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PARLIAMENTARY INQUIRY INTO HOMELESSNESS
Bolton Clarke Homeless Persons Program submission
About the Bolton Clarke Homeless Persons Program
Established in 1978, Bolton Clarke (formerly RDNS) Homeless Persons Program (HPP) is a rights and
equity-based model of health care, which is underpinned by the belief that people who experience
homelessness have the right to holistic health care that is accessible and relevant; of a high
standard; equivalent to that received by the general community; and self-determined. The program
works from the premise that the care is driven by the client’s need, not what the program is able to
deliver. The program utilises Primary Health Care strategies to address the many social, cultural,
environmental, biological and economic determinants of health.
HPP community health nurses assertively outreach to people on the streets, in parks, at food
programs, boarding houses or other sites such as caravan parks. Mobile outreach can provide a
highly flexible response, with the scope to seek out vulnerable individuals with complex needs who
are not connected with services. A HPP nurse is often a first point of contact for clients and the client
then directs the care they receive.
The HPP model of practice successfully engages homeless people in actively participating in their
healthcare. HPP nurses deliver successful interventions by building ongoing collaborative
relationships with clients as individuals, with their identified community supports and within the
broader service network. By facilitating both service delivery and developing the clients personal
coping skills and resources, the nurses can maximise the client’s potential for health recovery.
Over the last few years, HPP has grown and expanded into the outer metropolitan areas of Melbourne
as the issue of homelessness and rough sleeping has become common place across these regions.
Currently there are community health nurses working in areas of Frankston and Rosebud in the south,
Werribee and Sunshine in the west, Glenroy and Sunbury in the north, and Croydon and Ringwood in
the east. Many staff also work in and around inner metropolitan Melbourne and the CBD. HPP staff
have undertaken visits to approximately 2,600 clients over the last 12 months.
This submission draws on our work.
Health and homelessness
Homelessness and health are intertwined, poor health is recognised as both a pathway to
homelessness and impact of homelessness [1,2]. Pathways to homelessness vary but are largely a
result of social and economically derived factors including the social gradient which impacts on
vulnerable populations through-out their life course [3]. In order to address the extreme exclusion of
homelessness, broad ‘upstream’ action is required across all levels of government, across
government departments and partnerships with non-government organisations [4,5]. Action is
required to reduce inequity and the impact of the social gradient, a slope which becomes a ‘cliff’
when it comes to people experiencing homelessness [6].
Whilst Victoria has some broad policies to address social inequalities and the health of the
community, such as the Health and Well-being Plan (2019-2023), all policy needs to be viewed with
an equity lens to ensure they do not inadvertently increase inequity to those most vulnerable and
leave marginalised members of the community behind [3]. To reduce this inequity, alongside
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population-based interventions, there needs to be targeted intervention for those at the bottom of
the health and social gradient.
A key social determinant of health is access to housing and the quality of housing [7]. The impact of
the social gradient along with other social determinants such as unemployment, exposure to
violence, social exclusion, lack of income, lack of transport, food insecurity, poor access to health
care, addiction, poor early childhood experiences and lack of education opportunities [8] impact on
people experiencing homelessness disproportionately. Poor mental health, often as a result of
trauma [5] and poor physical health result. The combination of social inequalities leaves homeless
people distrustful, under resourced and less likely to ask for assistance, ‘social injustice is
disempowering’ [9]. Vulnerability and marginalisation of this extreme requires long term, sustained
effort involving targeted strategies to those most vulnerable.
People experiencing homelessness report experiences of being labelled, stigmatised and not being
treated as individuals with unique needs when trying to access health and social care [10]. The
perception of receiving substandard care is also common [10]. Education and policy development are
needed in the public hospital and other sectors to increase understanding of homelessness and the
social determinants of health to reduce stigma and discrimination and enable better identification of
homelessness.
It is still common practice for people experiencing homelessness to be discharged from mental
health facilities and public hospitals into homelessness. There is a lack of suitable options, waitlists
for crisis accommodation and complexity of issues such as substance use. There are limited options
for respite or ‘step down’ facilities to facilitate full recovery and pressure on acute hospital beds.
Whilst detoxification from alcohol and other substances may occur whilst hospitalised, there are
long wait lists for long term rehabilitation. This is a time of great vulnerability and also an
opportunity to connect with services, prevent entrenched homeless, prevent further acute hospital
admissions and further harm to health.
Step down units, sometimes known as ‘medical respite’ are an evidence-based strategy for better
outcomes for people experiencing homelessness and reducing readmission to acute hospital beds
[11, 12]. Supported Residential Services (SRS) and other services are sometimes utilised, but issues can
arise if they do not have suitably matched skills to address the complexities of health and social
issues. Unlike Aged Care facilities, there is no legislation enforcing skill levels.
Early identification of people experiencing homelessness presenting at hospitals is necessary to
develop a discharge plan that utilises appropriate approaches. Discharge planning needs to consist
of a handover to community supports rather than a discharge report that becomes useless if the
person is not connected with services.
Assertive outreach is an evidence-based strategy [12]. It should be extended to those experiencing
homelessness and at risk of homeless to maximise opportunities to engage and address complex
issues and ultimately prevent homelessness and contact with the acute health services such as
ambulance and emergency departments.
Housing and income
Access to the housing service system is mostly geared to crisis responses. People often cycle in and
out of the crisis system due to a lack of viable and sustainable options. This is often costly due to
reliance on private short-term housing providers such as rooming house operators and hotels. It
impacts on the health of people experiencing homelessness, increases social exclusion and increases
the difficulty of connecting with services due to mobility.
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The ‘Housing first’ model with rapid access to long term housing and multidisciplinary support is an
evidence-based strategy [4]. However, availability of timely and suitable housing is essential to
engage with those most entrenched in homelessness, many people may choose rough sleeping
when offered sub-standard forms of housing such as private rooming houses due to affordability,
safety, lack of privacy and other factors.
The first point of contact with the ‘system’ should include holistic assessment that is completed by
workers with the skills to identify ‘hidden’ disability and vulnerabilities such as Acquired Brain Injury
and mental health issues which may be barriers to sustaining housing and addressing issues. This will
enhance the capacity to intervene early and develop an appropriate, individualised plan and
supported referral which results in outcomes.
Due to the complexities, extreme marginalisation and multiple disabilities it has become increasingly
difficult to meet the criteria for acceptance on to the Disability Support Pension (DSP). Low levels of
literacy, cognitive impairment, lack of insight, transience, lack of continuity of medical care and
difficulty attending appointments are all barriers to completing the process of applying for a DSP.
Newstart Allowance is not enabling people to have their basic needs met, people are forced to make
unsustainable choices such as between paying rent, having food security and purchasing medication.
Due to the complex nature of homelessness, many people are unable to meet the requirements of
Centrelink and have their payments stopped, further increasing their vulnerability. In addition,
Centrelink processes have become increasingly difficult to navigate for those with poor literacy and a
lack of computer and internet access. For single people on Newstart or with complex and multiple
disabilities, and entrenched homelessness, private rental is rarely a viable option. Private rental,
even in outer areas is unaffordable.
Case study
Angelo is a 25-year-old man living in a privately-owned rooming house in an outer suburb.
The Community Health Nurse met Angelo whilst assertively outreaching to the rooming
house in partnership with the Tenants Union Outreach Worker. He has a history of childhood
trauma, substance use, a hearing impairment and mental health issues. He is vulnerable and
often taken advantage of by other residents of the rooming house. He has been assaulted a
number of times and had his room damaged and belongings stolen. The landlord is now
requiring him to repay for the damage caused to his room and is refusing to repair the door
until he pays, leaving him with no security. He is reluctant to go to the police, tenancy or
legal services as he is concerned, he will lose his accommodation or face further assaults. He
has few social connections. The housing service has been unable to provide any other
housing options and he is unable to afford private rental on Newstart. He has difficulty
affording food, is reliant on charitable food services and has lost weight. He sometime skips
his mental health medication when he runs out of money to pay for scripts. His hearing aid
has been lost and he is unable to afford to purchase a new one. The level of hearing disability
he has does not fit the criteria for NDIS to obtain financial assistance for a new hearing aid.
His mental health condition is not considered ‘permanent’, so he doesn’t qualify for a
Disability Support Pension or NDIS. He has participated in alcohol and drug rehabilitation
programs in the past but finds his living circumstances increase his depression and he is
constantly exposed to others using alcohol and drugs. His substance use, hearing impairment
and mental health has impacted on his ability to work despite many attempts at
employment. He feels powerless to change his circumstances and has become entrenched in
homelessness.

3
3 of 169

LC LSIC Inquiry into Homelessness
submission 269

Disability, Aged Care and Complex Needs
Paradoxically, despite being some of the most vulnerable in our community, being homelessness
actually decreases the likelihood of accessing appropriate care due to complex need, exclusion from
services based on program criteria or inflexible methods of service delivery [12].
Whilst acknowledging some of the issues identified are related to Commonwealth funded programs,
the shift to a consumer directed model for disability and aged care has created many challenges for
people experiencing homelessness. Whilst the consumer directed approach increases autonomy for
many in the community, for some people experiencing homelessness the approach has resulted
increased difficulty in accessing and maintaining services and created further fragmentation. This in
turn increases vulnerability and potentially places those in housing to be at increased risk of
homelessness.
Fragmentation of the ‘system’, the ‘silos’ between housing, mental health, alcohol and other drug
services, disability, aged care, health and justice systems continues to be a major factor in poor
outcomes for people experiencing homelessness. Navigating these systems requires an ability to
self-advocate or have someone to do this on behalf of the person. Assessment that occurs when
trying to access services is often not holistic and is based on what a service can provide not
necessary what the person needs. A holistic approach is required by skilled workers to identify and
prioritise needs, including providing cultural safety and trauma informed care. There needs to be
increased engagement and assertive outreach approaches, flexible models of care that can address
these complexities and that are linked to appropriate housing options [12]. There needs to be a
continuum of support across the system with the resources to match needs.
My Aged Care processes are barriers to accessing support services, due to complexity in referring,
understanding the process, a lack of understanding of homelessness and complex needs, premature
aging and long wait lists for services. People living with homelessness are often distrustful of
‘faceless’ government services and paperwork. Most services are not able to provide assertive
outreach or deliver services to environments where people are living such as rooming houses due to
concerns about safety for workers.
Similarly, the NDIS processes are barriers to accessing support. The person needs to have insight into
the disability and their needs. Frequently, people experiencing homelessness have multiple
disabilities, are poor historians and have no documentation relating to the disability. Some of the
processes involved are of a poor standard and inappropriate, for example, phone assessment and
self-managed plans for people with an inability to self-advocate and manage finances. Despite
assertive outreach being an evidence- based strategy for providing support for people experiencing
homelessness there is little follow up. There is mostly a casualised workforce with a low level of skill
working with complex and vulnerable members of the community. There is little accountability for
services provided.
Many people experiencing homelessness have undiagnosed mental health conditions and ‘fly under
the radar’. It is extremely difficult to access mental health services unless the person is in an acute
crisis and even then, due to concurrent substance use often the person falls between the service
gaps. Often a police response is recommended which can have a negative and traumatising effect. It
usually takes repeated and assertive attempts to engage the person with mental health services.
Assertive outreach programs need timely access to mental health expertise and recognition that
although some people are not in a crisis, they are not making a ‘choice’ about homeless but are in
fact disengaged, functionally impacted and experiencing psychological distress as a result of
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undiagnosed mental health issues and trauma. Without appropriate, assertive mental health care
they are unable shift from entrenched homelessness. People experiencing homelessness are less
likely to engage with statutory mental health services [12]. Assertive outreach services with prompt or
embedded access to clinical mental health expertise is required.
Alcohol and other drug programs are often not appropriate for the complexities of people
experiencing homelessness. They are usually too short term, have an extreme shortage of long-term
rehabilitation programs and are reluctance to take people experiencing homelessness if they do not
have accommodation pre-arranged for when they exit the program. The limited availability of
women only detoxification and rehabilitation options are a barrier to some women who have
experienced past trauma and violence.
Acquired Brain Injury and Traumatic Brain Injury
Under identified and poorly understood by some health professionals and community sector
workers, Acquired Brain Injury (ABI) has been a neglected area of strategy and support for people
experiencing homelessness. A recent meta-analysis and systematic review of Traumatic Brain Injury
(TBI) in homeless and marginally housed individuals found a lifetime prevalence of TBI was 53.4%
(with a moderate or severe TBI 24.9%) [13]. Some people experiencing homeless also acquire a brain
injury through substance use. HPP has seen an increasing number of women with ABI as a result of
family violence.
Brain Injuries are consistently associated with poorer self-reported physical and mental health,
higher suicidality, memory concerns, increased health service use and criminal justice system
involvement [13]. Brain injury results in challenges to executive function such as; impulsivity, memory
difficulties, insight, judgment, ability to plan and organise. In practice this can translate to difficulty
maintaining housing and relationships, difficulty managing money, organising for needs to be met,
planning for future and navigating systems.
There is usually a need for long term support and for people experiencing homelessness this will
need to be in the form of assertive outreach to avoid falling through the gaps. There are few ABI
funded programs outside the immediate rehabilitation approach. In order to access the NDIS there is
a need to establish the disability diagnosis. Providing the evidence can be difficult despite the person
having obvious functional challenges and sometimes substance use. There can be long waiting lists
for neuro-psychology assessments, given the cognitive challenges the person may be experiencing
collecting the ‘evidence’, getting to appointments, having insight into needs and transient and
unstable housing this is often extremely difficult. The cost of private neuro-psychology assessment
service is prohibitive. There is a lack of suitable supported housing options for people with an ABI,
especially when the person has ongoing substance use.
Case study
Paul is a man in his forties, living in an outer suburban caravan park. The Community Health
Nurse observed him walking around with no shoes and an unsteady gait when assertively
outreaching. Initially he was suspicious of services but engaged when the nurse offered to
contact his financial administrator and arrange new shoes. Paul sustained a Traumatic Brain
Injury following a car accident when he was a teenager. He had previously had periods of
rough sleeping and had lived in unstable accommodation such as rooming houses and
caravan parks all his adult life. He used alcohol heavily and other drugs regularly and
experienced depression. As engagement increased the nurse, was able to support Paul to
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address some long-standing health issues. Due to the length of time since his brain injury
diagnosis, the nurse undertook a significant amount of advocacy and commenced
establishing his disability diagnosis which involved a referral for an updated neuropsychological assessment in order to access appropriate support services. Unfortunately,
Paul was seriously assaulted at the caravan park and hospitalised. HPP was able to advocate
and work with the hospital social worker to move Paul into safer accommodation in another
caravan park. With a flexible, assertive, long term approach HPP was able to continue
working with Paul, including referring and advocating for long term, affordable supported
housing and other support services. He remains on the waiting list but without ongoing
engagement would easily fall through the gaps.
Supported Residential Services
Supported Residential Services (SRS) are privately operated accommodation services that are
required to be registered and operate within the Supported Residential Services (private Proprietors)
Act 2010. SRS provide a private or shared bedroom, a shared living environment, three daily meals
and ongoing personal support, as required, to a diverse range of individuals with varying levels of
support needs [14].
HPP recognises that many people living in SRS are experiencing homelessness. This is an oftenoverlooked component of homelessness. Many residents of SRS are there as a result of
deinstitutionalisation policies and a lack of other supported housing options. There is limited security
of tenure and often a lack of privacy and autonomy. Residents often have little or no social support
network, little community participation and usually have few resources, resulting in few choices.
Residents of SRS comprise one of the most underprivileged and vulnerable population groups within
our community [15]. Residents of SRS experience a complex array of co-morbidities and/or disabilities
potentially impacting on their ability to achieve and maintain optimal wellness and good health.
Some residents of SRS are in a cycle of eviction, crisis housing responses and movement between
different SRS, rooming houses and periods of sleeping rough. They can be evicted from SRS due to
behaviour, substance use or leave due to wanting more autonomy around their life choices and
finances. The changes to the legislation in 2012 have improved security of tenure to some degree.
Many residents are not cognitively able to appreciate or understand their rights and responsibilities.
There is frequently a conflict of interest of proprietors being both landlord and support provider.
Financial management is often undertaken by the manager or proprietor at times without informed
consent. Our nurses have identified cases of proprietors of SRS operating separate companies
registered to provide NDIS services to residents of their SRS. Reducing the client’s autonomy and
creating a conflict of interest.
The population in SRS is aging and suffers from increasingly debilitating chronic diseases related to a
lifetime of heavy smoking, poor diet, and psychotropic medications and other treatments. The
residents often have little choice of health practitioners due to a lack of transport, disability and
inability to self-advocate. In the 2015 evaluation of our SRS project, we found the majority of SRS
residents had extremely low health literacy and did not have a comprehensive understanding of
their health. They generally accepted the medical service provided on site regardless of the quality
of care [16]. Our evaluation also found SRS proprietors/managers and SRS workers felt they were
unable to fully support the residents to address their needs due to the extremely complex health
and medical issues of involved [16]. There have also been instances where the proprietor’s focus is on
keeping the beds full resulting in resistance to transfer residents to aged care even if they require

6
6 of 169

LC LSIC Inquiry into Homelessness
submission 269

increased support which the SRS is unable to deliver. Some proprietors are resistant to having our
nurses involved with their residents.
The standard of accommodation provided still varies widely across the SRS visited by HPP nurses.
The lack of privacy continues to be a daily reality for many SRS residents. There are still shared
bedrooms with only a blanket or sheet to divide the sleeping arrangements. At times males and
females, who are not in a relationship, have been placed in this form of shared bedroom. One
particular SRS has three single beds in one room with no attempt at partitions. Some bathrooms are
also shared in some SRS by males and females giving them little privacy. Residents often do not have
freedom of choice about the use of general amenities such as heating, cooling, snacks or tea and
coffee making facilities. Our nurses frequently observe sub-standard food and amount of food, such
as party pies frequently for main meals.
The skill set of workers in the SRS can be low, yet they are often caring for some of the most
complex and vulnerable members of the community. Given the complexity and behaviours of this
client group and given the low numbers and skill set of the staff in SRS, it is almost impossible for the
standard of “protection from abuse” to be maintained. In such close, shared environments there are
often difficulties in keeping personal belongings safe and secure. Our clients often report missing
money, tobacco and other belongings. They generally are not given keys to their rooms or any access
to a locked storage area.
The Supporting Accommodation for Vulnerable Victorians Initiative (SAVVI) was established by the
Department of Human Services in 2006 in recognition of the vulnerability of SRS residents and
concerns regarding financial viability of the SRS industry. SAVVI has meant that some pension level
SRS have received operational grants and access to Supported Connections Workers (SCW). The
provision of SAVVI/SCW resource allocation to Pension Level SRS has not been equitable, with 40%
of SRS facilities receiving assistance from SAVVI, thereby leaving 60% of SRSs not receiving this
support [17].
In 2016 Clayton Utz were engaged by the Department of Health and Human Services to conduct an
evaluation of the effectiveness of provisions of the SRS Act and Regulations. A consultation process
ensued which was completed in 2017. HPP participated in this legislative review by written response
and HPP also had four of our clients interviewed by representatives of Clayton Utz. The findings of
this review have never been released and despite multiple enquiries from our program we have not
been informed of the outcome. At the time of the review HPP were hopeful that there may be some
changes made to the SRS Act and Regulations to improve the experience of SRS residents’ but
unfortunately, we are still waiting to see any report, findings or recommendations.
Case study
Gary lives in an SRS. He has multiple, severe, complex chronic diseases, severe dental disease,
visual impairment, extreme sleep apnoea, a cancerous tumour and a physical disability (he
uses a wheelchair). He uses alcohol and smokes tobacco. He is socially isolated and has
depression. He is at high risk of homelessness due to his high chemist bills and rent which
takes much of his Centrelink benefit. He has multiple outpatient’s appointments which
require assistance with transport. The GP who visits the SRS has not been proactive in his
care which requires a great deal of co-ordination due to the number of specialists involved.
HPP has been able to link Gary to a proactive GP, arrange free dental and optometry and
provide some assistance to pay for medication in the short term. HPP supported Gary in a
QUIT program and he was able to reduce his smoking by half. HPP is able to assist with coordinating transport to appointments and advocate for his needs. HPP supported Gary with
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referrals for counselling and social programs. HPP supported Gary to move to a more
affordable SRS, which reduced his risk of eviction. Gary’s physical and mental health has
improved, he has had reduced admission to hospital, he is financially more secure and no
longer at risk of eviction.
Recommendations:
1. Continue to address overall social inequality through whole of government policy. Similar to
the Health in All Policy (HiAP) concept, apply a ‘vulnerable person’ lens to each government
policy to ensure it does not impact negatively.
2. Increase the shift from crisis housing responses to ‘upstream interventions’. Increase
affordable social housing indexed to income. Enhance early intervention responses,
including those leaving out of home care, exiting the justice system and hospitals.
3. Continue with the strategies outlined in the Victoria’s Homeless & Rough Sleeping Action
Plan (2018). Broaden responses geographically and increase assertive outreach, housing first
responses with access to clinical mental health support. Ensure access to appropriate,
permanent social housing.
4. Advocate for the Commonwealth Government to increase Newstart allowance. Advocate for
streamlined approaches for people experiencing homelessness applying for DSP. Recognise
long term homelessness as a factor in itself.
5. Increase investment in workforce development ensuring people are supported by workers
with advanced skills and expertise in the complexities of homelessness. Staff at ‘first point of
contact’ should be skilled to complete holistic assessment that is identifies needs and
possible pathways, not just available service responses.
6. Recognise the impact of ABI in homelessness both as a pathway to homelessness and a
complexity in resolving homelessness. Enhance early recognition and intensive intervention
to support people with ABI and prevent entrenched homelessness. Increase options for
supported housing and long-term rehabilitation responses. Establish better standards of
care and pathways to support and housing for people with ABI.
7. Fund and develop partnerships with non-profit organisations to increase the supply of
affordable, supported housing (with women only options). Utilise harm reduction
approaches to substance use.
8. Increase long rehabilitation services to people with complex needs such as multiple
disabilities and substance use (including women only options). Include partnership with
housing services and post rehabilitation support.
9.

Increase knowledge of screening for the social determinants of health and identifying
homelessness within the health sector. Develop intersectoral collaborations that address
complex needs.

10. Improve hospital systems, including triage of social circumstances at all levels of care, and a
‘handover and discharge’ plan that actively engages the person in community support and
rather than a ‘discharge summary’ with no accountability. Due to the geographical spread of
homelessness is Victoria, all public hospitals and community health should have protocols
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that include early identification of homelessness and referral pathways established including
a housing first program.
11. Increase access to ‘step down’ or respite services to improve outcomes for people
experiencing homelessness. Fund appropriately for suitably qualified staff that are able to
respond to the complexities of need 24/7. Mental health step down and rehabilitation
services should have better access for people experiencing homelessness and stronger
connections to housing services.
12. Provide increased assertive outreach to SRS to address complex needs and increase social
inclusion of residents to ensure best practice in health and social care.
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Executive summary
Background
Being homeless is associated with poor health, where the complexity of health issues is
both a cause and a result of homelessness. In addition, people who experience primary
homelessness die at a younger age than the general population.
Frankston has the highest proportion of people experiencing primary homelessness in the
Southern Metropolitan region of Melbourne, and rates of homelessness in Frankston are
increasing. In 2008, aware of this growing issue, the Royal District Nursing Service (RDNS)
Homeless Persons Program (HPP) undertook a needs analysis and identified a high level of
unmet health needs of people experiencing homelessness in Frankston. This led to RDNS
extending their person-centred, assertive outreach HPP program to the Southern
Metropolitan region with the support of a Gandel Philanthropy grant. This grant funded
one RDNS HPP community health nurse (CHN) for four days a week to implement the
RDNS HPP model in Frankston. The nurse commenced this role in August 2013.
The RDNS HPP is a rights and equity-based model of health care, which is underpinned by
the belief that people who experience homelessness have the right to holistic health care
that is accessible and relevant; of a high standard; equivalent to that received by the
general community; and self determined. The program works from the premise that the
care is driven by the client’s need, not what the program is able to deliver.
Throughout the report we refer to people experiencing homelessness, this also refers to
and includes those at risk of homelessness.
The aims of the HPP are to:
• improve access to health care for people who are experiencing homelessness by
providing holistic general nursing care at the point of contact
• link clients with homeless, welfare and mainstream services and other community
services through forming linkages with both the specialist and generalist service
system
• proactively maintain a commitment to structural advocacy. Structural advocacy
moves beyond individual level outcomes and attempts to advocate, collectively, at a
systems level, for changes to how services are delivered.
Based on the HPP model, the aim of implementing the RDNS HPP in Frankston was to:
• directly target the primary health needs of people in Frankston experiencing
homelessness
• improve support networks for clients
• improve access to services for people experiencing homelessness.

Independent evaluation of the Frankston RDNS HPP
A requirement of the Gandel Philanthropy grant was to conduct an evaluation to
document and share program outcomes. The RDNS Institute was contracted to
independently evaluate whether the program achieved its aims. The purpose of the
evaluation of the RDNS HPP to Frankston was to:
•
•
•
•
•

evaluate the fidelity of program implementation in accordance with the project plan
and Practice Framework of RDNS HPP (formative evaluation)
evaluate the outcomes, both for the individual client and the service system, and
make recommendations for change as appropriate (summative evaluation)
map the existing service system and develop access points into services
articulate the components required by the service model for RDNS HPP
build a case for ongoing support of the service from government.
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Methods
The formative and summative evaluation of the HPP extension to Frankston program
consisted of a non-experimental study design using mixed-methods. The formative
evaluation focuses on implementation, documenting what actually occurred and
identifying any departures from the original project proposal, that is, the fidelity of
implementation. It also includes an interpretive aspect that uses stakeholder experiences
to provide contextual explanations for what happened, increasing the understanding of
how and why the program was implemented.
The summative evaluation utilises qualitative and quantitative methods to measure the
success of the program and achievement of its client and service goals.
In addition to the formative and summative evaluation components of the evaluation, a
service mapping exercise was undertaken. This maps service–provider networks and the
potential access points for clients, and articulates the components that are required to
deliver the RDNS HPP service model.

Findings
Our comprehensive formative and summative evaluation of a dedicated healthcare
service for people affected by homelessness provides a strong evidence base for the
efficacy of a CHN in providing community-based outreach. To our knowledge, an
evaluation assessing the effectiveness of community health nurse outreach in addressing
the health and wellbeing of vulnerable populations has not been conducted in Australia.
As such this evaluation is innovative, unique and has added to the evidence base for the
effectiveness of community based outreach work.

Formative evaluation
The extension of a HPP CHN to Frankston was implemented as intended.
The program was successful and improved health and wellbeing
outcomes for people experiencing homelessness. This was achieved by
the CHN who facilitated better access to and coordination of care
between services for clients.
Stakeholders were unanimous in their support of the RDNS HPP program and the CHN.
They recognised that the service made a difference to the health and wellbeing of those
experiencing homelessness in Frankston. The presence of the CHN has also impacted
positively upon Frankston City Council and homeless specialist services including
SalvoCare Eastern, Community Support Frankston, and City Life.
These services identified that the presence of the CHN in Frankston has:
•
•
•
•

complemented what they are able to provide for clients
improved their access to accurate information on the reality for people experiencing
homelessness in Frankston
allowed the CHN to become an informal leader and ‘go to’ person regarding
homelessness in Frankston
been highly regarded by both services and clients for her competence, trustworthiness,
commitment to her role and her persistence in achieving better outcomes for people
experiencing homelessness.
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Summative evaluation
Between August 2013 and October 2015, 39 clients were admitted into RDNS HPP
services in Frankston and received assistance from the CHN. The key outcomes in regard
to clients, improvements in the service system and service mapping and an articulation of
the key components of the CHN role are listed.
Improvement for clients
Clients’ health and wellbeing needs are being addressed:
•
•

•
•
•

Clients are engaging in and connecting with services (e.g. medical, psychiatric,
psychological, dental, optometric, housing, and financial).
Clients are engaging in social activities through working in the community garden,
participating in cooking sessions/communal meals, playing lawn bowls and initiatives
such as Pets in the Park. The CHN was integral in the establishment or facilitation of
the successful introduction of these activities.
Clients’ knowledge and awareness of the services available to them and the ways in
which they can access them has improved through the education provided by the
CHN.
Health education and promotion provided by the CHN has improved clients’ ability to
manage their health, for example, chronic disease and medications.
Clients’ self-determination has been augmented, with ongoing support from the CHN.
Clients are starting to make independent decisions about their health and they are
taking more responsibility for their actions. For example, they often telephone the
CHN when unable to attend appointments, can access health services independently
of the CHN, and are engaging in social activities.

