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ABSTRACT

Introduction: The effects of homelessness on homeless people are large. El-
derly homeless are in a particularly difficult situation. Being rejected from pro-
fessional, social and cultural life, homeless seniors may develop depression and
cognitive dysfunction.

Aim: The aim of the study was to assess socio-demographic variables of home-
less seniors and to assess the intensity of depression symptoms and the cognitive
functions of older people from different life environments.

Material and methods: Forty people aged 65 and over from the Opolskie
Voivodeship were examined. The study group consisted of 20 homeless people.
The control group consisted of 20 people living independently. Socio-demogra-
phics included age, gender, marital status, education and working status. The
15-point geriatric depression scale (GDS) was used to assess symptoms of depres-
sion. The clock drawing test (CDT) in the Sunderland version was used to assess
cognitive functions.

Results and discussion: The homeless seniors and those living independen-
tly differed statistically significantly in terms of education (P < 0.001) and working
status (P = 0.004). The differences in GDS between the groups were not statistically
significant. The differences in CTD between the groups were statistically significant
(P = 0.029). Homeless seniors have significantly greater cognitive impairment. The
collected results in our own study, using the GDS and CDT scale, do not indicate a
diagnosis of depression and cognitive disorders, but may only suggest their occur-
rence.

Conclusions: Homeless seniors most often have a low level of education and
are unemployed. Seniors experiencing homelessness demonstrate lower cognitive
functioning.
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1. INTRODUCTION

Homelessness is a global issue that occurs in almost all coun-
tries of the world. The problem of homelessness can be ana-
lysed on many levels, i.e. as a social problem, a symptom of a
specific pathology or a negative life situation of an individual.
The European Federation of National Organizations Work-
ing with the Homeless (FEANTSA) published in 2004 the
European Typology of Homelessness and housing exclusion
(ETHOS). There are three levels on which homelessness af-
fects the homeless: (1) the physical (premises, e.g. house pro-
viding protection against unfavourable weather conditions),
(2) the social (privacy, intimacy) and (3) the legal (the feeling
of home security and the protection of material goods).!

In 2019, the Ministry of Family, Labour and Social Policy
in Poland compiled its nationwide statistics for the homeless.
The reasons prevalent in Poland for homelessness were: (1)
family conflicts — 32.2%, (2) addiction — 27.9%, (3) eviction,
deregistration — 26.3%, (4) breakdown of relationships —
18.4%, (5) debt, unemployment, poor health, disability, leav-
ing prison, domestic violence and mental illness.?

Homelessness has numerous consequences for people's
lives and for the population at large. The first is to eliminate
the homeless from social life in violation of their dignity.
The homeless are often dependent on institutions and other
people. Moreover, they have to endure finger-pointing and
humiliation from the rest of society. Another consequence
is the inability to find gainful employment without a per-
manent place of residence. It all adds up to the so-called ‘vi-
cious cycle’ that blocks the way out of homelessness.> The
COVID-19 occurring in the shelter for the homeless does
not differ from the predictable course of the development of
infection in a closed environment and may have the epide-
miological consequences for the general population.*

Homeless seniors over 60 are in a particularly difficult
situation. Shunned from professional, social and cultural
life, homeless seniors may develop depression and cognitive
dysfunction.

In the elderly, the factors that cause depression are di-
verse. Psychosocial factors include loneliness, difficult finan-
cial situation, and a feeling of uselessness after retirement.
Biological factors include chronic diseases, medications
(steroids, metformin), endocrine disorders, deficiency states
(e.g. vitamin D, vitamin B, folic acid) and disability. Psy-
chological factors include loss of loved ones, due to death or
moving out, material damage, negative thoughts, low self-
esteem, arguments and conflicts with loved ones. Bad expe-
riences from childhood and adolescence can also contribute
to depression. These are associated with emotional sensi-
tivity, exclusion from society and a tendency to experience
stress. Endogenous factors include genetic burden, somatic
diseases and changes in the brain that reduce the number of
neurons and neurotransmitters.>’

Diagnosing depression in the elderly is a challenge for
doctors and therapists. Disorders experienced by the pa-
tient may be symptoms of depression, as well as dementia.
Depression is associated with cognitive impairment, such

as slowness, and indisposition of executive functions and
working memory, which contributes to the deterioration of
well-being and persists even after recovery from depression.
In addition, there are problems with basic life activities,
which lead to impaired psychosocial activity, in turn dis-
rupting everyday functioning. Problems with information
processing cause erroneous thinking and cognitive deficits,
such as attention and concentration disorders.®°

Due to the demographic forecasts regarding the increase
in the number of elderly people, there is a need to monitor
the risk of depression and cognitive impairment in seniors
constantly.

