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There has been considerable
concern among clinicians and
program planners that the

distinctive service needs of older
homeless adults have not been well
characterized or addressed clinically.
Until now, the focus of attention has
been on the considerably larger pop-
ulation of younger homeless adults

(1–4). Yet as the population of the
United States ages and baby boomers
approach older age, the proportion of
homeless individuals who are older
adults may increase, although the
availability of Social Security may
continue to keep their numbers dis-
proportionately low (5).

Estimates of the percentage of the

overall homeless population who are
over 55 vary widely, from 3% to over
20% (1,6), but are generally consider-
ably lower than the percentage of the
U.S. population (24.3%) represented
by adults over 55 (7). Homeless older
adults are more likely than younger
homeless adults to be Caucasian, to
be male, and to have physical health
problems (1,4,8–11).

Some studies have found high rates
of mental illness (12) and substance
abuse (13,14) among homeless older
adults. Previous studies have found
that compared with homeless younger
adults, homeless older adults are more
likely to report alcohol dependence
but less likely to report drug depend-
ence, psychotic symptoms, and post-
traumatic stress disorder (1,8–10). 

It has been estimated that between
25% and 33% of homeless adults have
a serious mental illness (15). Serious
mental illness is a risk factor for
homelessness (16) and makes the
treatment more complex and chal-
lenging (17). Homeless older adults
with a serious mental illness repre-
sent a vulnerable population that is in
need of research-informed treat-
ment. Identifying the unique needs
and areas of poorer outcome of
homeless older adults may facilitate
the development of interventions de-
signed to address their specific needs.

To date, research published about
homeless older people has been
based on small local samples assessed
at one time point and thus has yield-
ed inconsistent results (1,8–10). This
study used data from Access to Com-
munity Care and Effective Services
and Supports (ACCESS), (18), a
large, 18-site national demonstration
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project that assessed the impact of ef-
forts to increase service system inte-
gration for homeless adults with a se-
rious mental illness. ACCESS was
funded by the Center for Mental
Health Services of the U.S. Depart-
ment of Health and Human Services.
It remains an important and informa-
tive study of homeless adults with
mental illness because of its extensive
assessment, large sample size, and
longitudinal data collection.

This study used data collected by
the ACCESS project to compare
baseline variables by age group and
then used multinomial logistic regres-
sion to identify independent charac-
teristics that differentiated the oldest
group and the younger groups at the
time of program entry. Finally, after
control for baseline differences de-
tected by multinomial logistic regres-
sion, outcomes of the age groups over
a 12-month follow-up period were ex-
amined.

Methods
Sample and procedures
Data were obtained from the AC-
CESS program public database. Data
collection took place between 1994
and 1998. All ACCESS clients received
intensive case management services.
Of the 18 data collection sites across
the country, nine were given extra re-
sources to increase system integra-
tion. The results indicated that al-
though the nine experimental sites
showed increased service system inte-
gration, there were no differences in
client improvement at the experi-
mental and the control sites (19).

Participants were eligible if they
had spent at least seven of the previ-
ous 14 nights at an emergency shelter,
outdoors, or in a public building; had
been identified as having a serious
mental illness by a 30-item screening
algorithm developed for a previous
homelessness outreach study (20);
and were not engaged in more than
minimal mental health treatment. Se-
rious mental illness was defined as
having symptoms of depression, ma-
nia, or psychosis, on the basis of self-
report, or having been observed by an
interviewer to have symptoms of psy-
chosis unrelated to substance use. All
sites had specialized community out-
reach teams to recruit homeless peo-

ple with an untreated mental illness.
Written informed consent was ob-

tained from all participants. Struc-
tured interviews were conducted at
baseline and at three- and 12-month
follow-ups.