Improvements for the service system (stakeholders)
•

•
•
•

Services in Frankston are at capacity, and the presence of the CHN has increased the
ability of homeless-specific services to meet the needs of a greater number of
clients. Jointly, services are able to achieve more than if operating individually (e.g.
housing, material aid and health care needs).
Information sharing between services, which benefits both clients and services, has
improved through collaboration with the RDNS CHN.
The CHN has established close working relationships with City Life, Frankston City
Council, SalvoCare Eastern and Community Support Frankston.
Recognition by stakeholders of a key gap in Frankston for people experiencing
homelessness: access to affordable housing. The CHN is unable to address the lack of
housing. Until this issue is addressed, homeless persons will continue to have
significant issues that will not be resolved.

Service mapping – potential access points for clients
•

•
•

The service map is an available tool and resource for service providers and
community members. It has filled a knowledge gap for service providers and
community members, and provides an up-to-date resource on service availability and
key contact people.
Service mapping in Frankston is ongoing and is a ‘living document’, developed in
conjunction with the Frankston service providers to use as a tool to inform future
resources.
The existing homeless-specific service system in Frankston either did not address, or
have the capacity to address, the health needs of the homeless population in
Frankston.
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•

After its establishment, the HPP CHN holds a central role within the service system in
Frankston. Clients are linked by the CHN to all available appropriate local services,
which facilitates client access and improves the integration of a more cohesive
service response for clients.

Articulation of the components required by the RDNS HPP service model
The success of the HPP CHN stems primarily from the rights and equity model that
underpins the HPP, as well as the administrative structures that support the CHN role in
practice.
The CHN has personal accountability to the client group, the autonomy to be a change
agent, the flexibility to be able to leverage resources, and the support to put in place
innovative solutions for their clients. The success of the RDNS HPP CHN in linking with and
meeting the needs of this vulnerable and complex group was a direct result of these
components, and would be necessary in order to replicate the positive findings.

Recommendations specific to the Frankston HPP
•

Continuation of funding for a HPP CHN (Registered Nurse Division 1) in Frankston.
 This professional has the ability to provide assertive outreach and has the
requisite experience and knowledge required to deliver holistic primary health
care, including navigating the healthcare service system. There is no other
service currently available that can do this.
 The RDNS HPP model provides the autonomy and structure needed to fulfil the
assertive outreach required.
 The CHN value-adds to the current local homeless and health services by
increasing the access to these services by people experiencing homelessness.
 CHNs are an integral part of the broader system response to address the
associated health issues of homelessness.
 The expertise and experience of a CHN (RN Division 1) is respected and valued
by other service providers in Frankston.
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•

•

To improve the capacity of the Frankston Homelessness Network service staff to
deliver culturally appropriate and inclusive services to people experiencing
homelessness. This could be done through professional development opportunities
enabling staff to increase their skill base and knowledge via specialised learning.
That a cost–benefit analysis be carried out on RDNS HPP activities. This analysis would
take into account full program costs and associated service system usage costs
estimating the net social benefits arising from program activities (e.g. health system
cost reductions and monetised quality-adjusted life-year gains).

Broader recommendations (for the system working with people currently
experiencing homelessness)
•

•

Address the high levels of primary homelessness (sleeping rough) in Frankston. The
lack of crisis accommodation and low-cost housing in Frankston limits the capacity to
address the underlying cause of poor health and wellbeing of people experiencing
homelessness. An approach where RDNS HPP would partner with Melbourne Street 2
Home would have the capacity to offer a holistic response that spans health and
housing. Melbourne Street 2 Home is committed to providing active support for
people transitioning into permanent housing.
There could be a more effective use of funding resources if services could be
encouraged to apply for funding jointly, in the manner of a consortium. This type of
funding arrangement could potentially foster better service integration and/or
collaboration through bringing the expertise and skills of different organisations
together. It would enable combined services to provide a more comprehensive level of
care for people experiencing homelessness.

Conclusions
The establishment of a HPP CHN in Frankston has improved the ability of people
experiencing homelessness to access services, address physical and mental health issues,
engage in social activities and increased the self-determination of HPP clients. This has
positively impacted on the health and wellbeing of this group. It was observed by
stakeholders that the presence of the CHN has made a noticeable difference for many
clients, with many clients accessing services for the first time in many years. The role of
the HPP CHN value added to what the existing local service system was able to provide.
The loss of the assertive outreach provided by the HPP CHN would negatively affect
services and clients in the Frankston region. This loss would decrease the capacity of
remaining services to meet the needs of clients experiencing homelessness, especially as
the number of people experiencing primary homelessness in the Frankston area is
increasing.
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A HPP client enjoying the harvest at the Community Garden.
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AOD

alcohol and other drugs

CHN

community health nurse

CIMS

Client Information Management Software

ED

emergency department (hospital)

HPP

Homeless Persons Program

LGA

local government area

PenDAP

Peninsula Drug & Alcohol Program

PH

Peninsula Health

PH-HARP

Peninsula Health Hospital Admission Risk Program

PHN

Primary Healthcare Network

RDNS

Royal District Nursing Service

RN Div 1

Registered Nurse Division 1

RDNS HPP

Royal District Nursing Service Homeless Persons Program
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Purpose of this report
The Royal District Nursing Service Homeless Persons Program (RDNS
HPP) obtained funding from Gandel Philanthropy to extend their
Homeless Persons Program (HPP) to Frankston. Service delivery of RDNS
HPP to Frankston commenced in August 2013.
This report specifically evaluates whether Frankston RDNS HPP
successfully achieved its stated objectives and aims.
The evaluation report also delineates the gap in the evidence base in
regard to what is required to successfully deliver an outreach service
model that addresses the health and social needs of people experiencing
homelessness.

Introduction
There is a link between homelessness 1, social disadvantage and poor health status (1).
Conditions of poor housing, nutrition and stressful living adversely affect the health status
of this sub-population (2, 3) leading to clear differences in prevalence, severity and
greater co-morbidity of health issues (3, 4). It has also been demonstrated that housing
instability is linked with poorer mental health, which may be caused by or exacerbated by
this instability (5, 6). In this context the reality of experiencing homelessness, in and of
itself, can be thought of as a state of ill health (7).
Hereafter, when the report refers to those experiencing homelessness this also refers to
and includes those at risk of homelessness.
People experiencing homelessness are characterised by a lack of resources that can
include one or all of the following: financial, social, emotional, physical, support systems
and spiritual – having a sense of hope (8). A lack of these resources further alienates and
inhibits the ability to access required services (3). It is known that people experiencing
homelessness have higher rates of cognitive impairment, alcohol and drug issues, mental
disorders, smoking related morbidity and medication non-adherence compared with the
general population (9-11). In addition, people experiencing homelessness frequently have
complex psychosocial problems and these factors may influence decisions to delay
accessing health services and specialist medical care until they are in crisis and their issue
has become urgent (12). Another consideration is that individuals will prioritise their
needs for accommodation and food over healthcare, further limiting their usage of
healthcare services (12, 13). It is well documented that people experiencing homelessness
are frequent users of emergency departments (EDs) and despite comprising less than
10%of all ED users, account for up to one third of all ED visits (14). This is mainly due to
the lack of resources and other obstacles (i.e. crisis-driven response) faced by people
experiencing homelessness when attempting to access mainstream or specialist services.

1

This report primarily uses the definition of homeless as described by Chamberlain and Mackenzie (2009) (1). This
definition defines homelessness under three categories; primary, secondary and tertiary. Refer to Appendix 1 for
further detail on this definition of homelessness as well as the definitions used by the Australian Bureau of Statistics
and the Council for Homeless Persons.
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Accessing services to address health needs, including EDs, is often uncoordinated, leading
to poorer care and outcomes (15, 16).
Homeless populations are varied; different groups experience diverse needs and no single
service or approach can address all needs. As a result, services may require multiple access
points, in addition to flexible assessment and referral processes to ensure that the system
response is adequate (4, 17). The homeless specialist service sector is complex, with
programs and interventions ranging from housing support and supply to specialist health
and welfare support (18). Components of the existing homelessness service system
include:
•
•
•
•
•
•
•

emergency supported or transitional accommodation
assistance to obtain/maintain accommodation
financial assistance and material aid (emergency relief)
personal support services (e.g. domestic violence and relationship counselling)
general support and advocacy services/agencies (e.g. providing information and
advice as well as advocating on behalf of clients)
basic support services (e.g. meals, laundry and shower facilities, transport and
recreation) and
a limited number of specialist services (e.g. alcohol and other drugs, health/medical
services and culturally specific services) (17).

Dependent upon specific characteristics of geographical areas and historical need, the
diversity and breadth of available services differs across regions. For example, there is
greater availability and diversity of services for homelessness in inner Melbourne
compared with outer Melbourne areas (19). In addition, homelessness services, which
operate within the community support framework, work separately to the drug and
alcohol and mental health service systems, each with distinct funding, governance and
service domains (20). As a result, the current service system response is fragmented with
poor coordination or collaboration between services. In addition, many service staff have
poor levels of awareness of other relevant services operating in their sector (17).
The Royal District Nursing Service (RDNS) Homeless persons Program (HPP) was
established in 1978 to address the health needs of those experiencing homelessness.
RDNS HPP introduced an assertive outreach model in 1986 2 and has a holistic approach
to the delivery of primary health care.
RDNS HPP is a first point of contact for clients and is client driven. That is, the client
directs the care they receive. This includes one or more of the following: a needs
assessment; clinical response; health education; ongoing monitoring; personal support;
advocacy; and referral to required services (12). RDNS HPP firmly believes that people
experiencing homelessness have the right to holistic health care that is:
•
•
•
•

accessible and relevant
of a high standard
equivalent to that received by the general community
self determined (4).

Refer to Appendix 2 for references about RDNS HPP, its Practice Framework and service
model.

2

Personal communication with the RDNS HPP manager, Theresa Swanborough.
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A Frankston HPP client.
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The following case study provides a typical example of how the HPP CHN Frankston
Homeless Persons Program is able to assist people experiencing homelessness. It is for
people like Ann 3 that services, such as the Royal District Nursing Service’s Homeless
Persons Program (RDNS HPP) exist.
CASE STUDY: ANN
Ann, a 51-year-old single woman, immigrated to Australia in 2005. Ann lost her job after being
involved in a car accident Ann and became homeless due to rental arrears. As a consequence,
she was living rough ‘in the bushes’. Another client of the HPP CHN in Frankston suggested to
Ann that she make contact with the CHN and seek her assistance. At the time of engaging with
the CHN, Ann was feeling very negative about herself and her life.
At her initial assessment the CHN observed that Ann was primary homeless, had mental health
issues, alcohol use, chronic neck pain and social isolation. Ann had clinical depression and was
being prescribed anti-depressants; however, she only took half the dosage because of
affordability issues. Working with Ann, the CHN firstly arranged an appointment with the
Centrelink social worker and recommended she see a GP for a disability assessment and
treatment for her chronic pain. From these appointments Ann was provided with a Newstart
allowance, and after being assessed by the GP, deemed eligible for a Disability Support Pension.
To help improve Ann’s social isolation, the CHN suggested that she might like to attend the
community garden. During a subsequent visit to the community garden Ann mentioned to the
CHN she was having troubles with a co-resident where she was living. The CHN suggested
strategies that Ann could use to assist her in living with others with whom she did not have
friendships. At the same time the CHN was also able to help Ann with her housing issues. The
CHN linked Ann in with SalvoCare Eastern who were able to find her more appropriate housing
in a rooming house.
As well as assisting Ann to address these issues, the CHN also discussed with Ann the benefits of
her visiting a private consultant psychiatrist, to which Ann agreed. After seeing the psychiatrist
Ann was prescribed new anti-depressants and she was much happier with the new treatment.
Over the next 14 weeks the CHN continued her discussions with Ann, when they met, about
whether she wanted to consider seeing a clinical psychologist and help resolve past issues.
During this period the CHN was able to monitor Ann for any unwanted side effects from her new
medication. Ann told the CHN she was feeling much better about herself and was starting to talk
more positively about her future. Examples of how Ann’s attitudes had changed were her
looking forward to Christmas lunch at City Life and volunteering at the Country Fire Authority.
The CHN also assisted Ann by connecting her with legal representation for a MYKI (train fare)
fine she had received with the result of having the fine waived due to special circumstances.

The CHN invested a great deal of support over a significant period of time (over 12
months) the change to Ann’s life was monumental. Ann developed trust in the CHN; had
a more positive outlook on life; saw service providers she otherwise would not have seen;
engaged in social activities; and was extremely appreciative of the CHN’s support. She
said ‘I didn’t know what I would do if you weren’t here’ and commented that ‘I would
have been in the gutter if I hadn’t met you’.
Additionally, Ann now demonstrates greater self-determination.
•
•
•
•

3

She will ring the CHN to apologise for not attending an appointment.
She attends the community garden on her own initiative to do necessary watering.
She has stopped gambling and states ‘I no longer feel the need to keep punishing
myself’.
She is planning a trip back home after a gap of many years to resolve issues from her
past.

The case studies were provided by the CHN and names have been changed to protect the identity of clients.
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Homelessness has increased by 35%in Frankston over the period 2006 to 2011 (21), with
households in defined pockets of Frankston experiencing up to 74% greater levels of
rental stress, compared to the Melbourne average (22) (Appendix 3). As a response to the
increasing issue of homelessness in Frankston in 2008, RDNS HPP undertook a needs
analysis (7). The results from this analysis are in the report: I Require Medical Assistance,
which described the extent of homelessness and its impact in Frankston City, including
the significant number of people ‘sleeping rough’, and the presence of intergenerational
homelessness (23) 4. Additionally it identified that residents of caravan parks and rooming
houses formed a significant sub-population in the region, adding to the overall number of
people experiencing homelessness (7).
The I Require Medical Assistance report also identified that there was a high level of
unmet need among the homeless population in Frankston whose access to and use of
services is sub-optimal (Appendix 4 Table 18). As a consequence of there being no
available crisis accommodation in Frankston, there was also a degree of housing stress
which exacerbated the social exclusion experienced by this marginalised population.
The barriers to accessing health services that were identified included:
•
•
•
•
•
•
•
•
•

cost of service
a lack of knowledge of available services in the area
a lack of a Medicare or Healthcare card
transport issues (cost and availability)
negative attitudes of service providers towards homeless clients and perceived stigma
by clients affected by homelessness
financial disincentives for practitioners to see homeless clients
limited hours of operation for many mainstream services
difficulties for mainstream services to engage with clients who have no fixed address
and
long waiting lists (e.g. 2–4 weeks to be admitted into a service) and delays between
requesting a service and receiving an appointment, which is incompatible with the
highly transient nature of this population (7).

Consequently, the report concluded that the homeless population in Frankston City had a
high level of unmet health and welfare needs (7). This is despite the presence of
mainstream healthcare services and some specialist homeless services system that existed
at the time of the study (7).
The report recommended that a specialised outreach, support and referral service could:
•
•
•

fill a service gap in Frankston by providing a dedicated healthcare service for people
affected by homelessness in Frankston
address unmet needs of people experiencing homelessness in the area who are not
currently connected to or engaged with services, through augmenting current services
and linking individuals into other programs as needed
be a powerful voice to advocate for new services, and work with existing agencies to
better coordinate provision of services targeting ‘hard-to-reach’ populations (7).

Subsequently, RDNS HPP sought the support of Gandel Philanthropy to extend HPP to
Frankston through an application for a major grant. The grant application proposed that

4

Intergenerational homelessness occurs when a person experiencing homelessness has one or more parents who also
experienced homelessness at some point in their lives (23).
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establishing RDNS HPP in Frankston would not only introduce a new service model to the
area, but it would also complement and extend the capacity of existing services in this
region. The RDNS HPP service model and Practice Framework aligned with the granting
philosophy and funding priorities for Gandel Philanthropy’s Major Grants (Appendix 5),
and RDNS HPP was awarded the funding to provide a CHN in Frankston for a period of
three years.

Implementation of RDNS HPP in Frankston
The major grant application to Gandel Philanthropy was successful and provided for
funding of the RDNS HPP program to Frankston for a period of three years. In line with
the RDNS HPP submission to Gandel Philanthropy, a CHN was employed to work four days
per week with the intention of providing a range of clinical, referral and advocacy services
in Frankston. In addition to a dedicated healthcare service for people affected by
homelessness in Frankston, the CHN would:
1
2

Offer an assertive, flexible primary healthcare response that actively sought to
engage with and support individuals who were experiencing homelessness.
Develop advocacy strategies to:
•
•

3

liaise with clients and develop support networks at both community and
service levels
liaise with the advisory committee and service providers to develop better
referral pathways and care coordination for clients that would increase access
to services.

Provide education and learning opportunities to:
•
•

clients – to improve their health literacy through health promotion and
education
service providers – to improve their knowledge of the complexity of health and
homelessness.

The relationship that the CHN develops with clients is central to the service they provide.
This relationship, based on trust, enables the CHN to support clients to identify the issues
they wish to address, and then assists them to engage with and access the required
services.
RDNS HPP also committed to undertake an evaluation of the initiative in order to inform
a foundation document for the development of protocols across organisations. Evaluation
activities included mapping the existing service system and developing access points into
services, and building an evidence-based argument for ongoing support of the service
from government.
The CHN was co-located with the Christian charity City Life, a community organisation
that provides services to disadvantaged and vulnerable people in Frankston. Frankston
RDNS HPP utilised both mobile and fixed-service models. The fixed clinic was based at an
office at City Life, with one clinic held per week, and was linked with a community meal
program. The clinic operated on a no appointment basis to allow clients to drop-in if they
wanted to see the CHN.
The mobile assertive outreach service reached out to people on the streets, in parks, at
food programs, in low-cost hotels, boarding houses or other sites where they could be
located, such as caravan parks or the Frankston foreshore. The purpose of the mobile
assertive outreach was to provide a flexible response with the scope to seek out
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individuals with complex health needs but who were not currently engaged with City Life
or other services (e.g. general health, welfare or homeless specific).

Evaluation of the extension to Frankston HPP service.
The Gandel Philanthropy funding included resources to conduct an evaluation of the
extension of HPP to Frankston. Subsequently RDNS HPP engaged researchers from the
RDNS Institute to undertake an independent evaluation of the initiative. The mixed
methods (quantitative and qualitative) formative and summative evaluation documented
the initiative to develop an evidence base to demonstrate its impact. The researchers also
engaged with key stakeholders who had relationships of varying degrees with RDNS HPP
and/or the CHN, identified as, but not limited to: City Life, Frankston City Council,
Frankston–Mornington Medicare Local and Peninsula Health community health services.
Their perspectives on RDNS HPP in Frankston including barriers and/or enablers were
sought.

Key objective of formative
evaluation

To evaluate the fidelity of program implementation in accordance with the
project plan and Practice Framework (Appendix 2) of RDNS HPP.

Summative evaluation
objectives

To evaluate the outcomes, both for the individual and the facility, and
make recommendations for change as appropriate.
To map the existing service system and develop access points into services.
To articulate the components required by the service model for RDNS HPP.
To build a case for ongoing support of the service from government.

Expected project level
outcomes

To establish specialist primary healthcare response in the Frankston CBD.
To improve the ability of people experiencing homelessness in Frankston
to access health care.
To establish formal networks to enhance service provision and
collaboration for people experiencing homelessness.
To develop protocols across organisations – service system scoped and
access points into services.

Anticipated health and
economic benefits of extension
5
of RDNS HPP Frankston

Lowered hospital costs by reducing inappropriate emergency department
and/or hospital admissions.
Keeping people experiencing homelessness healthier and therefore
preventing the future incidence of a range of co-morbidities.
Reduced rates of morbidity and mortality for registered clients.

5

These anticipated benefits were not within the scope of the evaluation and therefore were not assessed.
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Measure of success
The measure of success for this program is similar to other nursing or care programs: to
achieve a successful outcome for the client (e.g. resolving health issues). Based on this
goal, the following process indicators were used to assess the attainment of client
outcomes.

Process indicators
•
•
•
•
•
•

Clients received an appropriate and timely response to a healthcare need.
Clients’ issues were resolved.
The number of people registered as HPP clients.
There was an increase in the number of clients referred onto other services and
subsequently accessed.
Ongoing client assessment to monitor physical health.
There was an increase in the number of clients who became engaged with services
and developed self-determination.

In addition, RDNS HPP established a project Advisory Group (Appendix 10) to form a
Steering Committee and develop Terms of Reference for the initiative.
The Evaluation Framework is provided in Appendix 6 Table 19.
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Evaluation methods
Study design
The evaluation utilised a non-experimental study design using a mixed methods approach
consisting of qualitative and quantitative components.
The evaluation comprised two distinct approaches: (i) formative; and (ii) summative. The
formative evaluation consisted of two components: implementation focused and
interpretive (Table 1). Implementation focused involved documenting what actually
occurred, and identifying any departures from the original project proposal. The
interpretive aspect used stakeholder experiences to provide contextual explanations for
what happened, increasing understanding of how and why the program was
implemented (24).
Table 1

Activities used to inform formative evaluation

Formative evaluation
aspect

Activities used to inform this approach

Implementation

Monitoring and documenting the fidelity of the program delivery in accordance
with the project plan and the original RDNS HPP proposal
Identifying what was implemented, status and influence of contextual factors,
response of participants
Identification of deviations from / issues with the project plan
Identifying adaptations necessary to achieve optimal change and making
recommendations for change, as appropriate

Interpretive

Key stakeholder experiences, where stakeholders included formal and informal
care providers

The summative evaluation utilised qualitative and quantitative methods to measure the
success of the program and achievement of its client and service goals.
In addition to the formative and summative evaluation components of the evaluation, a
service-mapping exercise was undertaken to map service provider networks and potential
access points for clients. This involved interviewing Frankston HPP staff (e.g. manager,
team coordinator and CHN) and key stakeholders as well as searching publicly available
resources to identify services. Service data was also collected from client records and/or
case notes to inform this analysis.

Participants
Eligibility and inclusion criteria
Any individual residing in/or frequenting Frankston who was experiencing homelessness
was eligible to be registered as a RDNS HPP client by the CHN. Service level data collected
for these clients was utilised by the evaluation.
Table 2 outlines the eligibility criteria used for the various key stakeholder groups included
in the evaluation.
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Table 2

Participant group inclusion criteria for Frankston HPP evaluation.

Participant group

Inclusion criteria

HPP Frankston Expansion
Team

RDNS HPP manager and team coordinator who were involved in
developing and implementing the Frankston expansion of HPP, and the
frontline CHN who provided services to people experiencing
homelessness

HPP Southern Team

RDNS HPP staff from the southern region HPP who supported the
Frankston CHN

HPP key stakeholders

Staff and/or representatives of services or organisations involved in the
expansion of the HPP to Frankston identified by the Frankston HPP CHN
and/or team leader or manager and other stakeholder representatives

Consent process
RDNS HPP clients
The CHN role requires an individual who is highly experienced and capable of assessing a
client’s capacity to participate. The CHN collected clients’ consent to provide care during
the initial assessment process, following standard RDNS policies and procedures.
Evaluation participants/key stakeholders
Participants (e.g. Frankston RDNS HPP staff and key stakeholders) were assumed to have
high-level cognitive functioning (as required by their job positions) and therefore were
essentially pre-screened for the capacity to make independent and informed decisions
(Appendix 7).

Data collection
Data collection included: case notes that provided information on demographics,
interactions with the CHN and outcomes and interviews with the RDNS HPP team and
associated stakeholders. This information was provided to the research team by the CHN
on a monthly basis for the duration of the evaluation. Client records and service data was
also extracted from the RDNS Client Information Management Software (CIMS).
Collection of data occurred between 30 August 2013 and 30 October 2015. Additional
data from the minutes of the HPP Advisory Group meetings were used to inform the
development of a service map of existing services for people experiencing homelessness
prior to the CHN role commencing and changes throughout the duration of the role.
Advisory Group minutes were also used to document networking and collaborative
activities undertaken by the RDNS HPP management team and the CHN. Analysis of the
collected data, including interview transcripts extended to 30 November 2015. The
evaluation used a sequential reporting framework, linked to key milestones. A
methodology outline was submitted to the funder within four months of the project being
funded.
The Frankston RDNS HPP expansion team and a purposive sample of key stakeholders
and members of the Southern RDNS HPP team associated with RDNS HPP extension to
Frankston participated in in-depth interviews. Key stakeholders were approached either by
email or telephone, with all interviews conducted personally, at a mutually suitable
location, usually the participant’s place of work. The research team evaluating the
program used a semi-structured topic guide to facilitate the interview process (Appendix
8). Interviews with RDNS HPP staff and key stakeholders provided information about
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clients, such as the level of their satisfaction or dissatisfaction with support from
Frankston HPP. In order to ensure fidelity of data collation during analysis, the data was
re-identifiable.
The Frankston RDNS HPP expansion team were interviewed at three time points over the
duration of the project (e.g. start, mid-point and finish), with all other participants
interviewed at a single time point during the project. No previous relationship existed
between the research team evaluating the program and the key stakeholders who were
interviewed. Even though the researchers from the RDNS Institute worked within the
same organisation as the HPP team prior to the evaluation, there was no previous
interaction and, as such, they were engaged as independent evaluators for Frankston
HPP.
Clients were considered to start engaging with services at the point in time where they
began to attend appointments arranged for them by the CHN. This definition is often
used as an indicator to identify successful outcomes from outreach activities (25). Clients
were considered as being not ready to engage if they did not wish to attend
appointments or failed to attend appointments that had been arranged with them. First
engagement with other services was defined as the first time appointment attended by
the client; this could be with or without the CHN being present. Table 3 outlines the
categories under which data was collected for RDNS HPP clients.
Table 3

Data collection for Frankston HPP clients

Category
Time taken from first contact to engagement; how many contacts to establish rapport; time taken
for clients to start making connections for themselves or making their own appointments
Number of clinic contacts
Number of outreach contacts
Reason for assistance
What services were needed, what services were referred to, what services accessed
Qualitative information for client outcomes, including strategies to overcome issues (e.g. service or
client related)
Qualitative information for actions taken by clients
Frequency of advocacy required by clients
Potential service access points for clients
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Data analysis
Quantitative analysis
Client data was extracted and collated from client case notes and the RDNS’ CIMS,
covering the period 30 August 2013 to 30 October 2015. Data extracted from client case
notes provided information on client demographics (e.g. age, gender and primary health
issues). Service activity data, the level of services needed, referred to and accessed were
also extracted from client case notes. This data was a proxy indicator for client utilisation
of services. The proxy measures for the success of Frankston HPP were:
•
•
•
•

the number of registered clients and duration of support
the number of visits and hours spent with clients
the type of visit activity provided
the number of service referrals made for clients.

This data was extracted from both case notes and CIMS. Data was entered into Statistical
Software for Social Scientists (SPSS), Version 23 and Microsoft Excel. A descriptive
analysis (proportions and averages) was undertaken due to the nature of the data
collected.

Service mapping
An environmental scan of existing services and resources available to people experiencing
homelessness in Frankston was conducted by the researchers. The scan included accessing
web pages, service pamphlets/flyers. This information was entered into a table and
presented to the Frankston HPP Advisory Group members for input and feedback over a
number of occasions, in an iterative process. The information in the service mapping table
was subsequently transformed into a diagram to visually represent the service system as
it existed prior to the CHN commencing and then a corresponding diagram representing
changes at the end of the evaluation of the HPP. The intention was that the service
mapping table would provide evidence of an increase in service activity or communication
and would provide a freely available resource to all service providers in Frankston. The
resulting document is a living resource that evolved as new services and information
became available.

