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BACKGROUND

	 The increasing populat ion of  o lder Americans necessi tates an expansion 
in programs and services that are responsive to their  pr ior i t ies and needs.1-3 
Given the chal lenges of  independent l iv ing for  those with subopt imal heal th 
and/or funct ioning, programs that faci l i tate aging in place represent an 
important component of  a responsive service system.4  Such programs 
remain novel , 5 wi th much to be learned at  both the local  and nat ional  level—
including ident i f icat ion of  best  pract ices for  d i rect  service del ivery,  as wel l  as 
approaches that promote systemic solut ions and community-wide changes. 

	 Community Innovat ions for Aging in Place (CIAIP) was funded from 
2009 to 2012 by the United States Administrat ion on Aging (AoA) in response 
to the need for systemic and integrated responses to shi f t ing demographics.
Through CIAIP, demonstrat ion projects were funded in fourteen si tes around 

the country.   In addi t ion,  the 
Center for  Home Care Pol icy 
and Research (CHCPR) of 
the Vis i t ing Nurse Service 
of  New York (VNSNY) was 
chosen as the Technical 
Assistance Grantee (TAG), 
which included VNSNY 
staff  and consul tants, 
to provide training and 
other supports focused 
around program design, 
program implementat ion, 
communicat ion,  and 
evaluat ion (see Table 1 for 
l is t ing of  grantees.) 

	 This case study report  is  one in a ser ies of  case studies developed 
by the TAG.  The case studies descr ibe program models,  chal lenges, and 
lessons learned for organizat ions and funders seeking to develop aging in 
place programs, as wel l  as others wi th interest  in the topic.   Data for  th is and 
other case studies was gathered pr imari ly through si te v is i ts and in-person 
interviews and discussions with program staff  and stakeholders.*   Depending 
on the si te,  stakeholders included some combinat ion of  c l ients,  partners, 
Advisory Board members,  and community members wi th interest  and expert ise 

At lanta Regional  Commission, At lanta,  GA
Boston Medical  Center,  Boston, MA
Cathol ic Char i t ies,  Kansas City,  MO
Cathol ic Char i t ies,  Stockton, CA
City of  Montpel ier,  VT
The Coordinat ing Center,  Mi l lersvi l le,  MD
Easter Seals New Hampshire,  Inc. ,  Manchester,  NH
Family Eldercare,  Aust in,  TX
Jewish Family Service of  New Mexico, Albuquerque, NM
L.A. Gay and Lesbian Center,  Los Angeles,  CA
Mt.  Sanford Tr ibal  Consort ium, Gakona, AK
Neighborhood Centers,  Inc.  Bel la i re,  TX
New York Ci ty Department for  the Aging, New York,  NY
Support ive Women’s Network,  Phi ladelphia,  PA
Center for  Home Care Pol icy & Research, VNSNY (TAG)

Table 1: CIAIP Grantees

* The data col lect ion was approved by the Inst i tut ional  Review Board of  The New York Academy of  Medicine, a member of  the VNSNY TAG.



2 3

in issues related to aging in place.  Addi t ional  informat ion came from reviews 
of  program documents including project  proposals,  reports,  and outreach 
mater ia ls.  

	 CIAIP grantees developed a range of  program models and speci f ic 
services.   For the purpose of  the case studies,  these models and services 
could have been grouped and categor ized along a number of  d imensions.  The 
framework we ut i l ized focuses on a grantee’s overal l  approach and del ineates 
f ive overarching themes: 

1. 	 Broad based community development and planning
2.	 Service provis ion in set t ings where older people l ive and congregate
3.	 Bui ld ing br idges across program and organizat ional  “s i los”
4. 	 Mobi l iz ing human and social  capi ta l  through volunteer ing and 

advocacy
5.	 Reaching out to and engaging speci f ic  groups of  over looked or 

disenfranchised older adul ts

	 Services to Help at  Risk Elders (SHARE), a project  of  the Elders 
Liv ing at  Home Program (ELAHP) at  Boston Medical  Center,  is  an example 
of  the f i f th l is ted approach. SHARE assists formerly homeless older adul ts, 
as wel l  as those at  r isk of  homelessness, to remain stably housed through 
comprehensive,  indiv idual ized, and ongoing case management and nursing 
services provided dur ing home vis i ts and in other community set t ings.  SHARE 
targets the most vulnerable of  o lder adul ts.   Besides l iv ing in poverty,  c l ients 
commonly have signi f icant physical  and mental  heal th issues, minimal 
independent l iv ing ski l ls ,  and inadequate social  support  systems. The SHARE 
program is being evaluated by John Snow, Inc.  The evaluat ion includes 
tracking of  f requency, type and length of  v is i ts;  open-ended cl ient  interviews; 
and indiv idual  basel ine and fol low-up assessments of  overal l  heal th,  mental 
heal th,  nutr i t ion,  food secur i ty,  physical  act iv i ty,  a lcohol  consumption, 
medicat ion adherence, hygiene, and social  connect iv i ty. 

