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Abstract

Background The number of older people experiencing homelessness in Australia is rising, yet there is a lack of
specialised residential care for older people subject to homelessness with high care and palliative needs. To address
this significant gap, a purpose-built care home was recently opened in Sydney, Australia.

Methods This qualitative study explores the experiences of both residents and staff who were living and working in
the home over the first twelve months since its opening. Residents were interviewed at baseline (n=32) and after six
months (n=22), while staff (n=13) were interviewed after twelve months. Interviews were analysed using a reflexive
thematic analysis approach informed by grounded theory.

Results Three main themes emerged: (1) Challenges in providing care for older people subject to homelessness
with high care needs; (2) Defining a residential care service that supports older people subject to homelessness with
high care needs, and (3) Perception of the impact of living and working in a purpose-built care home after six months
(residents) and twelve months (staff) since its opening. A key finding was that of the complex interplay between
resident dependency and behaviours, referral pathways and stakeholder engagement, government funding models
and requirements, staff training and wellbeing, and the need to meet operational viability.

Conclusion This study provides novel insights into how the lives of older people subject to homelessness with high
care needs are affected by living in a specifically designed care home, and on some of the challenges faced and
solved by staff working in the care home. A significant gap in the healthcare system remains when it comes to the
effective provision of high care for older people subject to homelessness.
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Background

The number of older people experiencing homeless-
ness is rising [1] and statistical modelling predicts this
to continue as the baby boomer generation ages [2]. The
demographic of this social group consists predominantly
of men, however there has been an increase in the pro-
portion of women [3] and an over-representation of First
Nations people [2, 4].

Research on the pathways leading to homelessness
in older age indicates that complex interconnections
between structural and individual factors are influenc-
ing this shift [5]. Among the structural elements, there
is a lack of affordable housing [6], followed by economic
instability where there are fewer available job options,
and welfare systems that may not adequately support
vulnerable populations [7, 8]. Individual factors include
chronic mental health conditions, drug and alcohol use
[9], family breakdown [10], a history of violence in the
family, sometimes linked with non-heterosexual sexual
identity [11], having been in the child welfare system,
often as a result of physical abuse in the family [12], gam-
bling addiction [13], and having spent time in institution-
alised facilities such as detention centres, prisons, and
psychiatric hospitals [14, 15].

Substance use, in particular, has been strongly associ-
ated with prolonged and persistent homelessness among
older people with mental health conditions and has been
described as one of the main causes of their premature
mortality rates [16]. Furthermore, substance use among
older people who are homeless is a growing public health
concern and one that is linked with the ageing of the baby
boomer generation, a cohort whose use of illicit drugs
has been higher than any previous cohorts [17]. The lit-
erature suggests that due to the challenges experienced in
their lives, homeless older adults usually ‘exhibit cogni-
tive and physical characteristics of someone 10-20 years
older and have a corresponding subjective age identity’
[18], which suggests that their physical and mental health
closely resemble those of a much older person. Indeed, in
both literature and practice, the age of 50 has been used
as a threshold to typify ‘older’ homeless persons [19].
Older people experiencing homelessness present with
unique health, psychosocial and geriatric problems (e.g.
mobility impairment, falls, frailty, cognitive impairment
and urinary incontinence) that are difficult to treat with-
out housing stability, ongoing health support, and a care
plan in place, often leaving this cohort with persistent
and deteriorating health conditions [20].

At present, there is a lack of specialised residential
care for older people subject to homelessness with high
care and palliative care needs [21, 22], a significant gap
in Australia’s aged care system. In Australia, a com-
plex aged care system that involves different legislation
across both federal and state governments contributes

Page 2 of 14

to confusion and service gaps where different models of
care coexist [23]. Additionally, there is limited provision
of funding for aged care providers to support people who
are experiencing or are at-risk of being homeless (Beer
et al,, [23]. Homeless and older people who are at-risk of
being homeless are addressed in social policies where the
shortage of social housing has been described as one of
the main factors that contribute to homelessness in the
Australian society [24, 25]. When it comes to accessing
residential care, older people experiencing homeless-
ness in Australia have a limited choice of options such as
shelters, transitional accommodation, and crisis accom-
modation (e.g. temporary shelter, residing in boarding
houses or couch surfing), which do not provide nursing
care [26]. In addition, such facilities are not equipped to
provide specialist assessment and behavioural support,
an aspect that is important to address the complex needs
of this cohort of people [27].

To address this gap, a new care home for older peo-
ple with high level needs was opened in March 2020 in
inner-city Sydney, as this area presented an uniquely high
proportion of older individuals subject to homelessness
[28]. The new care home has adopted a trauma-informed
model of care where staff are specifically trained to care
for a cohort of residents with traumatic lived experi-
ences, and associated complex physical and psychologi-
cal needs [27, 29]. The health, wellbeing, and cost-benefit
outcomes for residents over the first 12 months of living
in the home have been published elsewhere [30]. In brief,
resident scores in personal wellbeing and overall health-
related quality of life improved, and levels of frailty, phys-
ical functional independence and global cognition were
maintained over the first 12 months of residing in the
home.

The aim of the present study was to: (1) understand
resident and care home staff perspectives on their lives
in the new home; (2) explore the challenges faced by both
residents and staff over their first 12 months of being in
the care home and (3) outline implications for the repli-
cation of similar services.

Methods

Study design

The study was part of a larger service evaluation of a
new care home in Sydney (Australia) targeting older
people subject to homelessness. The main body of work
[30] defined people as being ‘subject to homelessness’ if
they are/were homelessness, or if they were ‘at-risk’ of
possible homelessness. This aligns with a recent report
by the Australian Housing and Urban Research Insti-
tute highlighting that strategies to address homeless-
ness must include people who are homeless and at-risk
of homelessness [1, 31], therefore, the term ‘subject to
homelessness’ was used to describe the cohort in the



Preti et al. BMC Geriatrics (2024) 24:249

present study. The evaluation used a mixed-methods
approach to explore quantitative health and wellbeing
outcomes over the first year of operation of the care
home, together with costs and cost benefit [30]. This
current paper presents the qualitative data from the
perspective of residents and staff who were living and
working in the new care home. For the residents, this
included their views on living in the new facility, and
the consequent perceived impact on their health and
wellbeing.

Setting

The care home was designed ‘to provide a sense of com-
munity, foster a sense of dignity and facilitate indepen-
dence and movement’ in the context of providing high
level residential aged care [32], through 42 individual
rooms with ensuites and balconies, over four floors.
One floor was exclusively allocated to female residents
and each floor has a shared lounge, kitchen, dining and
quiet area [29]. The care home was built as a partner-
ship between the not-for-profit aged care provider and
a church in the inner city of Sydney where homelessness
is concentrated, with funding support from the provider,
private and other philanthropic donors, and from Local
Government [32; Personal Communication]. Extensive
consultations with the age care service sector and local
homeless service providers in the area were also held
prior to the building stage [29]. The vision of the new
facility was to provide a high level of care for older people
who are homeless or at-risk of homelessness with com-
plex care needs. The top floor of the facility was reserved
to palliative care residents, to provide a dignified end of
life care to a cohort that tend to die alone and apart [32].
Through both the design and operation of the home, a
trauma-informed approach to care was considered [30].
The facility had a nurse on the premises 24/7, and spe-
cially trained staff, including palliative care specialists,
and pastoral care workers. Additionally, a care-worker
led staffing model facilitates trust development between
staff and residents. In order to live in the home, residents
are required to pay a fixed percentage out of their gov-
ernment-funded aged pension.

