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“Homeless and at-risk veterans need more than just 

shelter. We must give them the tools to empower 

themselves and reclaim the self-worth and dignity 

which comes from occupying a place in the American 

dream. It is a dream they fought so hard to defend for 

the rest of us.” - Maria 

Cuomo Cole

The Silver Tsunami 

in the Homeless 

Population

Calista Nabors, LCSW

Department of Veterans Affairs 
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Scope

• HUD defines geriatric homeless person as one who is over 50 years of age and is homeless

• Multiple studies have shown that a 50-year old person living chronically on the streets has 
medical and psychological conditions that are usually only seen in persons who are 15 to 20 
years older (Chau)

• Veterans ages 62-74 expect to increase by 50 – 250% (by 2020)

• Health care cost increases

• Between $10,000 and $15,000 under 25-51 y/o

• Over $15,000 over 55 y/o

• Top 10% of geriatric homeless utilizers at VAPAHCS in FY17 averaged a cost of $176,007 per 
Veteran



Acuity

Data shows that our geriatric veterans experiencing homelessness are at risk:

• 39% difficulty with ADLs

• 38% global cognitive impairment

• 40% executive function impairment (managing complex tasks)

• 34% reported fall in past 6 months

• 48% screened positive for incontinence

• 45% visual impairments

• 36% hearing impaired

• Leading causes of mortality - all homeless 45 y/o plus

–Heart disease and cancer

–Managing chronic disease

»Medications, compliance, diets, activities,

Study done at UCSF overseen by Margot Kush, MD



Systems Change Desired

With the “Silver Tsunami” coming, it became clear that the unique needs of this population 
simply could not be met in a regular shelter setting

• Assistance with basic ADLs
• Medication reminders
• Nursing monitoring
• Unlike Medical Respite, this model is to address more chronic conditions while Medical 

Respite is structured to address time limited recovery.
• A very similar model to a licensed board and are without providing licensed only care
• Interdisciplinary nursing support to see Veterans’ cases in new ways



Intervention in Action

73-year-old, male, Vietnam Era veteran
• Prior to admission into Geriatric Program:

• Average stay in a residential program was 5 months. 
• 3 GPD programs,  2 HCHV CERS programs which resulted in veteran being discharged from 

the programs for needing a higher level of care.  
• Veteran was also in the Medical Respite program for more than one admission totaling 8 

months,  with the same results. 
• Multiple denials to CALVET Homes (even with appeals supported by VA mental health staff)
• Hospital Events:

• 28 ER visits totaling 57 bed stays in hospital
• 2 ER visits a month in 2018 in a medical respite program
• Each ER visit, veteran presented with an average blood Glucose of 372



Intervention in Action

• The program provided scheduled medication prompting, keeps track of medication as 
required, and assisted the veteran with testing. 

• Diet is tailored to address chronic medical conditions.

• Veteran attended all medical and mental health appointments with support.

• Veteran was connected with VBA and assisted with applying for benefits

• Veteran had ZERO ER visits or hospitalizations during admission to the GHP: Blood glucose is in 
average range

• Veteran was able to reconnect with Family and now has social support.

• Housed in an appropriate setting, with additional assistance to set veteran up for success in 
his optimal level of independence. 



New Emergency Housing: 
The Geriatric Program

Geriatric homeless programs should provide:
• Medical oversight
• Nutrition programs
• Coordinated care with mental health and medical providers
• Connection to VBA, IHHS, fiduciary services, local options for both veteran and 

non veteran programs 
• Placement: residential care facilities, board and care homes, independent living 

facilities, State Veteran Homes and HUD-VASH
• Geriatric program providers need to be connected to board and care and care 

home facilities
• Intensive Case Management

• Behavioral modification, providers should be comfortable working with the 
veterans who are experiencing homelessness.  

• Medical oversight including: one-person assist, extensive education for 
medication and condition, assistance at doctors appointments…. Education, 
advocacy, and empowerment. 



Results 

Cost savings:

• 53% decrease in the combined cost 
of ER and hospital care. 

$127,314 

$59,546 

Pre-intervention Post-Discharge



Results continued

Utilization of emergency services

• 46% reduction in emergency 
department visits 

2.2

1.2

Pre-intervention Post-Discharge



Results continued

Hospital Admissions

• 48% reduction in overall 
admissions

• 14% reduction in length of stay 
during admissions

48

15

25

13

Pre-Intervention Post-Discharge



Results continued

Above all, this program is life changing for veterans. By stopping the 
cycle of homelessness, geriatric veterans are becoming more stable and 
experiencing an optimal level of independence.  By treating veterans 
with an appropriate intervention, we give them the dignity they 
deserve. 



Consideration for Adaptation 

• The San Francisco Bay Area and outlying communities have a housing crisis, which affects 
moderately priced board and cares (both licensed and non-licensed), assisted living units, 
independent living units, and Medicaid/MediCal long term beds.  

• Your area may or may not face the same challenge. But, the geriatric population is 
increasing and aging veterans are becoming more vulnerable. 

• Scaling down of services offered at Residential Care Facility for the Elderly vs. asking 
homeless shelter provider to provide increased services they are not familiar with 

• Is your department familiar with your local RFCE Networks?  

• Are the RFCE providers familiar and prepared to work with the homeless population?  
What about the homeless veteran population?  

• Make community connections, engage with providers and support veterans’ needs 
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