HOMELESSNESS AND OLDER ADULTS

	 With the aging of  the general  populat ion,  the number of  o lder adul ts 
that  are homeless or unstably housed has also been growing.6  Compared to 
other older adul ts,  those that are homeless are more l ikely to have chronic 
i l lnesses, including diabetes,  hypertension, cardiovascular disease, and 
cancer,6,7 as wel l  as l imi tat ions in performing act iv i t ies of  dai ly l iv ing.6  In 
addi t ion,  they have disproport ionately high rates of  mental  i l lness,  cogni t ive 
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impairment,  and alcohol  and other substance use 6,8,9 and are s igni f icant ly 
more l ikely than other at-r isk populat ions to be social ly isolated.9-11 Not 
surpr is ingly,  poverty,  lack of  insurance, psychosocial  issues, and compet ing 
pr ior i t ies l imi t  access to and ut i l izat ion of  needed services by homeless 
populat ions.6,8,10  

	 The tradi t ional  model for  homeless services expects indiv iduals to 
move through a cont inuum of care,  which ( for  example) may include drug 
treatment and transi t ional  housing.  Pr ior  to placement in permanent housing, 
c l ients must demonstrate “readiness,”  through abst inence from drugs 
and alcohol ,  adherence to medical  recommendat ions,  and/or mastery of 
independent l iv ing ski l ls . 12  In contrast ,  a “Housing First”  approach—like the 
one used by SHARE—assumes housing as the pr imary need and that housing 
accompanied by support ive services can effect ively prevent future episodes of 
homelessness.13-15 

	 In a Housing First  approach, c l ients are required to comply wi th a 
standard lease agreement;  ut i l izat ion of  part icular services and/or behavioral 
changes, however,  are not mandatory.15  The Housing First  approach appears 
part icular ly appropr iate for  certain older adul ts,  including the long-term 
homeless and those with cogni t ive di ff icul t ies,  who are unl ikely to make the 
behavior changes assumed in the t radi t ional  model.  In fact ,  housing provided 
with support ive services,  has been shown to promote resident ia l  stabi l i ty, 
improve heal th service use, improve heal th outcomes, and reduce societal 
costs.6,16  However,  there is l i t t le publ ic ly avai lable descr ipt ive informat ion 
on the implementat ion of  support ive programs target ing older adul ts.  This 
case study report ing on SHARE may in part  f i l l  th is gap by providing detai led 
informat ion on program implementat ion,  outcomes, chal lenges, and lessons 
learned.

PROGRAM DESCRIPTION 

	 Services to Help at  Risk Elders (SHARE) is a project  of  the Elders Liv ing 
at  Home Program (ELAHP) at  Boston Medical  Center.  Since i ts incept ion 
in 1986, ELAHP has assisted homeless older adul ts to f ind and maintain 
emergency shel ter  and long term housing. Recogniz ing that a port ion of  their 
c l ients required ongoing stabi l izat ion and heal th-related services,  SHARE 
was developed under the ELAHP umbrel la to provide more comprehensive, 
indiv idual ized, and ongoing case management and nursing services.  With a 
caseload of  approximately for ty,  SHARE direct  service staff  includes two ful l -
t ime case managers,  one part- t ime case manager,  and a part- t ime registered 
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* Pseudonyms are used throughout the report .

nurse (RN).   SHARE cl ients l ive in subsidized housing, where program staff 
col laborate wi th Resident Service Coordinators,  other bui ld ing staff ,  and other 
community organizat ions to provide a support ive environment for  residents. 
In fact ,  connect ions to heal th care for  the homeless programs, senior centers, 
food programs, phi lanthropies,  and others are considered essent ia l  to meet 
the fu l l  range of  c l ient  needs. 