Participants and recruitment

Residents who were admitted permanently to the care
home were invited to take part in the study. Residents
who were admitted for ‘respite’ on a temporary basis
were not recruited. In order to participate in the study,
residents were required to be willing and able to give
informed consent and comply with the study require-
ments (for the purpose of this study it was to partici-
pate in interviews). It was made clear to each resident
that participation in the study was completely voluntary
and that non-participation would in no way affect their
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residency within the home. The researchers applied the
tenets of supported decision making [33] to assist partici-
pants in making an informed choice about participating
in the research.

The recruitment of staff working in the aged care home
was done initially through flyers outlining the purpose of
the study, that were placed in communal staff areas. Some
of the staff approached the researchers directly while oth-
ers were approached by the researcher and agreed to be
interviewed. A convenience sample was stratified accord-
ing to the staff professional role to ensure a diverse cross
section of experiences were represented (e.g., nurse,
carer, pastoral care, manager, admission staff, etc.) and
different shifts (morning, afternoon, night). Identified
staff were contacted by email with a participant informa-
tion sheet and informed consent was obtained prior to
being interviewed. The study was approved by the St Vin-
cent’s Hospital Sydney Human Research Ethics Commit-
tee [2019/ETH11898].

Data collection

One-to-one semi structured interviews were conducted
with the participants by an experienced team of qualita-
tive researchers (AR, NR, COC, CP), either face to face
within the aged care home, or via online video call. Resi-
dent interviews took place between March 2020 — April
2021. Residents were interviewed at baseline, being soon
after admission to the home, and again after six months,
to explore their personal history leading to homelessness
(or being at-risk of homelessness) and their experience
and perceptions of the changes in their lives result-
ing from living in the care home. Staff were interviewed
between March — May 2021, a year after the care home
had opened, to explore their experiences of working
within the care home. Interviews were audio recorded,
de-identified and transcribed verbatim by an external
transcription company. Of note, this study was con-
ducted during the COVID-19 pandemic, and during this
first year of operation the home was subject to periods of
lockdown which may have impacted on resident and staff
experiences.

Data analysis
Transcriptions were analysed using a ‘reflexive thematic
analysis’ approach [34, 35] informed by grounded theory
[36] as the interview questions were not underpinned
by an hypothesis, but their nature was explorative. The
reflexive thematic approach allowed the research team
to identify patterns through the data, to understand
participants’ perceptions of their experiences [34], and
grounded theory supported the development of the anal-
ysis without theoretical constraints [37].

The research team who collected and coded the data
had experience in conducting social science research,
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with a specialisation in dementia care, aged care, reha-
bilitation, occupational therapy, social work and experi-
ence in research in hospitals. However, they did not have
previous experience of researching older people experi-
encing homelessness. Through regular meetings, shared
notes, and open communication, the team discussed
their daily experience in the care home and the nature of
their interactions with the different participants. These
formal and informal discussions informed the data analy-
sis which was a rich dataset including participants with
different roles (residents and staff) which helped the tri-
angulation of data.

Content analysis of the transcripts followed the six
steps outlined by Braun and Clarke [34]: (1) familia-
rise with the data through reading of the interview
transcripts; (2) generate initial codes; (3) search for

Table 1 Staff demographics (n=13)

Sex Count (%)
Female 8(61.5)
Male 5(38.5)
Age (years) Count (%)
18-24 1(7.7)
25-34 7(53.8)
35-44 4(30.7)
55-64 1(7.7)
Prior experience working in the Count (%)
homelessness sector

Yes 2(15.4)

No 11 (84.6)
Self-identified cultural/ethnic Count (%)
background

Australian 9 (69.2)
Nepalese 2(153)
Chinese 1(7.7)
African 1(7.7)
Duration of working experience in Years
aged care

Median 35
Interquartile range (25-75th 1-7
percentiles)

Duration of employment with the Months
current home

Median 11
Interquartile range (25-75th 7-15
percentiles)

Roles Administration officer

Carer (afternoon shift- Level 1)
Carer (morning shift— Level 2)
Carer (morning shift— Level 3)
Carer (night shift)

Manager

Manager

Manager

Occupational Therapist
Pastoral Care

Registered Nurse (morning shift)
Relief Manager

Volunteer Coordinator
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themes; (4) review themes while (5) generating thematic
maps of the dataset; and finally, (6) define a final list of
themes through a refining process that connects themes
through causal relationships. Codes were grouped into
sub-themes and subsequently grouped under overarch-
ing themes which represented a central definition [35].
Interview transcripts and interview notes were imported
into Atlas.ti (version 9) [38] and initially coded by one
researcher (CP). Consistency was enhanced through
inter-coder reliability checking with another member of
the research team (NR) to minimise subjective bias [39].
This process followed the steps highlighted by Nili and
colleagues [40] where, after discussing a coding scheme,
a fellow researcher coded transcriptions of selected inter-
views. This phase was followed by two separate meetings
between the researchers (CP, NR) to discuss inter-coder
reliability for segments of text coded and to revise the
final list of coding.

Results

Residents taking part in the study were interviewed at
baseline (n=32) and after six months (#=22). Due to
their high health care needs it was not always possible
to interview all participants recruited at each time point;
10 residents were interviewed at baseline only, while 22
residents were interviewed both at baseline and at six
months, and two residents were not able to be inter-
viewed at either time point. The demographics of partici-
pants are presented elsewhere [30]. In brief, the residents
taking part in the study had a median age of 75.6 years,
the majority were males (65.7%), and most were consid-
ered to be ‘at-risk’ of homelessness (62.9%), while just
over a third of participants had experienced homeless-
ness at some stage of their life (37.1%). Prior to their
admission into the care home the majority of residents
were living in Government housing (57.1%) and some
were previously in lower care residential care (20%). Most
residents were referred from a hospital (62.9%), followed
by other care providers (25.7%) and homelessness ser-
vices (8.6%), with one resident referred by a friend. The
majority of residents moved into the home due to a range
of high-level care needs that spanned two broad catego-
ries: (1) high health care needs (54.3%) such as functional
decline and inability to manage independently, or (2) high
care needs due to psychological, cognitive, or substance-
related support needs (40%).

Staff (n=13) were interviewed 12 months after the care
home was opened. The majority of care home staff were
female (61.5%), with the most represented age group
being 25-34 years (53.8%). Staff predominantly iden-
tified as Australian (69.2%). The majority of staff who
were interviewed did not have prior experience work-
ing within the homelessness sector (84.6%) (see Table 1).
There was a range of experience across staft in terms of
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number of years working within the aged care sector, and
all staff had been working within the current organisation
for over six months.

Themes were derived by the combined analysis of resi-
dent and staff interviews. Table 2 provides a detailed
overview of the identified concepts and subthemes; the
final themes are presented in the central column, while
on either side of the table are the contributing sub-
themes identified in the resident group (left) and staff
group (right). Three main themes emerged:

1. Challenges in providing care for older people subject
to homelessness with high care needs.

2. Defining a residential care service that supports older
people subject to homelessness with high care needs.

3. Perception of the impact of living and working in a
purpose-built care home after six months (residents)
and 12 months (staff) since its opening.

