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Abstract
Background and Objectives: Formerly homeless older adults residing in Permanent Supportive Housing (PSH) represent an
invisible subsector of two distinct, yet related populations: the homeless population and the elderly population. Little research
is focused on the complex health concerns facing this aging population within the homelessness response system. Of particular
concern is the identification and support of individuals with cognitive impairment and co-occurring chronic conditions. We
collaborated with a leading housing services provider to develop a systematic screening system for case managers to capture
the cognitive, physical, and psychosocial health of older adults served within homeless housing programs.
Research Design and Methods: PSH residents aged ≥50 years in four sites screened as being without cognitive impairment on
the Mini-Cog were enrolled. A brief demographic survey and selected PROMIS measures were used to characterize participants’
demographics, cognition, global physical and mental health, physical functioning, self-efficacy for social interactions, and instrumental support. PSH case managers were trained to recruit participants and collect data. PROMIS scales were scored using
the Health Measures Scoring Service. Descriptive statistics, correlations, and one sample t-tests were performed.
Results: Fifty-three residents (mean age = 60.8 years, range 50–76 years) participated. The majority self-identified as male and
were military veterans; 60% reported having a history of two or more episodes of homelessness. All PROMIS scores were significantly (p < .05) lower than reference U.S. population means, with global mental health and cognition having the lowest scores.
Discussion and Implications: Self-reported cognitive functioning and global mental health were residents’ greatest concerns.
Strengthening housing case manager capacity to assess residents’ cognitive and health status could increase support for
older adults in PSH. It is feasible to train PSH staff to conduct structured interviews to identify resident cognitive and health
needs to help support this “invisible” population to successfully age in place.

Translational Significance: There is a scarcity of information regarding effective strategies to meet the multifaceted needs of older formerly homeless adults in permanent supportive housing (PSH). This study provides
new information about an approach to screening for cognitive, physical, and psychosocial conditions relevant to PSH residents. There is a clear need to develop assessment and intervention models that will enhance
aging-in-place services and research for better understanding this vulnerable population.
Keywords: Access to and utilization of services, Case management, Cognition, Geriatric conditions, Homelessness
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Cognition, Health, and Social Support of Formerly
Homeless Older Adults in Permanent Supportive Housing
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Background and Objectives

