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Identification of cognitive impairment  
and mental illness in elderly homeless men
Before and after access to primary health care
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ABSTRACT

OBJECTIVE  To describe the occurrence of mental health problems and cognitive impairment in a group of 
elderly homeless men and to demonstrate how clinical examination and screening tests used in a shelter 
setting might be helpful in identifying mental illness and cognitive impairment.

DESIGN  Cross-sectional study including face-to-face interviews and review of medical records.

SETTING  A community-based homeless shelter in an urban metropolitan centre (Toronto, Ont).

PARTICIPANTS  A total of 49 male participants 55 years of age or older. The average duration of 
homelessness was 8.8 (SD 10.2) years.

METHODS  Participants were admitted to a community-based shelter that offered access to regular meals, 
personal support and housing workers, nursing, and a primary care physician. Medical chart review was 
undertaken to identify mental illness or cognitive impairment diagnosed either before or after admission 
to the facility. The 15-item Geriatric Depression Scale (GDS-15) and the Folstein Mini-Mental State 
Examination (MMSE) were administered.

MAIN OUTCOME MEASURE  Previous or new diagnosis of mental illness or cognitive impairment.

RESULTS  Thirty-six of the participants (73.5%) had previous or new diagnoses. The most prevalent 
diagnosis was schizophrenia or psychotic disorders (n = 17), followed by depression (n = 11), anxiety 
disorders (n = 3), cognitive impairment (n = 8), and bipolar affective disorder (n = 1). A total of 37% of 
participants were given new mental health diagnoses during the study. The GDS-15 identified 9 people 
with depression and the MMSE uncovered 11 individuals with cognitive impairment who had not been 
previously diagnosed.

CONCLUSION  This study suggests that providing access to primary care physicians and other services in a 
community-based shelter program can assist in identification of mental illness and cognitive impairment 
in elderly homeless men. Use of brief screening tools for depression and cognitive impairment (like the 
GDS-15 and the MMSE) could be helpful in this high-
risk group. Editor’s key points

•	 Despite the recognition of the demographic 
diversity of homelessness in Canada, little is known 
about the health status of elderly homeless individ-
uals in large metropolitan areas.

•	 This study’s findings indicated that major mental 
health disorders and cognitive impairment were 
very common in this sample of elderly homeless 
men; 83.7% of participants met the study criteria 
for diagnoses of mental illness or cognitive impair-
ment. A large proportion of participants had mental 
illnesses that were previously unrecognized or that 
had not been treated in the past.

•	 This study demonstrates that the use of screening 
tools and facilitation of access to primary care can 
benefit this vulnerable population.

*Full text is available in English at www.cfp.ca.
This article has been peer reviewed.
Can Fam Physician 2009;55:1110-1.e1-6
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Dépistage des déficits cognitifs et des maladies 
mentales chez l’homme âgé sans abri
Avant et après avoir eu accès aux soins primaires

David P. Joyce MD CCFP  Marjolaine Limbos PhD CPsych

Résumé

OBJECTIF  Établir l’incidence des problèmes de santé mentale et des déficits cognitifs chez un groupe 
d’hommes sans abri âgés et montrer comment l’examen clinique  et certains tests de dépistage peuvent 
favoriser l’identification de ces problèmes. 

TYPE D’ÉTUDE  Étude transversale incluant des entrevues individuelles et une revue de dossiers médicaux.

CONTEXTE  Un refuge communautaire pour sans abri de la région métropolitaine de Toronto, Ontario.

PARTICIPANTS  Un total de 49 sujets mâles d’au moins 55 ans qui étaient sans abri depuis en moyenne 
8,8 ans (DS 10,2 ans).

MÉTHODES  Les participants ont été admis à un refuge communautaire qui offrait des repas quotidiens 
et l’accès à un support individuel, à des travailleurs du logement, à des infirmières et à un médecin de 
première ligne. Les dossiers médicaux ont été consultés pour déterminer les maladies mentales ou les 
troubles cognitifs diagnostiqués avant ou après l’admission au refuge. L’échelle gériatrique de dépression 
à 15 items (ÉGD-15) et le test de Folstein (MMSE) ont été administrés aux participants. 