Theme 1: challenges in providing care for older people
subject to homelessness with high care needs

Before their referral to the home, some residents
reported living in accommodations that may not have
met basic standards of hygiene (the transcripts include
accounts of the presence of insects and rodents) and
where they could not manage to live independently due
to their increased care needs. Most residents had been
accommodated in government owned social housing
where the resident had lived for a long time. Some resi-
dents reported that they had to live on a higher floor and
without a lift, and due to their decreased mobility, had
difficulty moving in and out of the accommodation:

[...] the stairs [were] my main obstacle and the fact
that I can’t breathe. The building is filthy, it’s dis-
gusting, it's mouldy it’s - it’s falling down around me
literally. I walked downstairs the other day and a
whole chunk of cement fell on my head. And that’s
happened three times. [R21]

Residents who moved into the care home from lower
care facilities, such as other aged care homes, hostels
and boarding houses, described shocking’ hygiene issues,
crowded rooms, poor facilities and incidents where staff
were perceived to steal money from the residents. The
quote below is from a resident who was coming from a
fully concessional residential care home for people who
are homeless or at-risk of homelessness:

One of the staff borrowed money off me and stupid
me, I gave this person money. That caused a lot of
drama and then the manager found out about it

because somebody dobbed [...]. We had a four bed-
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room, four people in our room, but it was a big
room [...]. I had one bloke [name], he was fantastic,
but the other bloke was just, you know, he was just
obnoxious really. He stayed all night with his TV up
and I don’t know, dramas, dramas. Then Id say turn
your TV down and that. In the end the manager got
him an ear plug. [R29]

Drinking addictions and family break-ups were reported
as significant events that might have caused a shift in
their lives:

I stayed there for about 2 years and then I started
drinking again, I was going downhill fast. So I've -
what I done - that’s right, the relatives sold all the
places, all the property. So I - whatd I do - I went
to - got a Housing Commission [government hous-
ing], that’s right [...]. That’s where I went there and
I had a few girlfriends and bit of a rough life there,
you know. On drugs and shit, you know, alcohol. So
I sort of woke up to myself and I chucked the place
in and started just sleeping on the trains. I thought
this is good this, you keep all your money, you're not
paying nothing and it's not too bad. I didn’t smash
the place up, and they're watching all the time, the
railway people. I was homeless for um - what year is
it now? [R10]

Some of the residents discussed a traumatic childhood,
mostly spent in institutions and did not have any family
support around:

I've been in government custody I suppose youd say,
as a kid [...] Not staying with people, but in foster
care, I'm talking about staying in kids’ institutions. I
was in and out of those all the time. [R21]

While others had few family connections they were able
to maintain over time, although they often discussed tak-
ing care of children that were following a similar path
(drug addiction, homeless, mental health issues):

My son comes occasionally. He's got schizophrenia
and he can't sit for five minutes. He comes in and
says hello and then he goes. At least he comes. [R15]

Despite the specific trauma informed training that the
staff had received prior to their employment, navigat-
ing the varied behavioural challenges that residents
presented as a result of their past, was described by the
staff as a difficult aspect of their job. For example, some
residents demonstrated guarded’ behaviour and an
unwillingness, or inability, to trust the staff for medical
treatment/care. The personal background of the residents
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Table 2 List of final themes and subthemes according to resident or staff interview data
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RESIDENTS were interviewed at baseline (n=32) and 6 months (n=22)

Main Themes

Sub Themes

FINALTHEMES STAFF (n=13)

Main Themes

Sub Themes

Life before coming

to the nursing
home

Events that could
have determined
the shift to
homelessness

Family and social
connections
Paths of referral to
the nursing home

Life after coming to

the nursing home

Interactions with
staff

Livingina
nursing home
- perspectives

- Living in different accommodations (e.g. shelters,
boarding houses, hostels)

- Professional life

- Living in Social housing

- Living a homeless life

- Living in different nursing homes

- Drinking problems

- Break up in the family

- Let down by the system

- Reasons why people choose to live a homeless life
- Suggestions to end homelessness

- Family link

- Social links with friends

- Reasons behind their referral: health deteriorated
+Who helped with the transfer to the nursing home
- Path of referral - from hospital [to respite] to a nursing
home

- Positive comments about living at the home - after 6
months

- Life after coming to the nursing home - expectations
not met

- Interaction with other residents

- Activities in the home

- Health improved

« Expectation met

« Financial issues

- Sense of purpose

- Positive views of staff

« Negative views of staff

- Cultural differences of staff

- Different perspectives around food

- Comments about living in a nursing home - expecta-
tion and reality

- Residents’ personal goals

- Suggestions for improvement

THEME 1 Challenges in

Challenges in the job

providing care

for older people

subject to

homelessness

with high care

needs

THEME 2 Referral

Defining an mechanisms

aged care

service that

supports older

people subject

to homeless-

ness with high

care needs
Themes that
have been
discussed but
still need to be
clarified

THEME 3 Reward,

Perception of motivation,

the impact satisfaction

of living and

working in a

nursing home

after6and 12

months (respec-

tively) since its

opening
Supporting
the residents

Working with
homeless resi-
dents - what
makes a good
carer

« Resident behaviour:

o Additional roles needed

o Additional resources needed

0 Good support received within the
organisation

« English as second language - Bar-
rier for in depth conversations

«How are the admission criteria
supporting homeless people

- Finding the right match between
new residents and current residents
- No appropriate referrals from
homelessness agencies

+ How are the residents assessed
before being accepted

- The main feeder is the hospital

+ Admission criteria have been
tweaked since the opening

- The aim is to target high care and
palliative care needs

- Relations with external services
(hospital, agencies)

« Defining the aims of this service
within the organisation

« Debate within the organisation
about the service offered and its
targets

- Rewarding aspect of the job
- Motivations to stay in the job
- Satisfaction with the job

« Supporting the residents’sense of
purpose

- Spiritual care

« Personal quality needed in the job
« Additional training identified

« Training vs. no training received

« Prior experience vs. no prior
experience

and the trauma informed model of care implemented in
the home meant that the residents’ decisions were con-
sidered paramount, even if that resulted in not pursu-
ing specific treatment if it was refused. This aspect was
considered challenging for some of the staff as their

professional training and the trauma-informed approach
promoted in the home were often hard to reconcile:

Not everyone is willing to accept help or willing to
want to get better. Even though you might explain
to them the benefits of doing a certain practice,
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they’re still not interested. [...] [Name], for instance,
he could have lost his foot at one stage if he wasn’t
careful, but he still wasn'’t interested in attending
an appointment with the High Risk Foot Clinic, and
he wasn't interested in us dressing it and cleaning it
regularly. He's better now, but the fact that he under-
stood when we explained it to him when he was
sober, that he could potentially lose his foot, it still
didn’t click. He still wasn’t interested in anything to
make it better. And so I think there’s a few people
like that that they’re not interested in doing some-
thing to, that they know better their health. They just
want to live. They just want to sit around, do their
own thing, be their own person, and still have that
independence of choosing that. “No, no don’t want
to do that” Which is completely different to a lot of
other services [...] 1d like it just a bit more guidance
in how to manage people that refuse medical care.
[S04]

Some of the staff were wondering whether this model of
care could have included a ‘recovery’ element where resi-
dents were supported through actively processing some
of their past trauma:

I think the discussion is worth having about you
know under the heading of “recovery” really. Like,
you know, everyone- most people have some trauma.
A lot of people have mental health. Some people
have background in addiction. And, you know,
is there a role for us to work more proactively and
deliberately in that space? [...] we’re not any other
facility because of this specific cohort you know, peo-
ple with trauma and a homelessness background.
So do we need to be more intentional about think-
ing about helping people to process trauma or, anger
management or addiction issues or, in the more kind
of what I loosely call a recovery area. [SO7]

However, the trauma-informed model implemented in
the new care home was perceived as quite different by
some of the staff who struggled to reconcile the theoreti-
cal premises of the approach with the more traditional
model of care they were used to:

What I didn’t really expect is the fact that people, the
residents here are allowed to smoke. Most of the aged
care where I have worked before people don’t smoke
or the cigarettes are rationed. [...] And another one
is that some residents use actually drugs here. They
cannot admit it, but they use them, like we had one
who overdosed himself last week, so those are the
issues that I thought maybe they are going to do like
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a rehabilitation or something [...] things are different
to this. But it’s very difficult here. [S10]

The challenges in dealing with the residents’ behaviours
were also expressed, with staff noting that they often had
to learn from experience about dealing with behavioural
triggers in residents, and would have liked additional
training, such as in the areas of mental health.