This tool measures an individual’s vulnerability across multiple domains including age, length of time homeless, and
physical and mental disability (10,11).
The VI-SPDAT was not designed for, nor is it used for
the purpose of screening or assessing for service needs—
it is strictly used to prioritize a person for access to
housing resources (particularly PSH) available through
the local homeless service delivery system. In Seattle, and
in a growing number of cities across the country, there
is increased recognition of the limitations of using this
tool exclusively to guide such important and complex
decisions—examples include inconsistent responses, and
racial disparities in service access based on score results
(12).
There is also concern that the VI-SPDAT is not sufficient as an intake tool at the case management level in
PSH settings. Available PSH units are targeted for those
who score as highly vulnerable on the VI-SPDAT; adults
age 60+ with a history of chronic homelessness often meet
the high vulnerability threshold. However, housing options
that are available for persons identified using the VI-SPDAT
or other similar vulnerability assessments often do not address the myriad complex needs that have identified them
as vulnerable and prioritized them for housing. This is particularly true for older adults who are entering PSH after
experiencing homelessness.
All units in PSH are based on single adult occupancy
while also assuming independent, autonomous functioning
of each resident. Case management support in these settings
varies widely amongst organizations but primarily focuses
on addressing underlying barriers to housing such as substance abuse, inadequate income, and employment gaps.
Although older adults may share these common barriers to
housing, they generally are not going to be employable and
their chronic health conditions may impact their ability to
independently navigate the confounding array of external
social and health services. To secure additional services
and supports, individuals must wait in long lines, navigate
referrals, submit extensive and complex paperwork, and
proactively advocate for themselves (13). This extensive engagement to secure resources is often beyond the reach of
older adults in PSH. Older individuals who need additional
support may also have a limited social network of friends
and family to provide it (14). For older adults, their trajectory and tenancy in housing will require long-term support
around issues of physical and mental health that are often
not a routine part of services in PSH.
Unlike other human service systems such as medical healthcare, the priority focus in the homelessness service system
is housing stability—assisting people to access housing and
providing services that achieve housing retention and stability (15). Once housed, support staff work to identify access
and link clients to other supports, such as medical services.
Although PSH residency can eliminate housing instability, it
does not address the greater physical, mental, and psychosocial needs specific to the aging population. Unfortunately,
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Older homeless adults sit at the nexus of two related, yet
disconnected, policy, resource, and service delivery systems.
Neither the homelessness response system—by definition
and design a crisis response system—nor the aging/longterm care systems have fully engaged with understanding
and responding to the evolving needs of this rapidly
growing population (1). There are many challenges facing
older homeless adults. These individuals are medically, socially, and functionally vulnerable, and their complex and
evolving needs are often left unaddressed.
When matched for mental and physical disability, a
homeless 50 year old is equivalent to the profile of a housed
80 year old (2). Chronic medical problems and functional
impairment are common (2–4). In one population-based
sample of 350 older homeless adults in Oakland, California,
Brown and colleagues (2) reported high rates of cognitive
impairment (25.8%), falls (33.7%), incontinence (48.0%),
and vision impairment (45.1%). Hurstak and colleagues
(5) found cognitive impairment to be highly prevalent in a
population of older homeless adults. In the sample of 350
homeless adults over the age of 50, 25.1% showed evidence of global cognition while another 32.9% showed significant impairment in executive functioning. Their results
indicated that for homeless adults, cognition was significantly impacted and occurred far younger than the general
population. Older homeless individuals also have increased
emergency room visits as well as significantly lower cognitive health, greater psychiatric morbidity, and impaired
functional status (5,6).
The immediate need for older adults experiencing homelessness is attainment of housing, a direct determinant of
health (7). Homeless adults seek and receive support across
the continuum of the homelessness response system, including outreach services, day programs, emergency
shelters, hygiene centers, transitional housing, and permanent supportive housing (PSH). PSH ends chronic homelessness for over 370,415 individuals each year (8). PSH
provides community-based living paired with supportive
services and long-term leases, and it is a targeted model of
subsidized housing tailored for individuals who have experienced chronic homelessness. Nationally 30% of PSH
residents are over the age of 50 and represent a growing
demographic with unique challenges. Between 2010 and
2016, the number of people in PSH over age 50 grew by
13% (8).
Housing options such as PSH, however, are in very
limited supply, particularly in high-density areas. For this
reason, many cities have utilized screening measures to
identify and triage available units to the individuals who
are most in need. One example is the Vulnerability IndexService Prioritization Decision Assistance Tool (VI-SPDAT)
(9). Originally designed by medical professionals working
with unsheltered homeless persons, the VI-SPDAT uses detailed survey data to assess mortality risk, which is then
used to assign a ranking that prioritizes housing access.
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Research Design and Methods
This study was part of a unique partnership between
university researchers and a local leading nonprofit services provider in Washington State that offers a spectrum
of programs across a continuum of emergency services
through affordable housing units for homeless and lowincome adults and families. This community-academic
collaboration provided both parties with opportunities to
generate new knowledge regarding service needs for vulnerable homeless older adults. Human subject approval for
the study was obtained from the Internal Review Board of
University of Washington prior to study recruitment and
data collection.