Measures
Psychometric information and meth-
ods for confirming treatment fidelity
were reported in a previous publica-
tion (19). Demographic information
about gender, race, years of educa-
tion, marital status, employment, and
money earned during the previous
month was collected. Homelessness
was assessed on the basis of sleeping
location during the previous 60
nights. Literal homelessness was de-
fined as sleeping outdoors, in an
abandoned or public building or auto-
mobile, or at an emergency shelter.
Being housed was defined as living in
a hotel, boarding home, halfway
house, residential program, institu-
tion, jail, or one’s own or another’s
residence. Data about the individual’s
age during the first episode of home-
lessness, number of episodes of
homelessness, and lifetime years of
homelessness were also collected.

Psychiatric symptoms, alcohol use,
drug use, and history of a suicide at-
tempt were assessed with the relevant
subscales of the Addiction Severity
Index (ASI), a measure found to be
valid with older adults (21,22). Scores
range between 0 and 1, with higher
scores indicating more severe symp-
toms. The ASI psychiatric score is cal-
culated by equally weighing 11 ques-
tions about symptoms of sadness or
anxiety, hallucinations, suicidal idea-
tion, suicide attempt, whether one is
currently prescribed psychiatric med-
ication, and how much one is both-
ered by psychiatric symptoms. The
ASI alcohol score is calculated by
equally weighing six items about the
number of days in the past 30 days
one drank alcohol and felt drunk and
the amount of money spent on alco-
hol, how much one is bothered by al-
cohol problems, and how important
one feels it is to get treatment for
these problems. The ASI drug score
is calculated by equally weighing 11
items assessing over the past 30 days
the number of days of use, the
amount of money spent, and with-

drawal symptoms related to several il-
legal drugs and how much one is
bothered by drug problems and how
important one feels it is to get treat-
ment for these problems.

Selected items of the Diagnostic
Interview Schedule (23) and the Psy-
chiatric Epidemiology Research In-
terview (24) were used to create three
composite scores: a depression score,
a psychosis score, and an interviewer
observation of overtly psychotic be-
havior. The depression score summed
the number of depression symptoms
reported by an individual from among
a list of five symptoms that included
depressed mood or decreased inter-
est or pleasure, trouble concentrat-
ing, feelings of worthlessness or guilt,
thoughts about death, and psychomo-
tor agitation. The psychosis score as-
sessed the frequency of ten psychosis
symptoms; each symptom had a max-
imum value of 4 points, for a maxi-
mum total of 40 points. The inter-
viewer-observation score represented
the number of behaviors suggestive of
psychosis, such as responses to inter-
nal stimuli, out of a possible 13, that
were observed during the interview.
Each behavior is rated on a scale of 0,
not at all, to 4, a large extent, for a
maximum score of 52.

Physical health was assessed by the
total number of medical disorders en-
dorsed from among a list of 17. Sub-
jective health status was assessed with
the question, “Compared to other
people your age, would you say your
health is excellent, very good, good,
fair, or poor?”

Social support network size was cal-
culated as the total number of people
available from a list of nine roles, such
as parent or friend, to help with three
types of problems (short-term loan of
$100, ride to an appointment, and
someone to talk with if feeling suici-
dal), for a maximum total of 27 points
(25). Social support satisfaction was
calculated as the average response to
nine questions derived from the
Lehman Quality of Life Interview,
each rated from 1, terrible, to 7, de-
lighted (25). Quality of life was meas-
ured with a single item from the
Lehman Quality of Life Interview
(26), “Tell me how you feel about
your life overall right now,” scored on
the same scale. A composite satisfac-
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tion with safety score was calculated
by averaging a client’s ratings in five
categories of safety, from 1, terrible,
to 7, delighted.

Early-life instability was assessed
with the Family of Origin Instability
Scale (27), a 12-item scale that in-
cludes questions about family history
before the client’s 18th birthday, in-
cluding history of abuse and financial
difficulties. History of antisocial be-
havior was assessed with the Helzer
Conduct Disorder Scale (28), which
includes nine yes-or-no questions that
are based on the DSM-III criteria for
conduct disorder. Past legal involve-
ment was assessed with questions
from the ASI (21).