So training on how to adapt to different behaviours
or people’s triggers or what that kind of thing would
be beneficial. [SO3]

Most of them don’t want to talk about their families.
Just the mention of family for them, some of them it’s
a trigger. So yeah, so we avoid talking about it unless
there are ones who talk about their families, yeah.
[S10]

Theme 2: defining a residential care service that supports
older people subject to homelessness with high care needs
Managers spoke about how the admission criteria for
residents impacted the care home. Admission criteria
involved two key factors: (1) the resident being ‘subject
to homelessness, and (2) the care needs of the resident,
which determined the level of government funding pro-
vided (based on the Aged Care Funding Instrument
(ACFI) and a ‘homelessness supplement’) [41], which
in-turn impacted the ability of the care home to meet its
operational requirements [41]:

For us we do have the homelessness payment that
we get from the government. There are four areas to
meet that criteria for the Homelessness Supplement
[...] they have to be homeless or at risk of home-
lessness. They need to be either living in temporary
accommodation, in a boarding house or in a housing
commission or obviously on the street or at a friend’s
house. They also need to require support either with
behaviours or activities of daily living. And they do
need to have a particular diagnosis. Usually a men-
tal health diagnosis or a dementia diagnosis to fit
that criteria. If they don't fit that criteria then we
don’t claim the Homelessness Supplement and the
issue there is sometimes they’re too low care to be
here. On the flip side, if they don’t meet the Home-
lessness Supplement but they are high care for our
ACFI then we usually will accept them as well. [S12]

The admission criteria were difficult to juggle on both
a financial level and a social/organisational level. If the
admission team was accepting more residents who were
homeless or at risk of homelessness, but with lower care
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needs, they needed to ensure a safe environment for the
other residents living in the home:

it will be great to be able to start getting more people
in that are more at that end stage of life and pallia-
tive care where they need more higher nursing care
and I think as we go, we'll define that better but it’s
challenging with the criteria that the government
expects you to have with that homelessness [crite-
ria]. Keeping that criterion and keeping the space
safe is a very fine line. I think we've got there but it
still comes with challenges. [S11]

Over the first 12 months of operation, the management
team was refining the admission criteria, getting an
understanding of the scope of the service and outlining
some of the limitations needed to be in place to create a
functional service:

So we can’t take people who have those violent ten-
dencies which you can see in a lot of mental health
issues. We really were meant to be for that end of life
palliative care or higher complex nursing care, not
higher complex mental health issues. [S11]

The most common referral pathway for residents was
from a hospital, and these residents tended to have high
care needs. Staff felt that this resulted in a better match
between the needs of residents and staff in the new
home, and over the first 12 months of operation a greater
proportion of residents were following this referral path:

We have achieved full capacity twice in the last five
months so that’s really good. We are getting a lot of
referrals that are suitable. We still do get a few that
aren’t suitable but we are feeding that back to the
external stakeholders, so the hospitals, for example.
Because we aren’t a secure site so we can’t take those
residents who are wanderers and who are signifi-
cantly cognitively impaired. Not knowing time and
place, we're not designed for that. [S12]

By 12 months, the management team had strength-
ened the relationship with different hospitals in the area
and had put in place a referral system to ensure a high
occupancy:

Most of our referrals now are coming from the hos-
pitals [...]. The improvement is that we've now got
the referrers contacting the service a couple of times
a week to check what vacancies there are. So I think
the effort in building relationships with these refer-
rers have actually strengthened. There’s more clarity
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around what we're doing and that’s been a signifi-
cant reason why occupancy has gone up. [S13]

The staff also reflected on the relationship with commu-
nity homeless organisations who had high hopes for the
opening of the new facility due to lack of suitable accom-
modation for older homeless residents [27]. This resulted
in disappointment for community homelessness services,
when they were not able to gain access to the care home
for their clients when the admission criteria could not be
met:

We're not a low care hostel like [name] and [name]
and I think it’s really important for the agencies to
understand that so they don’t feel like we're pushing
back on them [...]. I think what they're expecting is
that we're sort of like the [hostel] and the other ser-
vices but our space was meant to be different. We
were supposed to be taking those that they weren’t
able. I guess the challenge is that where they can’t get
people in is where people are living with significant
mental health, aggressive violent behaviours and
that’s not our service. [S11]

Theme 3: perception of the impact of living and working in
a purpose-built care home after 6 months (residents) and
12 months (staff) since its opening

When asked about the perception of their lives in the
care home, the residents frequently cited benefits, such
as living in a private single room with a balcony, com-
mon areas where food was prepared for them, a 24-hour
nurse on the premises, and night staff to respond to their
requests and needs:

It’s great. It's the right size. Got a nice big balcony.
There’s an ensuite so I can, you know, go to the toi-
let myself. I can wash myself. I've got remote TV
and DVD player. I've got a guitar in there. I practise
sometimes. So yeah, I've got everything I need really.
[R13]

Residents also reflected on how the new living arrange-
ments had changed their regular habits and behaviour:

If I was on my own Id probably start drinking or
drugging or who knows. See it’s different now like
I mean I'm in a good stable way now, like going to
bed, waking up. It’s proper you know like every-
thing’s good. So that’s good like, everyone says it's
very expensive but you pay [a government deter-
mined fixed percentage of the aged pension], it’s like
anything, you get an old car, fifty dollars mate, that’s
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what you're driving. But if you want to drive a Mer-
cedes you've got to pay for it. [R10]

Some residents reported a drop in their drinking habits,
something that they associated with living in the new
home:

Resident: I did drink and I did smoke. But I don’t do
it now. And my drinking has gone right right down
but I still have a couple now and again. I ask though.
But about that, that’s about it. [RO1]

In addition to appreciating the ‘open-door’ policy of the
home where residents are free to come and go as they
wish, residents reported a sense of freedom, connected
with feeling safe, supported and secure in the new facility:

Two people here every day, looking after you [...] and
these other ladies come in all the time. People here
are that sick sometimes they can’t feed themselves,
people are that good that they sit there with them
and feed them [...]. If I have to go to hospital or any-
thing they're ringing up checking on me you know,
yes when you coming back you know they come and
see you or something you're not alone [R10].

My health has certainly improved. My perception
has improved. By that I mean I am more aware
around things going on and so on. I'm more what'’s
the word, where’s the word, I'm grateful? [R0O7]

Residents also reported a new sense of purpose that they
had developed since living in the care home and possibly
connected with living together with other people in a safe
environment:

Interviewer: In the last six or so months that you've
been here, do you feel like there’s been any changes
for you?

Resident: I feel like I'm needed [...] Instead of being
by myself all the whole time.