Project Start-up and Staff  Training
Four sites were identified for the study. These sites were
chosen because they offered supportive housing programs
with on-site resident services, and they served a resident

population of formerly chronically homeless older adults,
defined by the United States, Department of Housing and
Urban Development (HUD) as being individuals with a disability who have experienced continuous homelessness for
12 months or more, or have experienced 4 or more episodes
of homelessness over the prior 3 years (total needs to add
to 12 months or more) (15). Residents attained housing at
these sites through a coordinated entry program that covers
King County, and is operated by King County staff in accordance with HUD standards.
To understand the dynamics at these four sites including
the staffing structure (i.e., staff levels, caseloads, and roles),
and to build support for the rollout of the study, the project
began with a series of meetings with staff at each site. Data
collection was intended to be ultimately incorporated into
the standard case management system at each site; hence,
insights and collective support of the entire team was essential in order to smooth introduction of this systematic
change to routine programmatic operations. It was decided
after these meetings that one to two case managers at each
site would be designated to conduct interviews and collect
health information. Although only selected case managers
collected data included in this paper, all staff at each PSH
site were involved in helping design the data collection
process and were kept informed of study progress to facilitate its ongoing support and long-term sustainability.

Sample Recruitment
PSH residents ages 50 and older were invited to participate. At each of the four study sites there is access to case
management services, but residents are not required to engage or participate in services. Residents who did engage in
services and who were over the age of 50 were informed of
the study and that a new resident data collection process
was being implemented at their location. Residents were
allowed to opt out if they wished to do so.
To ensure that study participants were capable of accurately recalling events from the prior 7 days and providing
valid responses, the Mini-Cog (20) was used to assess
short-term memory issues. Case managers at the partnering
agency were highly skilled in working with residents but
had limited experience conducting interviews designed to
gather health information, especially around issues of cognitive capacity. The Mini-Cog is a brief, widely used, and
validated cognitive screening measure that is easy to administer with training. It has been recommended as a suitable instrument for routine dementia screening in primary
care and with older adults living in a variety of residential
care settings (21,22).
The Mini-Cog assesses short-term memory and asks
individuals to recall three words, and there are six word set
options available to reduce practice effects with repeated
administration. It is important to note that the Mini-Cog
was not developed specifically for use with individuals who
have experienced homelessness or with populations that
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there are not good housing alternatives available, either
within the homeless service system or through external support agencies. Most formerly homeless older adults in PSH
do not meet functional requirements for nursing home placement. For those who are eligible for nursing homes, the beds
are few, the wait is long, and their interim care defaults to
housing providers who are not trained or resourced in a way
to meet their needs (2). These housing service providers are
challenged to identify supportive services for aging clients
within existing community-based programs, which are tailored to more resourced older individuals with identified
family caregivers (1,4).
Currently, there is a dearth of information to guide
housing staff in assessing the cognitive, medical, and psychosocial health of their residents. A systemized approach
to assessment that will assist housing staff to better identify
resident needs and tailor service approaches is needed. The
ability to age in place, a philosophy that is gaining attention in the gerontological field and aging policy, emphasizes
the connection between aging individuals and their familiar
home and community (16) but eludes this vulnerable population (17).
The aim of the current study was to develop a communityacademic partnership to assist community providers in
collecting previously unavailable cognitive, medical, and
psychosocial data on adults over age 50 living in PSH.
A community and academic partnership was launched to develop and integrate a systematic data collection process into
the standard operating procedures of local nonprofit PSH
providers. Such data may help identify gaps and limitations
in current provisions of care and support for homeless older
adults, ultimately informing cities, counties, and states about
critical questions underlying the current homelessness crisis
(18) as well as national policy discussions about housing
older homeless and formerly homeless adults (19).
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Measurements and Data Collection
To ensure the selected measures could be easily integrated into their standard case management services, case
managers assisted in identifying key areas of measurement
focus guided by their anecdotal experience of working with
older adult residents. In addition to the Mini-Cog, five
Patient Reported Outcomes Measure Information System
(PROMIS) measures (23,24) were collected to characterize
the self-rated cognition, mental and physical health, and
social support of participating older adult PSH residents
(Table 1). PROMIS measures were developed and psychometrically validated for use in both the general population
as well as for persons living with chronic conditions. They
have been used extensively with diverse community-based
populations; have high acceptability, reliability, and validity; and are easily administered by trained individuals
(23). Additional items were added for demographic
data (age, sex, education, veteran status) and number of
times residents had experienced homelessness. Interviews