Statistical analysis
Kruskal-Wallis and chi square analy-
ses were used to compare baseline
data among young (age 18 to 34),
middle-aged (age 35 to 54), and older
(age 55 and older) participants be-
cause of nonnormal distributions and
nonequivalent distributions between
groups. Significant Kruskal-Wallis re-
sults were analyzed for post hoc be-
tween-group differences with the
Mann-Whitney U test. Effect size was
calculated by using Cohen’s d.

The homelessness research litera-
ture supports the use of a relatively
young age to demarcate “older adult,”
because homeless adults resemble
nonhomeless adults who are ten to 20
years older (6,29). Multinomial logis-
tic regression was used to identify
characteristics that independently
differentiated older homeless adults
from the younger groups.

Next, baseline characteristics of the
subgroups with and without follow-
up data were compared to identify
potential biases in the follow-up sam-
ple. Finally, after adjustment for po-
tentially confounding baseline differ-
ences identified by multinomial logis-
tic regression, a mixed-model analysis
was used to compare outcomes be-
tween age cohorts at three-month
and 12-month follow-ups.

Results
Baseline data were available for 7,235
clients. A total of 2,469 were age 18 to
34 and 4,358 were age 35 to 54. There
were 408 adults age 55 or older. Of
the older sample, 230 (56%) people

were age 55 to 59, and 156 (38%)
were age 60 to 69. A total of 20 (5%)
individuals were age 70 to 79; one
client was 85, and one was 95.

Baseline assessment
Table 1 provides a summary of demo-
graphic and homelessness character-
istics at baseline. Primarily the older
adults were male (61%), Caucasian
(60%), and unmarried (94%).

Table 2 summarizes mental health,
substance use, and physical health
variables at baseline. Compared with
members of the other age groups, the
older adults reported significantly
fewer symptoms of depression and
psychosis and significantly fewer gen-
eral psychiatric symptoms (ASI psy-
chiatric score). The effect sizes were
largest for general psychiatric symp-
toms. History of a suicide attempt was
prominent among all three age
groups—young (59%), middle-aged
(50%), and older (26%). The ASI
score for alcohol use was lowest
among the older group; the ASI score
for drug use was highest among the
young group and lowest among the
older group. The number of medical
conditions endorsed by the older
adults was equivalent to the number
endorsed by the middle-aged adults
but more than the number endorsed
by the young adults.

Table 3 summarizes social support
variables at baseline. Compared with
participants in the younger age
groups, the older adults had the
fewest social supports but expressed
greater satisfaction with them. The
older adults reported higher quality
of life and higher satisfaction with
safety. They had the most childhood
stability and the fewest conduct disor-
der symptoms.

Multinomial logistic regression was
used to identify independent signifi-
cant differences between age groups
(the older adults were the reference
group). The variables found to be sig-
nificantly different were data collec-
tion site, work status, marital status,
gender, depression score, years of ed-
ucation, money received through
public support, years homeless, psy-
chosis score, history of suicide at-
tempt, number of medical problems,
Family of Origin Instability Scale
score, Helzer Conduct Disorder

Scale score, and social support net-
work size.

Outcome assessment
Sample representativeness. A total of
331 of the older adults, 81% of the
original sample, were available for 12-
month follow-up. Compared with
those who were not available at fol-
low-up, the older adults assessed at
the follow-up were older by approxi-
mately two years and had worse social
support satisfaction, greater instabili-
ty in their family of origin, and more
drug use (data available on request).
At 12-month follow-up, middle-aged
adults (N=3,513, 81%) had fewer life-
time years homeless and more med-
ical and psychiatric problems than
those not available for follow-up.
Young adults who were available at
the 12-month follow-up (N=1,925,
78%) had more lifetime suicide at-
tempts than young adults who were
not available at the follow-up.

Alcohol and drug use scores of
those who were retained in the study
were compared with scores of those
who dropped out. There was no sig-
nificant effect for alcohol use score,
but those who dropped out of the
study had a slightly higher drug use
score than those who continued to
participate for 12 months. No adjust-
ment was made for baseline differ-
ences in alcohol and drug use by the
two groups, which may represent a
limitation to the analysis.