PRINCIPAL PARAMÈTRE À L’ÉTUDE  Diagnostics de maladie mentale ou de trouble cognitif antérieur ou 
nouveau.

RÉSULTATS  Des diagnostics antérieurs ou nouveaux ont été trouvés chez 36 participants (73,5 %). La 
schizophrénie  ou les troubles psychotiques étaient les diagnostics les plus fréquents (n = 17), suivis des 
dépressions (n = 11), des troubles anxieux (n = 3), des déficits cognitifs (n = 8) et des maladies bipolaires 
(n = 1). Au total, 37 % des participants ont reçu un nouveau diagnostic de maladie mentale durant l’étude. 
L’ÉGD-15 a identifié 9 cas de dépression et le MMSE, 11 cas de troubles cognitifs qui n’avaient pas été 
diagnostiqués auparavant.

CONCLUSION  Cette étude suggère que l’accès à un médecin de première ligne et à d’autres services via 
un refuge au sein de la communauté peut faciliter 
la détection de maladies mentales et de troubles 
cognitifs chez des sans abri mâles âgés. L’utilisation 
d’outils simples pour dépister la dépression et les 
troubles cognitifs (comme l’ÉGD-15 et le MMSE) 
pourrait être avantageuse dans ce groupe à haut 
risque.

Points de repère du rédacteur

•	 Même si la diversité démographique des sans abri 
du Canada est bien connue, on sait peu de chose 
sur l’état de santé des sans abri âgés des grandes 
régions métropolitaines.

•	 Les observations de cette étude indiquent que 
les problèmes de maladie mentale et les déficits 
cognitifs majeurs sont fréquents chez les sans abri 
mâles âgés; 83,7 % des participants répondaient aux 
critères de l’étude pour un diagnostic de maladie 
mentale ou de déficit cognitif. Une importante pro-
portion des participants présentaient une maladie 
mentale qui n’avait pas été découverte ni traitée 
auparavant.

•	 L’étude démontre qu’en utilisant des outils de dépis-
tage et en favorisant l’accès à des soins primaires, 
on peut rendre service à ce groupe vulnérable.

*Le texte intégral est accessible en anglais à www.cfp.ca.
Cet article a fait l’objet d’une révision par des pairs.
Can Fam Physician 2009;55:1110-1.e1-6
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In Canada’s large metropolitan cities, homelessness 
is an increasing concern, with approximately 5 out of 
every 10 000 people sleeping in shelters.1,2 Available 

estimates suggest that the number of homeless people 
is growing rapidly. For example, in the past decade the 
population of homeless individuals on any given night 
has nearly doubled in Toronto, Ont.3 While most home-
less people tend to be young, single men, there is an 
increasing recognition of the demographic diversity of 
these individuals, which includes children, families, and 
the elderly.1,2,4-6

Homelessness is an important determinant of health 
status and has been shown to be associated with 
increased risk of a range of physical and mental health 
problems compared with the general population.4,6-10 
Homeless individuals develop chronic health problems 
many years earlier than their housed counterparts, and 
the mortality rate among homeless men in Toronto is 
twice that of the general population.5,6 Increasingly, men-
tal health disorders are being recognized as important 
health-related risk factors for and outcomes of home-
lessness.11 Estimates of the prevalence of mental ill-
ness consistently show that approximately half of all 
homeless individuals have had mental illnesses at some 
time in their lives. Alcohol use disorders are widespread, 
affecting 60% of homeless men, followed by affective 
disorders (20% to 40%), schizophrenia (6% to 14%), and 
dementia (3%).4,8,12 Whether compromised mental health 
is a precipitant of homelessness or an end result of daily 
stress and isolation, its effects are often long-standing 
and result in moderate to severe disability.5,13

Access to health care has been shown to protect 
against the negative health effects of homelessness and 
poverty.5,14-17 Even in Canada, however, access to pri-
mary health care is often suboptimal. Although home-
less individuals use health services frequently, it is often 
in the form of emergency department visits, hospital-
izations, or brief contacts with health buses.9,18,19 Some 
studies reported that as few as half of respondents had 
access to primary care.11,20 Potential reasons for poor 
access to health care include physicians’ refusal to pro-
vide care to those with lost health insurance cards and 
patients’ difficulties keeping appointments, limited finan-
cial or psychological resources, and competing priorities 
in daily life.9,21,22 These barriers are often accentuated in 
those with mental illness, making them among the most 
vulnerable of the homeless.