occurred immediately after the residents’ eligibility was
confirmed with the Mini-Cog screening and the consent
form was signed.
To reduce common method biases (25), several interview procedural strategies were used. Special attention was
taken in early meetings with staff to review measures and
get feedback on their application within the PSH service
population. Because residents varied in reading literacy
and familiarity with English, all measures were collected in
an interview format (vs self-administration). Additionally,
participants were given response cards with appropriate
ratings for each PROMIS measure so they could point to
their selection and ask questions about any items that they
did not understand. To mitigate challenges with impaired
vision and hearing, case managers conducted interviews
in well-lit private meeting spaces that were quiet and free
from external interruptions. Response cards were printed
in large font on high contrast card stock.

Data Collection Training
A staggered site-by-site roll-out was used, a strategy
designed to help us quickly identify problems with data
collection and to improve fidelity of training methods. This
was especially useful in the early stages of the rollout to
standardize Mini-Cog scoring. At each site, the principal
investigator (AMS) led a 2-hr training for participating
case manager interviewers. It started with an introduction to common older adult health concerns, followed by
descriptions of the assessment measures and the proposed
process for integrating assessments into their standard resident evaluation and care procedures. Training included
practice administering all questionnaires, documenting
the results, and comparing to a demonstrated training
standard. Training materials included an assessment
manual and practice sheets with examples of typical and

Table 1. Quantitative Measures to Characterize Older Adult Residents in Permanent Supportive Housing

Study variable

Study measure

Description (Cronbach’s alpha)*

Cognition

Mini-Cog

Global Physical Health

PROMIS Scale v1.2-Global Health

Global Mental Health

PROMIS Scale v1.2-Global Health

Brief, cognitive impairment screening tool (score 0–5; participants
scoring <4 were ineligible to participate)
4-item measure of global physical health regarding physical
functioning, pain, and fatigue (α = 0.66)
4-item measure of global mental health regarding quality of life,
emotional distress, and social health (α = 0.78)
11-item measure of physical functioning in everyday activities
(α = 0.90)
8-item measure of self-efficacy over social interactions (α = 0.83)

Physical Functioning

PROMIS Item Bank v1.0 Physical
Functioning with Mobility Aid-SF
Self-Efficacy for Managing Social PROMIS Item Bank v1.0-Self-Efficacy
Interactions
for Managing Social Interactions-SF 8a
Instrumental Support
PROMIS Item Bank v2.0 Instrumental 8-item measure of personal assistance needed to complete daily
Support
activities (α = 0.94)
Cognition
PROMIS Item Bank v2.0- Cognitive
4-item measure of cognitive functional abilities (α = 0.94)
Function Abilities-SF 4a†

Note: *Cronbach’s alphas are from the current study. †All PROMIS measures are rated on a 5-point scale. Summary scores are calculated using the HealthMeasures
Scoring Service (www.healthmeasures.net).
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have significant trauma histories. The word sets were carefully reviewed in early meetings with the PSH staff. Staff
thought that several words (i.e., baby, captain, heaven)
could trigger traumatic responses and chose to only use banana, sunrise, and chair from the recall word set options,
as these words were thought to be neutral and would not
evoke strong emotional responses from participants.
PSH residents who expressed interest in the new data
collection program, had a Mini-Cog score of 4 or greater,
and provided informed consent, were enrolled as study
participants and participated in an additional interview
that was intended to last less than 30 min. Participants received a $7.50 gift card to compensate for their time. The
incentive rate was chosen to be consistent with the $15
minimum hourly wage set in 2015 in the city of Seattle.
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atypical responses. Key management staff participated in
trainings along with staff to demonstrate agency support
and to help facilitate sustained use of the new screening
procedures. The four study implementation sites integrated the assessments into their standard care procedures
immediately following the training. The trainer was available to consult directly with staff following training on
an as-needed basis, and met in person and over the phone
with staff weekly to insure that the process was rigorous
and standardized across all sites.