	 Upon enrol lment,  SHARE cl ients agree to a service plan that includes a 
basel ine assessment and regular v is i ts f rom both the RN and a case manager. 
SHARE staff  see cl ients as of ten as required (and wherever required)—
sometimes mult ip le t imes per week.  Length of  v is i ts var ies.  Nurse vis i ts are 
usual ly less than one hour;  case manager v is i ts,  in contrast ,  may be two 
hours.  Issues addressed dur ing SHARE vis i ts include:

1. 	 Management of  heal th condi t ions,  including the provis ion of  heal th 
educat ion and medicat ion management

2. 	 Accessing needed medical  and support ive services
3.	 Nutr i t ion assessment and educat ion
4.	 Money management,  banking, and bi l l  payment
5. 	 Accessing food
6.	 Social  support

	 Depending on the indiv idual ,  staff  may serve as l ia isons to heal th 
care providers,  fami ly members,  and housing staff ,  advocat ing for  services, 
mediat ing disagreements,  and “ interpret ing” discrepant expectat ions.  

	 Approximately 50% of SHARE cl ients have been chronical ly homeless 
for  a s igni f icant port ion of  their  adul t  l ives.  According to basel ine evaluat ion 
data,  c lose to hal f  rated their  heal th as something less than “good;”  32% 
sometimes worr ied about insuff ic ient  funds to purchase food; and 58% 
reported binge dr inking in the 30 days pr ior  to the assessment.  Just  hal f  of 
SHARE cl ients shopped for grocer ies,  prepared meals,  and managed their 
f inances alone.17  James*,  for  example,  was housed through ELHAP and is 
now a SHARE cl ient .  He has been a heavy dr inker for  many years:

I  used to l ive in Southie.  There was a f i re in the house and 
they were doing the house over and then they decided they 
were going to make condominiums out of  i t .  So, I  was out 
on the streets.   I  was sleeping on Commonwealth Avenue, 
and the truck used to go by every night and one night they 
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to ld me, “You have to go in [ to the shel ter ] ,  because i t  was 
below zero.”   I  said,  “You woke me up to te l l  me i t  was below 
zero?”  Then we got to be fr iends and they helped me to get 
th is place.

	 Yvette,  another SHARE cl ient ,  is  an immigrant,  who had been employed 
as a domest ic worker.   Her chi ldren l ive overseas; she has other fami ly in 
Boston that she sees regular ly,  but  they lack the resources to house her or 
to provide her wi th support  on a dai ly basis.   Yvette came to SHARE through 
a homeless shel ter.   Al though her independent l iv ing ski l ls  are adequate,  she 
has needed ongoing assistance from SHARE to better manage her diabetes 
and other heal th issues.

ACCOMPLISHMENTS

	 Some two years into implementat ion,  SHARE staff ,  col laborators, 
and cl ients were able to del ineate a number of  successes, including high 
sat isfact ion wi th program services.  James, the c l ient  brought in off  the street 
when the temperature was below zero,  commented: “ I  cal l  them my fami ly. 
God bless them. I  love them, to be truthful  wi th you.”   Evaluat ion f indings 
(comparing years 1 and 2 of  the project)  reported by John Snow, Inc.  suggest 
increased consumption of  f ru i ts and vegetables,  reduct ions in binge dr inking, 
improved hygiene, and better social  integrat ion.   Accompl ishments reported 
dur ing the TAG si te v is i t—as descr ibed below—focused on housing stabi l i ty, 
heal th,  food secur i ty,  and knowledge regarding service del ivery for  th is very 
high need populat ion.  

Housing Stabil i ty 

	 A notable accompl ishment of  SHARE is that  no c l ients have been evicted 
or returned to unstable l iv ing condi t ions:

Speaking as a management company, i t ’s  a great resource 
because i t ’s  expensive to move somebody in and do a turnover 
on an apartment.   And this way people are staying longer 
than they probably would have…. We don’ t  do evict ions very 
of ten.  I t ’s  very,  very extreme.  But,  I  could easi ly see some 
of these people gett ing an evict ion not ice i f  they weren’ t 
hooked up in th is way. (Resident Services Coordinator in 
subsidized housing)
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	 SHARE cl ients,  in fact ,  face a wide range of  issues that may impact 
on housing stabi l i ty,  including compet ing pr ior i t ies resul t ing f rom low or 
no income, poor ly managed heal th condi t ions,  and substance abuse. As 
descr ibed below, i f  these pr ior i t ies are not addressed, c l ients wi l l  not  have 
funds avai lable to pay rent on a regular basis.   SHARE cl ients,  l ike al l 
tenants,  must also learn the rules of  independent l iv ing,  which may be a 
part icular chal lenge for those who l ived on the streets or in shel ters for 
extended t ime per iods:

When you look at  people who maybe don’ t  know how to take 
care of  their  apartment and the manager is saying, ‘This 
apartment is a pigsty. ’  … Even general  housekeeping, l ike 
f i re hazards on the stove.  In their  mind, they’re not using 
the stove.  What does i t  matter i f  newspapers are there? 
(Resident Services Coordinator in subsidized housing)

	 SHARE staff  have helped to mediate evict ion not ices and reconci le 
the somet ime conf l ic t ing pr ior i t ies and concerns of  management and cl ients, 
part icular ly around housekeeping and potent ia l  safety hazards,  as noted 
above.  They have also helped cl ients manage their  money in a way that 
l imi ts their  abi l i ty  to dr ink to excess, helped with the forms and paperwork 
necessary for  uninterrupted enrol lment in ent i t lement programs, and 
helped them to purchase money orders used for rent payment.  Among al l 
SHARE cl ients,  the only housing changes that have occurred resul ted f rom 
interpersonal  issues (one cl ient  was moved to other subsidized housing) and 
deter iorat ing cogni t ive abi l i t ies ( two cl ients were moved to assisted l iv ing 
faci l i t ies). 

Health

	 A large number of  SHARE cl ients have chronic heal th condi t ions, 
including condi t ions that are newly diagnosed and/or newly t reated at  program 
entry.  Cl ients must learn basic informat ion about these i l lnesses, their 
management,  and their  t reatment.  The SHARE RN is essent ia l  to th is process, 
meet ing wi th c l ients at  enrol lment and as needed (but no less than quarter ly) 
thereafter.  Home vis i ts al low the RN to assess food access, dietary behavior, 
and medicat ion management,  as wel l  as heal th l i teracy and language issues. 
Diabetes is part icular ly prevalent and chal lenging for SHARE cl ients,  as 
they may lack a convent ional  schedule,  suff ic ient  f inancial  resources, and 
knowledge and ski l ls  regarding disease management—as suggested by the 
RN in the fo l lowing anecdotes: 
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We had a gent leman… and I  was try ing to f igure out what ’s 
going on with his blood sugars and sometimes people just 
assume that everybody eats dinner at  f ive or that  everybody 
eats. . .  So they would say,  “Take your insul in around dinner 
t ime, you know, f ive o’c lock.”  [But]  he wasn’ t  eat ing unt i l 
n ine.

This woman [Yvette,  descr ibed above],  i t  sounded l ike she 
was doing everything r ight .  And, I ’m l ike,  “Jeez, th is isn’ t 
making any sense.”   I  don’ t  even know why [she’s]  d iabet ic, 
and she’s eat ing f ish and she eats oatmeal.   And then [dur ing 
a home vis i t ]  out  of  the corner of  my eye: s ix teaspoons of 
sugar I  saw go into her tea… and there was my answer.

	 Home vis i ts represent only a port ion of  SHARE heal th-related act iv i t ies. 
By accompanying cl ients on physic ian v is i ts,  the RN and SHARE case 
managers are also able to serve as pat ient  navigators and advocates, 
re inforcing medical  recommendat ions,  and working with c l ients to access 
appropr iate medical  services.  Yvette,  for  example,  had di ff icul ty managing 
her medicat ions.  The SHARE RN could not see her as f requent ly as needed 
so an at tempt was made to connect her wi th a v is i t ing nurse. The services 
of  a v is i t ing nurse, however,  would also be t ime l imi ted, wi th sel f -suff ic iency 
as the required object ive.   Recogniz ing that sel f -suff ic iency was very l ikely 
unattainable,  SHARE connected Yvette to a nearby Senior Center that  offered 
on-si te nursing services on a regular and ongoing basis.   They also connected 
her to a local  doctor whose approach to diabetes management was more 
consistent wi th best pract ice recommendat ions,  as compared to her previous 
provider.   As a resul t  of  these changes—and a reduct ion in the amount of 
sugar she puts in her tea—Yvette’s blood glucose level  has dropped from 
800 to 200 (or less),  she feels better,  and her doctor has observed improved 
kidney funct ioning.  SHARE staff  have also faci l i tated access to surgery for 
esophageal cancer for  one cl ient  and surgery for  the removal  of  cataracts for 
another.  “ I t  was bibl ical , ”  the lat ter  reported.  “ I  was bl ind and then I  could 
see.”