Qualitative analysis
In-depth interviews were transcribed and a thematic analysis of interview transcripts was
undertaken (26). To facilitate the coding process NVivo 10, a qualitative data analysis
software package (QSR International), was used. All members of the research team read
through the interview transcripts and participated in the thematic analysis, and then met
to compare themes identified. The themes were analysed with reference to the
evaluation objectives. All interview data was de-identified prior to use in the report.
Interviews were conducted by either DG or JH and the focus group was conducted by DG.
Key stakeholders were identified by the CHN or reference to the service mapping
document.
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A HPP client working in the Frankston community garden.
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Results
Formative evaluation
Fidelity of program delivery
The RDNS HPP service model uses co-location with another service or organisation to
overlay the HPP service in an environment where people experiencing homelessness live
or gather. This subsequently provides a ‘soft’ entry point for clients into the service
system. The site chosen for RDNS HPP to co-locate with in Frankston was City Life 6.
City Life provides meals on set days, three times per week. It was originally proposed that
Frankston HPP would have a clinic located at City Life at the same time as these meals.
The rationale underpinning this was to maximise the potential for the CHN to engage
with meal attendees. However, it became apparent that the Frankston CHN could only
have a clinic alongside one of the set meal times. Therefore the two other clinic times
originally planned were reallocated to meal programs that the client group attended
outside of City Life, and outside of the clinic setting. This change brought some initial
confusion to City Life in how they thought the CHN would operate. Based on the original
plan, they thought that the CHN would solely operate from a fixed clinic based on their
premises three times a week. This was resolved through clarification of how the RDNS HPP
model was based on proactive engagement with potential clients, and that the CHN role
entailed going outside of the fixed clinic setting to better reach the clients in need.
‘... [with RDNS HPP] co-locating with them ... I think they [City Life] thought we'd
only be working with those people that came there.’

– Stakeholder 4

From inception of the idea of implementing the CHN in Frankston, it took more than 18
months to secure funding for this position. In the interim, City Life formed an agreement
with Peninsula Health to have a Hospital Admission Risk Program (HARP) funded nurse
based at their premises one half-day per week (on Fridays). The implementation of the
HARP role also added to the initial confusion over the nature of the CHN role.
The Peninsula Health HARP program operates using a fixed-clinic approach with strictly
defined eligibility criteria for clients. The organisational structures, policies and procedures
the HARP nurse worked under provided this nurse with limited flexibility to engage and
work with clients experiencing homelessness. This approach informed City Life’s
perception of how a nurse role at the site would operate and which clients were seen.
‘ ... I think they [City Life] thought it was going to be a medical clinic, which
obviously it isn't and that's never really been the role for HPP ... One of the issues
was City Life had a very different perception of what I was going to do ... They also
have an ... idea of what a nurse is and I think obviously with HPP, even though we're
nurses, we're more flexible in what we do and perhaps we step out of the nursing a
little bit more so that the client/patient's needs are met. Often there is no one else
to meet them, so we have to meet them.’

– Stakeholder 3, time point 1

6

The RDNS HPP model relies on co-location of the CHN as close as possible to the target population. Co-location also
ensures that the CHN is easily able to access a broad range of services to address the client’s needs. For Frankston,
the site chosen for co-location was at City Life. City Life is a welfare charity who has been supporting marginalised
people in Frankston/Mornington Peninsula since 1988. City Life has formed many partnerships with other
community based groups and is supported by the Jubilee Church. One of their current activities is a Cafe and food
6
bank in Frankston. City Life supply over 9000 meals to marginalised people in Frankston every month , including
people experiencing homelessness. Information obtained from City Life’s website. Accessed: 04/12/15,
http://www.citylife.net.au/about_us_2.html.
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Another strength of the HPP model is the ability to respond to local context and change
how or what is done in order for the CHN to deliver a service to the local homeless
population.
‘...initially, as I said, it was planned that [the CHN] would [have] been in the clinic for
three days a week. It would be for three hours. But it hasn't gone across like that at
all. I think we had to be really proactive to basically look at [the CHN] position and
say, okay, we don't think that's going to work. It's not going to work because there
are logistics there that are going to prevent it from working. So how can we make
this work and justify it according to the action plan that we'd set out? So [the CHN]
now works and initiates – goes out ... engaging [with] clients. Bringing them back
into City Life – getting them to come back there on a Thursday, where [the CHN has]
got the clinic if it’s needed.’

– Stakeholder 2

In addition to initial confusion by City Life over how the CHN would operate, there was
concern that having a Peninsula Health nurse, three hours on Friday mornings, and a CHN
(on other days) would result in duplication of services. However, this was resolved through
both the Peninsula Health nurse and the CHN initially meeting regularly to ensure
duplication didn’t occur.
‘We did, for a while, about three months, have that monthly meeting, just to discuss
clients and make sure we weren't duplicating, but ... there was never a problem with
duplication.’

– Stakeholder 5

Even though there is no formal mode of communication between the two nurses, over
time an informal coordination of service provision to clients has developed.
‘... we've just been so busy doing our own thing ... we collaborate and do a few
things together ... because we use each other's services. [The CHN] introduced the
optometry, so I obviously refer people to that, and [The CHN] refers people [to us]
for the dental. So we ... do work together through paperwork.’

– Stakeholder 5

In resolving the misunderstanding over the role of the CHN it was apparent that
transparency and clear definitions were crucial to this outcome. The CHN has flexibility in
determining how clients are reached, whether through fixed clinic or assertive outreach,
and the length of time clients are assisted. This ability to determine how clients were
reached was based on information from the skills and knowledge that the CHN has about
this population group. In addition, the definition of homelessness that RDNS HPP utilises
(Appendix 1), enables its CHNs to use broader eligibility criteria when determining
whether clients receive assistance.
‘I think it's also about me being very clear about what my role is and why I am, I
think, very flexible in how I work with a client ... From day one I've been clear with
City Life that I am there for their client group but I am [also] there for the [wider]
homeless population within Frankston.’

– Stakeholder 3, time point 1

‘So [the CHN has] got the ability to go out and actually see people either with
workers or on her own whereas I think before it was about people coming into City
Life. Whereas there's a whole - I think there's a cohort of clients that don't even
access those services, yet [the CHN] is able to become aware of them and assertively
engage them herself and get them linked in.’

– Stakeholder 6

As well as clear communication, also having a Memorandum of Understanding between
the two organisations, which clearly outlined roles and responsibilities, contributed
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towards addressing misunderstandings. Co-location brings benefits to both organisations
but does not require either organisation to integrate policies or procedures.
‘... we have got a document written on co-location ... [which is] an agreement about
what we do ... what we can offer.’

– Stakeholder 1

Overall the extension of a CHN to Frankston was implemented as intended. There were
minor adjustments to how and when the CHN would work at City Life in response to
contextual factors. Adherence to the HPP model was a direct result of its Practice
Framework and job description. It was observed that the Frankston homelessness sector
and other services have a high degree of respect for the CHN, who has built up credibility
for the position and embedded it in Frankston.
‘... [the CHN] managed to turn some things around big time for a couple of their
[City Life’s] really long-term clients ... so [the CHN is] getting ticks on the board.’

– Stakeholder 4

Uniqueness of RDNS HPP service
All the stakeholders identified that an important element Frankston RDNS HPP bought to
the service system was to offer a service that they were not able to; whether because of
funding or organisational constraints. The key element is the flexibility of the RDNS HPP
model and how the CHN is able to operate to engage and work with the clients in need.
The following quote by a key stakeholder illustrates how a service such as RDNS HPP
differs from other services.
‘... [HPP has] got an informal very flexible model ... [whereas] ... a large organisation
by default [is] less flexible [they, large organisations have a] brief and have to stick
to it. You have that constraint. So ... [it is an] ideal partnership in some ways.’

– Stakeholder 16

‘... [the CHN is] not curtailed by [procedures that say] you can't go and do that. [HPP
management] are always open to, can I do this with the client, or, the client is
needing this, I can't get it from anywhere else, can we provide it? So I think that's a
really important part, the philosophy of the HPP team. A lot of the services don't
have that. Often they don't have the support from management. If you don't have
good support from management, well then you really can't do your role properly.’

– Stakeholder 3, time point 3

This flexibility was one of the key reasons why the CHN was able to address the service
gap for people experiencing homelessness that existed in Frankston. Subsequently, City
Life recognised that the HPP service model works because of the assertive outreach and
flexibility of operations.
‘... the advantage there was [the CHN’s] constant presence in the area. Not just
referring people in the system but doing follow up and if you like, seeing the person
at the breakfast, at other places at other times during the week ... that outreach
element ... [which provided] a conduit into the hospital system.’

– Stakeholder 7
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Even though aspects of where and how the CHN reaches out to people experiencing
homelessness can differ between geographic regions, the core RDNS HPP practice does
not change:
‘... It's [RDNS HPP] got a framework, a philosophy, key strategies and although it can
be tweaked around the edges depending on the community in which you drop the
model. To go somewhere like Fitzroy or Footscray and see a nurse in action is what
you would be expecting to see if you funded us to go somewhere like Frankston.’

– Stakeholder 1

Another strong enabler for the success of the co-location was City Life’s recognition that
although they had the capacity to address aspects of the social and spiritual needs of
their clients experiencing homelessness, they lacked the capacity and knowledge to
address health issues. Therefore, the original proposal for the CHN position was generated
after discussion with City Life, ensuring investment by City Life in making this position
work. Through collaboration with RDNS HPP they could make a real difference and start
to address these unmet needs of their clients.

Influence of other factors upon implementation
The primary impact of other external factors on the implementation of the CHN in
Frankton was the significant changes to the mental health service sector in late 2014.
These changes impacted on the funding to services, resulting in a perceived loss of
experienced personnel in the area and the number of services available for people
experiencing homelessness.
‘So there has been quite a number of people's positions who have lost and there's
been a restructure and ... [we don’t know] how that looks [yet]. My understanding is
that some of the [mental health service that succeeded in securing funding] haven't
worked in the southern region and don't have a great deal of experience or
understanding of how the southern region works. That was going to obviously take
some time and probably going to have a different outlook in the next 12 months ...’

– Stakeholder 2, time point 2

‘... sector reform has meant and the new Mental Health Act and how that is different
from the previous Mental Health Act. I guess how the service delivery and the role of
clinical mental health has changed in the past 12 months to two years.’

– Stakeholder 6

However, RDNS HPP staff felt these changes would not impact overly on the CHN’s ability
to operate as they had;
‘... already established ourselves with service providers, GPs, welfare services and
there's still Breaking the Cycle, there's still Partners in Recovery and there's still
obviously Peninsula Health. So I can't see it will make a big deal of difference into
how it will impact directly on our service. I would hope that it might actually just
increase our ability to make referrals to support clients. I'm hoping.’

– Stakeholder 2, time point 2

Another change was the closure of Medicare Locals and their replacement by Primary
Healthcare Networks (PHNs). This change potentially resulted in the loss of experienced
staff and uncertainty over healthcare planning and service provision to communities. Due
to the newness of PHNs, the long-term impact cannot be assessed yet as their goals and
funded priorities are still being developed (27).
Combined, these changes add to the instability of funding environments for services and
subsequent stress upon employees regarding the continuity of services and positions
which then impact upon clients who might need or use these services (28).
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Networking and collaborative activities RDNS HPP Frankston
The CHN also took on a community development type role by actively approaching local
businesses (Masters, Bunnings), GPs, non-governmental agencies (Frankston Community
Support, Rotary) as well as local government (Frankston City Council), to raise awareness
of the needs of people experiencing homelessness in Frankston. Through these
interactions the CHN was able to achieve support and resources that enabled new
initiatives such as the community garden, which was established with the support of
Rotary and Frankston City Council. The CHN also was a source of information for other
services or a resource to use to link them in with other services they may have previously
been unaware of. For example, Frankston City Council were very appreciative that
through the CHN’s contacts and sector knowledge they were able to link in with services
such as One Voice (a mobile shower program) and the Rapid Relief Team, of which they
had not previously known about. People experiencing homelessness can now access these
services in Frankston, which they previously could not.
Pets in the Park
A further example of the co-creation of services was the development of Pets in the Park
Program. A vet from Frankston Heights Veterinary Service approached Frankston
Community Support (FCS) wanting to establish Pets in the Park, which is a free healthcare
service for the pets of people experiencing homelessness. FCS recommended bringing the
CHN on board to establish the program. The CHN’s depth and breadth of knowledge of
homelessness and of people experiencing homelessness in Frankston was crucial to the
success of Pets in the Park. The model originated in Sydney NSW and was first established
by a vet volunteering in a soup van providing food to people experiencing homelessness.
Since then the charity has been adopted at the national level.
‘ ... [the observation was that] there were many homeless people with pets and [the
question was] therefore were they getting any veterinary care and could they afford
any veterinary care? ... I then contacted Frankston Community Support ... to ask if
there was a need in Frankston. I perceived there was, but I didn’t know that there
was. Their response was wholeheartedly yes. So we had some meetings with
Community Support ... [the CHN] has been involved from quite early on and
recognised that for the clients she was dealing with it was a huge area that was
under funded or under cared for ... [the CHN] is certainly a fundamental part of the
team.’

– Stakeholder 12

‘Pets in the Park would not exist if we didn’t have trusted referral agencies ... We
cannot deliver a voluntary program unless you have trusted service providers who
refer the right people. That's where RDNS plays an important role.’

– Stakeholder 12

‘ ... we put a call out to some local partners, we were working with those clients, but
[the CHN] ... said ... a lot of my clients have pets. So [the CHN has] been on the
Steering Committee from the start of that program, and it's going really well.’

– Stakeholder 10

To get Pets in the Park up and running also required the support and buy-in from
Frankston City Council, who made sure that the program would not contravene local bylaws regarding animals in public spaces and they also ensured that at a ranger was in
attendance at every Pets in the Park session.
‘some of the partnerships that were created by [the CHN] with organisations like
Community Support Frankston and for that I'm talking about the Pets in the Park
program had been really valuable to I guess ensuring the broader wellbeing outside
of a specifically health focus for members of the community ... [also] there is a ban
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on dogs in that part of the municipality that we were able to get overturned for the
program to run in an accessible location. So not only does it use a council facility but
it also required council to have changed the rules around – dogs accessing that site
once a month.’

– Stakeholder 13

The respect and credibility that the CHN has with other services and businesses was a
crucial element behind the successful establishment of this initiative.

Advisory Group for the Steering Committee
One of RDNS HPP Frankston’s deliverables was to document networking and collaborative
activities undertaken by RDNS HPP management and the CHN. The assembly of an
Advisory Group for the Steering Committee was one of the initial collaborative and
networking actions to engage with other service providers in Frankston.
The Terms of Reference for the Advisory Group were to:
•
•
•
•
•

provide expert input and advice on the establishment by RDNS HPP of a ‘primary
health care response’
provide a discussion forum for feedback on components of the Initiative
provide advice on the development of collaborative advocacy strategies, liaison and
support networks that improve the capacity of homeless and risk people to access
services
provide advice on the evaluation and documentation of the Initiative
promote the project and its outcomes to stakeholders.

The Advisory Group met bi-monthly and was comprised of more than 20 agencies that
represented stakeholder interest in the extension of RDNS HPP to Frankston (Appendix
10). At these meetings, collaborative activities undertaken by Frankston RDNS HPP
management and the CHN were reported on (Appendix 10 Table 21).
Some examples of results of CHN networking and collaboration CHN are:
•

•

•
•

The HPP community garden at Joy Street was developed through networking and
collaboration with Rotary in Frankston, Frankston City Council and local retailers such
as Bunnings and Masters who donated soil and plants. The garden provides
opportunities for education on nutrition, cooking and social interaction for HPP clients.
A monthly optometry clinic was established through links with the College of
Optometry at the University of Melbourne. This clinic now operates independently of
the Frankston CHN; with clients directly accessing optometry services as needed (the
optometry clinic is co-located at City Life).
Frankston Food Alliance committee donated $150 towards promoting fruit and
vegetables at City Life meals programs.
A monthly Pets in the Park service, developed through collaboration between the CHN,
the Frankston Heights Veterinary Service, Frankston City Council and the Frankston
Community Support Centre.

The CHN was also actively involved in a number of local committees; she provided a
unique perspective on the status of people experiencing homelessness in Frankston and
their needs. The committees represent a number of sectors and community advocacy
groups, and are as follows:
•
•
•

Pets in the Park
Alcohol and Other Drugs Alliance
Dual Diagnosis working group
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•
•
•
•

Partners in Recovery
Smoking cessation group
Frankston Emergency Relief Program
Food Alliance Frankston.

RDNS HPP is unequivocal in stating that the CHN is not the ‘sole answer’ to the issue of
homelessness but part of a broader system response.
‘But I think it just highlights that there are segments in the service provision that is
[sic] not being coordinated and that there is also seeing us as being the provider of
all. I think there's still that misinterpretation that because we're the Homeless
Persons' Program that we are the panacea of everything to do with homelessness
and we're not. We are part of supporting but we're not everything. I do believe that
... services tend to work in isolation and don't see the whole picture and are working
in fragments.’

– Stakeholder 2-2

‘... there's a critical need for people to be supported through their experience of
homelessness and not one service can do that. We all recognise that we have to work
together.’
– Stakeholder 16

The following transcript gives an example of how together the CHN and another
organisation were able to achieve more for a client together than individually.
Successful inter-agency collaboration
‘We have one client in particular with extreme cardiac issues, young man, homeless, had a lot of
trauma occur, loss of job. [The CHN] has helped connect him so he has stable housing, the
medication he had probably wasn't for his cardiac condition and wasn't the biggest priority for
him. If you're not stable in terms of housing then you're health isn't your number one priority
the majority of the time. So while we [a Peninsula Health service] were working on getting him
connected and addressing his cardiac issues and getting cardiac and health support and
dieticians involved, things like that to help manage that side [the CHN] was able to [connect him
with a housing service and fast tracked getting] housing and made sure that his mental health
was stable because his mental health had gone downhill as well ... The [CHN] role ... has made a
great impact on his life and helped to keep him much more stable and to achieve small goals
that he's wanted to achieve.
So [I] definitely observed differences and impacts on clients, very positive impacts of the [HPP]
program, clients often have chaotic lives and the [the CHN] has, through developing
relationships, made progress in terms of being able to make things a bit more stable for them
and [introducing] resources into their lives. You hear it, the word on the street is more powerful
really and word from the client is more powerful than anything else when they report that [the
CHN] is wonderful and done a great job, she helped me get this or she helped me with a house.’
– Stakeholder 9

The CHN, as a result of doing assertive outreach, was able to provide ‘insider’ information
to services which accurately reflected what was happening for the homeless population in
Frankston.
‘... to give us information that we needed about what was impacting people on the
ground, and therefore that we could use that information to better direct some of
our policy decisions, and influence decision makers.’

– Stakeholder 14

‘[The CHN is] a good [source of information] in terms of she lets us know if there's
any issues because she tends to be more on the ground than us ... So she can keep us
informed of what's happening with the clients and vice versa. So there's been some
good collaborative work.’

– Stakeholder 6
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Another example of the two-way nature of the relationship and information sharing that
the CHN has with other services is given:
‘With the rooming houses there's one proprietor in particular that I've developed a
really good relationship with and he rings me about clients that he may have in the
rooming houses. He also rings me to ask for advice about other things with clients
that other rooming house proprietors have. So that's been a really good thing.’

– Stakeholder 3, time point 3

The interaction between other services and the CHN is bi-directional. However, the CHN
has become a valued resource to other services in terms of knowing the issues facing
specific clients that otherwise the services might not have been aware of.
‘... [we’ve] got direct access to [the CHN] ... we get a better idea of the demographic
that [the CHN] works with, and whether or not a referral is likely to be an appropriate
one for a program or not. We've got direct contact through her mobile number or
email ... it doesn't mean that [she’ll] turn up right there and right then and solve all
the issues, but she's able to [help] ... and because of that relationship and knowing
how [the CHN] works we know the client will be contacted. Even if it was the case
that the client didn't have a mobile number and it wasn't an easy referral, that we
can monitor ... we can liaise with [the CHN] and kind of find out whether or not [the
client had] engaged, and how things are going.’

– Stakeholder 10

Identified areas for improvement
Working collaboratively
Stakeholders identified that service collaboration could be problematic at times. This was
attributed to a lack of formal pathway documentation clearly articulating respective roles
and responsibilities of staff from different services. The development of such
documentation would also help to define the referral pathways to and from respective
services. Potential benefits from establishing this documentation would ensure that
clients do not fall through the gaps or those services are not duplicated.
‘I think it would be beneficial for the client group to have something more formal
between the RDNS and some of the community and the clinical mental health
program ... because I think in service sometimes there's a bit of a misunderstanding
about whose role is which whereas I think that could be addressed at the operational
level but also at the sort of case conference and ground level as well.’

– Stakeholder 6

In the role of the CHN there is potentially an element of isolation from other service staff,
both within RDNS and outside RDNS (external services). Several stakeholders mentioned
that this can be an issue and perhaps could be redressed through inter-service meetings
that are formally written into work practices and procedures. These meetings would then
occur on a regular and ongoing basis. Stakeholders expressed that one of the main
benefits arising from regular meetings would be the ability to discuss what is happening
both locally and with shared clients and to forward plan.
In order to achieve the best from working together, it has been documented that services
with formal structures in place from management through to operational levels of service
delivery report the highest levels of integration and partnership with positive flow on
benefits to clients (20).
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Communication
Regular communication was sometimes intermittent between the CHN and other services.
This could affect coordination of care for clients. Stakeholders primarily attributed this to
the demands of working with vulnerable clients, which meant that the time required to
liaise with another service in order to organise or coordinate care was not available. As
above, the creation of a formal arrangement for regular meetings was suggested as one
way to address this issue.
‘... the main thing is working on those sort of collaborative things so everyone knows.
If all the services are clear on [the CHN’s] ... then she’s not being burdened with
things that she shouldn't be [doing] and vice versa ... it's a lot clearer. Clients don't
sort of get lost for follow up or certain needs won't be met because people are
assuming that each service is doing things. Again, having a case conference I think
really clarifies that.’

– Stakeholder 6

Awareness of CHN by the service community
Potentially not all services in Frankston were aware of the CHN and RDNS HPP and what
the CHN position entailed. For services working in the homeless space, lack of awareness
was not an issue. The CHN increased the level of awareness about RDNS HPP and the
CHN position by other services in Frankston through involvement in a number of local
committees (e.g. Smoking cessation group, Food Alliance Frankston, Dual Diagnosis
working group and Alcohol and Other Drugs). The CHN also regularly dropped into local
services, introduced herself, RDNS HPP and what the service did. However, by the end of
November 2015 stakeholders believed that a lack of awareness about RDNS HPP and the
CHN’s position was less of an issue because the CHN had become well known in
Frankston as the ‘face’ of homelessness and the ‘go-to’ person for any queries relating to
this area.

Availability of funding
All stakeholders interviewed indicated that the reality of scarce funding and the continual
efforts required maintaining funding levels and therefore staff and services was a factor
that affects all services.
Key stakeholders also expressed that if the funding for the CHN funding role was
discontinued this would impact negatively on other homeless services in Frankston.
‘When any service leaves, of course it's going to impact on other services ... Because
if you're assertively outreaching, those clients wouldn't be going to other services
anyway ... So if that position was lost, they wouldn't be engaging with services ... I
know that the position would be missed because there wouldn't be as much
opportunity to interact with staff, health staff.’

– Stakeholder 5

The loss of a CHN in Frankston would also affect clients.
‘... [it would] impact on clients, wouldn't it? They get used to things being there and
then when they're not, and it takes a while for them to build trust and all that sort of
thing [again], so it [Frankston CHN] would be missed.’

– Stakeholder 5
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The presence of the CHN has value added to the service system in Frankston. It is seen as
an additional resource that other services can tap into when they need to, especially in an
increasingly tight funding environment:
‘These days we all have to be smart about that because we're getting dwindling
resources. We've got to be smart where we've put our resources. There'll never be
enough in our line of work there will never be enough so to have the resource of HPP
in Frankston is a great thing ... to say for this cohort of people here is that we [other
services in Frankston] would benefit from an expansion of the program.’

– Stakeholder 16

Education of service providers
The CHN was able to increase the knowledge and understanding on the impacts of
homelessness for service providers through delivering education opportunistically and
informally. One stakeholder noted that the education and information provided by the
CHN was instrumental in not only improving a personal level of an understanding of the
issue but also knowing how that service could start to address issues affecting people
experiencing homelessness.
However, the CHN does not have capacity to educate service providers at a broader level,
nor is it the key remit of the CHN role. It was noted from interview data that stakeholders
acknowledged that there is a general lack of understanding of the complexity surrounding
homelessness and its impact upon people. Although not formally articulated, it was
evident that the level of awareness and understanding by professionals across sectors of
homelessness was a gap affecting delivery of services for this population group.
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Summative evaluation
Client characteristics
Demographics
Between 30 August 2013 and the 30 October 2015, 39 people were registered into the
Frankston HPP program. The majority of these clients were female, their average age was 49.9
± 11.4 years and ranged between 28 and 78 years with the most frequent age being 52 years.
Seventy per cent identified their cultural background as Australian; three as Aboriginal or
Torres Strait Islander (ATSI); and four as either Fijian, from the United Kingdom or New
Zealand. The cultural background of three clients was not known. It should also be noted that
the number of ATSI clients may be under reported (Table 4).
There were six married or de-facto couples among the client group. The majority (82%) of
clients were divorced, separated, widowed or single. The relationship status for one client was
not known (see Table 4).
Table 4 Demographics of Frankston HPP clients
Participant demographics

n (%)

Gender
Female

22 (56)

Male

17 (44)

Age (years)
25–34

5 (13)

35–44

6 (15)

45–54

17 (44)

55–64

6 (15)

65+

5 (13)

Cultural background
Australia

29 (74)

Aboriginal or Torres Strait Islands

3 (8)

Fiji

1 (3)

United Kingdom

1 (3)

New Zealand

2 (3)

Unknown

3 (8)

Relationship status
Married / Defacto

6 (15)

Divorced / Separated / Widowed

18 (46)

Single

14 (36)

Unknown

1 (3)

Data extracted from CIMS (30/08/13 – 30/10/15)
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Thirteen clients (33%) were experiencing primary homeless, and seven (18%) secondary
homelessness. Two clients (5%) had been evicted; one client with children had been residing in
public housing and because of financial difficulties ended up in rental arrears and was
subsequently evicted; a second client (also with children) was evicted also due to rental
arrears. Subsequent support from the CHN resulted in the disability support pension being
awarded to the second client who then, with assistance from SalvoCare Eastern, was rehoused
(Figure 1).
Figure 1

Housing status of Frankston HPP clients

Referral into Frankston HPP
The referral source and discharge reason data was calculated each time a client was either
admitted or discharged, into or out from the HPP service, and therefore clients who have had
multiple admissions or discharges may have more than one referral source or reason for
discharge.
A total of 39 registered clients were supported since the program commenced in Frankston in
August 2013. As of the end of October 2015, when the evaluation period ceased, a total of 15
clients (38.5%) continued to receive assistance from the CHN and 24 clients (61.5%) were
discharged. Three clients who had been discharged were readmitted a second time during this
same evaluation period. The average period of time elapsing between first discharge and
second admission was 20.5 weeks. Of these three clients, two were discharged a second time
and then readmitted to HPP a third time.
The majority of clients (n = 35, 73%) referred themselves into Frankston HPP service. Selfreferral into HPP was a direct result of clients being engaged by the CHN at either a meal
program or from contact at City Life. Four clients (8%) were referred by Centrelink. Other
sources of referral are indicated in Figure 2. Examples of other referral pathways are where
clients reside in rooming or boarding houses and are referred to HPP by either landlords or
workers who visit these locations. Clients could also be referred by other HPP teams if they
were moving into the Frankston area.
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Figure 2

Client referral sources into Frankston HPP

* Self-referral by clients is a direct result of the outreach activities of the CHN.
** Landlord refers to Rooming house operators or workers who visit rooming houses.