Analyses included descriptive statistics to assess response
distributions and missing data patterns as well as internal
consistency of the instruments with the study sample. The
PROMIS scales were scored using the HealthMeasures
Scoring Service (www.healthmeasures.net), which is funded
by the National Institutes of Health. Univariate data and
graphical analysis were used to provide a description of
the sample. One-sample t-tests were performed to compare
the sample mean of each PROMIS scale to the reference
U.S. population mean provided by PROMIS based on 2000
census data. Correlations among PROMIS measures, age,
and times of experiencing homeless prior to attaining current residence were examined.

Results
Seventy-six PSH residents were approached for the study.
Twenty-three (30.3%) were excluded because of a low
Mini-Cog score (≤3). Fifty-three PSH residents meeting
the sampling criteria were in the final sample. Residents
ranged from 50 to 76 years of age. They predominantly
self-identified as male, were high school graduates, were
military veterans, and had been homeless on more than one
occasion (Table 2). The interview were timed and took less
than 15 min (M = 12.3 min, SD = 6.5).

Clinical Assessment Results
Internal consistency of the PROMIS measures with this
population was examined (Table 1). All PROMIS scale
means were significantly (p < .05) below 50, the U.S. population mean based on 2000 census data (Table 3). Notably,
global mental health and cognitive scales had means of
41.3 and 42.3, respectively, and were almost one standard
deviation (SD = 10) below the population mean. Global
mental health and cognition were positively correlated
(r = .34, p = .01.)
None of the PROMIS measures were significantly
correlated with age or number of times homeless. Physical
functioning was significantly correlated with global physical health (r = .68, p < .001) but not with global mental
health (r = .15, p = .30). Global physical health and global
mental health were significantly correlated (r = .50, p <

Table 2. Characteristics of Participant Residents (N = 53)

No. (%)
Characteristic
Age, mean (SD)
Male
Veteran
Education
High school no diploma
High school diploma
General education diploma
Post-high school
Number of times homeless*
One
Two
Three or more

60.8 (6.3)
46 (86.8)
43 (81.1)
1 (1.9)
9 (17.0)
8 (15.1)
35 (66.0)
19 (35.9)
13 (24.5)
19 (35.9)

Note: Percent totals may not add to 100% because of missing data. *Participants were asked “How many times have you been homeless prior to attaining
your current housing?”

Table 3. PROMIS Scales T-Scores for Participant Residents

(N = 53)
Scale

Mean (SD) Minimum Maximum

Global health—physical
Global health—mental
Physical functioning
Self-efficacy for managing
social interactions
Instrumental support
Cognition

43.4 (8.3)
41.3 (9.2)
46.5 (9.2)
45.4 (7.8)

p*

26.5
21.3
28.7
31.0

61.6
62.4
55.9
59.8

<.001
<.001
.01
<.001

43.7 (10.6) 27.4
42.3 (8.8) 25.0

64.8
61.1

<.001
<.001

Note: Higher scores indicate higher functioning. A T-score distribution has a
mean of 50 and standard deviation of 10. A 50 score here is the mean of the
U.S. general population based on 2000 census data.
*p value from one-sample t-test compared to reference population mean of 50.

.001). Self-efficacy for managing social interactions and instrumental support were correlated at r = .52 (p < .001).
Self-efficacy for managing social interactions was significantly correlated with global physical health (r = .41,
p = .003) but not with global mental health (r = .26,
p = .06). Instrumental support was significantly correlated
with global mental health (r = .38, p = .006) but not with
global physical health (r = .14, p = .30).

Discussion and Implications
Nationally, data indicates that emergency service programs,
particularly shelters are increasingly serving an older population with the average age of clients being 50 years or
older (26–28). This is true across the continuum of homeless services, with housing programs increasingly reflecting
an “aging of homelessness” phenomenon that was first
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Practice Implications
Our findings indicate that homeless service providers are
very likely to encounter cognitive impairment amongst
their clients. Staff who do not recognize cognitive impairment in residents may mistakenly attribute problematic
behaviors in residents as willful refusal to adhere to community household rules or to follow through with treatment recommendations (e.g., medical appointments), rather
than symptoms of executive dysfunction and memory loss
common in cognitive decline. Staff could overestimate the
residents’ ability to manage their physical and psychosocial
needs independently.