Outcomes. The mixed-model analy-
sis compared the three age groups at
three time points (baseline and at
three-month and 12-month follow-
ups) after adjustment for all baseline
variables found to be significantly dif-
ferent in the multinomial logistic re-
gression (Figure 1). All age groups
had a decrease in days homeless over
the one-year period (age effect,
F=8.74, df=2 and 18,000, p<.001;
time effect, F=1,186.94, df=2 and
18,000, p<.001; and interaction of
time × age, F=4.02, df=4 and 18,000,
p=.003). At three-month follow-up,
older adults had significantly more
days homeless than the other age
groups (Figure 1).

The older adults had the lowest al-
cohol use score at baseline, but they
had the highest score at one-year fol-
low-up, given that use declined faster
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among the younger age groups and
use among the older clients increased
from three months to one year (time
effect, F=52.18, df=2 and 18,000, p<
.001; interaction of time × age, F=
3.97, df=4 and 18,000, p=.003) (Fig-
ure 1). The same pattern was ob-
served for drug use score, with the
older adults having the lowest scores
at baseline but the highest scores at
one-year follow-up (time effect,
F=72.74, df=2 and 18,000, p<.001;
interaction of time × age, F=6.32,
df=4 and 18,000, p<.001). On the ASI
psychiatric score, the older adults had
the lowest score at baseline, and the
score decreased over time for all age
groups. The rate of decline was sig-
nificantly greater among both groups

of younger adults and greatest for the
youngest adults versus the older adults
(time effect, F=362.88, df=2 and
18,000, p<.001; interaction of time ×
age, F=10.30, df=4 and 18,000, p<
.001). At one-year follow-up, young
adults had the lowest ASI psychiatric
score of any age group.

There was also a significant main ef-
fect for data collection site, but it did
not have an impact on the significant
interaction effects for age and days
homeless, ASI psychiatric score, drug
use score, and alcohol use score. There
were no significant interactions of time
and age group on any other outcome,
including depression score, public
support payments, subjective health,
quality of life, and suicide attempt.

Discussion
This study found that at baseline,
homeless adults who were older con-
sistently had better mental health and
fewer, but more satisfying, social sup-
ports than the younger groups. Over a
one-year period, all age groups expe-
rienced a decrease in days homeless.
The older adults had the lowest sub-
stance use and psychiatric scores at
baseline, but over time the other age
groups experienced more rapid and
larger decreases of such scores. At the
one-year mark, young adults had the
lowest scores for substance use and
psychiatric symptoms. Although dif-
ferences in the scores of the three age
groups over time were statistically
significant, the change in ASI psychi-
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Sociodemographic and housing characteristics of homeless adults, by age group

Young Middle-aged Older Between-group 
(18–34) (35–54) (55 or older) comparisona

(N=2,469) (N=4,358) (N=408)
Young Middle-aged

Characteristic N % N % N % Statisticb df p vs. older vs. older

Age (M±SD years) 28.47±4.38 42.30±5.12 60.17±5.11
Gender χ2=28.66 2 <.001

Male 1,437 58 2,820 65 247 61
Female 1,030 42 1,537 35 161 40

Race χ2=58.47 4 <.001
Caucasian 1,022 41 1,790 41 243 60
African American 1,150 47 2,114 49 113 28
Other 293 12 450 10 51 13

Marital status χ2=701.34 8 <.001
Divorced 300 12 1,417 33 162 40
Never married 1,698 69 1,895 44 108 27
Married 134 5 240 5 26 6
Separated 311 13 655 15 58 14
Widowed 24 1 144 3 52 13

Employment status χ2=540.75 18 <.001
Full-time 561 23 697 16 22 5
Irregular part-time 483 20 735 17 43 11
Retired 0 — 4 — 23 6
Disability 437 18 1,193 28 137 34
Unemployed 754 31 1,365 32 159 39