Reasons for seeking assistance from Frankston RDNS HPP
As part of the initial assessment, the CHN identified up to three key reasons for clients’
seeking assistance from the HPP service. Primarily these reasons were clinical in nature;
however, non-clinical reasons for seeking assistance from HPP were also recorded (legal,
financial and housing). The clinical and non-clinical needs are inextricably linked for many
clients. The CHN assists clients to access other services (e.g. Centrelink, SalvoCare Eastern) to
address these non-clinical needs concurrently with healthcare needs (e.g. optometry, dental,
mental health).
As assessed by the CHN, diagnosis upon admission to HPP could be grouped into three broad
categories: chronic physical (n = 35; 89.7%), psychological (n = 30; 76.9%), and acute physical
(n = 8; 20.5%). Fifty-four percent of clients (n = 21) were identified with clinical depression but
most clients (n = 32; 82.1%) had more than one diagnosis (across the three broad categories
listed). Only eight clients (21%) had a single diagnosis. One client was predominately based
with St Kilda HPP and as a result the Frankston CHN did not engage significantly with them.
Looking at individual factors, the majority of clients (n = 34; 85%) were identified with
existing mental health issues. Twenty-five (64.1%) clients had physical health issues and 26
(66.7%) had social issues. Forty-four percent of clients (n = 17) also had alcohol and other
drug issues (Table 5). Upon registration with RDNS HPP the CHN could identify up to three
factors considered to have contributed to why the client was requesting assistance from HPP.
These were referred to as ‘predisposing’ factors (Table 5).
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Table 5 Predisposing factors and combinations of factors for clients requiring
assistance from Frankston HPP
Proportion of clients with at least one of the
following conditions
n

%

Mental health issues

35

89.7

Physical issues

25

64.1

Social issues

26

66.7

Alcohol or drug issues

17

43.6

Top three combinations of predisposing factors
(n = 30 clients; 76.9%)
n

%

16

41

8

20.5

6

15.4

Clinical

Behavioural issues

2

5.1

Intellectual issues

1

2.6

Physical, mental health and social
issues
Mental health, social and alcohol or
drug issues
Physical, mental health and alcohol or
drug issues

Data extracted from CIMS (30/08/13 – 30/10/15)

Although all clients registered with Frankston HPP were homeless or at risk of homelessness,
the state of homelessness for three clients (8%) was considered to be a major factor
contributing to their request for assistance from Frankston HPP. Another three (8%) had
significant financial issues behind their need for assistance from HPP and another two clients’
(5%) lives were seriously affected by their unemployed status.

Discharge from Frankston HPP
Clients were discharged from Frankston HPP for the following reasons (provided in Figure 3):
•
•
•

they achieved their goals
their care was referred onto relevant community health or welfare services
they were unable to be located or they chose to end care.

A discharge reason recorded as ‘other’ represents situations where:
•
•
•

referrals were inappropriate
the client was not ready to engage or willing to become registered with RDNS HPP
clients moved out of the area and over time contact was lost.

If another service was the reason for discharge, the client’s care could be taken on by either
community health or welfare services. The care goals for seven clients (24%) were either
resolved or they were referred on to another service for support. The CHN was consistently
unable to locate eight clients (28%), which resulted in their discharge. Reasons for not being
able to locate them include: one client moved out of the area to care for a family member;
one went interstate but did not return and one client died. Combining the discharge categories
of ‘other’ and ‘unable to locate’ (Figure 3) indicates that 57% of clients’ discharges were
unplanned.
It is important to note that discharge does not result in the CHN ceasing all contact with
clients. The CHN reported that clients were often seen post-discharge at community meals
programs, on the street or if they had dropped into the City Life HPP clinic. These encounters
were an informal opportunity for the CHN to ask how ex-clients were going and answer any
enquiries clients may have had. The only time discharge resulted in contact ceasing was if the
clients no longer lived in the Frankston area.
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Figure 3

Discharge reasons for Frankston HPP clients

* Other represents discharges for reasons of inappropriate referrals, the client was not ready to engage or willing to become
registered with HPP, or clients moved out of area and over time contact was lost.
Data extracted from Camillus (01/07/13 – 30/10/15)

Client engagement
The number of visits that the 39 clients had with the CHN ranged between four and 152, with
the most frequent number of visits being eight. Frankston HPP clients who were discharged
were registered in the program for an average number of 32 weeks (range 2–92 weeks). For
the 15 clients still registered with the Frankston HPP program, the average length of time
calculated up to 30 October 2015 was an average of 53 weeks (range 21–98 weeks).
Indicative of the mobility of individuals in this population group, four clients (10%) had also
being seen by other HPP teams located in St Kilda, Ozanam House and Moreland/Hume. The
geographical spread of RDNS HPP means that a client can maintain their care across
Melbourne.
On average the number of missed appointments by HPP clients was two (ranging from no
missed visits to 10 missed visits) with most clients missing at least one appointment whether it
was for appointments with service providers that were arranged by the CHN or with the CHN
at the City Life clinic.
The Frankston CHN spent on average 60 minutes per visit, with the shortest visit being 10
minutes. The longest visit took 4 hours and 20 minutes, and the most frequent visit duration
was 60 minutes. For example, on one occasion the CHN stayed with a client outside Frankston
ED for over four hours as the client waited to be seen by a doctor. However, in the end this
client was only seen by an ED nurse and the client and the CHN left without the client having
been attended to by an ED doctor. Many visits with clients required the CHN to make phone
calls to other service providers in order to discuss client’s needs and/or organise appointments
for them.
‘I think the relationships with services and people in the services have been one of the
really important things to get a positive working for the client.’

– Stakeholder 3, time point 3

Engagement with clients takes persistence from the CHN to become a consistent ‘face’ in the
community.
‘For the clients, it was about being a consistent sort of identity within the place. The idea
of going to breakfast and lunch and dinner was that the clients would see, they'd know
who you are and you're a constant, you're not just come for a day to have a look.’

– Stakeholder 3, time point 3
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Due to the chaotic nature of clients’ lives and the complexity of their needs, engaging can be
difficult and take time (29, 30). Clients may miss appointments or present with challenging
behaviour and be excluded from services as a result. The CHN had the capacity and ability to
keep engaging and to understand the context within which challenging behaviour develops as
an adaptive response to the situation of homelessness.
‘Because the clients are difficult to engage, they are disappointing at times. You get
something on track and then, where are they? ... it might be that you have to keep
working with them and keep working with them. But there's always that chance that
they'll take up that option ... if we were saying we weren't going to see a client because
they were yelling at us or whatever, we possibly would see nobody.’

–Stakeholder 3, time point 3

For 26 clients it took the CHN, on average, seven visits over five weeks, working collaboratively,
to enable them to reach a point where they could prioritise a need and then become ready to
engage and attend appointments at services. Table 6 shows the variability in the time (in
weeks) and the number of visits with the CHN that it took for clients to reach a point where
they were ready to engage with services.
For the purpose of this evaluation, clients were considered to start engaging with services at
the point where they began to attend appointments arranged for them by the CHN. This
definition is often used as an indicator to identify successful outcomes from outreach
activities (25). Clients were considered as being not ready to engage if they did not wish to
attend appointments or failed to attend appointments that had been arranged with them.
First engagement with other services was defined as the first-time appointment attended by
the client; this could be with or without the CHN present.
Table 6 Time to clients’ first engagement with services (by number of weeks and number
of visits by the CHN)
Time (weeks) to first
engagement by clients with a
service

Number of visits to first
engagement by clients with
services

Time (weeks) taken for clients to
start independently making
service connections for themselves

average

5.7

average

7.1

average

8.6

min

1

min

1

min

1

max

21

max

43

max

28

Most frequent
duration

1

Most frequent
number of visits
needed

2

Most frequent
number of weeks
needed

2

Number of clients
independently
engaging with
services

18 (46%)

Number of clients
reliant upon active
support from CHN

13 (33%)

Data extracted and coded from client case notes.
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Based upon contextual information from client case notes and interviews, it was identified
that the most common barriers affecting clients’ engagement with either the CHN or service
providers were:
•
•
•

a lack of confidence in attending appointments on their own – they needed someone
present who would actively advocate on their behalf to service providers
development of crisis situations or other factors leading to clients’ failure to attend and
difficulties in rescheduling appointments
the adverse effects of mental health issues such as depression, which can affect clients’
confidence and motivation.

In contrast, based on information from client case notes and interviews, factors that
developed the clients’ engagement with either the CHN or other service providers were:
•
•
•
•
•

the trust clients have for the CHN because of consistency in what is said and then done
the rapport and trust clients have with the CHN – a direct result of the time and effort
taken by the CHN to build a reciprocal relationship with clients
the credibility the CHN has with both clients and service providers
the role of the CHN as a facilitator between clients and service providers, and their ability
to mediate difficult situations if they arise
the advocacy by the CHN for their clients’ rights and their commitment to ensure their
clients receive the care they need.

The above barriers and enablers that were identified from client case notes and interview data
are consistent with those identified in the research literature (29-32).
The type of contact the CHN has with clients can be primarily categorised into clinic contacts,
which could be made at either at the weekly City Life clinic or at other locations and outreach
contacts, which may take several forms (Table 7). The range of activities reflects the diverse
strategies used by the CHN to contact clients or to follow up with them.
It was observed that 18 clients (46%) telephoned the CHN. The main reasons for clients
making the telephone calls were to apologise for not making an appointment, or to let the
CHN know ahead of time that they could not make a scheduled appointment. These
appointments may have been with the CHN or with a service provider that the CHN had
organised.
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Table 7

Type of contact between the CHN and clients

Contact type
Clinic contacts
Client attends appointment*

Number of
clients

Average
number of
times for this
type of
contact/client

Range of the
frequency for
this type of
contact (min
– max)

Most frequent
number of times
this type of
contact
undertaken/client

35 (89.7%)

7

1 – 42

3

30 (76.9%)

5

1 - 48

3

1 (2.6%)

-

-

1

15 (38.5%)

1

1-7

1

19 (48.7%)

2

1-9

2

8 (20.5%)

1

1–6

1

18 (46.2%)

1

1-8

1

Outreach contacts
Telephone call (from CHN) to
client
Letter to client
Opportunistic**
CHN goes out to clients’
homes/places of residence
CHN attempts to locate client***
Other
Client called CHN

*Appointments with clients could be located at the City Life clinic or at other locations (e.g. meals programs, social activities)
** Opportunistic contact occurs when CHN sights client on the street, in shopping centres, at breakfasts, lunches, dinners, and
garden. Note: due to how the data was coded and extracted from de-identified client progress notes, it is possible that the
frequency of opportunistic contacts was under-represented.
*** The CHN can try to locate clients by going to caravan parks, Frankston foreshore and other locations where clients are
known to congregate.
Data extracted and coded from client case notes.

Client wellbeing
Given the prevalence of social issues experienced by clients, a holistic health care response for
these clients requires addressing their overall wellbeing not just their physical health
(Appendix 11). One of the ways in which the CHN addressed these issues was by not defining
the person by their issues.
‘I think one of the things that we do really well is we get to know the person, not their
circumstance or what their issues are, you get to know the person.’

– Stakeholder 3, time point 3

‘... there's really important psychosocial opportunities that has been created by the RDNS
HPP as well in terms of linking into community gardens and Men’s Sheds are just brilliant.
Just by having somebody ... to identify the need and then make the links ... is fantastic ...
but RDNS has assisted in being able to plug people into some of these things.’

– Stakeholder 8

The CHN’s role in seeking to facilitate the empowerment of clients, giving meaning and
purpose back into their lives and a sense of community (social inclusion) feeds positively back
into improving their health outcomes.
An example of two male clients who wanted to do something for the community, such as
rubbish removal, evinces a sense of belonging and self-worth.
‘... what could they do around Frankston? Because they noticed there were needles and
there was rubbish, and maybe they could just go picking it up. I said, you would need a
bucket and you will need whatever. So I gave them the council contact [for a ranger] ...
and I said, give her a call and see what she says. So they provided them with the buckets
and those pincer things ... [and they’ve now done this for] about five months.’

– Stakeholder 3, time point 3
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Through attending the Frankston HPP gardening group (established by the CHN), a client with
severe social issues started to improve.
‘One gentleman in particular who was very socially isolated ... would come and he would
stare at the ground most of the time and just stand there. Now, if he can't come, he rings
me to say, I'm really sorry I can't come ... [and] he has developed a friendship with one of
the other gentlemen.’

– Stakeholder 3, time point 3

Through initiatives such as the Frankston HPP gardening group and Frankston HPP lawn bowls
group, the CHN was able to develop a reciprocal relationship with the clients, which has made
it possible for her to start addressing some of their underlying issues, such as mental health.
For example, when many clients were initially contacted they were reluctant to discuss their
mental health issues, but through these activities and engaging with clients the CHN was able
to help them identify the issues they wished to address and facilitated their empowerment to
do so.
‘... a client coming to me and saying that he really loved [lawn] bowls and that he knew
how to bowl and that he could teach people and did I think there would be any people
that would like to do it? We started off with eight people ... we all have a go and we all
have a laugh.’

– Stakeholder 3, time point 3

‘... To gain their trust and [help] them to make some changes if they choose to.’

– Stakeholder 2, time point 2

Other examples of broader outcomes, not just health related, achieved for clients through
collaboration and having knowledge of available service options are demonstrated by referrals
of clients by the CHN into the Melbourne Street 2 Home program. A referral into Melbourne
Street 2 Home (shared care) of a client in his 40s who had been homeless for over 20 years
resulted in him being housed in accommodation that would accept his dog. His dog was
rescued from the pound and upon entering his new home the client said to his dog, ‘Darl [the
dog] this is our home forever’. The Frankston CHN has also formed close professional
relationships with Community Support Frankston, the Community Mental Health Legal service
and through mutual effort clients’ legal, material and health issues are addressed.
‘Once a month I do the rooming house visits and that's with one of the [legal] workers
who provides [legal] information and I provide the health information. So we go
together... we go to a lot of unregistered rooming houses as well.’

– Stakeholder 3, time point 3

Collectively, these demonstrate that working together achieves outcomes for clients that are
greater than what can be achieved individually.
‘... we have a window of opportunity with people and it's about if you had a true multidisciplinary team, you can achieve more in your window of opportunity than you can
achieve if you're a [single service operating alone].’

– Stakeholder 1, time point 2
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Care provided to clients
The needs of the client and their situation determine the type of care provided by the CHN.
The CHN has the flexibility and autonomy to decide what care type is most appropriate for a
client at any given time. The definition of CHN activities is listed below in Table 8.
Table 8

Definition of RDNS CHN activities

CHN activity type
Advocacy
Client care coordination/collaboration
Counselling
Health
education/promotion
Personal Care - HPP
Search
Social Support
Transport

Activity definition*
Representation of client where necessary to assist them to fulfill their
needs.
Service to clients who use multiple agencies when it is necessary to
coordinate or collaborate in the delivery of care.
Service to client to address emotional needs.
The provision of information or instruction regarding any aspect of health
care or techniques for improving health status and/or minimising harm.
Direct care providing support with Activities of Daily Living.
Actively looking for a client.
Service to client to address social needs. This includes monitoring as well as
enabling and supporting the client to develop social connections.
Transporting a client and/or carer, regarding a health or social issue
identified in care management.

*This list of definitions is provided by RDNS HPP to its CHNs.

Over the duration of the evaluation the CHN recorded the type of care provided; the total
number of care types recorded was 427 (data extracted from CIMS). For any individual
episode of care more than one type of care could be recorded by the CHN. The nature of how
the CHN engages with clients requires continual assessment of clients’ health and social
wellbeing by conducting assessments or identifying health issues that could be addressed.
Table 9 below gives the frequency of care types provided to clients by the CHN.
Table 9

Frequency of care type provided to clients as recorded by the Frankston CHN

Advocacy
Client care coordination/collaboration
Documentation

Number of times
recorded*
79
71
63

Proportion of
total **
19%
17%
15%

Health education/promotion
Social support
Counselling
Assessment - Other
Search
Transport

45
44
38
28
14
12

11%
11%
9%
7%
3%
3%

Type of care activity

* The total number of times care provided was 427.
** Note: the type of data activity recorded into this table ceased when the additive proportion equalled 95%. Therefore, the
total proportion is not 100% and the total in the frequency of times care provided column does equate to 427.
Data extracted from CIMS (30/08/13 – 30/10/15), data is for n = 39 clients.

Advocacy was often required by the CHN to ensure that clients received services they were
entitled to.
‘... one of the best things that we do is we advocate so strongly for people and we do
stand up to services and say ... I can help you, but you really do need to be seeing this
client.’

– Stakeholder 3, time point 3
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Care coordination was achieved through liaising with multiple services such as: drug and
alcohol services; Peninsula Drug & Alcohol Program (PenDAP); Centrelink; community legal
services; private consultant psychiatrists; and clinical psychologists to facilitate addressing the
client’s needs and ensure that they were not ‘falling between the gaps’.
‘... [the CHN provides] a more holistic sector-driven approach by a range of agencies to
assist individuals, which has been really excellent, so that people haven't just fallen
through the gap’

– Stakeholder 13

Health education given to clients by the CHN is often opportunistic or is possible because of
the relationship that had developed between the client and CHN. The rapport that developed
as a result of the relationship created the situation where these conversations could take
place. For example:
‘... a gentleman, he was living in his car with his dog ... and tried to engage with him, we
can do this for you. No, no, no, didn't want any of it. Then he came to me [after 6
months] and said he was getting scared, because people were walking around his van at
night. So we went to the Salvos and got [housing] organised. Then I was able to discuss
with him his drinking and his depression, and explained to him that it's actually an illness
and with treatment and with counselling hand-in-hand, we might see some benefits. I
can make the appointment, I'm happy to take you, we'll go together ... It took about, I
think, another eight months to get him to agree to go and see a psychologist, which he
did. He's now got housing ... His alcohol use has rapidly declined. He has now reconnected
with his family, so it's been a really positive - and he said to me the other day, I'll be
coming for that next appointment with [the private consultant psychiatrist], won't I,
soon?’

– Stakeholder 3, time point 3

The main types of care that align with the CHN role and the needs of clients are advocacy,
care coordination, education or health promotion, social support, counselling, continual
assessment, outreach and search (Table 10). Due to the nature of the contact of the CHN has
with clients and the constraints of the client information management system (i.e. only the
three most critical activities can be recorded for any given visit) not all activities undertaken
are captured. The CHN recorded activities that were considered the most important at the
time of interaction with clients. Activities such as: counselling; monitoring and surveillance;
and social support were always provided to some extent by the CHN.
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It was observed from data extracted from the Client Information System that most visits
conducted by the CHN involved advocacy, social support and health education/promotion
(Table 10).
Table 10 Most prevalent combinations of types of care provided to clients by CHN,
ordered by number of visits
Visit Activity 1***

Visit Activity 2

Visit Activity 3

Advocacy

Social support

Advocacy

Social support

Advocacy

Social support

Advocacy
Advocacy
Advocacy
Advocacy
Client care coordination
/ collaboration

Client care coordination
/ collaboration
Client care coordination
/ collaboration
Social support
Client care coordination
/ collaboration

Health
education/promotion
Counselling
Client care coordination
/ collaboration
Social support

Number of
clients*

Number of
visits**

30

313

22

60

18

52

13

27

9

25

13

21

7

20

Advocacy

Social support

9

17

Advocacy

Client care coordination
/ collaboration

Counselling

13

17

Advocacy

Counselling

Health education /
promotion

7

16

9

15

6

14

Client care coordination
/ collaboration
Client care coordination
/ collaboration

Advocacy

Data extracted from CIMS (30/08/13 – 30/10/15)
* Note: data for one client was missing.
** The total number of visits recorded was 902 (38 clients).
*** Up to three activities could be recorded by the CHN for any given visit with clients, therefore not all activities recorded.

The Frankston HPP clients’ level of disconnection from the service system was reflected in the
prevalence of advocacy as the care most commonly provided by the CHN. The importance of
advocacy in undertaking the CHN role successfully is exemplified by the following quote:
‘If there wasn't a CHN there, the clients with mental illness will fall through the gaps
because of possibly how serious their illness is and how disengaged they are with any
service, then they would not have the support that they should have to access those
services ... the advocacy is a huge part.’

– Stakeholder 15

De-identified client case notes were used to inform the type of advocacy and the main
reasons for why care coordination was required by Frankston RDNS HPP clients. Advocacy in
this context was recorded as the CHN accompanying clients to appointments with service
providers, with specialist appointments being the most prevalent (13 clients; 33%). Again,
reflecting the nature of clients’ lives, the next most common reasons for requiring advocacy
was either for housing/welfare (11 clients; 28%) or medical (8 clients; 21%). Advocacy in the
medical context was recorded as the CHN attending GP or specialist appointments with
clients. Twenty-one clients (54%) regularly received some form of advocacy, with all clients
receiving advocacy at least once. For any given visit with the CHN, instances of advocacy
ranged from once up to 12 times.
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Care coordination was used by the CHN to obtain referrals, get clients into a service or to talk
about clients’ needs with service providers (Table 11). Talking about clients’ needs with other
service providers demonstrated the role the CHN played in communicating clients’ needs
across sectors. The CHN facilitated contact between clients and community legal and
community mental health services, and between other service providers, for example, the CHN
would contact a client’s GP and specialist to ensure all providers had up-to-date information.
Table 11

Details of the types of care coordination provided to clients
Episodes of Care coordination**
Number of clients
Range (number of times provided)*

Most frequent number of times this care given per
client

34 (87.1%)
1 - 106
3

Purpose (frequency)
Obtain referral/appointment

24

Assistance to link with service

29

Talk about client’s needs

26

Form (care coordination took)
Letter

19

Phone call

31

Other

2

Data extracted from de-identified client case notes.
* Clients may have received more than one form of care coordination within and between visits by
the CHN.
** Care coordination for the purposes of this table is defined as when the CHN either wrote a letter
or made a phone call to a service provider on the client’s behalf in order to obtain an
appointment, assist client into a service or to discuss the client’s needs with a service provider.
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Client service outcomes
The data in this section was extracted from de-identified client case notes. It indicated that
clients predominantly needed and attended appointments with GPs, a private consultant
psychiatrist, housing and welfare services (Table 12). This is consistent with the known level of
unmet needs for chronic health conditions (e.g. diabetes, hypertension and heart disease),
mental health issues, lack of stable housing options and financial difficulties experienced by
HPP clients. It was unambiguous from the data that the CHN successfully facilitated the
process of getting these needs met for clients.
Table 12

Support outcomes for clients
% clients
who needed,
were
referred to,
and
accessed
services

Needed,
Referred
and
Accessed

Needed
and
Referred
(But not
accessed)

Needed
(But not
referred)

GP

26

3

1

30

86.7%

Optometry

5

4

0

9

55.6%

Dietician

2

1

0

3

66.7%

PenDAP (AOD)

0

2

1

3

-

Surgery

0

1

0

1

-

Podiatry

0

0

0

0

-

Service name and type

Total

Health services

Mental health services
Consultant Psychiatrist

17

3

2

22

77.2%

Clinical Psychologist

7

3

5

15

46.7%

CMHS*

1

4

3

8

12.5%

Breaking the Cycle

1

1

1

3

33.3%

Counselling

0

0

3

3

-

Partners in Recovery

2

0

0

2

100%

Housing

17

2

1

20

85%

Centrelink

12

1

3

16

75%

Legal

3

3

2

8

37.5%

Child protection

1

1

0

2

50%

0

3

6

9

-

5

1

3

9

55.5%

Financial

0

3

9

12

-

Other

2

3

4

9

22.2%

Vet

3

0

1

4

75%

Welfare services

Community
Community support
services**
Social support
Other

Data extracted and coded from de-identified client case notes.
* CMHS refers to Community Mental Health Services (e.g. Mobile Integrated Health, Mentis Assist).
** Community support services can be charity based (e.g. City Life) or be government funded
emergency relief services (e.g. Community Support Frankston).
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Looking at service access more broadly, it was observed that 23 clients (67%) had accessed
services in a sustained way. Clients were considered to have accessed services if it was evident
from the de-identified progress notes that they were attending appointments regularly either
with the CHN or other service providers. For six clients (15%) it was evident from the progress
notes that although they might not attend all appointments they appeared to be considering
attending and did, albeit not regularly. It was observed that for five clients (13%) there did
not appear to be service access at the time of data collection for the evaluation. There was no
information on service access for two clients, for whom contact with the CHN was sporadic.
What the quantitative data does not do is convey the level of understanding and empathy
held by the CHN for the clients’ situation that underpinned the number of successful
outcomes achieved. Of the 30 clients who needed to see a GP, 87% did see a GP, and required
considerable time and persistence (Table 6 and Table 12). Indirectly, it also reflects the
relationship the CHN has developed with service providers that facilitates the clients to be
seen. This information was observed during data coding of client case notes and from
interview data. It showed that the CHN has an understanding of the potential impact of
homelessness on the individual and the complexity of issues that this triggers and the
challenges faced. This underpins how the CHN is able to work through a range of issues/needs
and achieve better outcomes for clients.
Coded data from de-identified client case notes indicated that 11 clients (28%) were assessed
as being connected with services in a sustained way. It was clear in the case note data that
clients were starting to form connections with service providers (18 clients; 46%; Table 6). Ten
clients (26%) were considered not to be connected with services at this stage. It is important
to note that considering a client not to be connected did not exclude those clients having had
attended appointments with the CHN. For instance, the case note data showed that clients
might express some reservation about an appointment to the CHN but they would still attend,
with the CHN accompanying them. We defined clients as being connected or engaged when
client case notes showed that clients were gaining independence from the support provided by
the CHN. This independence was inferred from details in the case notes where clients
expressed to the CHN that they felt they could go to an appointment without the CHN or
where they told the CHN that they had seen a service provider between visits. Becoming
connected was used as an indirect indicator that clients’ ability to make independent and
informed decisions had increased, representing their ability to self-determine the care they
received.
Figure 4 depicts a schematic summary of key client level outcomes achieved by the CHN at
the end of the RDNS HPP evaluation period.
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Figure 4

Snapshot of key client outcomes (health and wellbeing)

Service outcomes
Material aid
RDNS HPP provides discretional material aid funding to its CHNs to enable them to provide
clients with financial assistance for food, medications or to travel to an appointment. The
Frankston CHN provided brokerage for 21 clients (54%) on at least one occasion. The main
reason for supplying financial assistance to Frankston HPP clients was to obtain food. Two
clients, in particular, needed a high level of assistance from the CHN; there were 12 instances
of food vouchers given to one client and six instances of medication vouchers given to
another. Table 13 gives the frequency of the types of brokerage provided to clients.
Table 13

Brokerage provided to clients

Type of Brokerage

Frequency

% of
total
(81)

Food

35

43.2%

Travel

2

2.5%

Medication

24

29.6%

Other*

20

24.7%

Total

81

* Examples of what ‘other’ was provided for include mobile
phone, doonas/blankets, fridge, glasses, clothing (including
baby), payment for medical tests, vet fees, utility bills.
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Client access to services
Working with clients who have multiple physical, mental and social issues is challenging. Often
the combination of their issues and life experiences influences their behaviour negatively.
Many service providers find this behaviour challenging to deal with and subsequently either
ban clients because of their behaviour (17), or refer them onto other services.
‘ ... clients don't verbalise very well, they get upset. They've been told by one service, no,
we don't do that, you go to that service, even though they know that service doesn't do
it, and then the client then gets told no.’

– Stakeholder 3, time point 3

Another factor that links clients back into the service system is the advocacy provided by the
CHN. The presence of the CHN ensured that their voice was not lost and ‘if there is an issue,
we’ll get it addressed.’
‘... [the CHN] provides ... education [to other services] about the client group and what
they actually need. Rather than sometimes people in those [services] have ... lost contact
with the client, they're moved and they've got KPIs that they have to have meet ... but
they may not be outcomes for clients. We're not agitators, but we're there saying, our
client needs this.’