Unfortunately, standard housing service intakes often
do not provide a complete assessment of individuals’
cognitive, mental health, physical wellness, and social
support networks. For example, intake procedures at
programs participating in the current study did not previously routinely include a standard cognitive screening
tool. This study led to the sites integrating the Mini-Cog
screening and PROMIS measures into their routine assessment process, including conducting follow-up interviews
to monitor changes over time. This could be particularly
important for residents who initially passed the Mini-Cog
screening but endorsed subjective concerns on the PROMIS
cognition measure. Additional dementia education for staff
focused on the unique concerns of homeless older adults,
the signs and symptoms of cognitive impairment, and the
development of evidence-based, individualized case management strategies for dealing with individuals across the
cognitive continuum is planned.

Strengths and Limitations
Several limitations to the current study are noted.
Assessments were only conducted at four supportive
housing sites that were operated by a single housing
provider, and conclusions about such may not be generalizable to all PSH residents. However, all residents
entered into these settings from a county run system that
prioritizes housing based on bed availability across all
housing units in the area. The community partner’s PSH
programs that participated in this study included two
sites that received funding from the U.S. Department
of Veterans Affairs and that specifically served formerly
homeless veterans. Although it is likely our sample was
relatively representative of the local population of chronically homeless and nonveteran individuals, additional
research is need to understand how PSH organizations
and the populations they service are similar and different
nationally.
Standardized instruments were not used to collect resident demographic data, although case managers did ask
about their history of homelessness using wording consistent with the HUD standard definition of chronic homelessness. Resident racial/ethnic characteristics were not
collected, nor were data collected regarding PSH case
manager interviewers, because the participant PSH sites
declined to provide this information. Future research would
benefit from gathering these data but must recognize site
sensitivities surrounding private demographic information
for residents and staff as well as detailed agency information about participating sites.
Only residents screened as cognitively intact participated
in the additional PROMIS interviews to ensure that self-report ratings were not affected by memory loss. This limitation does not allow us to compare Mini-Cog results
to the PROMIS cognitive self-report data. When the
study ended, sites were considering inviting all residents
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recognized over a decade ago (27). This study was designed
to begin to address important knowledge gaps by assisting
community partners in collecting previously unavailable
cognitive, medical, and psychosocial data on adults over
age 50 living in PSH.
This study demonstrated the capacity for collecting
cognitive, physical and mental health, and social support
data by case management providers in PSH serving older
adults. We observed a high prevalence of both objective and self-perceived cognitive problems. Almost one
third of PSH residents approached for the study were
found cognitively impaired on the Mini-Cog screening.
Among those deemed not cognitively impaired, residents
endorsed more concerns about cognitive functioning
than the general U.S. adult population. It is worth noting
that some residents declined to participate. According to
case managers who conducted screening and data collection, many of these individuals would likely have not
passed the Mini-Cog screening. This field observation
suggests that the numbers of individuals living in PSH
with cognitive impairment may be greater than is generally recognized.
Global mental health in our study sample was also
lower than the general U.S. adult population, as were
ratings of social support and physical health. These
findings, compared to national reference scores, are not
surprising for this population and are consistent with other
studies (2,6,29), highlighting the vulnerability of formerly
homeless older adults in PSH settings. The impact of social support on mental and physical health has been well
described (30). Although a relatively vast array of services
and tailored approaches have been developed to assist the
wider population of older adults through aging service organizations, PSH residents do not have access to many of
them. This study’s findings on cognition, health, and social
support together call for further examination of housing
service models and polices aiming to end homelessness,
including policies that assume independent, autonomous
functioning of PSH residents and give priority on housing
stability to the exclusion of any services focused on health
needs or service that are critical to help older adults age
in place.
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Policy Implications
Although not directly tied to data presented in this study,
this collaborative community-academic partnership helps
shine a light on a growing, but largely overlooked, human
crisis. The homeless service delivery system is based on an
extensive, diverse network of human service, and housing
agencies. It disperses across thousands of communities,
large and small, in every state of the nation. These agencies,
with few exceptions, have limited or no experience with
delivering services tailored to serve the needs of aging
adults, particularly adults with dementia or other cognitive impairments. An investment in integration of an evidence-based set of cognitive, mental and physical health,
and social support assessment tools in PSH settings would
be beneficial to supporting successful aging-in-place among
these highly vulnerable older adults. We believe that policy
implications of the current study center on three areas:
1. Addressing the “housing plus services” need for the
rapidly growing aging population that has experienced homelessness.
Current research shows that:
•	People 50+ in age constitute more than 30% of
the nation’s homeless population, and this is an
increasing trend (8).
•	Homeless adults aged 50+ have higher rates of
mortality and significant chronic health problems,
including cognitive impairments (28).

