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Many older adults experience homelessness in Canada, yet cur-
rent shelters and temporary housing are not designed or 
resourced for them. We outline the magnitude of this large and 
growing public health and social challenge, describe the social 
and health care needs of older adults experiencing homeless-
ness, and suggest potential solutions.

How many older adults are experiencing 
homelessness?

People experiencing homelessness are considered older adults at 
age 50 years and older, given that phenotypic aging occurs at 
younger ages in this population.1 According to Canada’s National 
Shelter Study, the estimated proportion of adults aged 50 years 
and older among people staying in shelters rose from 13.5% (n = 
19 179) in 2005 to 24.2% (n  =  33 011) in 2014, with those aged 
65  years and older doubling from 1.6% (n  =  2244) to 3.2% 
(n = 4332).2 People older than 50 years were the only age group to 
have increased shelter use over this time.3 In 2021, 32% of people 
using shelters were aged 50 years and older.4 These statistics do 
not include the many older adults who were unsheltered, living 
outdoors, and experiencing hidden homelessness in provisional 
accommodations, such as living temporarily with friends or family.2

What puts older adults at risk of homelessness?

Some older adults experiencing homelessness were homeless ear-
lier in life, while others experience homelessness for the first time in 
later life. Those with homelessness first occurring before the age of 
50 years are more likely to have a history of earlier adverse experi-
ences such as trauma and abuse, lower attainment of typical mile-
stones (e.g., stable employment, stable relationships, high school 
education), and mental health conditions and substance use.5 Some 
circumstances that occur with advancing age can lead to first home-
lessness in later life, such as physical health problems, relationship 
changes (e.g., breakdown of a cohabitation relationship, death of a 
relative), and lower, fixed income because of the transition to retire-
ment or employment loss.6 However, qualitative and observational 
research conducted in the last 2 decades in several countries points 
to insufficient income and a shortage of affordable and suitable 
housing as core drivers of the rise in late-life homelessness.6,7

In-depth interviews have revealed that interrelated dis-
advantages experienced throughout all life stages contribute to 

homelessness and perpetuate health disparities in later life.5,6 
Economic disadvantages starting earlier in life contribute to 
lower income and fewer financial reserves in later life, which can 
amplify the impacts of high living costs and lack of housing.6,7 
Black older adults are overrepresented in shelters, compared 
with their White counterparts, which highlights how lifelong 
overt and structural racism affects income, employment, and 
other opportunities.8 Gender differences in income and career 
trajectories contribute to a greater proportion of women than 
men with core housing needs (21% and 9%, respectively).9

Complex health states that occur more commonly in older 
age — such as dementia, frailty and falls, and chronic health condi-
tions — also contribute to the risk of homelessness.10 Dementia and 
other causes of cognitive impairment make it harder to navigate 
health care, social services, and housing systems, especially in the 
context of breakdowns in personal relationships or social net-
works.6 Missed rental payments and hoarding because of cognitive 
impairment can result in eviction.11 Shortages of appropriate housing 
options, health and social services to support older adults’ ability 
to age in place, and vacancies in long-term care (LTC) homes fur-
ther increase the risk of homelessness among older adults.10

How do older adults experience 
homelessness?

Evidence suggests that people experiencing homelessness 
develop manifestations of advanced age and are considered 
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Key points
• People experiencing homelessness develop geriatric syndromes 

and medical conditions that occur more commonly with older 
age, including cognitive and functional impairment, at younger 
ages than their counterparts who have not experienced 
homelessness.

• The proportion of people 50 years and older using shelters is 
increasing, but most shelters in Canada are not adequately 
designed and resourced to meet the needs of older adults.

• Older adults experiencing homelessness, who have often have a 
history of injustice and trauma, require individualized and 
integrated approaches to meet their needs; these approaches 
require collaborations between health and long-term care, 
public health, housing, and other community agencies.