Despite the recognition of the demographic diversity 
of homelessness in Canada, little is known about the 
health status of elderly homeless individuals in large 
metropolitan areas. Available research on mental illness 
in the homeless has been conducted outside of Canada 
and has focused on a relatively young cohort.8,11,23-27 This 
study aimed to describe the occurrence of mental health 
problems and cognitive impairment in a group of elderly 
homeless men living in a community-based shelter in 

a Canadian urban metropolitan centre. It also aimed to 
investigate the effect of providing access to regular pri-
mary health care, including the use of screening tests to 
facilitate identification of mental health disorders and 
cognitive impairment.

METHODS

The study was conducted in a community-based shelter 
in Toronto, Ont. The shelter was a satellite of a larger 
shelter, designed to meet the needs of the increasingly 
diverse homeless population. Staff at the larger shelter 
or other shelters in the city would contact intake staff 
at the community-based shelter for those clients they 
thought would be appropriate for admission. All clients 
considered for admission were men aged 55 and older 
who agreed to live in a community setting and who had 
no active “severe” behavioural or substance abuse prob-
lems. Severity of behavioural problems or substance 
abuse was assessed by the intake worker and the hos-
tel manager on a case-by-case basis; this was intended 
to minimize disruption of the surrounding community 
and the other residents in the hostel. Interested clients 
would be interviewed by an intake worker and receive a 
tour of the hostel before admission.

Basic health care services at the shelter were pro-
vided by a full-time registered practical nurse and a 
family physician who provided service 1 full day per 
week. The nurse had regular contact with most of the 
shelter clients and was responsible for administering 
medications and monitoring medical conditions (eg, dia-
betes, blood pressure, vital signs in acute illnesses). All 
residents were encouraged, but not required, to see the 
family physician for a complete history and physical 
examination and for ongoing care. Appointments were 
encouraged but not necessary for contact with the phys-
ician. The family physician would regularly reach out 
to clients who did not attend appointments in order to 
develop rapport and encourage them to obtain medical 
follow-up. This outreach included socializing or con-
ducting interviews or assessments with clients in the 
hallway, cafeteria, or their bedrooms. The primary care 
physician had timely access to a staff psychiatrist who 
attended the larger hostel 1 or 2 days per week and con-
ducted consultations when requested.

A cross-sectional study design was used and con-
sisted of reviewing medical records and conducting 
face-to-face interviews between September 2002 and 
August 2004. A research assistant approached clients of 
the hostel, described the study, and received informed 
consent for participation. The study received ethics 
approval from the St Michael’s Hospital Research Ethics 
Board in Toronto.

The 15-item Geriatric Depression Scale (GDS-
15) and the Folstein Mini-Mental State Examination 
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(MMSE) were administered to consenting participants 
by a single interviewer.28-31 The purpose was to obtain 
complementary information on the prevalence of 
depression and cognitive impairment in this popula-
tion using brief, valid measures that could easily be 
applied in a primary care setting. The GDS-15 is a 
measure of depression that takes 5 to 7 minutes to 
complete; it can be completed by patients themselves 
or administered by a health care provider. The GDS-15 
has been validated as a screening measure for depres-
sion in primary care and psychiatric settings, with 
reported sensitivity between 79% and 100% and speci-
ficity between 67% and 82%.32,33 It is valid for elderly 
patients, including those who have concurrent cogni-
tive impairment.33,34