Interviewer: In what way do you feel needed?
Resident: Just things that go on here. [...] People I
talk to at tea-time whatever I just feel like I'm in a
place where I should be. [R14]

The resilience of the residents in facing the challenges of
their complicated lives and their compromised health,
appear to be one of the main reasons that motivated the
staff to work in the facility:

People’s resilience is pretty astonishing. You know
one guy who lived rough for seven years, he’s very,
very sick so he has to negotiate lots of hospital vis-
its and stuff and he finds it all incredibly intimidat-
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ing. But he has tremendous resilience to keep going
back keep turning up keep trying to get better, get
his health under control when it would be easier to
give up there. So people’s resilience is amazing really.
And I think sometimes we don’t honour that enough.
Like one guy who has never met his son. Ever. And he
said to me, a few months ago, “Oh my son is turn-
ing 51 this month” It broke my heart you know. So
he’s lived his whole adult life with a major mental
illness, knowing he’s got this son somewhere in the
world. So a sense of loss, bereavement around that.
And yet he keeps going, keeps trying to be kind to
people you know, human resilience is just astonish-
ing really. And I think we don’t celebrate that enough
with that. [SO7]

Furthermore, the residents expressed gratitude and an
overwhelmingly positive view of the staff, who were
described with superlatives such as excellent’, fantastic’,
and out of this world’. The staff in turn reported feeling
rewarded by the residents’ appreciation:

When I see changes and the positive changes in a
person, what you did for them, that’s motivating.
Yeah. And when people appreciate your work, that
also motivates you. [SO8]

Some staff felt that a more diverse range of activities and
outings could have been offered to the residents to break
up the daily routine and provide greater opportunities for
residents to set their own goals. Residents, likewise, also
suggested the provision of more and diversified activi-
ties (both residents and staft mentioned the idea of going
out with a hired bus). Notably, during the study period,
the COVID-19 pandemic limited the activities and out-
ings that were possible due to restrictions placed on the
care home residents and staff by the COVID ‘lockdowns.
Overall, the perception of the first six months living in
the care home was positive for most residents, however,
some used more critical terms to describe their situa-
tion. This was often associated with a deterioration in
their health and of the personal struggle associated with a
sense of loss and uncertainty:

Resident: [...] I'm going demented. I'm just petrified
about everything.

Interviewer: What kind of things are you most fright-
ened about?

Resident: Well, not being in charge of anything;
Never knowing if you're going to be worse off or not
and the age of myself. [R26]

Individual behaviours and the interaction between
residents were described as a potential source of
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tension by the staff. Some conflicts between residents
were recounted by the residents, sometimes due to
money that was borrowed and not returned, other times
when residents were apparently drunk and interacted
rudely with some of their fellow residents. Such behav-
iours were reported to impact the residents’ perception
of their quality of life in the care home and created some
frustrations among the residents:

It’s fine for them [other residents] to go and get drunk
as can be, come back here and we've all got to suf-
fer because of it. You know that’s not right, that’s not
right. I was told that thered be a level of abstinence
but from what I see [...] [RO4].

And a similar account, highlighting the tipping point of
an already strained relationship between co-residents
where vulnerability and potential exploitation can result
in sudden aggression:

So I give him $40 and said go and buy a packet of
smokes and he did and a couple of weeks later he
come back for more. Said “can you give me $30 so
I can go and buy a packet of smokes?” So I've given
him $30. Yes I said “But this time you've got to pay
me back” and he come back in another fortnight...
and he asked for another $40...and I said but you
won'’t get no money more out of me unless you pay
it back. He never paid the $60 back. So I don’t lend
him no more money. And I threatened him on the
smoking verandah.... I went to smash his face in
cause he turned the light on. And I don’t like the light
on...in the dark and...1 threatened to bash him...Yes.
except for um the bloke [name] with me, here in this
room.and I would have bashed him and thrown him
over the verandah. That’s how mad I was. (R06)

Discussion

The purpose-built care home that opened in inner city
Sydney in March 2020 is one of the very few designated
care homes for residents with high care needs who are
subject to homelessness in Australia [42] and interna-
tionally [43]. In parallel with the broader service evalua-
tion [30], this qualitative study explored the experiences
of living and working in the home over the first year of
its operation from the perspective of both residents and
staff. The discussion is presented according to the themes
identified in the results section.

Challenges in providing care for older people subject to
homelessness with high care needs

The different accounts that the residents provided about
their previous lives, in terms of their housing situation,
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relationships, and physical and mental health, largely
reflect findings reported in the literature [9, 22, 44, 45],
suggesting that this cohort of residents exemplified the
experiences of a reasonable cross section of an ageing
population of people subject to homelessness. The staff
identified the complex behaviour of the residents as one
of the main challenges of their job. While many staff had
experience working in aged care homes with people liv-
ing with dementia who experience dementia-associated
behaviours [46], the complex behaviours exhibited by
the residents in this new care home were different, for
example, associated with substance abuse or previous life
trauma, which aligns with the reported characteristics of
this cohort [45, 47]. There is also potential that some of
the residents had dementia in addition to their history
of being subject to homelessness [45, 47]. The relation-
ship between homelessness and dementia appears to be
a multilayered relationship, as suggested by Babulal et
al. [48], whose review of the literature linked homeless-
ness as a risk for and consequence of Alzheimer’s disease
and related dementia, but also as a co-occurrence with
psychiatric health, substance addiction and traumatic
injuries.

The new care home adopted a trauma informed model
of care where residents were able to live in the care
home without any restriction, in line with the principle
of safety, choice, collaboration, trustworthiness and
empowerment [49]. Although staff had received specific
professional training focused on trauma informed care, a
model of care that respected the residents wishes (includ-
ing the right to refuse care) above other health-related
needs, they reported some difficulties in reconciling this
with their previous general aged care training. While
some staff reported feeling challenged when it came to
the conflict between care which they felt was required
to support a resident’s optimal health, and a resident’s
refusal of that care, the Australian Charter of Aged Care
Rights clearly states that all care recipients have the right
to have control over their care, even if it involves per-
sonal risk [50]. However, in Australia, where a resident
does not have capacity to make informed decisions and
they do not have family or friends who are able to act
on their behalf as guardian, there are independent state-
based entities that formally appoint a guardian to ensure
that the resident’s welfare, interests and views are con-
sidered and supported (NSW Government, [51]) For the
present study, whether or not a resident was deemed to
have capacity to provide informed consent and therefore
participate in the research interviews was determined via
the referring agencies and Aged Care Assessment Team
during the process of admission to the home.

Currently there are no formalised guidelines of care
delivery for older people subject to homelessness, and
the delivery of care is experienced-based [16]. The
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literature reports that staff working in homeless settings
receive minimal training in dealing with difficult situa-
tions, resulting in staff burnout, emotional exhaustion,
and high turnover [52, 53]. While in the current study
staff reported struggling to cope with aspects of resident
behaviour, these challenges seemed to be offset by the
rewards that staff experienced when they felt they were
able to make a difference in the lives of the residents, who
were in turn grateful and often expressed their apprecia-
tion to the staff. The reward experienced in the job was
an important aspect that motivated staff and contributed
to their overall job satisfaction. Olivet and colleagues [54]
reported similar findings when they investigated a collab-
orative initiative to help end chronic homelessness in the
US. Staff in this US study reported good levels of job sat-
isfaction regardless of whether they experience high level
of stress with associated mental health problems.