	 SHARE staff  a lso provides needed informat ion to physic ians regarding 
cl ient  comprehension of  medical  informat ion,  medicat ion adherence, and 
appropr iate expectat ions.   They report  that  c l ients are very ret icent wi th 
doctors and wi l l  neglect  to ask even pre- ident i f ied quest ions.   Having 
a SHARE staff  member at  the v is i t  faci l i tates a s igni f icant ly more 
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comprehensive exchange of  informat ion and quicker progress.    

Food Security

	 SHARE has ident i f ied food access as a cr i t ical  issue for c l ients.   In fact , 
c lose to 45% of case manager referrals are to food pantr ies.  According to a 
member of  the SHARE administrat ive staff :

Stabi l i ty  in housing depends on heal th.  I t  a lso depends on 
food.  Because i f  somebody has a very low income…they’re 
more apt to pay their  rent  i f  they have money to buy food . 

	 In fact ,  quant i ty and qual i ty of  food are both s igni f icant concerns.  Some 
20% of SHARE cl ients have heal th issues, such as diabetes,  that  require a 
special ized diet ,  yet  many face barr iers to proper nutr i t ion.  These barr iers 
include minimal f inancial  resources (as noted above),  as wel l  as l imi ted 
mobi l i ty  (due to disabi l i ty  and/or t ransi t  issues),  inadequate knowledge, and 
poor food habi ts.  The RN, descr ib ing one of  the SHARE cl ients,  explained:

And I  found cookies and je l ly—orange crush in his 
refr igerator.   But,  he’s another wi th l imi ted funding, so [he 
eats]  whatever he gets f rom the food pantry. 

	 The consequences of  these food barr iers were evident in blood glucose 
levels of  d iabet ic c l ients,  and the fear was i r reversible deter iorat ions in 
heal th,  necessi tat ing placement in assisted l iv ing faci l i t ies.  In response, 
SHARE developed col laborat ions wi th local  organizat ions that provide free 
meals and free food.  Case managers col lect  and distr ibute selected heal thy 
food from pantr ies,  including fresh frui t  and vegetables,  to c l ients on a 
biweekly basis.  These are very labor intensive act iv i t ies wi th compl icated 
logist ics.  SHARE therefore appl ied for  and was awarded a two-year, 
$225,000 grant f rom AARP to support  and expand i ts food access program, 
which includes a nutr i t ional  needs assessment,  food “prescr ipt ions” and 
shopping l is ts,  home del ivery,  nutr i t ional  educat ion,  and repeated biometr ic 
and nutr i t ional  assessments.  The food access program, a col laborat ion wi th 
Boston Medical  Center ’s Center for  Endocr inology, Nutr i t ion,  and Weight 
Management,  as wel l  as i ts IT department,  faci l i tated expanded partnerships 
including Shaw’s Supermarkets,  Boston Food Bank, Enterpr ise Rent-a-Car, 
and the Walmart  Foundat ion.
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Knowledge and Experience

	 SHARE staff  are in agreement regarding the frequency with which they 
face the unexpected in serving their  target populat ion and the need for a 
structure and strategies sui ted to addressing issues that are unpredictable:

We’re sort  of  l ike a l ight  infantry.  We can pick up and move… 
If  there’s something new that comes up we learn i t ,  and 
adjust ,  and do i t .  (SHARE Administrat ive Staff )

We argue a lot… Sometimes we go in one direct ion and we 
think th ings are okay, and we fol low that direct ion and then 
something else comes up. I  th ink every t ime you apply one 
thing a di fferent set  of  c i rcumstances can creep up, and 
having other people that  are around that have vast ly di fferent 
exper iences real ly helps.  You’re never going to catch every 
s i tuat ion [ in advance],  so the best you can do sometimes is 
to react.….and the more [staff ]  d iversi ty you have the better. 
(SHARE Case Manager)

Nursing is normal ly a lot  of  b lack and white.  In th is job… 
there’s a lot  of  grey.   And, you’ve got to just  keep digging 
and digging and digging. (SHARE RN)