– Stakeholder 3, time point 3

Through advocacy, the CHN has helped clients to navigate the service system, which is a
known barrier for clients experiencing homelessness and often exacerbated by a lack of
knowledge and confidence, including the inability to advocate for themselves to ensure they
receive the care they require (33). To do this takes time.
‘It took about ... eight months to get him to agree to go and see a psychologist.’

– Stakeholder 3, time point 3

The positive impact of the CHN was not restricted to client outcomes. Other services in
Frankston also experienced positive outcomes. For example, the Pets in the Park initiative,
which the CHN was closely involved with establishing, required close collaboration between
three services to establish clear eligibility criteria and processes to work together to achieve a
common goal.
‘... So it's integral to the success ... that the service providers are … clear, trusted,
committed ... I would say it would be very distressing to the Frankston Pets in the Park if
there was no referring arm other than [Frankston] Community Support ... But [the CHN] is
much more than that. So she's not just the referrer. She attends. She's part of the
committee.’

– Stakeholder 12

By making appointments for clients with needed services the CHN was creating potential
access points for clients, helping them to reconnect with services. Access points were
considered to exist when clients were referred to and attended appointments with service
providers. Social support provided to clients took the form of initiatives such as; Pets in the
Park, lawn bowls, community garden and cooking group (Figure 5). It is important to note that
clients may have more than one point of entry.
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Figure 5

Potential points of access into services for Frankston HPP clients.

Data from de-identified client case notes.

The activities of the CHN have positively impacted on clients’ ability to access services:
‘I think [the CHN has] broken down a lot of the barriers between, particularly the rough
sleepers and the GPs and mental health ... service anyway. So there's been a number of
clients I think [the CHN has] brought through that were very anxious about accessing a
clinical mental health service and [the CHN has] been really great with that. I think [the
CHN’s] posting ... [has] been really great for primary and secondary consult as well. I think
a lot of those clients are having their health needs met because [the CHN] has the
expertise ... and is placed there.
I think whilst they are turning up to the crisis housing it's a good opportunity to engage
people in health and health promotion and I think [the CHN] does that a lot and
generally when we pick up referrals or even if we get a referral from the police and we go
out and see someone, a lot of the times they know [the CHN] already. That work of
having to get someone into a GP or podiatry or optometry or whatever has already been
done because the client has already engaged with [the CHN]. So I think, you know [the
CHN has] helped set up the optometry ... a lot of the haircuts, a lot of the community
groups around the garden. I think it's just so beneficial and very, very welcomed in the
area.’

– Stakeholder 6

‘... been a huge extent to which [the CHN] role has allowed a more holistic sector-driven
approach by a range of agencies to assist individuals, which has been really excellent, so
that people haven't just fallen through the gap.’

– Stakeholder 13

A strong contributor to this level of success is the relationship that the CHN had with a local
GP clinic:
‘Because I take them to the GP. So they might come to me and say, I've got this, have a
look at it, what do you think? I say, we need to go around to the GP. I'm very lucky there's
a GP around the corner that ... always make time if I ring and say, I've got this client that
needs to see someone, they will always put us in which has been really good.’

– Stakeholder 3, time point 3
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At a higher level this extended to the wider service system in Frankston:
‘I think the relationships with services and people in the services has been one of the
really important things to get a positive working for the client ... the Salvos, the
[Frankston] Community Support programme, we've worked really collaboratively and well
together ... if I need information, I can ring people and say, can you help me with this? So
it's a two-way street ... from their feedback to me ... they've said that they think the RDNS
[CHN] position in Frankston is really valuable’

– Stakeholder 3, time point 3

The CHN also improved clients’ health literacy.
‘... about being able to educate the client, as well, about where they can - what's
available for them, where they can go.’

– Stakeholder 3, time point 3

Although not directly health related, the relationship between the CHN, the Centrelink social
worker and SalvoCare Eastern was crucial in getting the housing and welfare needs of clients
addressed (Table 12). This outcome exemplifies the holistic nature of the care provided by the
CHN. It demonstrates that health outcomes can be achieved by addressing the broader social
determinants of health. This approach is especially relevant for vulnerable people who are
disconnected from the society and the service system (34).
‘Homeless Persons Program and the work that [the CHN] did, with stuff that I really
didn't anticipate that she would be doing, but that was really valuable to the clients. For
example one partnership was created with Community Support Frankston [which lead to
the establishment of] Pets in the Park [which] has been really valuable in ensuring the
broader wellbeing outside of a specifically health focus for [clients was addressed].’

– Stakeholder 13

CHN access to clients
The CHN’s access points to clients were defined based on where clients were seen. Forty-three
per cent of contact with clients was through community agencies: City Life, SalvoCare Eastern,
or other meals programs such as Frankston Churches Breakfast Club (St Pauls, City Life),
Chelsea lunch at St Chads, City Life dinner, and Food Pantry at Christian Care. These reflect
the importance of the community agencies as places where the community gathers and
subsequently accounts for the majority of client contacts via these routes (Figure 6).
Reflecting the degree of outreach work conducted by the CHN and its importance, 22% of
client contacts occurred in public spaces (e.g. parks, street, and shopping centres).The third
most common form of client contact was by telephone (21%). Other access points were the
hospital; other agencies such as welfare or legal; private residences or rooming houses; public
housing or rooming houses; caravans; and refuges. The CHN may make appointments with or
meet clients through multiple access points.
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Figure 6

Locations where the CHN connects with clients

Transport
The reliance of the CHN role on outreach means that the CHN has to have a car for transport.
It is crucial to the success of the outreach component for the CHN role. Clients often have little
or no access to transport. The car that the Frankston HPP CHN used was funded through the
John T Reid Charitable Trust and Gandel Philanthropy covered the cost of parking at Bayside
Shopping Centre. This allowed the CHN to have quick access to the car in order to transport to
clients as required.
TRANSPORT CASE STUDIES
ANTHONY
Anthony is a 28-year-old single man residing in a boarding house. He has a long history of clinical
depression and anxiety, substance use and childhood trauma. He has no family or social support.
He required assistance to attend a clinical psychologist appointment. The CHN provided the transport
as he was unable to use public transport due to his high level of anxiety. He would not have attended
the appointment without this assistance.
FRANCES
Frances is 43 years old, with a long history of clinical depression, substance use, domestic violence and
numerous social issues. She is currently residing in an unregistered car with her husband and two dogs.
She receives a Disability Support Pension, but until recently, her husband was receiving no benefits.
Frances required a consultant psychiatrist assessment but was unable to get to her appointment due
to her current restraints. The CHN provided transport to the appointment, and at her request
attended the appointment with her. She would not have been able to attend the appointment
without this assistance.
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Holistic care delivered to clients
The CHN delivered holistic care to address the health and social needs of people experiencing
homelessness in Frankston. To facilitate this, the CHN assertively outreached to meals
programs and other services in the area or was instrumental in developing or assisting with the
development of social inclusion programs (Table 14).
Table 14

Holistic care addressing clients’ health and social needs
Number of
times held /
attended

Meal programs
Frankston breakfast club
Chelsea lunch at St Chads
City Life dinner
Food Pantry at Christian Care
Other services
SalvoCare Eastern
Optometry clinic at City Life
Social inclusion
Frankston HPP lawn bowls group
Pets in the Park at Frankston community
sporting park
Frankston HPP garden at Rotary
Community gardens

Duration
(hours per
visit or
range)

Total hours
spent on
activity

Average
number of
people who
attend

146
68
91
7

2.5
1–2
1.5–4

365
107
285
11

30
33
35
18

73
20

2–2.5
1–5

160
82

4
8

9

1.5–2

19

8

28

1–4

67

21*

53

1–3

114

8

* Note for Pets in the Park (PITP) up to 41 people can attend on the day. Seventeen HPP clients regularly attend PITP, 50% of
HPP clients attend regularly (personal communication with CHN).
Data extracted from CIMS (30/08/2013 – 30/10/2015)

Service system mapping
This evaluation included a mapping exercise to demonstrate changes over time to the
homeless service sector in Frankston pre-HPP and post-HPP. The mapping exercise identified
those organisations that currently support people experiencing homelessness as well as
mainstream organisations that provide services required by people experiencing
homelessness. Core businesses that provided service/support to people experiencing
homelessness were also included. This tool is a ‘living document’ developed in conjunction
with the Frankston service providers for informing resources available to service providers and
community members (Appendix 9 Table 20).
Frankston has a number of services that target people experiencing homelessness; however, as
Everard (2008) demonstrated, despite this many people experiencing homelessness in
Frankston were not accessing those services or were aware they existed and subsequently,
many of their needs were unmet (7).
‘... we have excellent agencies here with lots of good will and doing excellent work, but
they're really issue focussed; there's a housing agency, there's a material aid agency,
there's legal advice.’

– Stakeholder 13

‘They [Frankston HPP] definitely do feel a service gap there ... people ... work within their
speciality ... so definitely meeting clients' needs [mental health] ... because we couldn’t
fulfil that.’

– Stakeholder 9
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However, it should be stressed that the gaps were not necessarily a result of services or
agencies not performing well. Agencies and services are often funded to provide specific
services, which constrains their ability to work outside those parameters. In addition, many
services do not have the capacity to do outreach work and are place-based, requiring clients to
come into the place of service, as opposed to being person centred, that is, going to where the
person is (17).
‘... level of complexity that people perceive and therefore that seems to exclude the
people that we're working with, oh they're too complicated and they do very little
outreach. So often they're requiring people to come into their service to get a service,
which doesn't actually work for this client group.’

– Stakeholder 1, time point 2

‘... whilst we've got really fantastic community agencies working with homeless cohorts,
they work very specifically on housing.’

– Stakeholder 14

Another factor that potentially contributed to this situation was the lack of communication
between services. This is a documented barrier for specialist homeless services (17).
‘So there was ... a [lack of] communication between two major systems who didn't know
about one another ... That is an ongoing thing ... we have got people working in very
different areas and [who should be] coming together and ... it's not happening.

– Stakeholder 2, time point 3

Therefore, because many services do not have an active outreach approach, many people in
this vulnerable and marginalised population group are disconnected from the service system
or unlikely to contact or engage with life-saving agencies/services (25).
The service mapping showed that Frankston had a number of well-established mainstream
services (e.g. Centrelink, Peninsula Health services, community legal services, Department of
Human Services) and some specialist services (e.g. SalvoCare Eastern, Community Support
Frankston, WAYSS Housing and Support Services). Of the specialist services many were of
charitable origin (e.g. City Life and St Vincent De Paul, Vinnies Kitchen) (Figure 7 and
Appendix 9).
Figure 7 depicts the homelessness service system prior to the CHN commencing in Frankston.
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Figure 7

Services accessible to clients experiencing homeless in Frankston (pre-HPP)
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The CHN has acted as an advocate on behalf of clients and as an educator to services
about the complexity of being homeless.
‘... the position generally has created, particularly amongst the GPs, much more
awareness about the barriers that homeless people face in accessing those services.
So I think [the CHN] has been a very good advocate and been a very good voice for
these clients in terms of dealing with the GPs and developing an understanding
about the reasons why they haven't been accessing healthcare, why, you know
compliance with treatment might be a problem. A lot of the time I think services and
other professionals can be a little bit naïve about the difficulties that homeless
people face. So I think [the CHN has] been great with that. I think if the position
wasn't continued, we would - that would be a big hole in the sector.’

– Stakeholder 6

Another factor that facilitated the CHN’s access to clients was that she was able to
operate on a more individual level with clients. This meant that the CHN was perceived in
a more familiar fashion by clients, as a ‘known face’. This is something that is not always
possible for workers within larger organisations to achieve.
‘Just not being seen to be linked necessarily to a big health service breaks down lots
of barriers for marginalised people, hence why you can really get in there and
develop relationships and start to assist people at a level you can't do when you've
just got a clinical focus, when you're coming just from a health service perspective.
So I think that's the major difference.’

– Stakeholder 8

‘... You hear it, the word on the street is ... that [the CHN] is wonderful and done a
great job, [the CHN has] helped me get this or she helped me with a house.’

– Stakeholder 9

After the CHN position was extended to Frankston, Figure 8 depicts what services became
available, clients’ potential pathways to interaction with services, and how the CHN
started to break down existing barriers to access for clients.

A HPP client with the CHN.
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Figure 8

Schematic of service and support networks for clients experiencing homelessness (post HPP)
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The value that Frankston HPP added to the system was the CHN’s ability to ensure that
more clients experiencing homelessness were able to have their primary health care and
wellbeing needs addressed. The CHN was able to pre-empt and prioritise health and/or
social needs of these clients based on an accurate clinical assessment, using clinical
judgement and knowledge about local services to then simultaneously liaise with (or refer
to) other, necessary services, facilitating engagement between clients and services (Figure
8). Prior to implementation of the HPP in Frankston there had not previously been anyone
who undertook this type of role.
‘... So clients are going to come because they know that every Thursday the
Centrelink person [and the CHN] will be there ... It means then clients can come to
Centrelink who wouldn't have otherwise. It means that whilst [the CHN is] there and
those clients are seeing Centrelink, the clients might also see [the CHN] for
something else too ... a really unique relationship has been established at a
professional level that these clients now know that their needs are going to be met.’

– Stakeholder 2, time point 2

‘... the HPP position would [facilitate] the intake process for example for the mental
health community support services, it's quite a lengthy process for people and it's a
long telephone screen and that's a lot of follow up phone calls. I think a lot of the
homeless clients don't have the capacity to have their phone charged. They have it
on them all the time and to follow up this process all the time. So I think [with the
CHN as] a conduit between the client and that intake process, that will get more
clients through.’

– Stakeholder 6

The CHN was able to link different services together in order to provide a more cohesive
service to clients.
‘... we have excellent agencies here with lots of good will and doing excellent work,
but they're really issue focussed; there's a housing agency, there's a material aid
agency, there's legal advice [but] they have one issue in which they work.’

– Stakeholder 13

Importantly what the Frankston CHN brings to the service system is complementary,
increases what services are able to do for clients, and potentially helps improve their
service delivery and efficiency by enabling them to concentrate on their core business,
which is not health.
‘... we're the housing specialists. So she's redirecting to us and then looking at the
health. So I don't have to worry about that. I can focus on my core business which is
the housing, but that assists us. So we're not caught up trying to make all these
immediate referrals. Ringing the chemist - that takes time away from me to be
looking at affordable housing options for [the client].’

– Stakeholder 11

‘... the feedback that before the HPP was rolled out, we received time and time again
was that if you're looking at unmet needs for homeless people then you're looking
at crisis housing in Frankston. So it's been really illuminating to have [the CHN] on
board and to say, hold on - let's not just talk about that - let's talk about dental let's talk about podiatry, these are some really important needs that are not being
met for this community and it's really impacting upon the quality of their life.’

– Stakeholder 13
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It was recognised that HPP as an outreach service filled a service gap in Frankston and
was an appropriate response to reach and engage with marginalised populations.
‘... we always find that outreach services are the better way to engage with them
anyway, and building that relationship and that trust - going to where they are,
rather than expecting them to come to a service.’

– Stakeholder 14

Overall stakeholders recognised the uniqueness of the HPP when compared with other
services. A common theme expressed was:
‘...HPP is a very unusual service and ... I think it's one that actually is able to connect
with people who often may have given up all hope or services have given up on
them.’

– Stakeholder 3, time point 3

The following case study illustrates the complexity of issues faced by many clients and
the difference the CHN has made in their lives through linking them in with services and
addressing broader wellbeing issues.
CASE STUDY: GREG
Greg is a 59-year-old single man with a 10-year history of homelessness, mental illness
(untreated clinical depression), alcohol dependence, cancer of the prostate, chronic back issues
and breakdown of family and social relationships. He has a dog, Tara, his only companion of 19
years. Greg is socially isolated and has poor nutrition. Both parents were alcoholics and there
were many times when they were evicted from their home due to rental arrears. Academically,
he completed year 9 and has had numerous jobs over the years (e.g. labourer and furniture
removalist).
Greg was referred to RDNS HPP by the Centrelink social worker as he was living in unsustainable
private rental without gas or electricity. Working with Greg, the HPP CHN arranged and attended
numerous GP visits with him. He was assessed and treated by a consultant psychiatrist for
clinical depression and PTSD. He was prescribed medication which was paid for by RDNS and the
CHN provided education on his diagnosis and side effects of medication. His compliance, and
medication efficacy was supervised by the CHN. The CHN also accompanied him to oncology
appointments and provided support and education.
Greg was referred to SalvoCare Eastern for a housing option appointment and was given a
transitional house whilst awaiting permanent housing. When the referral was accepted, the CHN
worked collaboratively with the SalvoCare Eastern worker for a period of time to encourage
engagement with Greg.
He was referred and taken to the Pets in the Park Program for free Veterinary care for the dog.
Unfortunately the dog required euthanasia due to medical problems. RDNS HPP paid for the
procedure and cremation, and the CHN provided emotional support to Greg. He was referred to
the RDNS HPP garden group as he had previously stated he enjoyed gardening. As a result of the
gardening group he has developed a friendship with one of the other participants. This in turn
has increased his social contacts and reduced his social isolation. RDNS HPP also provided food
vouchers and food due to his poor nutrition and financial constraints.
Greg described meeting RDNS HPP as a ‘life saver’ as he felt he had nowhere to turn.

An unanticipated outcome of the evaluation was the knowledge that there was no
accessible, updated resource detailing all of the local services available for people
experiencing homelessness in Frankston. The Advisory Group Stakeholders identified that
the service mapping table developed as part of the evaluation was a useful tool that
would benefit local services and community members. Subsequently, the service mapping
table (Appendix 9 Table 20) was used as a resource to inform the Frankston and Rosebud
rooming house guides that were created by Frankston City Council in collaboration with
SalvoCare Eastern and Frankston–Mornington Peninsula Medicare Local. These guides
were developed to provide an easily accessible source of information for rooming house
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residents and other vulnerable people residing in Frankston and Rosebud. In addition, the
service mapping table was presented by the researchers at a local forum of service
providers as an accessible resource for them to use in the field.
Another unanticipated outcome from the extension of HPP to Frankston was FrankstonMornington Peninsula Medicare Local funding the addition of another CHN to work in
Rosebud for a year. This was a direct result of the stakeholders recognising the positive
impact of the Frankston CHN on improving the access to services to people experiencing
homelessness. The RDNS HPP model was utilised, and the Rosebud CHN was co-located at
a SalvoCare Eastern office based in Rosebud. The scope of this evaluation was to only
evaluate the Frankston CHN position; therefore, outcomes from the Rosebud position
have not been included in this document. The perceived benefits of the CHN in Frankston
were instrumental in obtaining extra funding for the CHN role in Rosebud.
Frankston–Mornington Peninsula Medicare independently evaluated the Rosebud CHN
position and concluded that the CHN improved referral pathways and increased access to
and utilisation of services for people experiencing homelessness in Rosebud (35).
Following the dissemination of the evaluation report further funding for the Rosebud CHN
position was secured through the Federal Partners in Recovery initiative 7.

7

Personal communication with the Manager of Primary Care Services, Frankston-Mornington Peninsula Medicare Local.
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Components required for an assertive outreach service model
In-depth interviews were conducted with the Frankston CHN (n = 1); the Rosebud CHN
(n = 1); other members of the Frankston HPP expansion team (n = 3); selected key
stakeholders in the region (n = 10); and, one focus group with the Southern Region RDNS
HPP team (n = 8).
The key stakeholders who were interviewed represent specialist homeless services or
agencies across the areas of emergency relief, mental health, homelessness, community
nutrition, and community-based mental health services.
Information from the key stakeholder and HPP staff interviews was used to articulate the
key elements of the RDNS HPP service model that would need to be implemented by
services in order to deliver a targeted response addressing health and wellbeing for people
experiencing homelessness. Although this report refers to people experiencing
homelessness as the target group, any marginalised group within our society could be the
target population using this approach. The RDNS HPP model described identifies the
components of the model required to practice effective outreach work from the context
of providing holistic primary healthcare. However, these concepts are universal and can be
applied across different contexts (populations and geography) as well as service sectors.

HPP clients admiring their hard work in the community garden.

Clients experiencing homelessness (vulnerable population group)
The key steps of a typical journey for clients of RDNS HPP once connected with and
supported by the CHN, and their experience of homelessness and the changes to their
lives as a result of the CHN’s support are depicted in Figure 9.
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Figure 9

Key aspects of the journey for people experiencing homelessness once connected with the HPP CHN
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Prior to HPP commencing in Frankston, key stakeholders identified that the needs,
whether that be housing, welfare, social or health, for the homeless population in
Frankston were not being met.
‘Our observations were, before the situation, was that homeless people and
disadvantaged people and people struggling with issues in their life ... health issues
tend to go into the background. So the feeling was that if we could provide a service
[and engage with people in their place and their comfort level then maybe a
different outcome could occur. ‘

– Stakeholder 7

‘... you've got to make a referral to a number, hope that the client's going to get
through that triage process themselves ... We then worry about that client not
having a mobile phone that works; how are they going to be contacted? Whether or
not they're going to meet a certain criteria; are they at the pointy end for them to
actually gain access to that program? It tends to be quite faceless.’

– Stakeholder 10

In addition to unmet needs, people experiencing homelessness are often stigmatised and
treated with less respect than others in the community, leading to alienation and loss of
self-worth.
‘There seems to be very much a mentality of us and them. One ... actually witnessed
a policeman - he said he thought maybe it was good cop bad cop - but actually
swearing at the client because the client was swearing at him ... and often I think
one of the biggest issues ... is the lack of respect for the client.’

– Stakeholder3, time point 2

Key stakeholders also acknowledged that while their service may address some aspects of
the needs of people experiencing homelessness in Frankston there were areas that were
outside the scope or capacity of their organisation.
‘We had no healthcare services. We only had referral. Go to the hospital, go to the
doctor, go to this clinic and so forth. That's all we could do, was advocate or refer.
So there were a lot of people who would leave with their health conditions ... and we
just didn't have the money, [to be able to support an RDNS service].’

– Stakeholder 7

‘the system doesn't allow that personal touch or that level of empathy that we're
talking about that's required here’

– Stakeholder 7

‘... if I was to complete an assessment and could identify and move around medical,
physical, mental health need that I feel that the [RDNS] nurse could assist me with,
prior to having that program's flexibility and having them on site or close by we may
have a two or three day turnaround ... In that ... time frame we could see there's
been disengagement with the client. We could see an exacerbation of the current
situation, maybe even more serious – where that person may do themselves harm, or
others at harm ... [The HPP CHN is an intervention that we cannot offer.’

– Stakeholder 11

Ultimately, through the support and assistance provided by the CHN, clients’ needs are
being met, with evidence of some clients becoming empowered and more self-reliant and
connected back into the service system.
‘I think she's [the CHN] broken down a lot of the barriers between, particularly the
rough sleepers and the GPs and mental health service ... a number of clients I think
she's brought through that were very anxious about accessing a clinical mental
health service and [the CHN] has been really great with that.’

– Stakeholder 6
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‘the feedback that I’m hearing is that it’s absolutely starting to address the needs ...
it’s certainly going a long way to starting to link people in, getting into the rooming
houses and addressing people’s needs within those places that other people were
not doing so before.’

– Stakeholder 8

Organisational structure
Several key organisational structures such as support and resources (personnel and
financial), were identified through interviews with key stakeholders from the HPP team.
Further, it was shown that the organisational culture was equally important in allowing
this service model to function effectively (Figure 10).
Figure 10
effectively

Essential organisational structures required for the CHN to function

The assertive outreach is a key component of how HPP delivers its service and reaches
clients who otherwise would not be connected into services.
‘[The Frankston CHN] works obviously from our model, which is a primary health
care response. She does assertive outreach. So whilst [the CHN] will see people at
City Life on a Thursday, as part of their dinner program, [the CHN] will do more
outreach programs. Or [the CHN] will go into rooming houses, and ... go into other
community settings. [The CHN] will go to the breakfast programs or lunch programs
to engage with clients. Then see clients and then advocate for them, support them,
network and get them into community services. Or other health services that they
need’

– Stakeholder 2
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The organisational culture and peer support that RDNS HPP provides its nurses ensures
that CHNs don’t become overwhelmed by their job or the level of need by their clients.
The RDNS HPP support structure has evolved to its current form over many years, as a
direct result of understanding what the CHNs need to do to facilitate their clients
achieving their goals.
‘... part of what makes it work is the administrative structure of HPP is the collegial
support. The fact that we've done it for so long; so if you come in new you don't
have to start from scratch. There's a whole lot of practice wisdom we'll share with
you, we'll support you to do. [The CHN] comes with a whole lot of experience herself
but what [the CHN] hasn't had in the past is an administrative framework that has
supported her to do it. My take from [the CHN] is it's a good job and that's what
most CHNs would say. If people believe it's a good job and they feel supported, the
odds are they'll deliver.’

– Stakeholder 1

‘... given incredible support by my team leader ... I think if that hadn't [have] been
there, it would have made it a hundred times more difficult.’

– Stakeholder 3

The RDNS HPP Practice Framework (Appendix 2) directs how care is provided and is
importantly not restricted solely to clinical outcomes but encompasses broader wellbeing.
‘... some of the outcomes that we saw were really, I guess, holistically about
wellbeing and improving the lives of the clients outside the very specific health
focus.’

– Stakeholder 13

‘... if you provide the right framework for [the CHN] to operate in and she makes
contact with the client group, the client group and the nurse will define what [the]
practice needs to be. I think they have really done that. I mean the clients and [the
CHN] have really done that.’

– Stakeholder1, time point 2

‘... a key thing about this model is that HPP has a defined purpose and objectives
that we all work to. It has a Practice Framework. However, the model allows for
different workers to interpret that in different environments. So ... people have a
right to a service that is client-focused, it is a right ... Our objectives talk about the
need to develop service networks, so we're very clear that we're not a standalone
response, we want to do it with other [services].’

– Stakeholder1, time point 2

In addition, the organisation provides support for its workers to be able to provide for the
needs of the clients they engage with.
‘That we acknowledge ... to put somebody out on the street without resources to buy
... food or a drink or pay for their medication or pay for their glasses is unreasonable
... you're just setting them up to feel as powerless as the client group ... The fact that
we're not an employment agency. We just don't drop a nurse into a position and
walk away. That there is a team coordinator ... we take collective responsibility for
making it work.’

– Stakeholder 1
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Organisational model of care
Underpinning the ways in which CHNs deliver care is the belief that holistic primary
healthcare can be delivered using a rights and equity-based approach.
In this context, health care can be delivered using practices such as integrating the lived
experience of clients as well as by using holistic principles, which incorporate individual,
social and population health perspectives. Health care in this context takes into account
clients’ needs such as: self-worth, participation, employment, feeling useful, contributing
back to society, and housing (36).
Key to delivering holistic healthcare using the above practices are the principles of
accessibility, equity, empowerment, collaboration and self-determination. Therefore,
clients direct the care they want to receive and how it is delivered. RDNS HPP ensures that
their services are delivered in ways that facilitate client empowerment, improve their
wellbeing and address their right to lives that are meaningful and productive (37). Refer
to Appendix 11 for further information regarding a wellbeing approach to health care.
The principles outlined in RDNS HPP’s Practice Framework (Appendix 2) underpin how
CHNs deliver their services (Figure 11).
‘It is about having an agreed philosophical underpinning which talks about
homeless people having a right to a service. They have a right to a service often
equivalent to that which the general population receives ... That the health
professional isn't the one in control of the interaction. It's actually the client who's
in control of the interaction.’

– Stakeholder 1

‘... Our commitment to delivering a service at point of contact, our commitment to
taking the service to where people live and gather, rather than expecting them to
come to us. One of the key things we do is offer people a bridge into mainstream
services, but what we also do is we support both the client and the service system to
engage in a way that brings about positive outcomes for the individual.’