Defining a residential care service that supports older

people subject to homelessness with high care needs

From a more practical perspective, this evaluation also
explored issues around the resident admission process.
Overall, the recruitment process appeared to be a highly
balanced process where health, social, behavioural, inter-
personal, as well as economic and ethical factors had to
be evaluated before a decision was made about which
resident to accept. Findings suggest that staff were chal-
lenged when it came to balancing strict government
requirements for residents to meet ‘homelessness’ cri-
teria (greater than 50% of residents had to meet this
requirement), government funding mechanisms based on
resident dependency, the capacity of the home to support
residents with a range of health and mental health needs,
and the need for the care home to operate within its bud-
get. Indeed, the results highlighted the challenges around
meeting this balance. For instance, while a resident may
have had a diagnosis of dementia or a complex health
condition and met criteria for high level care, they may
not have been able to be accepted for admission if they
also had severe behavioural challenges, as the care home
did not have a locked unit. Also, there was sometimes
frustration expressed by community based organisations
who were hoping to find accommodation for their home-
less clients when there was a mismatch between their
expectations and that of the care home staff around client
suitability [27]. Indeed, only a third of residents in this
study had a history of homelessness as opposed to being
‘at-risk’ of homelessness [30]. Thus, meeting the expecta-
tions of all community stakeholders was both a challenge
and point of friction for staff. Clearer government fund-
ing guidelines which aim to support the future develop-
ment and viability of care homes catering specifically to
the growing older population could remedy this situation.
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At present there is a gap in the literature around the
admission criteria in aged care facilities for residents who
are subject to homelessness [27]. This is partly due to the
very few residential care options available for this cohort
of residents [18]. In a series of scoping reviews investi-
gating the needs for housing and potential solutions for
older homeless people, Canham and Humphries [18, 55]
discussed the Wicking project (Melbourne, Australia)
[42, 56] as one of the few international programs provid-
ing intensive support and specialised case management
in a similar facility to the one described in the present
study. This gap in the literature highlights a more serious
issue in the healthcare system where high care and pal-
liative care are sporadically provided for people who are
subject to homelessness [10, 21]. At present there is call
for action in the literature about the need for the provi-
sion of specialised end of life care for homeless people
[22, 57-63]. End of life care for homeless people fre-
quently takes place in hostels, where staff are not trained
to adequately assist residents [64] or in less frequent
cases, in support homes [65].

Perception of the impact of living and working in a
purpose-built care home

Finally, this study adds to the literature reporting signifi-
cant improvements in mental health, quality of life out-
comes, and reduced acute care utilisation from providing
housing stability for older people subject to homelessness
[5, 44, 66, 67], all of which are consistent with our find-
ings from the quantitative evaluation of this care home
[5, 30, 44, 66, 67]. The qualitative aspects of the evalua-
tion reported in this paper found that residents’ views on
their experiences from living in the care for six months
were positive, together with the perception that their
quality of life had improved, even if not always combined
with an improvement in their physical health [30]. The
newly dignified way of living that the residents had expe-
rienced since moving into the care home provided them
with a stability that, in turn, had an impact on their per-
ceived mental health (less stressed and with a new sense
of purpose). Dignity of risk also might explain why allow-
ing a resident to refuse treatment can be considered more
dignified than insisting on safety and why being allowed
to take risks, in a care home environment, can enhance
residents’ wellbeing [68]. Hakanson et al. [65] discuss the
concept of ‘re-dignifying’ the person through interaction
with staff that in the context of a care home for homeless
residents, often becomes a family substitute as they are
commonly estranged from their families [69].

The new sense of purpose that some of the residents
reported since moving into the care home might be linked
with living in a safe and supported environment where they
were looked after medically and were assisted by nurses,
care staff, spiritual care staftf and volunteers that regularly
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interacted with them. This is also in line with the results of
a ‘Housing First’ program in Canada [66] where improved
housing stability among older homeless people resulted in
improved mental health and quality of life outcomes.

Limitations

This study has a number of limitations. The evaluation
was conducted at one care home, located in Sydney, Aus-
tralia. While the residents and staff were from a range of
cultural and social backgrounds, the results may not be
generalisable to the general population of older people
subject to homelessness. While there are different fac-
tors that contribute to homelessness in older age [70],
due to the study scope and the small sample size, it was
not possible to do an in-depth exploration of these dif-
ferences, and how these may have impacted on resident
experiences living within the home. For example, future
work could look at potential differences in experiences
between older people who are homeless for the first
time in older age, those who have experienced long-term
homelessness throughout their life, those living at-risk of
homelessness, and the particular experiences and needs
of older women subject to homelessness.

Conclusions and implications for practice

This study provides novel qualitative insights into how
the lives of older people subject to homelessness with
high care needs are affected by living in a specifically
designed care home, and on some of the challenges faced
by staft in working within and managing the home. Resi-
dents reported generally positive experiences from liv-
ing within the care home, despite reporting instances of
conflict, mostly with the behaviour of other residents. A
central finding was that of the complex interplay between
resident dependency and behaviours, referral pathways
and stakeholder engagement, government funding mod-
els and requirements, staff training and wellbeing, and
the need to meet operational viability. A key challenge
for staff, especially those who had previous health and
aged care experience, was the need to reconcile delivery
of a trauma informed model of care that seeks to sup-
port collaboration, choice and empowerment, with their
previous experience working within more traditional set-
tings, highlighting that a significant gap in the healthcare
system remains when it comes to the provision of high
care for people subject to homelessness [71]. The devel-
opment of similar services in the future should consider
ongoing specialised training in supporting older people
subject to homelessness. Based on the outcomes from
this study, this training should have a specific focus on
implementing a trauma-informed approach to aged
care (to support identified histories e.g. addiction, fam-
ily break up, traumatic childhoods), supporting mental
health, and providing strategies to manage behavioural
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challenges that might be presented by residents. Future
research could also explore specialised staff training
through the inclusion of recovery support into the care
model, where residents could also be supported through
actively processing some of their past trauma.

Study outcomes have also highlighted the challenges
around balancing the financial and social/organisational
aspects of the admission criteria, which contributed to
frustrations when stakeholder expectations were at vari-
ance to the care home staff. To overcome these chal-
lenges, there is a need for clearer communication with
key stakeholders (e.g., hospitals and other homelessness
services) around admission criteria, thereby facilitat-
ing the flow of more appropriate referrals, which in turn
would help support occupancy and the operational and
financial requirements of the home.

Finally, given that specialised services to support older
people subject to homelessness with high-care needs are
still in their infancy, it is suggested that future services
should also consider adopting formal service evaluations,
allowing the opportunity for continued knowledge sharing.

Acknowledgements

The authors would like to thank the residents and staff of the home for
generously agreeing to participate in the evaluation, and the two anonymous
reviewers.

Author contributions

Study concept and design: CJP, RGP, CMCOC, ACR, PV, SF, AR. Acquisition of
data: CMCOC, ACR, CP, NLR, KF. Analysis and interpretation of data: CP, NLR,
CMCOC, CJP, RGP, Preparation of manuscript: CP, CJP, CMCOC. Critical revision
of manuscript for important intellectual content: all authors. All authors read
and approved the final manuscript.

Funding
This evaluation was supported by funding from the lan Potter Foundation.

Data availability

The data that support the findings of this study are available from the
corresponding author upon reasonable request and subject to ethical
approvals.

Declarations

Ethics approval and consent to participate

The study was performed in accordance with the Declaration of Helsinki

and approved by the St Vincent's Hospital Sydney Human Research Ethics
Committee (2019/ETH11898). Written informed consent was obtained from all
participants.

Consent for publication
Not applicable.

Competing interests

Authors CP, CJP, RGP, NLR, ACR, and CMCOC are or were employed at some
stage during the study by the not-for-profit provider who ran the care home,
but none of these authors worked in or managed the care home. Author AR
was the provider’s Executive sponsor for the project, and contributed to the
study design and this paper, but had no involvement in the conduct of the
study. Authors KF, PV and SGF report no other conflict of interest.

Received: 28 June 2023 / Accepted: 7 February 2024
Published online: 12 March 2024



Preti et al. BMC Geriatrics

(2024) 24:249

References

1.

2.

22.

23.

24.

25.

26.

Homelessness and homelessness service. https://www.aihw.gov.au/reports/
australias-welfare/homelessness-and-homelessness-services.

Australian Bureau of Statistics: Census Population and Housing: Estimating
Homelessness. (Cat. no. 2049.0). Canberra, Australia: ABS,, 2018. In,; 2018.
Petersen M. Addressing older women's homelessness: service and housing
models. Australian J Social Issues. 2015;50(4):419-38.