Analysis

 CMAJ  |  May 21, 2024  |  Volume 196  |  Issue 19 E663

“seniors” at younger ages than those who are housed. Follow-
up interviews with participants recruited into a large cohort of 
people experiencing homelessness during midlife in 1 urban 
centre in the US found that older adults experiencing homeless-
ness (median age of 58  yr) had geriatric syndromes at higher 
rates than their housed counterparts (median age 79 yr), includ-
ing cognitive impairment (25.8% v. 12.0%), difficulties with activi-
ties of daily living (38.9% v. 22.6%), visual impairment (45.1% v. 
13.8%), and urinary incontinence (48% v. 41.1%).1 A systematic 
review found that the mean prevalence of cognitive impairment 
was 25.4% among people experiencing homelessness (mean age 
46  yr), which was 5–8  times greater than the average of adults 
aged 70 years and older.12

A large cohort study found that older adults experiencing 
homelessness have more chronic health conditions — including 
cardiovascular disease, mental health diagnoses, and depend-
ency on alcohol, tobacco, and criminalized drugs — than their 
housed counterparts.5 Moreover, their risk of premature death 
was recently shown to be 3.5 times higher, with those experienc-
ing homelessness for the first time in late life having the highest 
risk, possibly because they had a health crisis or a worsening 
chronic condition, were less resilient to the effects of homeless-
ness than those with previous experiences of it, or both.13

People experiencing homelessness may have prolonged hospi-
tal stays.14 When they no longer require acute medical care, they 
are often discharged to an environment, such as a shelter, where 
their complex needs cannot be met (e.g., some shelters require 
residents to vacate during the day).14 Older adults in shelters are 
more likely than younger people to experience adverse events, 
including falls, hospital admissions, and being victims of crimes.7

How should older adults at risk of and 
experiencing homelessness be supported?

A recent Canadian guideline suggested that care of homeless and 
vulnerably housed people should be tailored to a person’s gen-
der, age, Indigenous heritage, ethnicity, and history of trauma.15 
Although few studies have evaluated strategies to prevent first 
homelessness among older adults, age-related vulnerabilities to 
homelessness should guide potential interventions. 

Social and medical supports 
To prevent homelessness, strategies should identify and offer inter-
vention to older adults at highest risk. Service coordinators can 
review subsidized housing wait-lists to identify and coordinate 
resources for older adults at highest risk of losing their current hous-
ing.16 Tenancy monitoring programs can identify older adults who 
are missing rent payments consistently and determine and address 
the causes, such as cognitive impairment and insufficient income. 
Financial subsidies may help older adults on fixed incomes to pay 
rent or mortgages so that they do not forgo basic needs such as 
food, or lose their housing.16 Other prevention strategies identified 
by older adults and service providers include addressing isolation 
(e.g., reuniting with family, matching with roommates), alleviating 
food insecurity, providing in-home support with activities of daily liv-
ing, providing transportation, and supporting home modifications.17

Older adults experiencing homelessness deserve shelter pol-
icies and government strategies that consider their care needs, 
and age-friendly shelters that have adequate physical environ-
ments, appropriate staffing, and access to required medical ser-
vices.7,16 Older adults experiencing homelessness may have faced 
substantial marginalization, dehumanization, and structural vio-
lence, and care models should prioritize trust, rapport building, 
and ensuring personal safety.18 Trauma-informed approaches 
are critical to care for those who have experienced abuse and 
adverse life experiences.15

The Canadian guideline for homeless and vulnerably housed 
people recommends case management and access to compre-
hensive primary care.15 Although existing systematic reviews are 
not specific to older adults experiencing homelessness, these 
recommendations are likely still appropriate. Primary care, geri-
atric medicine, and psychiatry services provided within shelters 
can detect undiagnosed mental health conditions and dementia 
among older adults experiencing homelessness. Low-barrier, 
specialized geriatric services may enhance care of older adults 
experiencing homelessness in shelters. 

We developed and implemented a geriatric outreach program 
for older adults residing in 2 shelters in downtown Toronto, in 
which a geriatrician provides comprehensive assessments and a 
geriatric counsellor helps to implement plans, links residents to 
resources, educates residents and staff, and liaises between the 
geriatrician, shelter staff, and health care team members, includ-
ing primary care providers. A preliminary program evaluation 
involving shelter staff and health care workers found that the 
program helped to identify undiagnosed and undertreated 
issues, optimize care for older adults experiencing homeless-
ness, assist in care transitions, and build capacity among clin-
icians and site staff. Respondents reported that the outreach 
counsellor with specialized geriatric training and experience was 
essential to the program.19

Housing
Housing is an important health intervention for older adults 
experi encing homelessness. Older adults who had formerly 
experi enced homelessness and were then housed had lower mor-
tality than their counterparts who remained homeless or who 
were institutionalized.13 However, homelessness among older 
adults can be cyclical if they are not supported by programs that 
increase the likelihood of successful relocations.20 Housing inter-
ventions should provide support for those with decreased mobil-
ity, functional decline, and cognitive impairment.10