Patients’ medical records were reviewed to obtain 
information on diagnoses made before admission and 
within 6 months of admission to the hostel. The med-
ical records held by the hostel medical and nursing staff 
were reviewed in detail. On admission to the hostel, 
all clients who were seen by the medical doctor were 
encouraged to provide consent for obtaining medical 
records from previous physicians in the community, 
hostels, and hospitals and from other health care pro-
viders that they had previously been in contact with. 
All investigations, past medical records, medication 
prescriptions, and consultant reports were reviewed. 
Thus, the definition of a diagnosis of a mental health 
problem or cognitive impairment used for the purpose 
of this study was based on the clinical judgment of the 
treating physicians. Participants were determined to 
have previous diagnoses of mental illness if the diag-
noses were listed in their past medical histories, on the 
cumulative patient profile with a date earlier than their 
date of admission to the shelter, or in their medical 
records or consultant reports as being identified before 
their admission to the shelter. Participants were deter-
mined to have new diagnoses of mental illness if diag-
noses were listed in their medical records at the time of 
or within the first 6 months of their admission or diag-
noses were listed on their cumulative patient profiles 
with dates on or after their first visit with the physician, 
and they had no record of a mental health diagnosis 
or prescription for a psychotropic medication (ie, an 
antidepressant, antipsychotic, or mood-stabilizing drug 
that was not prescribed for a clear indication other 
than a mental illness) in the previous medical records 
or consultant reports. Careful review of available rec-
ords was conducted to ensure that any recording of a 
new mental health diagnosis was based on the current 
assessments and not simply on review of old records. 
A period of 6 months after admission was chosen as 
the time point for chart review to allow for the client 
to be assessed by the hostel physician, to capture diag-
noses that were likely present at the time of admission 
but not yet identified or diagnosed, and to minimize 

detection of new conditions that might have developed 
since being admitted to the hostel.

Most charts had insufficient information to determine 
a detailed history of alcohol use or to determine if cli-
ents met strict criteria for diagnosis of alcohol abuse or 
dependence. A client was said to abuse alcohol if alco-
hol abuse, alcohol dependence, or alcoholic was listed as 
a diagnosis in the medical record or if consumption of 
more than 2 alcoholic beverages per day or more than 
14 alcoholic beverages per week was recorded in the 
medical record.

Secondary calculations of rates of mental illness are 
reported, which add findings of the GDS-15 and MMSE 
to the findings of the medical record review. A score on 
the MMSE of 22 or less was classified as dementia; a 
score of 23 to 27 was considered indicative of mild cog-
nitive impairment.35 A score on the GDS-15 between 5 
and 9 was classified as mild depression and a score of 
10 or more was classified as severe depression.28,29

Analyses
Demographic variables and mental health diagnoses are 
reported as absolute numbers and proportions of the 
entire group (N = 49) or as means and standard devia-
tions. Proportions of those with a diagnosis identified 
by the GDS-15 and MMSE are reported as proportions 
of those who were tested. To determine if there was a 
difference between those who participated in the inter-
views and those who did not, we compared mean age 
and years of homelessness using the Student t test. 
Results were considered significant at P < .05.

RESULTS

Demographic characteristics
A total of 49 participants’ charts were reviewed. The 
participants ranged in age from 55 to 89 years, with a 
mean of 66.4 (SD 8.6) years. The average number of 
years of homelessness was 8.8 (SD 10.2). Forty-six par-
ticipants were white and 3 were black.

The refusal rate for participation in the interview por-
tion of the study was 40.8%, with a total of 29 individ-
uals completing both the GDS-15 and the MMSE. There 
was no significant difference in the mean age or years of 
homelessness between those who completed the inter-
views and those who did not (P > .05).