– Stakeholder1, time point 2

HPP clients
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Figure 11

Holistic model for healthcare delivery

Adapted from: Breen et al (2008), Breen et al (2011) and McLeod (2007) (37-39).
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The HPP model for primary health is based on a belief that health encompasses more
than clinical health, that:
‘That person is more than just their heart condition or their liver disease or their
alcohol problem. It is the whole person and what is affecting that person. So it is
their living accommodation, their social connections, the agencies around them,
their cognition, their physical health, their mental health. So the whole thing has to
be looked at. So there's a very, very encompassing role.’

– Stakeholder2, time point 2

‘It's not just welfare. It's not just community services, but an ... integrated social
health model; that ... we [HPP] are one facet of it. From the philanthropic
organisation that has allowed a nurse to go down there, it has allowed a person to
go in there and integrate with the client, and obviously our primary aim being from a
health model is to deliver a health care, but health care is much more than physical
health. It is the whole wellbeing of that person. If we're looking at mental health
and wellbeing we're not even necessarily talking about mental illness, though we
know that all our clients have complicated mental illness and maybe drug and
alcohol substance use, and also they may have chronic disease, but if we're looking
at mental health and wellbeing, how do we actually make a person's life more
meaningful and more established? For me, that is having an integrated approach.’

– Stakeholder2, time point 3

The CHN position
The way in which the HPP CHN works with clients is an iterative process that develops and
strengthens over time. Flexibility to engage with clients for as long as needed is the key to
the CHN’s ability to assist clients effectively. For example, Frankston HPP clients were
engaged with the nurse over a period that ranged from 2 to 98 weeks, and ongoing.
An important feature that distinguishes how the RDNS HPP model functions is the ability
to work with clients to a point where they begin to want to engage. It is not a prerequisite
that clients have to want to engage when they are registered with HPP. In contrast, many
other services have a requirement that clients be willing to work on issues if they are
registered into those programs.
‘... Whilst most people do have a health concern that there are things they may be
not ready to address it just yet, if that makes sense. So they may be more willing to
address the housing whereas for us to purely just work on housing isn't part of the
[service].’

– Stakeholder 9

It is important to note that the contact a CHN has with clients will be mediated by many
external factors. These factors, such as unstable housing and the chaotic lives of clients
can result in a high degree of mobility (33) that may result in sporadic contact with the
CHN that extends over a long period of time.
‘I think sometimes because our client group - constantly in, constantly out, and
people just think oh please, we've been there, we've done that, you didn't do it; see
you later. But sometimes people are just not ready to take it up but a week later or a
month later that might be that window.’

– Stakeholder 3
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The ability to assist clients without a rigid time limit enables the CHN to achieve
outcomes that otherwise would not have been achieved.
‘... the most classic situation of the homeless man who had multiple addiction health
issues ... No matter what you did for [the client] in terms of providing him with meals,
relief, support, clothing, and referring him into the homeless system, trying to get
him organised. He had ... a dog as well and we realised the dog was probably the
most stable and satisfying relationship he had in life. So the dog - it was never an
issue that he shouldn't have a dog but the dog was just a barrier to any sort of
accommodation. So we saw [the CHN] over a long period of time engaging with
other people as well who could help him, gradually and a lot of perseverance and
tolerance and patience, working through his criminal issues as well. Because anyone
in a lesser situation finds themselves in either petty crime or else fines and things like
that. Working through that and gradually solving or putting remedies to issues one
by one. Now, it would probably be at least a year now, [the client] is stable. Living in
a good environment ... So that's a classic example of a lot of effort required but
there's a life that's really turned around from hopelessness to one of fruitfulness.’

– Stakeholder 7

‘It requires being patient and requires being able to engage and it requires being
able to explore that with the client over their time for that engagement. So not
rushing into it and, again, having the flexibility of no determinants of time unlike
other services, it means we can build on a relationship with that client to engage
with them.’

– Stakeholder2, time point 2

To assist clients that otherwise would not be assisted or have access to services:
‘Public mental health, housing, most of the services because the clients are
impulsive, immature in their coping responses. Public mental health is very stretched,
like all services but sometimes ... Sometimes what happens is if a person has a
diagnosis of borderline personality disorder, they're stopped at the door, but that
does not preclude you from having a general illness or an access one depression
schizophrenia, it doesn't preclude you from that, but often I get told by the services,
they won't attend, they won't engage.’

– Stakeholder 3

The CHN must also be able to work constructively with other services.
‘So they [SalvoCare Eastern and the CHN] went [into rooming houses] and actually
introduced a model of going in - dropping in, and delivering the sort of case
management service to them, rather than expecting them to go out and find those
services external.’

– Stakeholder 14

The multi-faceted nature of the role is depicted in Figure 12, illustrating the four key
functions of the CHN role.
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Figure 12

Function of HPP CHN role
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The co-location outreach is a place that enables the CHNs to undertake their role. It is a
place where people experiencing homelessness go to and are comfortable in. The CHN
also develops professional relationships with other services, and facilitates client access to
those services by bringing them to the clients, and acting as a trusted support and
advocate. This creates additional access points for clients to other services they need, but
would not normally access.
‘... Rather than having to go to a Centrelink office which is often quite intimidating ...
Come to a place where people are gathering ... Whilst they're coming there, they've
also got [the CHN] to be ... a liaison point too. So, again, a nurse I think has very
much in social health context with the way that we operate, is not seen as being
intimidatory and intimidating and is seen as someone who you can easily talk to. So
[the CHN] is in one sense is perhaps the conduit for working with this relationship. So
whilst [the CHN] is not particularly doing anything in the sense of organising the
Centrelink payments or the Centrelink things, [the CHN] is being the conduit for the
Centrelink person to do that. [The CHN] is there so clients are going to come because
they know that every Thursday the Centrelink person, [and the CHN], will be there.
So that's one aspect. It means then clients can come to Centrelink who wouldn't
have otherwise. It means that whilst [the CHN] is there and those clients are seeing
Centrelink, the clients might also see [the CHN] for something else too ...’

– Stakeholder2, time point 2

Through assertive outreach the CHN becomes a ‘face’ in the community, someone who is
approachable and trusted for both clients and services.
‘... really networking out there in the community. We've already become a face
down in Frankston.’

– Stakeholder 2

‘... good for us to know when a client has been engaged with her service - to know
that [the CHN] is taking care of them or she's working with them. So it's always just
good for us to know - we feel better by the fact that they're working with [the CHN]
in the program.’

– Stakeholder 10

‘... The beauty of the Homeless Persons' Program is the immediacy in which we can
have that support, that flexibility within that program whether it be to advocate
around Webster packs. [or] ... to advocate to get an urgent mental health
assessment. The homeless persons program can assist us with that advocacy and get
a better overall outcome for the clients.’

– Stakeholder 11

‘... all of a sudden some - Bill might say to Steve, [the CHN] is there. You can have a
chat to her about it, or like an incident the other day, there was a young lady - girl
there and she knew [the CHN] was there, so she had some women's troubles and she
was able to see [the CHN] in her - it's more in her space rather than having to knock
on the door of an office and make an appointment.’

– Stakeholder 10
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To succeed, the CHN must have a number of professional and personal attributes (Figure
13). As shown in Figure 9, HPP clients are highly complex. The behaviour and
characteristics of people experiencing homelessness requires the CHN to be highly skilled
in developing rapport and establishing trust with people who have highly complex needs –
the majority with mental health needs – who exhibit challenging behaviours. Further, the
HPP CHN role must involve accurate clinical and psychosocial assessments of clients, with
high levels of clinical judgement to be able to identify what the client feels is a priority: a
truly person-centred approach in a highly complex group of community members.
‘ [The CHN] has got to have that depth of training to provide the medical advice and
care, and [the CHN] has got to have the training to know how to deal with the
people and the personality to go with that.’

– Stakeholder 7

A thorough understanding of the social aspects of health care and knowledge of how the
health system operates is essential to the role. The HPP CHN position not only requires
extensive clinical experience, it must also be underpinned by an ability to act as a social
justice advocate for clients. After identifying client priorities, the CHN must have local
knowledge of the services available to address the clients’ needs, as well as understand
and address what is needed by both the client and the services in order for the client to be
able to access these services. If there are no services available, the CHN needs to have the
capacity to be able to facilitate the establishment of these services with local providers.
The CHN then must be able to liaise with all stakeholders and work towards meeting the
client and service needs, as well as provide clinical care, if required. Given the difficult
behaviours many of these clients display and the complexity of the health and social
issues of clients, the person taking on the HPP CHN role must have high level advocacy
skills. RDNS HPP management was clear 8 that they place a lot of importance in recruiting
not just CHNs (Registered Nurse, RN, Division 1) who have the ability to provide assertive
outreach and have the requisite experience and knowledge required to deliver holistic
primary healthcare (including navigating the healthcare service system), but nurses whose
actions are governed by an ethos of equity and social justice. Reflecting the attributes as
discussed in Figure 13.
‘Just because we're lucky enough to be in a job or have a house doesn't mean we're
actually better.’

– Stakeholder3, time point 2

‘[The CHN’s] training, her background and so forth, is obviously part of the capacity
that is being provided here ... most of what she does is because of her training and
background and her personality ... But [the CHN] will need to have that professional
training.’

– Stakeholder7

‘ ... you'd need to have someone ... to see the whole social health model and ... That
person is more than just their heart condition or their liver disease or their alcohol
problem. It is the whole person and what is affecting that person. So it is their living
accommodation, their social connections, the agencies around them, their cognition,
their physical health, their mental health. So the whole thing has to be looked at. So
there's a very, very encompassing role. So ... you have to have a nurse ... who has a
very good grasp of what community health means.’

– Stakeholder2, time point 2

8

Communication with the Manager of RDNS HPP, Theresa Swanborough.
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For RDNS HPP outreach to succeed, it is recognised that it is essential that the position be
filled by a CHN (RN Division 1). Figure 13 summarises this information and illustrates the
four key aspects (both professional and personal) required by the CHN.
‘So ... you have to have a nurse in that position, I believe, who has a very good grasp
of what community health means [and] to be an autonomous practitioner... it's
important to maintain nursing in this role is because they are able to see the health
as well as the social welfare. If we [HPP] were social welfare only, we'd miss ... the
whole health aspect.’

– Stakeholder2, time point 2

A HPP client
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Figure 13

Attributes required by the CHN
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To succeed in the HPP CHN role, a high degree of autonomy is required, which includes:
•
•
•

the ability to know when and why service responses are lacking;
to do what needs to be done;
to know how to get things done.

These skills need to be combined with an ability to navigate the system and go around
obstacles. At a professional level, the HPP CHN has to be able to work across several
professional domains, such as:
Work role-based domains:
•
•
•
•
•

the ability to provide direct clinical care
to provide health education
to provide health promotion
to provide health counselling
supported referral and holistic care

Other domains are at a more organisational level:
•
•
•
•

to manage complex workloads and environments
to manage co-location relationships
to network with other service providers
to work autonomously and collaboratively and as part of an overall HPP team
member.

The position also requires the CHN to have an understanding of the political and policy
landscape that they operate within.
‘... it's not a directed role. It is an autonomous role and you have to be able to think
quite critically and be able to be quite a creative and independent thinker.’

– Stakeholder 2, time point 2

‘... Assist the client to navigate a very difficult service system. But also I think it's
about that humanistic approach, being able to give - observe [a culture of] people
knowing when something is not okay. Knowing when the housing support is falling
down, knowing when a risk is increasing, where strengthening of assessments needs
to be done.’

– Stakeholder 11

‘I feel like we've got an excellent individual in the [HPP] nursing position there. Who
comes with a whole lot of experience and ideas and practice wisdom. I feel like [the
CHN really gets the - politics ... that there are pressures around different
organisations wanting different bits of you ... I think [the CHN] has got a handle on
that.’

– Stakeholder 4

It is equally crucial to have empathy and care for the clients and to be able to create
boundaries without diminishing the care that is provided.
‘... to be able to show ... care and compassion, but if you want to remain in the care
position, then you've also got to put some boundaries around that that says I can
still do that, I can still provide that ... care and compassion ... and [the CHN] has got
that quality as well ... that tolerance and that perseverance, that eventually the
person goes to the appointment, gets to the appointment, gets the treatment.’

– Stakeholder 7

‘I don’t think you end up in the [CHN] position without caring a great deal about the
clients that you're looking after. That translates into lots of things. So ... between us,
I think we offer a level of care that may not be standard ... So we've had clients who
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have lost their pets and [the CHN] will make the point of following up with them. I
will try and follow up with them too because that's another crucial moment in their
relationship is when you lose your constant companion that that can be a disaster,
particularly if you're homeless.’

– Stakeholder 12

An understanding of place and context is crucial to effectively assisting and supporting
the person experiencing homelessness’s health and wellbeing issues.
‘... [the CHN] has an understanding of the situation that homeless people find
themselves in ... an understanding of that ... So when you go to a hospital, you're in
with everybody and if there's special sensitivities, they're not necessarily understood.
But that's your starting point [the CHN] knows that the person they are dealing with
has got some social or financial disadvantage ... the opening engagement is always
with that ... empathy. Then knowing that people are probably not attuned into their
health the same way as other people, [the CHN] has to be able to talk them through
what the issues are or ask the right questions to be able to expose those issues with
an understanding of the person in mind.’

– Stakeholder 7

‘[the CHN] ... comes with such a strong sense of homelessness and ... already working
in that area ... knew Frankston [well].’

– Stakeholder 2

Ultimately, the HPP CHN role is a demanding one where the nurse in that role becomes
larger than the position. This emphasises the pivotal nature of the client–CHN
relationship: it is more than delivering or taking a client to a service. It means engaging in
a constructive way, over a long time, with roles that move beyond those usually required
of a health professional (40). In addition to being required to work across domains of
practice such as direct care; health education, promotion and counselling; supported
referral; and holistic care, the CHN must have the ability to pre-empt and prioritise needs
(both health and wellbeing) based upon accurate clinical assessments.
‘... we're experts in homelessness, but we're offering a generalist response. So
everybody ... across HPP can do a general health assessment, can do wound care,
know about diabetes, know about HIV. They know about mental health and they
know about drug and alcohol ...they might develop a particular expertise ... but we
need to be able to identify across [all those areas], but then we need to link to others
because people have a right to access the depth of community resources; they
shouldn’t be limited to one health professional who happens to be a nurse and you
are only going to get whatever [that person’s] skill set is. It's about being bigger
than just [RDNS HPP]; it's that bridge back into mainstream.’

– Stakeholder 1, time point 2

Through networking and professional service provider contacts, the CHN has been able to
achieve good outcomes for clients’ general state of mental health. For example:
‘... if we can get them appropriate treatment, things will improve for that person. I
have found that by using the private psychiatrist and the private clinical
psychologists, there have been some really good outcomes for people. But they
wouldn't have got it [before the HPP CHN] because they wouldn't have been able to
get into the public system.’

– Stakeholder 3, time point 3

Other services respect the knowledge and expertise of the CHN because she is a
Registered Nurse Division 1. As a skilled professional the CHN is able to identify and
prioritise referral of clients to services based on accurate clinical assessment.
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‘You need a nurse with experience who knows how to access health services, who
knows about health conditions in order to determine if they are serious or not, the
service needs they need.’

– Stakeholder 15

‘But [the CHN] needs to have that professional training. They’ve got to have that
depth of training to provide the medical advice and care, and they’ve got the
training to know how to deal with the people and the personality to go with that.’

– Stakeholder 7

The CHN, as an outreach worker, requires an ability to work around problems or barriers
that they face; they have a ‘can-do’ attitude, that there is always a way through or
another person to contact.
‘... it is important to have a fairly realistic focus on and know there are going to be
issues [and] to work through them because if you didn't, then the program [HPP]
wouldn't be set up at all, you wouldn't be seeing anyone, you wouldn't be doing
anything, if you sat thinking this is no good.’

– Stakeholder 3, time point 1

‘[if there’s a problem we] certainly have discussions around it ... perhaps there is
another contact. There's always a way through. That's what's been very helpful for
us.’

– Stakeholder 11

It is important for outreach workers to know the limitations of the role and to be able to
work within the system.
‘... [the CHN] is aware of her limitations. She is also aware of the limitations of the
clients but she's an incredibly strong advocate and very good at working with other
services to an agreed upon goal.’

– Stakeholder 11

The outreach worker must have the ability to respect client confidentiality and yet be able
to interact professionally with other service providers when advocating on behalf of
clients.
‘... [The CHN] is very good because confidentiality and privacy for people we support
is paramount to me. [The CHN] is happy to have a chat. She is quite professional in
the way that she will attend the office, sign in, not talk in communal areas. Whilst it
may be informal there is certainly an undertone of formality within our meetings.’

– Stakeholder 11

Perhaps one of the most important attributes is the ability to see beyond the issue, to see
the person, to see the community that the person belongs to, that people do not ‘belong’
to services.
‘Because I don't believe it's our clients or anyone's clients - I think it's a community.
I think that that's [a strength of the CHN]. She is able to see that. It's not, I'm RDNS
and that's what I need to do ... It's about seeing a client in the community and how
we can best support that.’

– Stakeholder 11
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Discussion
The establishment of a HPP CHN in Frankston has improved the ability of people
experiencing homelessness to:
•
•
•
•

access services
address physical and mental health issues
engage in social activities
have increased self-determination.

This has positively impacted on the health and wellbeing of this group (Table 12). It was
observed by stakeholders that the presence of the HPP CHN has made a noticeable
difference for many clients, particularly in their ability to access services, often for the first
time in many years.
RDNS HPP implemented a CHN position in Frankston according to its service model and
Practice Framework. The first program aim to ‘establish an assertive outreach response
directly targeting the primary health needs of people in Frankston experiencing
homelessness’ was achieved. This success addressed a known service gap. The CHN
directly targeted the primary health and wellbeing needs of people experiencing
homelessness in Frankston. It was observed from interview data that one of the key
attributes respected and valued by other services was that the CHN provided an example
of how it was possible to assist very complex clients who were disenfranchised from the
system, and make substantial improvements to their lives.
The second program aim to ‘develop collaborative advocacy strategies to improve support
networks for clients’, which included the creation of better referral pathways was
demonstrated by networking and collaborative activities that generated improved referral
pathways for clients (Table 12). The collaborative approach used by RDNS HPP, with a
focus on shared care between services, achieved better health and wellbeing outcomes for
clients than could be attained working separately (see example page 35). All the
stakeholders acknowledged the added value that the CHN brought to the capacity of
local services in addressing the needs of people experiencing homelessness in Frankston.
Support networks for clients were created by the establishment of new initiatives that
addressed clients’ health and wellbeing including; Frankston HPP Garden Group, Pets in
the Park, a lawn bowls group, food pantry, rooming house project and optometry clinic
(Appendix 10 Table 21).
The effort that the CHN put in to establishing the new initiatives involved obtaining ‘buyin’ from commercial business (Masters and Bunnings), local government, and nongovernment agencies. In addition, Frankston City Council expressed their appreciation in
the CHN linking them up with organisations they otherwise were unaware of or not
connected to, such as, One Voice and Rapid Relief. As a result of being connected, new
services have become available to people experiencing homelessness in Frankston. These
activities showed that the third program aim to ‘work with other services to achieve better
care coordination of service delivery to clients to ensure their access to services improved’
was accomplished.
The service and interview data clearly indicated that the RDNS HPP’s aims were met. To
frame the achievements of the Frankston RDNS HPP initiative it needs to be recognised
that RDNS HPP, as an outreach service, by itself, cannot substitute for insufficient housing
or overburdened health systems. Additionally, it has to be acknowledged that at the start
of HPP in Frankston there were no adequate baselines to use in judging the overall
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success or failure of HPP in Frankston. This constraint in how outreach programs have
been evaluated has long been recognised (41). However, this evaluation has developed
indicators that can be used to demonstrate the success of community-based outreach
healthcare services in the absence of baseline data.

Establishment of a targeted assertive outreach response in Frankston
Service system gaps prior to Frankston HPP CHN starting
The I Require Medical Assistance report clearly demonstrated a high level of unmet health
needs from people experiencing homelessness in Frankston (7). Stakeholders
acknowledged that there was a need for a primary health care response to address unmet
needs. Prior to the extension of the HPP to Frankston no service offered a dedicated
outreach service addressing primary healthcare needs.
It was evident from the client data and key stakeholder interviews that Frankston HPP
achieved its aims and was implemented as intended. It is important to stress that
although the presence of the CHN in Frankston fills an important service gap for clients,
the position does not have the capacity to address every issue for people experiencing
homelessness, nor can it ‘end’ homelessness by itself. However, as part of a broader
coordinated system response targeting homelessness, the CHN can and does have a
critical place in Frankston. The presence of a HPP CHN in Frankston has increased client
access to services.

Influence of external factors on implementation of Frankston RDNS HPP
It is well documented that the external funding and policy environment influences
organisational stability (42, 43). During the implementation of Frankston HPP, the mental
health and drug treatment sectors underwent significant change (44).
Community services, such as HPP play an important role in ensuring that the voice of the
most vulnerable are heard and strongly advocated for, and they play an important part of
generating solutions to these complex social issues (43).
Even though key stakeholders from HPP felt these changes in the sector would not impact
overly upon the Frankston CHN’s ability to operate effectively, the true long-term impact
is still to be determined.

Benefit of the extension of the HPP to Frankston
Frankston HPP has added value to the service system, and its capacity to respond to the
growing demand 9, by assisting people experiencing homelessness to access mainstream
services, and by improving the health status and wellbeing of clients. These all strongly
support the continuation of funding for the HPP CHN position in Frankston.
Although this evaluation did not collect emergency department usage for HPP clients, an
economic evaluation of a similar outreach service showed that assisted clients had a
significantly lower number of self-reported inpatient hospital admissions (14). Therefore,
over time and with continued assistance from the CHN, it is reasonable to assume that
similar trends would be observed for Frankston. For example, the hospital usage of clients
could be followed over time to determine the impact of CHN assistance upon the factors
that precipitate ED usage.

9

This demand is being driven by the marked increase in the numbers of people experiencing homelessness in Frankston.
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Impact on clients and services if Frankston HPP ceases
There is also the risk that after establishing a trusted role and resource in Frankston that
its removal will result in clients’ health and wellbeing needs again not being addressed
and potentially lead to a return of a loss of trust in the system. This trust, developed by
relationship between the CHN and clients is fragile and easily lost. It is recognised that if
complex issues such as homelessness are to be addressed then consistency of healthcare
service provision is a critical part of the solution (45).
All key stakeholders unequivocally expressed that the loss of the CHN would be felt
equally by clients and services and leave a noticeable gap in the capacity of the service
system to respond to the issue of homelessness in Frankston.
Stakeholders felt that the loss of the CHN position in Frankston would result in an increase
in the number of people whose needs will not be met and therefore place increased strain
on other services to meet these demands. The interview data clearly shows that the CHN
was felt to be a valuable resource by other services because of their knowledge of what is
happening ‘on the ground’ for clients and their ability to feed that information back to
services. The relationship is bi-directional, with the CHN expressing that other services in
Frankston are valuable resources that are necessary for her to do her job well.

Networking and collaboration
The CHN was extremely pro-active in networking and collaborating with other services.
The range of initiatives and services established (Table 14) would not have been possible
without them. Collaboration resulted in improved outcomes for clients that would not
have been achievable for services operating individually (see example page 35). The
respect the key stakeholders hold for the CHN is testament to the commitment of the
RDNS HPP CHN to improve outcomes not only to for clients but for other services in
Frankston. It is documented that outreach CHNs require the ability to pro-actively
network and collaborate with other services in order to meet the needs of their clients
(29).

Outcomes
Client outcomes
Key stakeholders recognised that although there were homeless-specific services in
Frankston, they were primarily issue driven (housing, emergency relief). Services for the
primary health needs of people experiencing homelessness in Frankston were not as well
provided for. The majority of stakeholders interviewed felt that the addition of the HPP
CHN role addressed this gap.
One stakeholder made the observation that prior to the commencement of the CHN in
Frankston, the housing needs of clients were predominantly discussed; the presence of the
CHN role has ensured that clients’ health needs have been brought back into the
discussion.
Health and wellbeing
The prevalence of mental health issues was very high for Frankston HPP clients (90%,
Table 5). The prevalence of mental-health issues for the homeless population in Frankston
was 63% higher than that reported for homeless populations presenting to an Australian
Emergency Department (ED) over 2003/2004 and 2009 (46). The indicator of
disadvantage for Frankston HPP clients is that they are 7.5 times more likely to experience
mental health issues than the general Australian population (90%c compared with 12%)
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(3, 47). This difference indicates that people experiencing homelessness in Frankston
have a disproportionate experience of mental health issues. Other health issues, physical
and social, had a prevalence of 64% and 67% respectively. Two-fifths of all clients’ also
experienced alcohol or drug issues (Table 5), which is lower than that reported by Moore
et al (2012) for homeless populations presenting to an Australian ED (46). Almost 80%of
clients experienced more than one physical health need, indicating the level of complexity
faced when responding. Despite this complexity, the CHN was successful in ensuring that
clients’ primary health needs were met (Table 12). The positive outcomes using the RDNS
HPP model of active outreach supports previously reported evidence that outreach can be
effective in improving health outcomes for clients (41, 48).
There were examples of where clients’ wellbeing was starting to improve through the
efforts of the CHN and through the initiatives that addressed social isolation (Table 14).
This is hard to quantify; however, the literature does suggest that outreach-based services
may indirectly impact upon clients’ social functioning and by inference their general
wellbeing (48).
Service access
By organising clients to receive the services they required, the CHN was able to improve
not just their health status but their lives in general. It is acknowledged that a crucial
component of outreach services is to gain the trust and agreement from clients to accept
services (41, 48). The CHN observed that for many clients the ability to access a private
consultant psychiatrist or clinical psychologist has started to improve their mental health.
Barriers to accessing services are well documented in the literature (45, 49-51) and are
consistent with those identified by Everard (2004) (52). The service data, client case notes
and stakeholder interviews collected in this study have shown that the CHN has definitely
started to address some of these barriers for clients. The CHN transported clients to and
stayed with clients at appointments (if needed); and linked clients with service providers,
such as Centrelink social workers, optometrists, GPs, private consultant psychiatrists and
clinical psychologists.
One of the key functions of outreach is to link clients with needed services (48). Of the
77% of clients who required medical care from a GP, 87% had appointments made for
them and attended those appointments (Table 12). Fifty-six per cent of the nine clients
who needed glasses had their optometry needs met and 77% of clients who needed a
consultant psychiatrist were able to access that service (Table 12). This indicates that the
CHN was ensuring the development of referral pathways that previously had not existed
for clients, and that clients were accessing these services.
Demonstrating improved client health literacy is more complex. Service data indicated
that the CHN provided health education and/or promotion on 35% of all visits (Table 10).
Observations from key stakeholders supported this, with examples of how the CHN was
making a difference for clients. There is a gap in the literature regarding the effect of
outreach programs upon the health literacy of its clients. This is a multifaceted area and
more work is needed to develop outcome indicators to reliably measure changes in health
literacy. A potential short-term outcome indicator that acknowledges the contextual
challenges faced by outreach is to measure clients’ self-reported awareness of services
available to them and the level of their engagement as indicated by the level of their
agreement to attend services for appointments.
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Service system outcomes - mapping
Currently there is no information in the literature regarding mapping services in an area
before and after the start of an outreach service to assess the impact of that service. Prior
to this project, there was no resource available that could provide information of current
services available for people experiencing homelessness. This was identified as a useful
resource, and used by stakeholders.
The service mapping of available services for people experiencing homelessness in
Frankston before and after the start of HPP demonstrated that the CHN was pivotal in
ensuring that clients could access needed services. In addition, new services were initiated
(e.g. food pantry, Pets in the Park, lawn bowls, gardening group and optometry – see
Appendix 9 Table 20, Figure 8). RDNS HPP’s goal was to improve access to services by
people experiencing homelessness, and this goal was achieved through the CHN’s active
linking of previously disparate (or non-existent) services, thereby increasing the access
points of needed services to people experiencing homelessness.
Stakeholders indicated that the HPP CHN had made an impact on the level of their
awareness about homelessness and its impact upon clients’ lives.
In conclusion, based on the service level and interview data the presence of a HPP CHN in
Frankston has positively impacted upon the awareness of service providers on the issue of
homelessness, and introduced new services to Frankston. Key stakeholders expressed the
opinion that care coordination and service delivery had improved in Frankston following
the commencement of the HPP CHN.