2. AIM

The aim of the study was to assess: (1) selected socio-de-
mographic variables of homeless seniors, (2) the frequency
and intensity of depression symptoms, and (3) the cognitive
functions of older people from different life environments.
Research hypotheses: (1) Homeless seniors have a lower
level of education and are more often unemployed than seniors
living independently. (2) Being homeless increases the sever-
ity of symptoms of depression and reduces cognitive functions.

3. MATERIAL AND METHODS

3.1. Study design and setting

The research was conducted from January to February 2021
in the Opolskie Voivodeship in Poland. The research was
carried out in the Dom Nadzei - a facility of the Associa-
tion for Aid to the Homeless, Poor and Socially Excluded in
Opole, and in the homes of people who live independently in
the Opolskie Voivodeship. The Strengthening the Report-
ing of Observational Studies in Epidemiology (STROBE)
guidelines were followed.

3.2. Participants

In total, 40 people aged 65 and over from the Opolskie
Voivodeship were examined. The study group consisted of
20 homeless people who were recruited from the Associa-
tion for Aid to the Homeless, Poor and Socially Excluded.
The control group consisted of 20 people living indepen-
dently. The inclusion criteria were: (1) age 65 and above,
(2) voluntary informed consent to the study, and (3) home-
less status for the study group or independent living for the
control group. The exclusion criteria were: (1) age under
65, (2) no verbal contact, which would make it impossible
to conduct the study, and (3) no consent to participate in
the study. The mean age of homeless seniors was 68.90 =
3.52 years and the mean age of people living independently
was 69.10 * 3.27 years.

3.4. Methods

Socio-demographics included age, gender, marital status,
education and working status.
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The 15-point geriatric depression scale (GDS) was used
to assess symptoms of depression.!!? This version of the
GDS consists of 15 questions about the person's well-being
in the last 2 weeks. In each question, the respondent marks
the answer ‘Yes’ or ‘No.” For each question, the respondent
may receive 0 or 1 point.!»!? The score suggested no depres-
sion (range 0-5), moderate depression (range 6-10) or severe
depression (range 11-15).

The Sunderland version of the clock drawing test (CDT)
was used to assess cognitive functions.!*!* This test is used to
determine the value of the processes of visual-spatial analysis
and synthesis, planning and abstract thinking. The task of
the subject is to draw the clock face, mark the hours and draw
the hands of the clock so that they point to the given time.
The most common time is 11.10 am. In the CDT in the Sun-
derland version, the participant may receive a maximum of
10 points: the higher the score, the better. In the range 6-10,
there are drawings that are basically correctwith any slight
or obvious errors in the position of the hands. While in the
range 1-5 there are incorrect drawings, in which the drawing
of numbers and the clock face is also disturbed.'*

3.5. Statistical methods

The obtained data was encoded and transferred to MS Of-
fice Excel 2017 and then subjected to statistical analysis
using Statistica v. 13.3 (TIBCO Inc., Tulsa, United States).
Descriptive statistics were calculated: mean (M), median
(Me), standard deviation (SD), lower quartile (Q,) and upper
quartile (Q,). The distribution of the variables was assessed
in terms of normality using the Shapiro—Wilk test. Nonpara-
metric methods were used. The Mann—Whitney U test was
used to assess the significance of differences between the two
independent variables for the results of the study and the
control groups. The results of qualitative scales in the ana-
lysed groups were compared by y? Pearson’s test. A P-value
of less than 0.05 was considered statistically significant.