Alcohol and substance abuse
A history of alcohol use was documented in 42 of the 
medical records reviewed. Fourteen participants (33.3%) 
were current alcohol abusers and 9 (21.4%) had pre-
viously abused alcohol. Because of the difficulties in 
establishing firm criteria for alcohol abuse or depend-
ence, figures on alcohol abuse are not included in the 
calculations for mental illness.
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Previous and new clinical  
diagnosis of mental illness
The previous and new diagnoses of mental illness 
(excluding alcohol abuse) are summarized in Figure 1. 
Twenty-one men (42.9%) had previous diagnoses of men-
tal illness. The most prevalent diagnosis was schizo-
phrenia (n = 14), followed by depression (n = 3), anxiety 
disorders (n = 3), dementia (n = 1), and bipolar affective 
disorder (n = 1). Six months after admission, 18 partici-
pants (36.7%) had received new diagnoses of mental ill-
ness. Depression was the most common new diagnosis 
(n = 8, 16.3%), followed by cognitive impairment (n = 7, 
14.3%) and psychotic disorders that were not otherwise 
specified (n = 3, 6.1%). Three participants who were given 
new mental health diagnoses had other previously diag-
nosed mental illnesses. Of these, 2 had previous diag-
noses of schizophrenia; 1 was given a new clinical 
diagnosis of depression and the other was given a new 
diagnosis of dementia. One individual with a previously 

diagnosed anxiety disorder was given a new diagnosis of 
depression. Thus, the total number of participants with 
any previous or new diagnosis was 36 (73.5%).

Depression as measured by the GDS-15
The GDS-15 was administered to a total of 29 partici-
pants, with a mean score of 4.39 (SD 3.4). As seen in 
Table 1, 9 men (31.0%) had scores indicating depression. 
Of these, 6 participants (20.7%) had scores suggesting 
mild depression and 3 (10.3%) had scores suggesting 
severe depression. Most participants with a GDS-15 
score indicating depression had previous (n = 3) or new 
(n = 5) clinical diagnoses of depression.

Cognitive impairment
Only 1 participant had a diagnosis of dementia before 
admission to the shelter. Within 6 months of admission, 
another 7 participants (14.3%) had been diagnosed with 
cognitive impairment or dementia.

Figure 1. Proportion of elderly homeless men with a mental health diagnosis given before 
(previous) and after (new) admission to a community-based shelter, including those with 
positive GDS-15 and MMSE screening results*: N=49.

BAD—bipolar affective disorder, GDS-15—15-item Geriatric Depression Scale, MMSE—Mini-Mental State Examination.
*29 of 49 men completed screening with the GDS and MMSE. 
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The MMSE was administered to 29 residents, with 
a mean score of 27.1 (SD 2.6). As shown in Table 1, 
the MMSE identified 11 individuals (37.9%) with cogni-
tive impairment: 6 (20.7%) had mild cognitive impair-
ment and 5 (17.2%) had dementia. Of the 6 participants 
who had been clinically diagnosed with dementia and 
who completed the MMSE, 4 received scores indicat-
ing dementia and 2 received scores indicating mild cog-
nitive impairment. The MMSE identified 4 participants 
with mild cognitive impairment and 1 with dementia 
among those who had not previously been given a clin-
ical diagnosis of cognitive impairment.

Overall frequency of mental illness
To give an estimate of the overall frequency of mental 
illness among the participants, we combined previous 
and new clinical diagnoses of mental illness with diag-
noses detected on the MMSE and GDS-15, controlling 
for those individuals who received more than 1 diagno-
sis. As can be seen in Figure 2, an additional 5 partici-
pants with mental illnesses that had not previously been 
diagnosed were identified using the GDS-15 (n = 1) and 
MMSE (n = 4). In total, 41 participants (83.7%) met the 
study criteria for mental illness or cognitive impairment.

DISCUSSION

This survey found that major mental health disorders 
and cognitive impairment were very common in this 
sample of elderly homeless men. The findings mirror 
previous studies conducted outside of Canada on mostly 
nonelderly populations, demonstrating that just under 
half of all participants had previous diagnoses of mental 
illness or dementia. The most common diagnoses before 
admission included psychotic disorders (29%), affective 
disorders (14%), and dementia (2%), but only accounted 
for about half of the total number of participants found 

to have mental illnesses. There are similarities between 
this sample and other reports on the general population 
of homeless individuals in terms of the high frequency of 
current (28%) or past (18%) alcohol abuse in this study. 
These findings suggest that elderly men in Canada are 
extremely vulnerable to the adverse health effects of 
homelessness and are at considerable risk of morbidity.