Articulation of components required for targeted assertive outreach response
In describing the components of an assertive outreach service model for RDNS HPP, it is
necessary to keep in mind that the HPP service specifically targets the healthcare needs of
people experiencing homelessness. As such the service operates within a larger servicesystem response to homelessness and in itself will not address all the causes of
homelessness. It is recognised that shared accountability between specialist
homelessness and mainstream services is required (18). Although obtaining and
sustaining stable housing is a crucial factor in addressing homelessness, the poor health
status experienced by individuals who are homeless is compounded by the experience of
homelessness (13). This is where the value of HPP ‘fits’ in, especially in the holistic way
the service model addresses healthcare needs. Therefore, healthcare and broader
wellbeing needs are met within the context of a holistic response that recognises and
seeks to address other pressing housing and welfare needs.
The relevance of assertive outreach in reaching vulnerable people who have disengaged
from the service system is well recognised both within the literature (34) and locally by
key stakeholders.
Consistent with previous research that documents the components required for successful
outreach, this evaluation corroborates these findings and extends on them. Successful
outreach is underpinned by engagement, relationship building, addressing needs
practically and immediately, and addressing underlying issues via linkages back into the
service system (34). What this report further adds is a description of the organisational
structures required to support effective outreach work (Figure 10), including the
organisational Practice Framework, the attributes of an HPP worker and the activities
necessary to undertake this role to achieve good client outcomes.
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Knowing the target population
To be effective, the CHN has to have a thorough understanding of whom the target
population is and how the issues they face affect their lives and their behaviours – the
knowledge of people and place (Figures 12 and 13). We have identified the need for the
CHN to form a trusting relationship with clients to gain their cooperation and
participation in engaging with needed services (e.g. psychiatric, community health,
welfare and housing) (48). Further, the findings of this evaluation which identified that
the CHN requires an understanding of the experiences of social exclusion, of the
perception of not belonging and of the impact of stigma upon health seeking behaviours
as well as the ability to put in place strategies to enable clients to start rebuilding their
social networks are consistent with previously published work (3).

Organisational Practice Framework and structures
Detailed information regarding the organisational Practice Framework and structures
required to support a CHN outreach role is missing in the literature. The organisational
Practice Framework underpinning the HPP is equity, that is, access to high quality care for
all. In addition, the care is person-centred – it prioritises care to the needs of the client,
not to what the healthcare provider deems a priority. This Practice Framework articulates
the foundational principles of RDNS HPP practice, and how the CHN operates (Appendix 2
and Figure 10). However, the literature does report that in addition to a formal
organisational structure, organisational culture is equally important in determining how
outreach workers perform their role (34).
Organisational structures refer to how management operates and the policies and
procedures that govern the ways in which a position operates and the support that
workers have. The HPP management has the flexibility via the HPP Practice Framework
and Job Description to enable the CHN to offer a client-focused response at point of
contact. The scope of practice of a HPP CHN is not limited to a clinical response, this is key
to the effectiveness of the HPP CHN position (Figure 10). This flexibility is not necessarily
feasible for other services either due to organisational structures, insufficient funding or
funding restrictions. For example, many services are unable to provide outreach, do not
transport clients, and do not have access to material aid funding. Further, the HPP
management has policies and procedures which support staff to work effectively with
complex and challenging clients, and to also to take on the advocacy role necessary to
achieve change for the client, including access to services. This work clearly articulates the
supports that are needed to provide effective care to people experiencing homelessness.
This information could guide funders when they are seeking to support services to know
what constitutes effective holistic outreach.
Obtaining and maintaining client consent is another key area where RDNS HPP differs
from other services. While the HPP CHN may seek written consent in the first instance, the
CHN also has the option to use verbal or implied consent. Implied or verbal consent is
understood to have taken place when the client agrees to see the CHN and/or returns for
continuing care and support.
The formality of requesting a signed consent form at the first point of contact may
represent a barrier to engagement for clients for whom literacy is an issue. Gaining signed
consent may be appropriate when the client has built up trust and/or it becomes clear as
to what the client wants, and what the CHN can offer. Independent of the type of
consent obtained, the CHN maintains a continual dialogue with clients, liaising with them
to ascertain whether they agree to the proposed course of action. An example is the
CHN’s repeatedly asking clients whether they agree for the CHN to give their details to a
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specified service provider when a referral is being made. A client may agree to their
details being shared with one service when the CHN conducts inter-service discussions to
arrange for their care but this permission may not extend to other services receiving their
information. Information that may be pertinent as part of a referral to a doctor, is not
necessarily relevant when making a referral to a housing service. The CHN also provides
feedback to the client on the outcomes of referrals and/or conversations undertaken on
their behalf. This is an example of shared care in clinical decision making where the CHN
and the client work together to prioritise health care arising from the client’s informed
preferences (53).
In some situations ‘duty of care’ may require the CHN to act without consent. This may
occur when it is assessed that the client’s capacity to make decision is impaired.
Impairment may be a result of mental illness, acquired brain damage, or situations such
as child abuse or neglect, where the CHN is mandated to report concerns.
In contrast, many other services require signed consent before a person can be considered
eligible to receive a service. For example, a client who the CHN believed met the criteria of
a service was unable to be assessed by the service because the client was reluctant to sign
a consent form as part of the referral process. Information from the CHN provided further
context for why some clients may be reluctant to sign consent forms. The CHN
commented that for these clients literacy is often a major barrier. The stigma and
embarrassment attached to saying one cannot read or write means the client would
rather ‘walk away’ from a service than admit to a disability. Lack of literacy is a known
barrier to health care or service utilisation by marginalised populations, including people
experiencing homelessness (54). This highlights the difference in how consent is used.
RDNS HPP uses consent from a social inclusion, rights-based approach to service delivery,
whereas many other services potentially have used consent as an exclusionary process
(53, 55). This is a difficult aspect that includes the vague area around capacity to consent,
and the rights of clients to health care that is self-informed (53). This issue is particularly
pertinent given the high prevalence of mental health issues in this population, and the
disparity between the need for mental health services and access to those services (54).

Attributes of a HPP worker
This work clarifies the attributes needed for an individual to work to improve access to
health services for people experiencing homelessness. Previous work has identified that
there are professional and personal attributes that together form an effective outreach
worker, and although what constitutes a ‘good’ outreach worker is varied, it is essential
that there is an alignment between the vision of the organisation and the work
ethic/mind set of the outreach worker (34). Coleman et al (2013) identified that
successful outreach work requires scoping and negotiating the context, building social
capital and working with individuals (34). These concepts sit within the domains of what
an outreach worker does and the attributes they need to do the work. Overarching all of
these is the practice of client-determined service delivery, which influences the actual
outreach practice delivered.
Our results clearly show that for the HPP CHN role to succeed, the individual in this role
needs to understand and have the ability to work with this challenging client group, as
well as have high-level negotiating abilities to work with services – engaging both the
clients and services to improve people experiencing homelessness access to the services
they need. CHNs (RN Division 1) have the skills and knowledge required: conducting a
physical and psychosocial assessment is not necessarily straightforward (29). Therefore,
the skills of an experienced nurse ensure that clients’ needs are pre-empted and
prioritised based on accurate clinical and psychosocial assessments (29, 30).
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Consequently, it is an essential requirement for someone to have expertise with
healthcare services in order to manage the complex health needs of people experiencing
homelessness (3). Therefore, operating within the HPP Practice Framework, nurses are well
positioned to support clients’ interpersonal strengths, to provide them with the knowledge
they require to navigate the service system, and in so doing facilitate their empowerment
(50).

Role of the HPP worker
A defining characteristic of a HPP CHN is the ability to undertake active outreach to
access the target population of people experiencing homelessness. In this way, those who
would most benefit the service would have access to it. Previous work has shown that the
most important action an outreach worker does, is to advocate for their clients (34). The
CHN is no exception. To be an effective advocate requires the ability to work
constructively with other services. This evaluation demonstrates that the CHN has met,
and exceeded, these requirements. In addition to advocacy, the HPP CHN shared her
knowledge and made herself available to other services when they had queries or
questions regarding clients and/or availability of services. The CHN has:
‘established herself in the HPP as something of an informal local leader in the
homelessness sector.’

– Stakeholder 13

The education of other health services was an essential element in the CHN’s actively
recommending these services to accept people experiencing homelessness. These three
main activities (outreach, education and advocacy) helped the CHN to achieve the goals
of HPP, and yet they are outside of the usual job description for provision of healthcare by
nurses. The HPP Practice Framework, with its focus on person-centred care, allows the
flexibility to undertake these activities, as only by doing this work are the positive
outcomes observed possible. Further, the inherent flexibility in the HPP model allows its
application to deliver an assertive outreach service across contextually different regions
and to various vulnerable population groups. An example is the CHN in Frankston and in
Rosebud. Both operate from within the HPP Practice Framework yet they both do things
differently, within the scope of being a CHN. Therefore, they are able to respond to the
contextual elements of place, people and time as appropriate. Vulnerable populations,
although diverse, do share certain characteristics such as disconnectedness from the
service system, social isolation, chronic physical and mental health conditions and comorbidities which add to the complexity for services in responding to these needs (56).
These components are consistent with those reported in the literature (34).
We propose that the RDNS HPP model would be an effective model for services to use to
improve access to services of vulnerable groups across Australia.

Why a CHN (Registered Nurse Division 1) in the RDNS HPP outreach worker
position is crucial to the success of the HPP
Outreach work can be conducted by any service using a variety of methods and a range
of workers, including peers, volunteers, and various professionals (25). It is recognised that
outreach work is shaped by the different perspectives of people coming from different
disciplines (57). However, dependent upon the purpose of specific outreach work (e.g.
addressing healthcare needs, social welfare, or mental health needs), the outreach
workers require professional level qualifications and experience (34).
To improve the access to healthcare services of people experiencing homelessness, it is
necessary for the worker to be able to build rapport with complex clients who may have
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challenging behaviours, as well as to ascertain the clients’ needs, which requires high-level
clinical and holistic assessment skills. Once identified, the needs of these clients need to
be pre-empted and prioritised based on the assessments (29, 30). In addition, it is an
essential requirement for someone to have expertise with healthcare services in order to
manage the complex health needs of people experiencing homelessness (3). Finally, the
worker is required to practice client-determined service delivery, so that the services
accessed meet the client goals, not those of the assessor.
Given that the focus on health in the context of high prevalence of psychosocial issues, a
CHN (RN Division 1) who has the ability to provide assertive outreach and has the
requisite experience and knowledge required to deliver holistic primary healthcare,
including navigating the healthcare service system would be best suited to this position.
The RDNS HPP model provides the autonomy and structure needed to fulfil the assertive
outreach role. This role is an integral part of the broader system response to address the
issue of homelessness. The expertise and experience of a CHN (RN Division 1) is respected
and valued by other service providers in Frankston.
Non-medically trained personnel would not be able to conduct the clinical and
psychosocial assessments, nor to accurately determine the seriousness of a health
condition and prioritise accordingly. The literature has reported that the mix of medical
and holistic care experienced CHNs (RN Division 1) are able to bring to this role has
reduced clients’ ED usage, reduced the length of time spent in hospitals by clients, and is
a cost-effective approach in addressing the health impacts of homelessness (30). CHNs
have the ability to be connected and provide resources and facilitate connections as a
result of knowing appropriate medical professionals (30). The connection that the HPP
CHN had with GP clinics, private mental health professionals and other services was
integral to the success achieved for clients. As such, a CHN (RN Division 1) is essential in
this role, and was integral in achieving the improved client outcomes.

Recommendation 1
It is clear that the presence of the CHN has valued added to the homelessness service
system in Frankston and has positively impacted on the health and wellbeing of clients.
Based on the observations of all stakeholders, it is considered that the loss of this position
in Frankston would have negative ramifications upon both services and clients. It is
recommended that this position continue to be funded.

If the outcomes documented are to continue to be achieved, it is crucial that the position
be filled by a CHN (RN Division 1). These nurses have the ability to provide an assertive
outreach service and have the requisite experience and knowledge required to deliver
holistic primary healthcare, including navigating the healthcare service system. The RDNS
HPP Practice framework provides the autonomy and structure needed to fulfil an assertive
outreach role. This role is an integral part of the broader service system response to
address the issue of homelessness. The expertise and experience of a CHN (RN Division 1)
was respected and valued by other service providers in Frankston.
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Where to from here?
The current environment of decreased funding at both state and federal levels and a reorientation of services away from being issue driven (at a population level) to that of an
individual focus (where the issue defines a person) has impacted on the ability of
specialist homeless services to deliver on their core business priorities (58). The lack of
suitable housing options is perhaps one of the biggest barriers that affects the ability to
address the issue of homelessness (58, 59).

Education of service providers
It was noted by several stakeholders that the CHN had improved their understanding of
and knowledge about the impacts of homelessness upon people and their health beliefs.
This education by the CHN was primarily opportunistic and informal in nature. In
addition, it was noted by stakeholders that that they faced the challenge of how their
service could respond in a flexible way to meet the needs of people experiencing
homelessness while operating within an inflexible system that does not account for the
norms experienced by this population group. From the interview data, this evaluation also
observed that the above challenge was compounded by a lack of knowledge and
understanding by many service providers about this population group, which is supported
by findings from a major British study about the impact of a lack of education for service
providers in delivering services to vulnerable populations (60). An example of specialist
education might be about impact of mental health issues upon this population group
(60); this study was unable to document whether education opportunities like this were
availability to service staff.
This study suggests that one possible strategy to redress this deficit would be to
incorporate formal-learning opportunities within networks. For example, homelessness
service networks could develop support for service members to send staff to specialised
training and education on the impacts of homelessness (60). Housing First programs in
America have embedded educational programs for program staff that aim to increase the
ability of staff to work with vulnerable populations inclusively and respectfully,
demonstrating the worth in investing in capacity-building of professional staff through
education (61).

Recommendation 2
To improve the capacity of the Frankston Homelessness Network service staff to deliver
culturally appropriate and inclusive services to people experiencing homelessness. This
could be done through professional development opportunities enabling staff to increase
their skill base and knowledge via specialised learning.
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Cost of homelessness specific services
Estimating the true cost of homelessness services is complex, it is possible that the
benefits gained at the individual level may flow on to society in the form of a more stable
environment and decreased demand upon non-homelessness services (62). Programs such
as the HPP may indirectly result in savings but these cost offsets may not necessarily be
recovered in the originally funded service system (34). In addition, many cost analyses
mainly consider housing-focused homelessness specific services (62). A recent study by
Baldry et al (2012) analysed the life course costs of service usage for 11 people
experiencing homelessness (63). It was estimated that over the course of one individual’s
lifetime that costs to housing, health, welfare, police, legal and custodial services ranged
from $960 000 to more than $5.5 million (63). Although these estimates need to be
considered with caution, the magnitude of the costs suggest that expenditure required by
homeless-specific services to address these issues may still result in high public return (64).
In addition, an economic evaluation of Micah Project’s assertive outreach program
Homeless to Home Healthcare After-Hours Service in Brisbane clearly demonstrated that
the costs associated with operating the program were exceeded significantly by its
benefits (e.g. health-related quality-of-life and quality-adjusted life-years) (14). In other
words, the costs associated with addressing the health and housing needs of Brisbane’s
homeless is less than the cost of doing nothing (14).

Recommendation 3
Given that the scope of this evaluation did not include an economic analysis of the HPP, it
is recommended that an economic evaluation be conducted to more accurately
document the costs and benefits associated with providing a service such as the CHN,
where clients’ full service usage are followed for up to two years post registration into the
HPP service. This analysis would take into account full program costs and associated
service system usage costs and estimate the net social benefits arising from program
activities such as health-system cost reductions and monetised quality-adjusted life-year
gains.

For example, a future economic evaluation of HPP could include following the hospital
usage of clients to determine the impact of CHN assistance upon the factors that
precipitate ED usage. This would be undertaken using a retrospective study design.
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Establishing additional services in Frankston
A combined approach tackling physical and mental health as well as providing stable
housing for people experiencing homelessness is highly effective in improving health and
wellbeing over the long-term (59). The CHN is able to positively impact on health and
wellbeing; however, without increasing access to crisis and/or affordable housing, a major
determinant of homelessness cannot be addressed. A study by Flatau et al (2015)
examined the costs of homelessness on Australia’s youth identified that addressing
housing is necessary but not sufficient if outcomes are to improve (65).
RDNS HPP has been involved in the successful Melbourne Street 2 Home model, where
assertive outreach strategies were used to improve access to health and affordable
housing for those experiencing primary homelessness (sleeping rough) and at risk of early
death (59). The inclusion of HPP CHNs in Melbourne Street 2 Home was identified as
integral to the program’s success. The provision of CHNs ensured that barriers between
health and specialist services were overcome and facilitated the empowerment of
program clients to more effectively manage their chronic health conditions (59). Given
the high prevalence of physical and mental health issues (64% and 90%, respectively, for
Frankston HPP clients) there is a significant need for service responses to this issue to
include health and mental health service components that provide an integrated response
across providers from different service domains (65).
An evaluation of the Melbourne Street 2 Home program showed that over time, the
program has improved how it identifies its target group and has ensured that they assist
those most in need (59). This was attributed to the active outreach approach component,
which ensures access to those most at need. It is recognised that more complex
interventions combining sustained outreach and supports across the areas of housing,
health, social and educational are a logical choice to address the needs of people
experiencing homelessness (9).
Nationally, there exists a mismatch between the location of specialist services and
concentrations of homelessness across Australia, with increases in service capacity
recommended in locations of high demand and where the proportion of those most at
risk are elevated (66). Frankston is a location with a high level of primary homelessness
(Figure 1) and in need of crisis and affordable housing options. It is known that traditional
approaches to delivery of healthcare to marginalised populations will fail to meet their
needs (9).

Recommendation 4
Melbourne Street 2 Home, in partnership with RDNS HPP, could start to jointly address the
high levels of primary homelessness (sleeping rough) in Frankston. This approach has the
capacity to offer a holistic response that spans health and housing. Melbourne Street 2
Home is committed to providing active support to people as they transition into
permanent housing.
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Effect of government funding and policy environment
Although at a policy level there is rhetoric around service integration, little evidence has
been collected that demonstrates what constitutes good integration and/or collaborative
practices between services/organisations (20). Service integration is complex with layers
of meaning. For the purposes of this report we have used the broadest definition of
integration where it refers to jointly working together in one form or another (20).
An independent review of the mental health community support services and drug
treatment services identified that changes to funding and recommissioning processes in
these sectors have disrupted relationships that existed between service providers and
narrowed the funded focus of services (44). This decreased flexibility of service models
and narrowed focus of service activities potentially impacts the most upon the vulnerable,
that is, people with multiple service needs, including Dual Diagnosis clients and people
experiencing homelessness (44). To some degree this influences the willingness of services
to actively seek out collaborative relationships with other services, and when they do, it is
driven more by necessity than out of genuine mutual interest (44).
Although many community organisations are funded at a state level they also continually
raise revenue from other sources, such as Commonwealth, local government, corporate
and the philanthropic sectors, which also includes the many people in the community who
make charitable donations (42). A review of reform in the community-service organisation
sector by Shergold (2013) highlighted that many community service organisations felt
the precarious nature of their funding reflected the regulatory environment and
constraints placed on services due to funding priorities imposed by funders (42). It was
felt by many community service organisations that although service integration is crucial
for more effective service delivery, it is important that in doing so services do not ‘lose’
their uniqueness or have their autonomy removed. Also it is important that integration
occurs across both government and non-government services (42).
It has been acknowledged that efforts to improve the funding stability of services can be
done by ensuring that funding and tendering processes do not pitch
organisations/services against one another, or create situations where services are
continually applying and re-applying for funding just to survive (43). This situation creates
the paradox where although services promote the necessity for integration and/or
collaboration as integral for successful service delivery, the very funding/tender
environment inhibits this (67). Parallel to changing funding/tendering processes there also
needs to be changes at a policy level where a focus on integration is built into them (43).
Another issue is that funding of services is often insufficient to fully cover the true cost of
service delivery; this creates a tension within services for how they will achieve their aims
(67).
Given the complexity of the situation Flatau et al (2013) suggested that even though
there is a perceived overall benefit to be gained from integration of services, there are
issues around governance for organisations/services and support from government in
supplying funding for the resources necessary to achieve integration (20). It takes a
significant investment of commitment, time, and money for relationships to truly develop
between organisations/services both within and between sectors, with interactions
occurring at the managerial, service and strategic levels of operation (68). Another
limiting factor to understanding how collaboration or integration of services affects
health outcomes is short funding timeframes. Population and/or system level outcomes
may not be observable within short time frames (less than or equal to four years) (69),
therefore concomitant funding needs to reflect this.
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Recommendation 5
In accordance with recommendations also arising from the Victorian Council of Social
Services (43, 67) and Flatau et al (2013)(20), there could be a more effective use of
funding resources if services could be encouraged to apply for funding jointly, in the
manner of a consortium. This type of funding arrangement could potentially foster better
service integration and/or collaboration through bringing the expertise and skills of
different organisations together. It would enable combined services to provide a more
comprehensive level of care for people experiencing homelessness.

Strengths and limitations of this evaluation
Our comprehensive formative and summative evaluation of a dedicated healthcare
service for people affected by homelessness provides a strong evidence base for the
efficacy of a CHN in providing community-based outreach. To our knowledge, an
evaluation assessing the effectiveness of community health nurse outreach in addressing
the health and wellbeing of vulnerable populations has not been conducted in Australia.
As such this evaluation is innovative, unique and has added to the evidence base for the
effectiveness of community based outreach work.
Another strength of this evaluation was that an explanation-building strategy was used to
articulate the components of the RDNS HPP model required for successful outreach work
by a CHN. This methodology allows for rich contextual information, based on key
stakeholder interviews and client case notes, to document key elements of clients’
journeys and assertive outreach work conducted by the RDNS CHN (70, 71). This
information was then used to construct an explanation or theory for how these outcomes
were achieved that is based on understanding the context within which these outcomes
are achieved (72-74).
This evaluation was unable to assess the impact of external factors (such as, policy,
sectoral and organisational change) affecting Frankston HPP. A continuing challenge is
the flow on effects of changes to the mental health sector, particularly community-based
mental health services. Changes to funding arrangements have affected the continuity of
funded services and retention of staff in those services/agencies. This sector instability
has impacted on Frankston HPP with the CHN experiencing difficulties in accessing public
mental health services for HPP clients due to staff turnover and discontinued services. A
strength of the CHN role, however, was the ability to source private services willing to
provide mental health services to clients.
Also, as this evaluation did not collect direct service usage for clients and due to the crosssectional nature of the collected data, it was not possible to assess any changes to
external service usage, such as hospital EDs.
The opinions and perspectives of stakeholders interviewed for this evaluation represent
the experiences from a range of services in Frankston, in order to ensure that the
information was able to be generalised. They represented viewpoints of people working in
charity, local government and non-government agencies.
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Conclusions
The evaluation of the extension of a HPP to Frankston has clearly demonstrated that the
program has met the need for a service that offers an assertive outreach role, in order to
engage people experiencing homelessness, inform them of the available services, and
then actively support them to link with these services. The RDNS HPP assertive outreach
model value adds to the service system and extends the capacity of services to assist
people experiencing homelessness. In this sense, although integration of services is
needed, there also needs to be service roles that are able to sit ‘outside’ traditional service
structures in order to reach those who are most vulnerable and experience difficulty in
accessing needed services. These service roles need to be underpinned by a framework
that focuses on vulnerable person as the driver of their care and emphasises equity. The
organisational supports must be flexible and supportive enough to enable the service
worker to be effective in this role. The service worker must have sufficient knowledge and
expertise to be able to undertake the role, which has a high clinical focus: we propose a
CHN (RN Division 1) with experience encompassing mental health, chronic diseases and
alcohol and other drugs. We suggest that delivery of care by a worker who is inadequately
qualified or with insufficient expertise would not improve outcomes for clients, and
thereby lead to greater inefficiencies. However, the RDNS HPP CHN role alone cannot
address the lack of crisis and affordable housing in the region, and we suggest that
addressing this issue would provide a more effective, long term improvement to people
experiencing homelessness in Frankston. The challenge in an increasingly tight fiscal
environment at municipal, state and Commonwealth levels is to ensure that that those
who are most vulnerable do not lose out.
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Appendices
Appendix 1

Definition of homelessness

The definition of what constitutes homelessness can vary dependent upon different
research and policy contexts (18).
This evaluation utilises three definitions of homelessness in order to better describe the
breadth and depth of what homelessness entails.
1 ‘Cultural’ definition of homelessness (Chamberlain and Mackenzie, 2009 (1).
This definition defines homelessness broadly as being more than the lack of a
physical roof over one’s head or affordable housing, it includes many types of
insecure housing status (21). This definition describes homelessness in three
categories; primary, secondary and tertiary. These classifications are useful in
facilitating the identification of a person who may be experiencing or be at risk of
homelessness by providing a ‘location trigger’.
i

Primary homelessness includes a person living in the street, park, squats/derelict
buildings, cars and railway carriages.
ii Secondary homelessness encompasses those who move from shelter to shelter
(transient), use crisis accommodation, live at refuges or temporarily live with
family/friends (also considered as ‘couch surfing’).
iii Tertiary homelessness refers to those living in boarding houses (without security
of tenure or separate bedroom, living room, kitchen or bathroom facilities) and
also in caravan parks (1).

This definition, while not utilised officially in government policy, nevertheless is widely
used both by researchers and homeless services (1). In addition, individuals defined as
either primary, secondary or tertiary homeless have living conditions that fall below
standards accepted as the cultural minimum (1).
2 Australian Bureau of Statistics (ABS) statistical definition of homelessness.
The ABS has defined homelessness as when a person’s accommodation or living
arrangement includes any of the following:
• the dwelling is inadequate
• there is no security of tenure or the tenure is time limited and not extendable
• there is no access for the person to control or have access to space for social
relations.
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These definitions are underpinned by an understanding of homelessness as
‘home’lessness not ‘roof’lessness. It incorporates the core elements of what a home
means in Anglo American and European cultures. The meaning of ‘home’ in this context
can include any one or more of the following:
• a sense of security, stability, privacy, safety
• the ability to control living space (75).
3 The Council for Homeless Persons (Victoria) definition of homelessness.
The Council for Homeless Persons maintains that homelessness is more than a lack of
shelter and encompasses individual and community wellbeing. As such homelessness
can then be defined by three key characteristics:
i

Not having a roof over one’s head or living in a rooming house, hotel or crisis
accommodation;
ii Being without the support network of family and friends generally expected in
our society (social networks); and
iii Receiving a low income, having few independent resources, being socially
isolated and often having little prospect of self-support (social exclusion) (76).
Used collectively these definitions cover all aspects of what it means to be homeless.
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Appendix 2

RDNS HPP Practice Framework and Service Model

For further descriptions of RDNS HPP and the key strategies that underpin the assertive
outreach service model that is utilised, refer to: ‘Taking it out there, the Royal District
Nursing Service Homeless Person Program: A model of assertive services provision.’ (77)
and ‘A brief description of the Royal District Nursing Service homeless persons program: A
specialist primary health care service.’ (78).

RDNS HPP Practice Framework 10
Background
The Royal District Nursing Service (RDNS) Homeless Persons Program (HPP) is a specialist
unit of RDNS, funded to specifically address the health care needs of people experiencing
homelessness. When referring to people experiencing homelessness this also includes
those at risk of homelessness.
The aim of the RDNS HPP is to promote the health of individuals and families
experiencing homelessness by:
•
•

providing a ‘holistic primary health care’ response and
actively seeking to link people experiencing homelessness to the generalist service
system both as individuals and a population group

Purpose
This document has been developed as an adjunct to RDNS HPP orientation program and
states practice expectations within HPP.
Definition of homelessness (also refer to Appendix 1)
Chamberlain and McKenzie (2008) defined four levels of homelessness
•
•
•
•

Primary: Sleeping rough – streets, squats, cars
Secondary Homelessness: Refuges, shelters or emergency accommodation
Tertiary Homelessness: Boarding houses, Supported Residential Services
Marginally Housed: caravan parks, office of housing or doubling up with friends or
relatives

Australian Bureau of Statistics definition (2011) defined homelessness as: When a person
does not have suitable accommodation alternatives they are considered homeless if their
current living arrangement:
•
•
•

is in a dwelling that is inadequate
has no tenure, or if their initial tenure is short and not extendable
does not allow them to have control of, and access to space for social relations.