Education (M±SD years) 11.3±2.2 11.8±2.6 11.1±3.5 K=130.810 2, 7,200 <.001 .08 .26
Earned income in past

month (M±SD) $58±$208 $53±$203 $18±$88 K=39.051 2, 7,212 <.001 .20 .18
Public support payments

in past month (M±SD) $179±$236 $228±$360 $305±$309 K=51.346 2, 7,234 <.001 .51 .22
Total money received

in past month (M±SD) $299±$475 $330±$448 $361±$346 K=41.152 2, 7,230 <.001 .13 .07
Nights homeless (M±SD)c 36.0±20.8 38.0±21.1 39.1±22.1 K=16.917 2, 7,234 <.001 .14 .05
Nights housed (M±SD)d 13.1±17.8 11.1±17.1 9.5±17.4 K=61.860 2, 7,234 <.001 .20 .10
Age when first

homeless (M±SD years) 23.0±6.1 33.6±10.2 48.6±14.0 K=2,291.999 2, 7,025 <.001 3.31 1.42
Total years homelessness

(M±SD) 2.3±3.6 3.6±5.5 4.6±7.7 K=54.835 2, 7,005 <.001 .52 .17

a Cohen’s d effect size was used to compare young versus older adults and middle-aged versus older adults.
b Chi square analysis was used for categorical variables, and Kruskal-Wallis test was used for continuous variables.
c Nights in the past 60 days spent sleeping outdoors, in an abandoned or public building or automobile, or at an emergency shelter
d Nights in the past 60 days spent at a hotel, boarding home, halfway house, residential program, institution, jail, or one’s own or another’s residence



atric score was more clinically mean-
ingful than the changes in ASI drug
and alcohol scores.

At baseline, the older adults had
markedly less current and lifetime

substance use than the younger age
groups. Although the age differences
were statistically significant for alco-
hol and drug use, the effect size was
larger for drug use. Over time, sub-

stance abuse by the two groups of
younger adults decreased sharply, but
among the older adults, substance use
decreased by the three-month follow-
up but had returned to its original lev-
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Mental health, substance use, and general medical health among homeless adults, by age group

Young Middle-aged Older Between-group 
(18–34) (35–54) (55 or older) comparisona

(N=2,469) (N=4,358) (N=408)
Young Middle-aged

Characteristic N % N % N % Statisticb df p vs. older vs. older

Psychiatric symptoms
(M±SD score)c .56±.23 .52±.25 .37±.26 K=104.658 2, 7,009 <.001 .81 .60

Depression (M±SD score)d 3.36±1.89 3.19±1.98 2.24±2.07 K=43.293 2, 7,231 <.001 .58 .48
Psychosis (M±SD score)e 11.62±9.28 11.20±9.30 8.24±9.15 K=36.312 2, 7,227 <.001 .37 .32
Overtly psychotic behavior

(M±SD score)f 10.02±7.81 10.91±8.10 11.95±7.95 K=26.412 2, 7,228 <.001 .25 .13
Ever attempted suicide 1,442 59 2,160 50 104 26 χ2=161.67 2 <.001
Lifetime suicide attempts 4.54±7.35 3.68±6.05 3.11±4.22 K=34.358 2, 3,659 <.001 .20 .10
Alcohol use (M±SD score)c .13±.20 .15±.22 .08±.16 K=52.280 2, 7,133 <.001 .28 .32
Drug use (M±SD score)c .08±.12 .07±.11 .02±.06 K=191.694 2, 7,172 <.001 .56 .48
Ever used drugs 1,956 80 3,228 75 135 34 χ2=381.85 2 <.001
Drug use in past 30 days 749 31 1,047 24 26 6 χ2=115.47 2 <.001
Health problems (M±SD)g 2.3±2.1 3.1±2.4 3.1±2.3 K=136.797 2, 7,186 <.001 .38 0
Subjective health