Perhaps the most striking finding of this study is 
the large proportion of participants who had men-
tal illnesses that were unrecognized or that had not 
been treated in the past. Despite the high baseline 
rate of mental illness, 37% of participants had previ-
ously undiagnosed mental illnesses. Providing access 
to regular primary health care was effective in that it 
was associated with the identification of 8 men (16%) 
with depression and 7 (14%) with dementia. This finding 
suggests that the use of simple screening measures for 
depression and cognitive impairment can be effective in 
uncovering previously unrecognized mental health dis-
orders in a homeless population. In particular, use of the 
MMSE showed that more than one-third of those tested 
had mild or moderate cognitive impairment. This study 
demonstrates that the use of screening and facilitation 

Table 1. Scores on the GDS-15 and MMSE in 29 elderly 
homeless participants

Screening Test  n

PROPORTION 
OF tested 
PARTICIPANTS 
(N = 29)

PROPORTION 
OF  total 
PARTICIPANTS 
(N = 49)

GDS-15 (score)

• Mild depression (5-9) 6 20.7 12.2

• Severe depression (≥ 10) 3 10.3   6.1

• All depression (≥ 5) 9 31.0 18.4

MMSE (score)

• Mild impairment (23-27) 6 20.7 12.2

• Dementia (≤ 22) 5 17.2 10.2

• All cognitive impairment 11 37.9 22.4

GDS-15—15-item Geriatric Depression Scale, MMSE—Mini-Mental State 
Examination.

Figure 2. Cumulative proportion of elderly homeless men 
with a diagnosis of mental illness before (previous) and 
after (new) access to primary health care and screening 
using the GDS-15 and MMSE: N=49.

GDS-15—15-item Geriatric Depression Scale, MMSE—Mini-Mental State Examination.
*29 of 49 men completed screening with the GDS-15 and MMSE.
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of access to primary care can benefit this vulnerable 
population.

This study adds to recent research demonstrating 
benefits of removing barriers and providing access to 
primary mental health care in the community.26,27,36 
Although this study assesses the effects of improving 
access to primary health care as the primary interven-
tion, the shelter actually has several components in 
common with outreach programs that have been proven 
to be effective. These components include stable shelter, 
assistance with achieving stable housing, case manage-
ment, and outreach by social workers, nurses, and shel-
ter employees. It is likely that all of these components 
function together to facilitate access to primary care and 
to achieve benefits in health status.

Limitations
There are several limitations to this study. The diagno-
sis of a new or previous mental illness was obtained 
through a review of medical records, which is less desir-
able than the use of objective interview techniques by a 
mental health professional. The medical care of home-
less individuals is often not linear, and as such it is 
very possible that an individual could have received 
care or treatment for a condition that was not listed on 
the medical records. This might have overestimated the 
number of conditions determined to be undiagnosed. 
It is also important to note, however, that it was the 
usual practice of the shelter’s medical staff to make all 
attempts to request medical information from as many 
sources as possible. 

Another limitation is that neither the use of screening 
measures (ie, GDS-15, MMSE) nor the clinical impres-
sion of a family physician is the criterion standard for 
diagnosing mental illness. It is also important to note 
that the group studied might not be representative of 
typical homeless men, as the individuals referred to 
the hostel would have had to be stable enough to have 
made initial contact with the hostel system. Furthermore, 
those individuals with substantial behavioural and sub-
stance abuse problems were not admitted. With these 
factors in mind, the true extent of mental illness is prob-
ably underestimated in our study relative to the larger 
population of homeless men. Finally, this study was 
conducted in Canada, where universal health insurance 
is provided, and participants could therefore differ sub-
stantially from other countries in terms of their current 
health status and access to previous health care.14,15 
The comparison of the rates of mental illness between 
our study and others, however, suggests more similari-
ties than differences between this group and the general 
population of homeless individuals.4

Conclusion
This study suggests that providing access to primary care 
physicians and other services in a community-based 

shelter program can assist in identification of mental 
illness and cognitive impairment in elderly homeless 
men. The use of brief screening tools for depression and 
cognitive impairment (like the GDS-15 and the MMSE) 
could be helpful in this high-risk group. 
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