•	Homeless persons age prematurely, in part due to
the impacts of prolonged exposure to stressors,
leading to “weathering” impacts (28).
Housing programs that serve persons experiencing homelessness are not resourced or staffed appropriately to effectively deliver services tailored to their unique needs—yet
these programs are foundational to both personal stability
and improved health outcomes.
2. 
Strengthening the capacity of organizations that
serve vulnerable/older populations in order to more
effectively serve the evolving needs of this growing
segment population.
The homeless service delivery system is based on a large
number of diverse nonprofit human service and housing
agencies. These organizations, with few exceptions, have
limited or no experience with delivering services tailored
to serve the needs of aging adults, particularly adults with
dementia or other cognitive impairments. An important
benefit to this investment in capacity will be the long-term
effectiveness and viability of the sector.
3. Informing policy development that impacts the resources and practices serving this currently underserved population.
Mainstream programs finance everything from health
care to housing to basic income supports. These public
sector resources are a critical part of the social safety net,
ensuring the survival and basic quality of life for tens of
millions of people, including older adults who have experienced homelessness or who are at risk of becoming
homeless. There is significant value to ensuring that resource decisions and operational policies are designed
to maximize the quality of life for individuals with the
greatest needs.

Summary
This study highlights the need for further research to understand the state of homeless older adults’ cognition as
well as their physical, mental, and social support needs.
Partnering community and academic organizations can
lead to systematic evaluation of relevant assessment and
intervention protocols in PSH settings, as well as better
understanding of PSH client outcomes and cost–benefits
to agencies. Ultimately, future research on how to integrate cognitive, physical and mental health assessment and
monitoring as well as dementia training in outreach services, day programs, emergency shelters, hygiene centers,
and transitional housing will strengthen our capacities to
better serve homeless older adults.
In conclusion, this study demonstrated that it is feasible
to develop a systematic intake system for case managers
to assess the cognitive, physical, and psychosocial status
of older adults served within homeless housing programs.
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to complete the PROMIS measures regardless of their
Mini-Cog scores. Unfortunately, funding for this 1-year
study did not include support for ongoing screening follow-up and fidelity monitoring by the academic partner at
implementation sites.
Despite limitations, strengths of this study are noteworthy. First, the collaborative approach of this study
yielded process insights that contributed to its success and
the sustainability for the sites. Site case managers were an
integral part of the research team. Sites reported that the use
of case managers who the resident trusted, rather than university research staff to conduct recruitment and data collection increased the completeness and quality of the data
collected, compared to previous academic on-site studies
that had relied upon research staff. Second, eliciting input
from PSH staff regarding use of the Mini-Cog screening
and PROMIS data collection with residents that have significant trauma histories may have increased participation
as well as staff buy-in to the assessment process. Lastly,
the study demonstrates the value of academic-community
partnerships in developing evidence-based, sustainable
programs that address the needs of vibrant human service
communities that are continuously evolving in the face of
changing political and financial circumstances.
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Data demonstrating the high rates of cognitive impairment, physical and mental health difficulties, and poor
psychosocial support in this population have numerous
clinical practice and public policy implications that should
be considered by local communities and national delivery
systems (1).
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