(M±SD score)h 2.8±1.2 2.6±1.2 2.7±1.2 K=12.905 2, 7,208 .002 .08 .08

a Cohen’s d effect size was used to compare young versus older adults and middle-aged versus older adults.
b Chi square analysis was used for categorical variables, and Kruskal-Wallis test was used for continuous variables.
c Relevant subscales of the Addiction Severity Index. Possible scores range from 0 to 1, with higher scores indicating more symptoms.
d Possible scores range from 0 to 5, with higher scores indicating more depressive symptoms.
e Possible scores range from 0 to 40, with higher scores indicating more psychotic symptoms.
f Interviewer observation. Possible scores range from 0 to 52, with higher scores indicating more psychotic symptoms.
g Possible scores range from 0 to 17, with higher scores indicating more health problems.
h Possible scores range from 1 to 5, with higher scores indicating better perceived health compared with others.

TTaabbllee  33

Social support and community adjustment among homeless adults, by age group

Young Middle-aged Older Between-group 
(18–34) (35–54) (55 or older) comparisona

(N=2,469) (N=4,358) (N=408)
Young Middle-aged

Characteristic M SD M SD M SD Kappa df p vs. older vs. older

Social support sizeb 2.0 2.1 1.8 2.2 1.2 1.5 67.62 2, 7,227 <.001 .40 .27
Social support satisfaction

scorec 4.1 1.1 4.1 1.1 4.3 1.1 27.59 2, 6,666 <.001 .25 .21
Quality of life scored 3.2 1.7 3.3 1.7 3.6 1.8 11.37 2, 7,200 .003 .23 .18
Family of Origin Instability

Scale scoree 6.0 2.6 5.0 2.7 3.7 2.5 278.94 2, 7,215 <.001 .92 .50
Helzer Conduct Disorder

Scale scoref 3.3 2.5 2.3 2.4 1.3 1.8 291.88 2, 7,221 <.001 .80 .42
Ever convicted of a crime (N)g 1,145 2,190 125
Lifetime months in jail 11.3 27.4 19.8 46.2 15.1 45.6 51.94 2, 7,234 <.001 .12 .10
Satisfaction with safety scoreh 3.8 1.3 3.8 1.3 4.1 1.3 24.61 2, 7,094 <.001 .27 .27

a Cohen’s d effect size was used to compare young versus older adults and middle-aged versus older adults.
b Possible scores range from 0 to 27, with higher scores indicating more people available for support.
c Possible scores range from 1 to 7, with higher scores indicating more satisfaction with social support.
d Possible scores range from 1 to 7, with higher scores indicating better subjective quality of life.
e Possible scores range from 0 to 12, with higher scores indicating more childhood instability.
f Possible scores range from 0 to 9, with higher scores indicating more conduct disorder symptoms during childhood.
g Young adults, 47%; middle-aged adults, 50%; and older adults, 31%; χ2=60.29, df=2, p<.001
h Possible scores range from 1 to 7, with higher scores indicating more satisfaction with safety.



els at the one-year follow-up. Overall,
the rate of substance use by the older
adults was relatively low compared
with rates of substance use reported
by other studies of homeless and non-
homeless older adults (30). Two other
studies found that homeless older
adults had lower rates of drug use,
but higher rates of alcohol use, com-
pared with younger adults (8,9).

In interpreting the data, it is impor-
tant to consider the greater impact of
a given amount of alcohol on an older
adult because of age-related changes
in the metabolism of alcohol (31,32)
and the increased risk for adverse al-
cohol-medication interactions among
older adults because of the increased
use of medications (33).

This study found that older adults
had the lowest ratings for overall psy-
chiatric symptoms at baseline but that

these age differences disappeared at
one-year follow-up because of more
rapid improvement among the two
younger groups of adults. Past re-
search has found that among home-
less adults, rates of psychosis symp-
toms were lower among older versus
younger adults but that rates of other
psychiatric symptoms among the two
groups were comparable (8,9).