	 In addi t ion,  staff  are in agreement regarding an unant ic ipated level 
of  need.  The lack of  basic knowledge among cl ients regarding common 
i l lnesses such as cancer and diabetes,  heal thy behaviors,  and independent 
l iv ing ski l ls  (e.g.  grocery shopping, microwave operat ion) was surpr is ing 
even to those with many years exper ience serving the homeless.  One SHARE 
cl ient  received a diagnosis of  cancer,  fo l lowing a rout ine Pap smear.  She 
was not adherent to medical  advice,  because she did not understand certain 
basic facts:  that  t reatment was necessary even in the absence of  symptoms, 
that  cancer can spread, and that i t  can be fatal .   The staff  found that th is 
lesson, regarding start ing wi th the most basic informat ion,  was important 
to communicate to their  medical  partners,  who commonly had unreal ist ic 
expectat ions about SHARE cl ients ’ heal th l i teracy and heal th management 
ski l ls ,  despi te exper ience with homeless populat ions.  
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CHALLENGES
	

	 SHARE staff  have ident i f ied a number of  implementat ion chal lenges 
that l ikely would resonate wi th providers serving simi lar  populat ions and/or 
ut i l iz ing s imi lar  models.  Among these chal lenges:

• 	 SHARE provides intensive services  for  people wi th few resources 
and l imi ted access to ent i t lement programs.  Al though certain 
eff ic iencies are at ta inable,  such programs face fundrais ing 
chal lenges, part icular ly in an environment that  emphasizes cost 
savings and demonstrated potent ia l  for  sustainabi l i ty.   Consistent 
effor ts to access and diversi fy funding sources are required and 
must be considered “business as usual . ” 

• 	 The quest ion of  appropr iate threshold for  service del ivery resonates 
throughout the SHARE program.  The RN, for  example,  sees her role 
as t ime l imi ted: I  don’ t  want them to be dependent on me.  That ’s 
what I  a lways try to say.   I ’m l ike the ship.   I ’m going to steer you 
into port .   Once we get into port  and everybody’s secure,  I  go on to 
the next person.   In fact ,  the SHARE program ident i f ied a s igni f icant 
minor i ty of  c l ients that  had at ta ined levels of  sel f -suff ic iency great 
enough for discharge from the program. However,  some cl ients 
wi l l  never be “secure,”  and the need for intensive services may be 
ongoing. 

	 In addi t ion to the quest ion of  durat ion,  there are quest ions regarding 
frequency and type of  services.  SHARE is targeted to very high need 
indiv iduals,  and services provided include those expected of  t radi t ional  care 
coordinat ion programs, such as heal th educat ion and promot ion, pat ient 
navigat ion,  case management,  and cl ient  advocacy.  However,  more basic 
services are also provided to some cl ients,  including food shopping, food 
pantry pick-ups, and meal preparat ion.  For the long-term homeless and those 
with cogni t ive di ff icul t ies,  these basic service needs may also be ongoing. 
There are legi t imate quest ions regarding the appropr iate scope of  services, 
g iven l imi ted staff  and program resources, as wel l  as the goal  (somet imes 
unreal ist ic)  of  increased cl ient  sel f -suff ic iency. 

	 A second perspect ive on scope and threshold for  service del ivery 
ref lects the need to ident i fy the appropr iate level  of  care that  keeps cl ients 
safe and able to maintain an opt imal qual i ty of  l i fe.   A SHARE case manager 
wondered: “ I f  th is person needs so much at tent ion,  could they be somewhere 
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else? Or should they be somewhere else? … I f  [ i t ]  means that a person is 
going to be in their  home and suffer ing for  X amount of  t ime without any 
at tent ion.  I  mean, we go home on weekends.” 