4. RESULTS

Table 1 presents the socio-demographic characteristics of the
participants, which included gender, marital status, education
and working status. The homeless seniors and those living in-
dependently differed statistically significantly in terms of edu-
cation (P < 0.001). Most of the homeless people had received
primary education (70%), and among those living indepen-
dently, most had received vocational (50%) or secondary (35%)
education. The highest percentage of homeless people (70%)
were unemployed, while among those living independently,
the highest percentage (70%) was retired. Other differences in
age and marital status were not statistically significant.

As shown in Table 2, the mean GDS score in the study
group was 7.55 *+ 3.66 points, while the median was 8 points.
The mean value in the control group was 7.40 = 2.85 points,
while the median was 7 points. The differences between the
groups were not statistically significant. In the CDT, the
study group obtained a mean score of 3.65 = 3.82 points, and

Table 1. Socio-demographic characteristics of the participants.

Study group Control group

Variables (%) (%) Chi?
Gender
Male 14(70) 10(50)
Female 6(30) 10(50) 0196
Marital status
Married 2(10) 6(30)
Single 12(60) 3(15)
Widowed 4(20) 11(55) 0.055
Divorced 2(10) 0(0)
Education level
Primary 14(70) 3(15)
Vocational 3(15) 10(50)
Secondary 165) 7(35) <000
University 2(10) 0(0)
Working status
Employed 2(10) 2(10)
Unemployed 14(70) 4(20) 0.004*
Retirement 4(20) 14(70)

Comments: * P < 0.05.

Table 2. Statistical characteristics of the results of GDS and
CDT.
Study group Control group
M=SD Me QI-Q3 M=SD Me Q1-Q3
GDS 7.55+366 8 45-10.5 7.40%285 7 5.0-95 0.758
CDT 3.65+383 1 1-8.5 6.45+3.70 7 2.5-10 0.029*

Test

Comments: *P < 0.05.
Table 3. Percentage of depression and cognitive impairment of
participants.

Study group  Control group

Variables (%) (%) Chi?
GDS
Normal condition 6 (30) 6(30)
Moderate depression 12(60) 11(55) 0.705
Severe depression 2(10) 3(15)
CDT
10 points 2(10) 7(35)
6-9 points 4(20) 6(30) 0.064
1-5 points 14(70) 7(35)

a median of 1 point. The control group obtained 6.45 * 3.70
points, and a median of 7 points. Homeless seniors had sig-
nificantly greater cognitive impairment (> = 0.029).

In the study group, symptoms of severe depression were
noted in 10% of the participants, moderate depression in
60%, while the normal condition was reported by 30%. In
the control group, these statistics were 15%, 55% and 30% of
participants, respectively. In the study group, the maximum
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score of 10 points in the CDT was obtained by 10% of the
participants, a score in the range of 6-9 points by 20%, and a
score in the range of 1-5 points by 70%. In the control group,
the maximum result in the CDT was obtained by 35% of the
participants, a score in the range of 6-9 points by 30%, and a
score in the range of 1-5 points by 35%. The differences were
not statistically significant (Table 3).

5. DISCUSSION

The first aim of the study was to assess selected socio-de-
mographic characteristics of homeless seniors. The level of
education and professional activity differ significantly be-
tween homeless seniors and those living independently. Pri-
mary education predominates among the homeless, and vo-
cational and higher education prevails among community
dwellers. In the group of people living independently, 70%
of respondents received retirement or disability pensions.
This shows that these seniors have worked in the past. In
the group of the homeless, however, only 20% received a re-
tirement pension. In both groups, 10% of the surveyed sen-
iors still worked. The large percentage of homeless who did
not receive benefits, and therefore probably did not work in
the past (70%), proves that unemployment may be the cause
of the respondents' homelessness. This thesis is confirmed
by Moraczewska, according to which unemployment is one
of the causes of homelessness.!

Low education may result in difficulties in finding a job,
and unemployment is one of the causes of homelessness.?
Research by the Ministry of Family, Labour and Social Pol-
icy in Poland from 2019 confirms that most of the homeless
have vocational or primary education.’

The second aim of the study was to assess depression and
cognitive functions among homeless and independently liv-
ing seniors. The intensity of depression symptoms in both
groups did not differ significantly. The percentage of people
without depression and with moderate and severe depres-
sion was also similar. The mean results in both groups in-
dicate moderate depression. Also, the percentage of people
with moderate depression is the highest in both groups.
Only 30% of seniors in each group did not have depression.