Anderson JT, Collins D. Prevalence and causes of urban homelessness
among indigenous peoples: a three-country scoping review. Hous Stud.
2014,29(7):959-76.

Fazel S, Geddes JR, Kushel M. The health of homeless people in high-income
countries: descriptive epidemiology, health consequences, and clinical and
policy recommendations. Lancet. 2014;384(9953):1529-40.

Petersen M, Parsell C, Phillips R, White G. Preventing first time homelessness
amongst older australians. AHURI Final Report. Melbourne: Australian Hous-
ing and Urban Research Institute; 2014.

Patterson ML, Markey MA, Somers JM. Multiple paths to just ends: using nar-
rative interviews and timelines to explore health equity and homelessness.
Int J Qualitative Methods. 2012;11(2):132-51.

Grenier A, Barken R, Sussman T, Rothwell D, Bourgeois-Guérin V, Lavoie J-P.

A literature review of homelessness and aging: suggestions for a policy and
Practice-Relevant Research Agenda. Can J Aging / La Revue Canadienne Du
Vieillissement. 2016;35(1):28-41.

Currie J, Grech E, Longbottom E, Yee J, Hastings R, Aitkenhead A, Cason

A, Obrecht K. Scoping review of the characteristics assessed by vulner-
ability indices applied to people experiencing homelessness. PLoS ONE.
2021;16(7):20254100.

Petersen M, Parsell C. Homeless for the First Time in later life: an Australian
study. Hous Stud. 2015;30(3):368-91.

Fraser B, Pierse N, Chisholm E, Cook H. LGBTIQ+ homelessness: a review of
the literature. Int J Environ Res Public Health. 2019;16(15):2677.

Dworsky A, Napolitano L, Courtney M. Homelessness during the transition
from foster care to adulthood. Am J Public Health. 2013;103(52):318-5323.
Holdsworth L, Tiyce M, Hing N. Exploring the relationship between problem
gambling and homelessness: becoming and being homeless. Gambl
Research: J Natl Association Gambl Stud (Australia) vol. 2012:23:39-54.
Hignite LR, Haff D. Rapid rehousing of formerly homeless jail and prison
inmates. Hous Care Support. 2017;20(4):137-51.

Martin C, Reeve R, McCausland R, Baldry E, Burton P, White R, Thomas S.
Exiting prison with complex support needs: the role of housing assistance,
AHURI Final Report No. 361. Melbourne. In.;: Australian Housing and Urban
Research Institute Limited; 2021.

Ebenau A, Dijkstra B, ter Huurne C, Hasselaar J, Vissers K, Groot M. Palliative
care for patients with substance use disorder and multiple problems: a
qualitative study on experiences of healthcare professionals, volunteers and
experts-by-experience. BMC Palliat Care. 2020;19(1):8.

Arndt S, Clayton R, Schultz SK. Trends in substance abuse treatment
1998-2008: increasing older adult first-time admissions for illicit drugs. Am J
Geriatric Psychiatry. 2011;19(8):704-11.

Humphries J, Canham SL. Conceptualizing the shelter and housing needs
and solutions of homeless older adults. Hous Stud. 2021;36(2):157-79.
Canham SL, Battersby L, Fang ML, Wada M, Barnes R, Sixsmith A. Senior
services that support housing first in Metro Vancouver. J Gerontol Soc Work.
2018,61(1):104-25.

Crane M, Joly L. Older homeless people: increasing numbers and changing
needs. Reviews Clin Gerontol. 2014;24(4):255-68.

Petersen M, Jones A. Homelessness and older Australians: Scoping the issues.
In: Canberra, Australia: Department of Families, Housing, Community Services
and Indigenous Affairs Canberra, Australia; 2012.

James R, Flemming K, Hodson M, Oxley T. Palliative care for homeless and
vulnerably housed people: scoping review and thematic synthesis. BMJ Sup-
portive Palliat Care 2021:bmjspcare-2021.

Beer A, Thredgold C, Zufferey C, et al. An effective homelessness services
system for older australians. Australian Housing and Urban Research Institute;
2019.

Department of Family and Community Services. NSW homelessness strategy
2018-2023. Government of New South Wales; 2018.

Productivity Commission. In need of repair: the National Housing and Home-
lessness Agreement - study report. Productivity Commission; 2022.
Rota-Bartelink A. The provision of skilled specialist consultancy services to
people living with highly complex needs and their caregivers. Final report.

27.

28.

29.

30.

31.

32.
33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45.

46.

47.

48.

49.

50.

5T

Page 13 of 14

Final Report published by Wintringham, Flemington Victoria. 2016. In. Flem-
ington Victoria; 2016.

Rowlands A, Poulos R, Agaliotis M, Faux S, Raguz A, Poulos C. Designing
residential aged care for people at risk of, or experiencing, homelessness: an
exploratory Australian study. Health Soc Care Commun. 2020;28(5):1743-53.
Rogoz A, Burke D, Price P, Hickie I. Cognitive impairment in the elderly home-
less in the inner-city of Sydney: a preliminary report on a study in progress.
Parity. 2008;21(7):22-3.

Rowlands A. Care for life and care for the end of life: the HammondCare story.
Parity. 2019;32(6):27-9.

O'Connor CMC, Poulos RG, Sharma A, Preti C, Reynolds NL, Rowlands AC,
Flakelar K, Raguz A, Valpiani P, Faux SG, et al. An Australian aged care home
for people subject to homelessness: health, wellbeing and cost-benefit. BMC
Geriatr. 2023;23(1):253.

Batterham D, Nygaard CA, Reynolds M, De Vries J. Estimating the population
at-risk of homelessness in small areas. Volume 370. Melbourne: Australian
Housing and Urban Research Institute Limited; 2021.

Raguz A. Opinion 2. Parity. 2019;32(6):42-3.

Sinclair C, Field S, Williams K, Blake M, Bucks R, Auret K, Clayton J, Kurrle S.
Supporting decision-making: a guide for people living with dementia, family
members and carers. Sydney: Cognitive Decline Partnership Centre; 2018.
Braun'V, Clarke V. Using thematic analysis in psychology. Qualitative Res
Psychol. 2006;3(2):77-101.

Braun 'V, Clarke V. Reflecting on reflexive thematic analysis. Qualitative Res
Sport Exerc Health. 2019;11(4):589-97.

Strauss A, Corbin J. Basics of qualitative research: grounded theory proce-
dures and techniques. London: Sage; 1990.

Noble H, Mitchell G. What is grounded theory? Evid Based Nurs.
2016;19(2):34-5.

ATLAS ti Scientific Software Development GmbH [ATLAS.ti 22 Windows].
(2022). Retrieved from https://atlasti.com.

Burla L, Knierim B, Barth J, Liewald K, Duetz M, Abel T. From text to codings:
Intercoder Reliability Assessment in qualitative content analysis. Nurs Res.
2008,57(2):113-7.

Nili A, Tate M, Barros A, Johnstone D. An approach for selecting and using a
method of inter-coder reliability in information management research. Int J
Inf Manag. 2020;54:102154.

Hudson R. Ageing in a nursing home: foundations for care. Springer Nature;
2022.

Rota-Bartelink A, Lipmann B. Supporting the long-term residential care needs
of older homeless people with severe alcohol-related brain injury in Australia:
the Wicking Project. Care Manag J. 2007;8(3):141-8.

Shulman C, Hudson BF, Low J, Hewett N, Daley J, Kennedy P, Davis S, Brophy
N, Howard D, Vivat B, et al. End-of-life care for homeless people: a qualitative
analysis exploring the challenges to access and provision of palliative care.
Palliat Med. 2018;32(1):36-45.