For older adults experiencing homelessness, urgent 
de velopment and expansion of housing models that support 
aging in the right place is needed.10 The models should pro-
mote person-centred care that integrates mental and physical 
health care with housing and social support.10 Important pro-
gram elements include case management or care navigation, 
on-site harm-reduction and addiction support, assistance with 
activities of daily living while promoting life skills and 
independ ence, social and recreational programming, relation-
ship building and fostering community, adaptable physical 
spaces, and staff that are available and empowered to care for 
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older adults.10 Canham and colleagues10 identified and cat-
egorized shelter or housing models for older adults experienc-
ing homelessness based on the level of support needed and 
the intended length of stay. These models included emer-
gency, transitional, or temporary shelter or housing with sup-
port; permanent supportive housing; LTC; and palliative care 
and hospice for end-of-life care.

Permanent supportive housing is a promising model for older 
adults experiencing homelessness that provides permanent, sub-
sidized housing with on-site or closely linked supportive services 
for those who do not require continuous supervised care.10 In 
Ottawa, The Oaks offers harm reduction in permanent support-
ive housing designed to adapt to the needs of residents as they 
age.21 The residence provides a medically regulated managed 
alcohol program, on-site medical and mental health services, 
case management, assistance with personal care, scheduled 
activities, meals, and life-skills training. In San Francisco, a per-
manent supportive housing building — tailored to older adults 
who have previously experienced homelessness — offers on-site 
case managers, assistance with activities of daily living, and an 
adult health program that provides activities and socialization, 
nursing care, physical therapy, occupational therapy, and meals. 
An evaluation showed reductions in hospital-based care 
ex penditures after relocation to the building.22 Some older adults 
who had previously experienced homelessness and had initially 
moved to skilled nursing facilities, similar to LTC homes in Can-
ada, were successfully transitioned to a level of greater 
in dependence in permanent supportive housing. The Program of 
All-Inclusive Care for the Elderly (PACE) model integrates health 
and social services within low-income, supportive housing for 
older adults. Although not specific to older adults who had previ-
ously experienced homelessness, this model may reduce hospi-
tal use and admissions.23

How should long-term care adjust to better 
serve older adults experiencing homelessness?

Long-term care may be the most appropriate environment for 
some older adults experiencing homelessness who require con-
tinuous supervised care and higher levels of support with activ-
ities of daily living than provided in supportive housing models.10 
In Canada, LTC homes have a shortage of vacancies and long 
wait-lists. However, access to LTC for older adults experiencing 
homelessness may be disproportionately difficult since they 
have no fixed address, do not have a consistent health care pro-
vider to complete and update the required health assessments, 
and lack established communication pathways with LTC admis-
sion coordinators, which hampers assessment.1,10,20 They are also 
less likely than housed people to have a stable partner or care-
giver to help with advocacy and navigation of the LTC process.1 
Since most LTC homes do not support substance use or harm-
reduction approaches, most decline admission to older adults 
experiencing homelessness who use substances.10 Concerns that 
the other LTC residents could be harmed by being exposed to 
people with a background of homelessness may also trigger 
application rejection.

Achieving equitable access to LTC for older adults experiencing 
homelessness will require redesigning LTC assessment and admis-
sion processes, including direct admissions from hospitals to LTC. 
Capacity building in LTC homes and new models of care, co-created 
with older adults experiencing homelessness, are needed, especially 
in applying trauma-informed care, accommodating people with 
substance use disorders, adopting harm-reduction approaches, and 
expanding managed alcohol programs to LTC.24 Admission to LTC 
homes should not depend on the financial ability to pay.

A purpose-built LTC model in Australia serves adults at risk of 
or experiencing homelessness, with different wards for different 
patient groups, including one for women and one for those with 
higher physical or cognitive care needs.25 It prioritizes trust- 
building and uses a trauma-informed lens. A case study reported 
that participants (median age 76  yr), had significant improve-
ments in personal well-being scores and improvements in health-
related quality of life; use of the model also resulted in cost sav-
ings, driven mainly by reduced hospital admissions.25 When such 
new models are developed and implemented in Canada, their 
effectiveness and cost-effectiveness should be evaluated.

Conclusion

Caring for the growing population of older adults experiencing 
homelessness in Canada will require intersectoral collaborations 
between health, LTC, public health, housing, and other com-
munity agencies. Without urgent action, older adults experienc-
ing homelessness will remain marginalized, undergo early aging, 
and continue to be at risk for deterioration and death in shelters 
and other temporary accommodations that are neither equipped 
nor designed to meet their needs.
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