road on the journey to successful
placement for homeless people, Mark Rabiner suggests trying creative
problem-solving techniques. For example:
• In New York City, clients often need to interview for housing options 

and clinicians work with them so that they can present “their best 
selves.” Get your clients cleaned up, showered and shaven with clean, 
combed hair. Help them access services like Dress for Success. 

• If your client is medically frail and qualifies for home health care 
services, help demonstrate that he or she will have medical support if 
accepted into a housing program. 

• When your client is a chronic spender or bad with money in general, 
connect him or her with a representative payee so that bills and rent 
are certain to be paid. Or if your client has a credit history, gather 
letters of reference to demonstrate his or her current responsibility with
money.

• If your client has a psychiatric diagnosis but doesn’t want to take meds, 
get as much info from the psychiatrist as possible and then see if he or 
she can function without psychotropic medications (i.e., whether the 
client’s symptoms influence his or her ability to pay rent, maintain a 
household, or act appropriately within the community). Also find out 
why the client doesn’t want to take medications (side effects?) and 
determine if there are other solutions.
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