Currie J, Grech E, Longbottom E, Yee J, Hastings R, Aitkenhead A, Larkin M,
Jones L, Cason A, Obrecht K. Development of the Homeless Health Access to
Care Tool to identify health-related vulnerability among people experiencing
homelessness: Delphi study, Australia. BMJ Open. 2022;12(3):e058893.

Smith E, Moore P, Canham S. Examining the needs of persons experiencing
homelessness: bringing the voice of lived experience to policy priorities. Int J
Homelessness. 2021;1(1):14-31.

Cerejeira J, Lagarto L, Mukaetova-Ladinska EB. Behavioral and psychological
symptoms of dementia. Front Neurol. 2012;3:73.

Taylor KM, Thielking M, Mackelprang JL, Meyer D, Quinn S, Flatau P. When
trauma violates trust: PTSD symptoms among chronically homeless adults in
Australia. J Social Distress Homelessness. 2022:31(1):11-22.

Babulal GM, Rani R, Adkins-Jackson P, Pearson AC, Williams MM. Associations
between homelessness and Alzheimer’s Disease and related dementia: a
systematic review. J Appl Gerontol. 2022;41(11):2404-13.

Bransford C, Cole M. Trauma-informed care in homelessness service settings:
Challenges and opportunities. In: Homelessness Prevention and Intervention in
Social Work: Policies, Programs, and Practices Edited by Larkin H, Aykanian A,
Streeter CL. Cham: Springer International Publishing; 2019: 255-277.

Charter of aged care rights. [https://www.agedcarequality.gov.au/
consumers/consumer-rights].

NSW Government (2021). Guardianship Act 1987- 257. NSW Legislation.
https://legislation.nsw.gov.au/view/html/inforce/current/act-1987-257.
Accessed 28 Nov 2023.


https://www.aihw.gov.au/reports/australias-welfare/homelessness-and-homelessness-services
https://www.aihw.gov.au/reports/australias-welfare/homelessness-and-homelessness-services
https://atlasti.com
https://www.agedcarequality.gov.au/consumers/consumer-rights
https://www.agedcarequality.gov.au/consumers/consumer-rights
https://legislation.nsw.gov.au/view/html/inforce/current/act-1987-257

Preti et al. BMC Geriatrics

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

(2024) 24:249

Wirth T, Mette J, Prill J, Harth V, Nienhaus A. Working conditions, mental
health and coping of staff in social work with refugees and homeless indi-
viduals: a scoping review. Health Soc Care Commun. 2019;27(4).e257-69.
Peters L, Hobson CW, Samuel V. A systematic review and meta-synthesis of
qualitative studies that investigate the emotional experiences of staff work-
ing in homeless settings. Health Soc Care Commun. 2022;30(1):58-72.

Olivet J, McGraw S, Grandin M, Bassuk E. Staffing challenges and strategies for
organizations serving individuals who have experienced chronic homeless-
ness. J Behav Health Serv Res. 2010;37(2):226-38.

Canham SL, Humphries J, Moore P, Burns V, Mahmood A. Shelter/housing
options, supports and interventions for older people experiencing homeless-
ness. Aging Soc 2021:1-27.

Rota-Bartelink A. Supporting older people living with alcohol-related brain
injury: the Wicking Project outcomes. Care Manag J 2011(4):166-73.

Cook O, Doran J, Crosbie K, Sweeney P, Millard |, O'Connor M. Palliative care
needs and models of care for people who use drugs and/or alcohol: a mixed
methods systematic review. Palliat Med. 2022,36(2):292-304.

de Veer AJE, Stringer B, van Meijel B, Verkaik R, Francke AL. Access to palliative
care for homeless people: complex lives, complex care. BMC Palliat Care.
2018;17(1):119.

Hudson BF, Flemming K, Shulman C, Candy B. Challenges to access and
provision of palliative care for people who are homeless: a systematic review
of qualitative research. BMC Palliat care. 2016;15(1):96-6.

Hudson BF, Shulman C, Low J, Hewett N, Daley J, Davis S, Brophy N,

Howard D, Vivat B, Kennedy P, et al. Challenges to discussing palliative care
with people experiencing homelessness: a qualitative study. BMJ Open.
2017;7(11):2017502.

Klop HT, De Veer AJE, Van Dongen S|, Francke AL, Rietjens J, Onwuteaka-
Philipsen B. Palliative care for homeless people: a systematic review of the
concerns, care needs and preferences, and the barriers and facilitators for
providing palliative care. BMC Palliat care. 2018;17(1):67-7.

Webb WA, Mitchell T, Snelling P, Nyatanga B. 11 Life's hard and then you die:
PhD exploring end of life priorities for people experiencing homelessness
within the United Kingdom. BMJ Supportive Palliat care. 2021;11(Suppl
1):A5-A5.

63.

64.

65.

66.

67.

68.

69.

70.

71.

Page 14 of 14

West KJ, Wrobel B, Pallotta S, Coatsworth A. Bearing witness: exploring the
end-of-life needs of homeless persons and barriers to appropriate care.
OMEGA - J Death Dying. 2018;82(1):63-91.

Armstrong M, Shulman C, Hudson B, Brophy N, Daley J, Hewett N, Stone P.
The benefits and challenges of embedding specialist palliative care teams
within homeless hostels to enhance support and learning: perspectives from
palliative care teams and hostel staff. Palliat Med. 2021,35(6):1202-14.
Hakanson C, Sandberg J, Ekstedt M, Kenne Sarenmalm E, Christiansen M,
Ohlén J. Providing palliative care in a Swedish support home for people who
are homeless. Qual Health Res. 2016;26(9):1252-62.

Chung TE, Gozdzik A, Palma Lazgare LI, To MJ, Aubry T, Frankish J, Hwang SW,
Stergiopoulos V. Housing First for older homeless adults with mental illness: a
subgroup analysis of the At Home/Chez Soi randomized controlled trial. Int J
Geriatr Psychiatry. 2018;33(1):85-95.

Brown RT, Miao Y, Mitchell SL, Bharel M, Patel M, Ard KL, Grande LJ, Blazey-
Martin D, Floru D, Steinman MA. Health outcomes of obtaining housing
among older homeless adults. Am J Public Health. 2015;105(7):1482-8.
Woolford MH, de Lacy-Vawdon C, Bugeja L, Weller C, Ibrahim JE. Applying
dignity of risk principles to improve quality of life for vulnerable persons. Int J
Geriatr Psychiatry. 2020;35(1):122-30.

Davis-Berman J. Serious illness and end-of-life care in the homeless: examin-
ing a service system and a call for action for social work. Social Work Soc
2016, 14(1).

Petersen M, Jones A. Addressing later life homelessness. Institute for Social
Science Research, The University of Queensland; 2013.

Davies A, Wood LJ. Homeless health care: meeting the challenges of provid-
ing primary care. Med J Aust. 2018;209(5):230-4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



	﻿Specialised residential care for older people subject to homelessness: experiences of residents and staff of a new aged care home in Australia
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design
	﻿Setting
	﻿Participants and recruitment
	﻿Data collection
	﻿Data analysis

	﻿﻿Results
	﻿Theme 1: challenges in providing care for older people subject to homelessness with high care needs
	﻿Theme 2: defining a residential care service that supports older people subject to homelessness with high care needs
	﻿Theme 3: perception of the impact of living and working in a purpose-built care home after 6 months (residents) and 12 months (staff) since its opening

	﻿Discussion
	﻿Challenges in providing care for older people subject to homelessness with high care needs
	﻿Defining a residential care service that supports older people subject to homelessness with high care needs
	﻿Perception of the impact of living and working in a purpose-built care home
	﻿Limitations
	﻿Conclusions and implications for practice

	﻿References