Lifetime history of suicide attempt
was more likely to be reported by the
younger groups of homeless adults.
Among nonhomeless samples, older
adults are among the age groups with
the highest rates of completed sui-
cide, and among older adults, Cau-
casian men have the highest rates of
completed suicide. Yet older adults
have the fewest nonlethal attempts
(34,35). The relatively lower rates of
past suicide attempts among the old-

er subsample of this study might be
due to a combination of better mental
health at baseline and a greater likeli-
hood that suicide attempts would be
successful.

The longitudinal data show that
among older adults, substance use
scores improved at a slower rate or
did not change compared with the
scores of young and middle-aged
adults, who demonstrated improve-
ments in substance use scores and
across all of the primary measures of
outcome. Although the mixed model
controlled for baseline differences, it
is possible that the lower levels of
substance use at baseline among the
older adults had an impact on the
data analysis. Interpretation of age-
related longitudinal changes in sub-
stance use should be cautious given
the small significant changes. The
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Mixed-model analyses comparing outcomes of homeless adults at three- and 12-month follow-ups, by age groupa
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a Analyses controlled for variables that were significantly different at baseline. Young adults were age 18–34; middle-aged adults, age 35–54; and older
adults, age 55 or older.

b Number of days homeless in the past 60 days
c Relevant subscales of the Addiction Severity Index (ASI). Possible scores range from 0 to 1, with higher scores indicating more symptoms.



reasons for these age differences are
unclear but may reflect that younger
people possess greater behavioral
malleability or that current interven-
tions lack efficacy in addressing the
specific needs of homeless older
adults.

Methodological limitations of this
study include the exclusion of home-
less adults without mental health di-
agnoses, selection bias, time elapsed
since data collection, lack of cognitive
assessment, and incomplete follow-
up rates. Given the study’s inclusion
criteria, the results are applicable
only to homeless adults with a mental
health diagnosis who are willing to
participate in an intervention project;
however, that is clearly the population
of greatest concern to mental health
practitioners.

The ACCESS data collection, dat-
ing from 1994 to 1998, are now over a
decade old, and cohort effects may be
relevant. However, such effects are
unlikely to account for all of the age-
related differences found by this
study. There has been research pre-
dicting that the baby boomer cohort
will lead to an increase in substance
use among homeless older adults
(36). Recent research has shown an
increase in drug-related admissions
and a decrease in alcohol-related ad-
missions among older adults, but al-
cohol dependence remains the most
common substance use diagnosis
among older adults (37).

Although there have been some
increases in homeless services since
the data were collected, going for-
ward, budget cuts may cause future
services to resemble those of the
past; in addition, the ACCESS study
provided participants with greater
services than were available in the
community, thus creating a treat-
ment environment similar to what is
available in the community current-
ly. The older data remain valuable
because they represent the largest
collection of longitudinal data about
homeless older adults with mental
illness, a subgroup that is rarely stud-
ied.

Conclusions
This study found that among home-
less adults with mental illness, the
older clients scored lower than

younger clients on baseline measures
of mental health and substance use
and higher on baseline measures of
social adaptation, reflecting less se-
vere problems. Over a one-year peri-
od of active community-based case
management, housing improved sub-
stantially for all age groups. The com-
parison of psychiatric and substance
use variables between age groups
showed a distinct pattern of differ-
ence, however, with lower severity at
baseline and less improvement over
time among the older adults. In par-
ticular, the lack of improvement in al-
cohol use over time among the older
adults suggests a need for interven-
tions tailored for their age group;
these age-related longitudinal find-
ings would be strengthened through
replication in future research.

Although the differences in base-
line and longitudinal outcomes
among age groups were statistically
significant, the small magnitude of
the differences suggests that some
may not be clinically meaningful and
that one must be cautious in drawing
implications for clinical service deliv-
ery or policy. For example, treatment
of homeless adults may justifiably
emphasize outcomes such as drug
use, given the high rates of drug use
on average among the homeless pop-
ulation. However, treatment of
homeless older adults may be im-
proved by focusing on utilizing these
individuals’ small but high-quality so-
cial support networks and other
strengths that allow for survival in a
high-risk environment.
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