The high prevalence of depression among the elderly is
worrying. The consequences of undiagnosed and untreated
depression are considerable. From the point of view of re-
habilitation, persistent depression in people with physical
disorders after a severe illness is associated with lack of im-
provement in physical functioning. Depression can probably
be associated with an increased incidence of various dis-
eases among nursing home residents, which is also evident
in elderly hospitalised patients. If so, the need for care and
other healthcare services would be greater for people with
depression than for healthy people, and the financial costs
would also be higher. Recent data indicate increased mor-
tality among nursing home residents with major depressive
disorders. Depression in long-term care facilities is a condi-
tion with questionable prognosis and with negative medical,

social and financial consequences.’® Psychological complica-
tions in depression, such as emotional, behavioral and cogni-
tive disorders, can have a negative effects on the social func-
tioning and the overall quality of life.!® Although depressive
disorders in old age can be alleviated and even cured with
appropriate therapy, they often go unnoticed, especially in
nursing home residents. Thus, they remain untreated. This
indicates a deficit in healthcare and may result not only in
lower quality of life among those concerned, but also in poor
physical functioning, premature mortality and an increased
number of hospitalisations.!’

The term ‘mild cognitive impairment’ has long been
equated with the transition state between normal cognitive
functioning and the symptoms of Alzheimer's disease. Cur-
rently, the term is used in a broader sense, to include patients
without known dementia but with apparent cognitive defi-
cits. It is estimated that in the general population of people
over 60 years of age, 15%—30% show mild cognitive impair-
ment and its incidence increases with age.'®!® In the authors'
own research, homeless seniors have significantly greater
cognitive dysfunctions. As many as 70% of the homeless and
35% of seniors living in the local community have scores in
the range of 1-5 points, which means that their drawings are
fundamentally wrong. Only 10% of the homeless and 35%
of seniors living in the local community achieved the maxi-
mum score on the CDT. Changes in the brain lead to the
weakening of cognitive processes with age. The relationship
between the state of brain damage and the clinical picture,
however, especially cognitive deterioration, is modified by
the plasticity of the brain and the presence of the so-called
cognitive reserve. This cognitive reserve depends, inter alia,
on environmental stimulation.? For homeless seniors, who
do not have their own place of residence, this stimulation is
probably insufficient.

Depressive syndromes and cognitive impairment are
among the most common psychopathological symptoms
observed in elderly people.? Symptoms of depression and
disorders of cognitive functions can be identified with the
ageing process of organisms, and in many cases it is difficult
to determine clearly what is a cause and what is an effect. In
the initial stage of cognitive decline and depression, symp-
toms may be similar. Sometimes, different syndromes occur
simultaneously.??? Studies by other authors show that de-
pressive symptoms are risk factors for cognitive deteriora-
tion.”? Wilmanska and Gutaj performed cognitive screening
tests on 80 seniors and found a significant correlation be-
tween the impact of depression severity on the occurrence of
cognitive disorders.?* The most common cognitive deficits
in depression are disorders in executive functions, atten-
tion, short-term memory and psychomotor skills.? Execu-
tive function deficits occurring alongside severe depression
mean that patients do not set or pursue life goals, they lose
the ability to create plans, even those related to daily activi-
ties, and withdraw from social roles.?

Early diagnosis of depression and related cognitive dis-
orders in seniors will allow for the implementation of treat-
ment and improve the quality of life of patients.
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It should be noted that the collected results in our study,
using the shortened GDS and CDT scales, do not indicate
a diagnosis of depression and cognitive disorders, but may
only suggest their occurrence. Both scales are helpful in as-
sessing the elderly population. This study reports on the
level of depression symptoms and cognitive impairment,
but not on their clinical symptoms.

6. CONCLUSIONS

(1) Homeless seniors most often have a low level of educa-
tion and are unemployed.

(2) Seniors experiencing homelessness demonstrate lower
cognitive functioning.

(3) There was no increased severity of depression symptoms
in homeless seniors.

(4) In future studies, more people should be included in or-
der to interpret the obtained results in a more compre-
hensive manner.
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