	 Evaluat ion of  programs such as SHARE present numerous chal lenges.  
First ,  evaluat ion of  person-centered services is inherent ly chal lenging as 
the “ intervent ion,”  by design, di ffers according to the person.  Outcomes 
(e.g.  improved disease management,  increased social izat ion) may also 
di ffer  according to the person.  Second, evaluat ion of  services for  f ra i l  o lder 
adul ts is chal lenging, given the decl ines in heal th and funct ioning that are 
an unavoidable part  of  the aging process.  Improvements f rom basel ine are 
not necessar i ly  a real ist ic expectat ion.   Third,  SHARE is pr imari ly focused 
on prevent ion of  repeat homelessness.  Without a control  group and a robust 
study design, document ing that an event was prevented by a part icular set  of 
act iv i t ies is near impossible.   Fourth,  g iven previous poor access, ut i l izat ion 
of  heal thcare services is l ikely to increase for SHARE cl ients wi th program 
engagement.   Thus, rather than reducing heal thcare costs,  SHARE may 
increase them.  Simi lar ly,  common heal th status indicators might appear to 
worsen with the receipt  of  program services,  due to recogni t ion and treatment 
of  previously undiagnosed heal th condi t ions,  including diabetes and cancer.  
Fi f th,  commonly used measures of  heal th status and heal th behaviors may 
be inappropr iate for  th is populat ion.   For example,  g iven extreme poverty, 
does “minutes walked per day” indicate heal thful  behavior or lack of  funds to 
access needed transi t  services?  Simi lar ly,  a l though regular consumption of 
f ru i ts and vegetables is important—part icular ly given high diabetes rates—
is i t  an appropr iate expectat ion for  indiv iduals wi th l imi ted access to food, 
in general? Sixth,  g iven the volume and intensi ty of  services provided, i t 
is  d i ff icul t  for  d i rect  service staff  to document al l  program act iv i t ies and 
accurately report  on f requency of  c l ient  contact ,  as might be expected for a 
comprehensive process evaluat ion and/or cost  study.
		
	 Despi te these chal lenges, SHARE has cont inued to engage in a mixed 
method evaluat ion process, which has yielded useful  data regarding the 
volume and type of  services del ivered and changes in c l ient  level  outcomes.

SUMMARY AND LESSONS LEARNED

	 SHARE staff  are devoted advocates for  homeless older adul ts,  working 
di l igent ly to ident i fy and implement a service model that  best meets c l ient 
needs. They are real ist ic wi th respect to c l ient  independence and ski l ls ,  whi le 
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respect ing both the moral  obl igat ion to care for  those with l imi ted abi l i ty 
to care for  themselves and the resi l ience apparent in overcoming repeated 
obstacles.  In descr ib ing their  key lessons, recurrent themes include:

1. 	 The signi f icance of  compet ing pr ior i t ies,  most notably food access 
and heal th issues as compet ing wi th housing needs, and the 
chal lenges to addressing these pr ior i t ies.   I f  food and heal th are not 
considered, housing is unl ikely to remain stable.

2. 	 Ref lect ing the compet ing pr ior i t ies noted above, f lexibi l i ty  and 
creat iv i ty to provide services on an as-needed basis,  even i f  that 
means mult ip le encounters per week—and providing services that do 
not f i t  typical  case management or nursing expectat ions.

3. 	 The necessi ty of  start ing at  “step one”—the most basic informat ion 
and/or services,  as c l ients may have last  v is i ted a doctor ’s off ice or 
supermarket decades ago and may lack the conf idence and trust  for 
effect ive interact ions.   Use of  a “housing f i rst”  or  “harm reduct ion” 
approach faci l i tates the acceptance of  person-centered, rather than 
universal ,  behavioral  goals.

4. 	 The importance of  home vis i ts,  which al low the staff  to observe and 
address what c l ients eat and dr ink,  their  independent l iv ing ski l ls , 
medicat ion access and pract ices,  and other indicators of  qual i ty of 
l i fe and stabi l i ty.

5. 	 The need for col laborators wi th complementary programs and 
services,  including in-home medical  care,  food programs, and senior 
center services.

6. 	 The importance of  knowledge regarding ent i t lements and programs 
for part icular populat ions,  such as undocumented immigrants.

7. 	 The need for di l igence and concerted effor ts to secure suff ic ient 
funding to meet a part icular ly high level  of  need.

	 In conclusion, SHARE offers a successful  model to support  aging in 
place and reduced homelessness for a part icular ly vulnerable populat ion of 
o lder adul ts.   The SHARE model involves f requent and f lexible interact ions 
that meet a wide range of  basic needs and faci l i tate improvement in a number 
of  intermediate outcomes, including mood, social izat ion,  food secur i ty,  and 
alcohol  consumption.  Given this range, i t  a lso requires col laborat ion,  so 
that special ized services may be del ivered in ways that are accessible and 
acceptable and serve the ul t imate goals of  housing stabi l i ty  and improved 
qual i ty of  l i fe.
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