While lack of suitable, affordable, sustainable housing is central to the homeless
experience, RDNS HPP utilises a broader definition of homelessness.
Homelessness means being without the support network of family and friends generally
expected in our society. It may mean not having a roof over one’s head, or living in a
rooming house, low cost hotel or crisis accommodation. It means receiving a low income,

10

This is the most recent version of RDNS HPP’s Practice Framework document, which was last revised in 2013 (Version
4).
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having few independent resources, being socially isolated and often having little prospect
of self-support.

Principles
Individuals experiencing homelessness or at risk of homelessness have the right to holistic
primary health care that is:
•
•
•
•
•

accessible
equitable
empowering
encourages inter-sectoral collaboration
self determined.

There are structural inequalities in our society that impact upon people’s life choices; as a
result, people experiencing homelessness are disadvantaged. This results in complex
health, welfare and support needs. Principles of justice, equity and the practices of
collaboration, advocacy and empowerment are reflected in all aspects of the program.
Impact on RDNS HPP Practice
RDNS HPP demonstrates commitment to these principles by:
•
•
•
•
•

assertive outreach to people experiencing homelessness
offering a responsive and empathic approach
offering a persistent, motivational approach
providing a service response that is focused on the individuals stated and identified
need(s)
supporting the rights of individuals to make choices and to direct the service response
they receive, while assisting and supporting them to recognise their needs.

These principles enable RDNS HPP to provide primary health care within a social model of
health.
Model of practice
RDNS HPP’s model of practice is proactive. The five key program objectives are to:
•
•
•
•
•

provide an assertive, flexible primary health care response that actively seeks to
engage and involve people experiencing homelessness
develop collaborative advocacy strategies, liaison and support networks, with people
experiencing homelessness, their communities, service providers and government
departments
promote and provide education and learning opportunities on health and
homelessness
initiate and participate in research projects that relate to the needs of people
experiencing homelessness, with a specific focus on health
operate as a cohesive team.

Domains of practice
Within RDNS HPP there are two domains of practice:
•
•

professional domain
organisational domain.
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RDNS HPP’s model of practice requires the development of both domains, in order to
foster a strong nurse client relationship and a strong service system relationship.

Key components
Professional domain
•
•
•
•
•
•

Direct ‘hands on’ care (which incorporates the nursing process).
Health education.
Health promotion.
Health counselling.
Supported referral.
Holistic care.

Organisational domain
•
•
•
•
•
•

Manage work load and environments.
Manage co location relationship.
Networking.
Autonomous practice.
Collaborative practice.
Teamwork within RDNS HPP.

Definition of primary health care
‘… essential health care based on practical, scientifically sound and socially
acceptable methods and technology, made universally accessible to individuals and
families in the community through their full participation and at a cost that the
community and country can afford to maintain at every state of their development
in the spirit of self-reliance and self determination. It is the first level of contact with
individuals, the family and community with the national health systems bringing
health care as close as possible to where people live and work, and constitutes the
first element of a continuing health care process’.

– WHO UNICEF 1978

Definition of health promotion
Is defined as a ‘the process of enabling people to increase control over, and to improve
their health’. WHO 1986. The Ottawa charter for health promotion’ (79)
Health Promotion is integral to RDNS HPP provision of services. The Ottawa Charter for
health promotion identifies 6 key strategies for implementing health promotion. RDNS
HPP has incorporated these 6 strategies within its Practice Framework.
Creating supportive environments
•
•
•

Provides assertive outreach into environments where homeless people live and gather.
Is committed to providing a specialist primary health care response and aiming to
ensure clear pathways into generalist services.
Focused on developing collaborative service initiatives, in particular co-locating with a
broad range of services.
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Building healthy public policy
•
•
•
•

RDNS HPP management team develops and maintains effective links with appropriate
government departments, encouraging due consideration to the needs of homeless
and at risk people.
Ensures program representation within appropriate peak organisations and
committees.
Initiates, participates and shares research findings on the needs of homeless people.
Actively participates in key service systems debates.

Strengthens community action
•
•
•

Seeks to become known, accessible and relevant to the homeless community.
Supports individuals and communities to enhance self-care.
Act as a resource person and supports client(s) to identify issues of concern and the
actions they wish to take.

Develops personal skills
•
•

Builds on the client’s capacity to take control of their circumstances by focusing on
their feelings and lived experiences, perceived problems, needs and strengths.
Provides information and education on health maintenance/promotion and life skills.

Reorient health services
•
•
•

Actively promote and provide education and learning opportunities on health and
homelessness.
Works collaboratively with homeless people and service providers to identify service
gaps and solutions.
Actively supports health care services in the development of appropriate service
strategies to meet the needs of people experiencing homelessness.

Enable, mediate and advocate
•
•
•

As appropriate advocates/stands beside homeless people, as they negotiate the
complexities of services systems, with a focus on the health care system.
Actively support clients to develop effective service links with generic services as
identified by the client.
Develops and maintains effective strategies to ensure equitable and accessible service
provision is provided to homeless people.

References (general)
Ottawa Charter - Health Promotion 1986
The Jakarta Declaration - Health Promotion 1996
Miller, William, Hester, R., and Handbook of Alcohol Treatment Approaches: Effective
Alternatives. 1989, Pergamon, New York.
Mc Murray A. Community Health Nursing. Primary Health Care in Practice (2nd ed).
Churchill Livingstone. 1991. Melbourne.
In developing this Practice Framework HPP internal discussion papers, conference papers
and the collective thoughts of RDNS HPP staff have been used.
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RDNS HPP service model
Appendix 2

Figure 14

RDNS HPP service model flow chart
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Appendix 3

Homelessness in Frankston

Since 2006, the rate of homelessness in Victoria (per 10 000) has risen by almost 10%,
from 38.9 in 2001 to 42.6 in 2011 (21). The number of Victorians seeking assistance for
accommodation and/or other needs from specialist homeless services and/or programs
(e.g. national Supported Accommodation Assistance Program, Salvation Army, Hanover
and emergency relief services such as Community Support Frankston) who were turned
away increased by 16% (80). Low-income households comprising over 20% of all rented
households in Victoria (81), experience rental stress. This in turn results in increased
homelessness and people seeking emergency relief (76, 82-85). For example, along the
Frankston–Dandenong corridor fewer people live in supported accommodation, with more
people residing in improvised dwellings and sleeping rough (1).
Increasing rates of homelessness between 2006 and 2011 can be attributed to
demographic changes with patterns of homelessness spatially concentrated. For example,
homeless rates are highest in remote regions and discrete locations in most capital cities
(i.e. growth corridors) (66). When using the broader definition of homelessness (Appendix
1) the Frankston–Dandenong growth corridor has a homelessness rate of 56 per 10 000
compared with that for the inner city ring, which has a rate of 39 per 10 000 (1).
Frankston Local Government Area (LGA) is a mix of low-to-high disadvantage areas,
Appendix 3 Table 15 (86). Characteristics of disadvantaged suburbs are: high
unemployment; interaction with the criminal justice system; lower levels of education;
significant levels of disability; and high levels of child maltreatment, family violence and
mental health issues (87). The level of disadvantage has increased over time and
Frankston North is now among the most severely disadvantaged suburbs in Melbourne
(87). There is a demonstrable link between areas of high disadvantage and prevalence of
homelessness and lack of affordable housing (7, 87).
Appendix 3 Table 15 Index of relative socio-economic
disadvantage for Frankston Small Areas.
Frankston City's small areas and benchmark areas
Area
2011 SEIFA index
Langwarrin South
1,066.5
Frankston South
1,059.9
Langwarrin
1,045.0
Skye
1,035.0
Greater Melbourne
1,020.3
Victoria
1,009.6
Australia
1,002.0
Frankston City
996.7
Frankston Heights
987.5
Carrum Downs
985.3
Seaford
981.2
Karingal
946.8
Frankston Central
930.4
Frankston North
812.3

Percentile
83
79
72
66
57
51
47
44
39
38
36
23
18
4

Source: Australian Bureau of Statistics, Census of Population and Housing 2011 (86).
* The Australian Bureau of Statistics defines SEIFA as: Soci-Economic Indexes For Areas
(SEIFA) Index of relative disadvantage. Note, a lower score indicates that an area is
relatively disadvantaged compared to an area with a higher score. Index scores have
been standardised to have a mean of 1,000.
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The total number of people experiencing homelessness has increased by 35% in
Frankston City and 80% in Mornington (Appendix 3 Table 16), with Frankston having the
highest number of primary homeless people in the Southern Metropolitan Region (88). It
is also important to note that the number of boarding houses has increased seven fold
(from seven to 50) and the numbers of tenants sixfold (from 53 to 313) in Frankston City
from 2006 to 2011. This distinction is important as it is recognises that people residing in
boarding/rooming houses whether short or long-term encompass an aspect of tertiary
homelessness (89).
Appendix 3 Table 16 Trend over time for the total number of homeless
Frankston and Mornington (ABS Census, 2011).
2006 Census

2011 Census

% change

Frankston City

266

360

+35

Mornington Shire

60

108

+80

Data source: ABS Census of population and housing: Estimating Homelessness Australia 2011 (21).

People are considered to be experiencing housing stress, when greater than 30% of the
gross weekly income is required to meet housing costs (ABS Census 2011). It is
acknowledged that housing stress is one of the potential pathways into homelessness (90,
91). The 2014 General Social Survey (ABS) reported that 14% and 13% of people ever
reporting being homeless cited tight housing or financial difficulties, respectively, as the
reason for their homelessness (92). ABS data indicated that households in; Frankston
Central, Frankston North, Karingal, Carrum Downs and Frankston Heights experienced
levels of rental stress that ranged from 22 to 74% more than the greater Melbourne
average (Appendix 3 Table 17).
Appendix 3 Table 17 Proportion of households
experiencing housing stress in Frankston LGA
Area
Carrum Downs Local Area
Carrum Downs
Sandhurst
Skye
Frankston Local Area
Frankston Central
Frankston Heights
Frankston North Local Area
Frankston South Local Area
Karingal Local Area
Langwarrin Local Area
Langwarrin
Langwarrin South
Seaford Local Area
Frankston City
Greater Melbourne

Percentage of local households
in housing stress
13.1
14.2
6.6
12.8
15.8
18.7
13.1
15.6
7.3
14.9
10.4
10.4
10.5
12.0
12.6
10.7

Data sourced from Frankston City Council Discussion paper. Building a Good Society:
Housing Affordability & Homelessness (2015) (22).
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In 2012–2013, it was estimated that in one in 65 people required emergency housing in
Frankston (local data) (22). In addition, emergency material aid agencies, such as
Community Support Frankston, recorded a 30% increase in clients presenting to their
service who reported having no fixed address (22).
Crucial to addressing homelessness is the availability of crisis housing options. Frankston
has no dedicated emergency housing with the closest options located in Dandenong, over
20 kilometres away (22).
The number of people presenting to Frankston ED who identify as homeless has increased
over time. The largest increase occurred from 2011–12 to 2012–13 for people aged 35–
44 years (an increase of 67%) (35). Of this population, the trend has increased for males
and decreased for females with the majority residing in boarding/rooming or hostel type
accommodation (35).
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Appendix 4 Areas of unmet need for homeless and ‘at-risk’ of homelessness
clients in Frankston
Appendix 4 Table 18 Unmet need for people experiencing homelessness in
Frankston, by service area
Service area
Crisis
accommodation

Medical care

Issue/unmet need

•

Lack of crisis accommodation identified as a serious deficit by homeless
specific services in Frankston, nearest crisis accommodation is in
Dandenong.

•

Expressed lack of awareness of the availability of some homeless
specific services (e.g. Mobile Integrated Health).
Availability of generalist services (e.g. bulk billing general practitioners,
GPs).
Negative attitudes and disrespectful treatment by GPs, failure to listen.
Inappropriate prescribing of medication.

•
•
•
Frankston
hospital ED

•
•

Principle service utilised by homeless people in Frankston, it was
identified that often provision of care was not appropriate and did not
meet their needs.
Length of time spent waiting.

Ambulance
service

•

Transport issues (i.e. availability, cost) not taken to Frankston Hospital
ED if it is on bypass. Therefore, even though a good service this option
often not utilised because of transport issues.

Pharmacy
services

•

Cost barriers generate significant issues with medication compliance
because of lack of subsidies for medications.
Limited ability of emergency relief and other services to provide
financial assistance for medications.

•
Dental services

•
•
•

Mental health

•
•
•
•
•

Drug and Alcohol

•
•

Cost identified as principle barrier to accessing services.
Long waiting times for care considered to be non-urgent (e.g. up to 2
years).
Care received often inadequate and inconsistent (i.e. services
terminated mid-point in service delivery).
Despite presence of services directly funded to provide mental health
support to homeless people access identified as a major barrier
Homeless people expressed a need for mental health services that are
mobile
Service providers expressed a need for crisis and assessment teams
(CATT) services to be expanded and be more responsive.
Existing referral processes were not achieving optimal outcomes for
homeless people.
Communication between services often problematic, leading to
ineffective care coordination for homeless people.
Substance misuse prevalent in homeless population in Frankston.
There was little access to existing programs by homeless people in
Frankton.
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Service area

Issue/unmet need

•

Homeless people expressed a need for more detoxification and
rehabilitation services in the area.
Black market pharmacotherapy an issue in Frankston – there is a service
level need for more GPs with specialist substance misuse knowledge and
pharmacotherapy prescribers.

Maternal and
child health
services

•
•

Existing maternal services were at capacity in Frankston.
Mothers who are homeless lack access to advocacy and support service
that would assist them in engaging with maternal services.

Domestic and
sexual violence

•

Domestic violence is a known catalyst leading to homelessness,
especially for women and children.
Frankston LGA had the highest rates of domestic violence in Victoria.
There was a lack of advocacy and support services for homeless people
experiencing domestic and/or sexual violence.

•

•
•
Nutrition

•
•

Food insecurity was identified as a major issue by service providers with
a limit on their ability to meet demand (e.g. emergency relief, food
parcels).
Frankston only had a limited number of free meal programs.

Sourced from Everard (2008) (7).

Evaluation RDNS Homeless Persons Program: Frankston Extension
125 of 169

115

LC LSIC Inquiry into Homelessness
submission 269

Appendix 5
major grant

Excerpt from RDNS HPP’s application for a Gandel Philanthropy

RDNS HPP’s major grant application to Gandel Philanthropy demonstrated that the RDNS
HPP model of care aligned with the guidelines and philosophy of Gandel Philanthropy.
The responses to each of Gandel Philanthropy’s guidelines are shown.
Community need and impact
The needs analysis conducted by RDNS HPP clearly showed that people experiencing
homelessness in Frankston had a high level of health and social unmet needs. In addition,
Frankston North has the highest level of disadvantage in Victoria. The impact of
extending RDNS HPP to Frankston would increase the capacity of homeless people in
Frankston to access health care by changing the healthcare system architecture and
sectoral relationships in the region.
Prevention
Through application of RDNS HPP’s model of practice: a specialist primary health care
response operating within a holistic framework, emphasising a social model of health that
is collaborative, equitable, and self-determining; and, proactive health promotion, RDNS
HPP can enable people to increase their control over, and improve their health.
Innovation and sustainability
By evaluating the effectiveness of the extension of RDNS HPP to Frankston over a 3 year
period, an evidence base will be generated that would support application to government
for continued funding. RDNS HPP has accrued significant knowledge and experience in
structural advocacy (e.g. advocating sustainable changes to service delivery to improve
health and wellbeing outcomes for those experiencing homelessness) aiming to bring
about service system change that improves access for people experiencing homelessness.
Effectiveness and operational strength
RDNS HPP has operated since 1978 and has well-developed organisational policies and
procedures. It ensures that service delivery is continually informed by frameworks that
cover quality and risk; audit and accreditation; clinical governance; and evidence-based
practice.
Linkages
RDNS HPP is one component of a multifaceted system response to address issues
surround homelessness. Forming linkages between key sectors such as Supported
Accommodation Assistance Program (SAAP), health and housing requires conscious and
consistent development and maintenance of protocols and partnerships, and innovative
ways of working together.
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Appendix 6

Evaluation framework

The following table indicates the goals, activities, outputs and outcome measures for the
respective system (macro), service (meso) and client (micro) levels of the Frankston HPP
project.
Appendix 6

Table 19

Goals
NURSE (MESO LEVEL)
Establish contact and
develop rapport with
homeless people in the
Frankston area to gain their
trust/confidence for the
purpose of engagement in
access to
healthcare/referring to
appropriate services

CLIENT (MICRO LEVEL)
Client assessment and
evaluation to monitor
changes in accommodation
and physical health

Client assessment and
evaluation to monitor
change in accommodation
and any improvements /
deterioration to mental
health improvements in
client’s ability to make
decisions independently

Evaluation framework for Frankston HPP
Activities

Outputs

Outcome measure

HPP CHN
appointed to work
4 days a week to
provide fixed clinic
and mobile
outreach services

HPP CHN to contact and
stay engaged with
homeless clients.

Manager & HPP
team coordinator
to actively work
with CHN

Manager and HPP team
coordinator will mentor
and support HPP CHN

Time from first
contact to
engagement
How many contacts
do not establish
rapport?
No. of clinic contacts
and no. of outreach
contacts
What percentage of
registered clients
referred?
In-depth interviews
with CHN at 3
months to discuss
Community Nurses
expectations of the
program. In-depth
interviews will be
undertaken every 6
months to ascertain
what is working,
what is not working.

CHN to record
client demographic
information case
notes for
contacts/registered
clients in regard to
their needs,
services delivered
and referrals to
other services

Improvement in health
of client (elimination of
disease/appropriate
response to chronic
ailment) ability to
recover from wounds or
disease

CHN to record case
notes for
contacts/registered
clients in regard to
needs, services
delivered and any
referrals

Client is able to make
decisions/seek help
themselves when the
need arises.

Access to
accommodation /
services

Client increases their
capacity to follow up on
health issues –
successful

Quantitative analysis
of client demographic
information (RDNS
admission record
detail)
Audit and analysis of
CHN records /nurse
field notes and client
response
Vulnerability Index
(VI) or appropriate
questions
Audit of CHN case
records/field notes
and client response
Include Qs to measure
increasing
independence

Referrals: Identify
change in circumstances
(e.g. accommodation)
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Goals
NETWORKS (MACRO LEVEL)
Establish formal networks to
enhance service provision
and collaboration for
homeless and at risk people

Activities

Outputs

Outcome measure

CHN to work with
City Life, Local
Council, Medicare
Local, and
Community Health
Services to ensure
clients access to
care

Establish access to and
delivery of services to
meet client needs

Establish specialist primary
health care response in
Frankston CBD

Work with an
advisory
committee to
increase service
access

Improved ability of
homeless people in
Frankston to access
health care that meets
their needs

Develop collaboration
advocacy strategies, liaison
and support networks with
people experiencing
homelessness, their
communities and service
providers

Provide proactive
referral and
support to
individual clients

Improvement in
communication and
development of
collaboration of service
providers across
Frankston

Develop protocols in
consultation with other
organisations/across
organisations –scoping the
service system and
developing access points
into services

Work with an
advisory
committee to
develop
protocols/scope
services and
determine access
points

Map the existing service
system and develop
access points into services

Quantitative
assessment of
number of formal
networks
Interview CHN and
focus groups with
other service
providers. How were
networks
established?/ access
to services
developed?
Quantitative
analysis:
No. of people seen
No. of problems
dealt with
successfully
Qualitative analysis:
Focus groups with
service providers
Client self
report/interview
Referral of clients to
other services
Document no. of
times advocacy is
required, for what
purpose and in what
form;
No. of organisations
networked with,
which ones and what
form this took
Protocols developed
No. of organisations
developed with
Describe access
points – what they
entail and no.
developed
How successful they
were
No. of
people/providers
used the access
points developed.
Education:
Seminars/
forums/communicati
on with other service
providers
No. of service
providers who
attended; No. of
programs provided;
No. who achieved
objectives

Education provided to
health/community
services
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Goals
FUTURE
Build a case for ongoing
support of the service from
government

Activities

Outputs

Outcome measure

Evaluation of the
HPP program

Provision of an evidence
base demonstrating the
impact of the initiative
and the HPP networks as
having value added

Final
report/evaluation of
the efficacy of the
program and its
implementation and
recommendation for
any changes as
appropriate.
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Appendix 7

Participant information sheet and consent form

Participant information sheet/ consent form: HPP Stakeholders
Date: August 2013 – October 2015
Full project title: Evaluation of the Homeless Persons Program
Extension to Frankston Evaluation
Principal researchers:
Dr Rajna Ogrin, Senior Research Fellow, RDNS Institute
Dr Dianne Goeman, Senior Research Fellow, RDNS Institute
What is this study about?
Introduction
You have been invited to take part in a study that aims to evaluate the expansion of the
RDNS Homeless Persons Program (HPP) to Frankston.
Purpose
The aims of this study are to:
1. inform a foundation document for development of protocols for an HPP across
organisations
2. map the existing service system and develop access points into services
3. evaluate the outcomes of the HPP Frankston (both for the individual and the facility),
and make recommendations for change as appropriate
4. build a case for ongoing support of the service from government
Funding
This study is part of the Homeless Persons Program Expansion to Frankston, funded by
Gandel Philanthropy.
Who can take part in this study?
To be able to take part in this study you:
1. Are a Stakeholder in the HPP Frankston Expansion project.
2. Are willing to participate in three focus group discussions or interviews once a year
for three years (as below).
What does taking part in this study involve?
If you consent to take part in this study, you will be asked to participate in focus groups at
least once a year over the three years of the project.
The focus group discussions are to find out what you and the other stakeholders think
about how evidence gets into practice where you work; what you think helps and what
you think makes this difficult. The researchers will introduce the discussions. These
discussions will be audio taped, and later written out so that the researchers can find out
the main points you have talked about.
We will also ask you to complete a form which asks questions about you, such as your age,
gender, your current working role and education level.
If, for whatever reason, you are unable to participate in the focus groups, we will ask
whether you would be interested in individual interviews at a mutually convenient time.
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Do I have to take part in this study?
You do not have to take part in this study. Your involvement in the study is voluntary. You
and/or your organisation are involved with the Homeless Persons Program in some way,
and that is why you have been asked to participate. It is up to you whether or not you
participate in this study and whether the information that you provide, (when you
participate) is used in this study.
If you choose to take part in this study please sign the attached Consent Form. You are to
keep this Plain Language Statement for your own records and return the Consent Form to
the Research Team. If you initially agree to participate, you can still change your mind at
any time before or during the project. Simply advise the Research Team. Any data
collected from you up until the time you withdraw your consent will be included in the
study. If you initially don’t want to participate but change your mind, you may be able to
participate later. Please ask a Research Team member.
What happens with the information collected?
Any information we collect from you will be treated in confidence. Only members of the
Research Team will be able to see your information. A unique code will be used in place
of your name to make sure your information is confidential. This code will be given to
your paper forms as soon as the Research Team gets them, and the Project Monitoring
log will be given this code at the end of the study.
The focus group recordings will be written out by a professional who has signed a
confidentiality agreement.
All of your information will be stored securely at the RDNS Institute. The funding body will
not have access to any information about you that may be obtained during the project.
The information collected during this study will be reported and published in academic
journals and presented at academic conferences. Publications will include statements, but
your name, group and organisation will not be published. In keeping with the Australian
guidelines for health related research, your information will be securely stored for 7 years
and then it will be securely destroyed.
What are the possible benefits of taking part?
Taking part in this study will give you the chance to connect and network with peers from
different community services in Frankston. These people have the common goal of
improving the access of people experiencing homelessness in Frankston to services.
Further, the information collected will be used to build a case for further support of
homeless persons programs in Frankston.
What are the possible risks and disadvantages of taking part?
There are no risks to you in taking part in this study. The time spent attending focus
groups is the only disadvantage to taking part in this study.
How do I hear about the study results?
At the end of the study you will be provided feedback about the study results.
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If you have any questions about this project or would like to participate please contact:
Principal Researchers:
Dr xx

Dr yy

Phone: or

Phone: or

mobile

mobile

If you have any concerns or complaints about the conduct of this study please contact:
RDNS Human Research Ethics Committee
31 Alma Road,
St Kilda, Victoria, 3182
Phone Fax (03)
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CONSENT FORM: HPP Stakeholders
Name of research study: Evaluation of the Homeless Persons Program Extension to
Frankston Evaluation
Participant’s details:
Name: (in block letters)
Address:
I hereby consent to participate in the above research study.
The details of this research study have been explained to me verbally, and
I have received a copy of the Participant Information Sheet, and
Any questions I have asked in regard to this study have been answered to my satisfaction.
I agree to participate in this research study and understand that I may withdraw at any
time. I agree that research data provided by me may be used in a case study or report,
presented at conferences or published in journals on the condition that neither my name
nor any other identifying information is used. I understand that any information I provide
will be treated with the strictest confidence.

Signature of participant

________________

______________

(Print name)

Witnessed by

________________

(Signature)

______________

(Print name)

(Signature)
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Appendix 8

Interview schedule

Introduction
The purpose of this interview is for you to tell me a little about the RDNS HPP (Frankston
extension) and your thoughts on how it is performing.
Questions
•
•
•
•
•
•
•
•
•
•
•
•

What were your expectations of the HPP program?
Do you feel that the program has achieved its aims? i.e. increased service use by
people experiencing homelessness?
Can you tell me a little about the context of the program, from your perspective as a
key stakeholder?
What has your role in the program been? If so what is the role, and how have you
contributed?
What is your understanding of the assumptions underlying the program?
What is your relationship like with the RDNS CHN?
Do you think your organisation has the capacity to implement the program models
and activities if the position was no longer funded?
Does your organisation have the infrastructure and workforce capacity to be involved
with the program?
If no, can you suggest other forms of funding or resource sources?
What are the challenges/barriers or enablers in the context of the program?
Do you have any further comments?
Thank you for taking the time to participate in this interview.
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Appendix 9

Service mapping for Frankston

Appendix 9 Table 20
and surrounds

Services that can be accessed by People experiencing (or at risk of) homelessness in Frankston

Organisation name
Contact details
Overseeing organisational networks:
Frankston-Mornington
Peninsula Medicare Local

Notes

Frankston City Council

Address: PO Box 490, Frankston 3199
Phone: 1300 322 322 http://www.frankston.vic.gov.au/Home
Coordinating Services – to facilitate access to services for Homeless:
Centrelink - Social Worker
DoSS
Salvation Army PYFS
Address: 37 Ross Smith Avenue East, Frankston, Vic, 3199
(peninsula youth and family
Phone :(03) 9784 5000
services )
8:30am - 5:30pm Monday – Friday
http://www.salvationarmy.org.au/en/Find-Us/Victoria/pyfs/Crisisand-Support-Services/

Note: Frankston-Mornington Peninsula Medicare Local has now
been superseded by the Southern Eastern Melbourne Primary
Healthcare Network.

Crisis and support centre
Crisis outreach program
Transitional Support program

HARP Nurse
Peninsula Health

HARP access worker 1300 665 781
http://www.peninsulahealth.org.au/services/peninsula-healthcommunity-health/complex-care/

MI Health – Peninsula Health
based in Mornington, including
Frankston-Mornington
community connection
program
City Life

Phone: 1300 665 781 or Fax 03 9787 9954 and ask to speak to
ACCESS http://www.peninsulahealth.org.au/services/peninsulahealth-community-health/homeless-outreach/

Provide outreach to people experiencing homelessness

Phone: 9770 0660 http://www.citylife.net.au/

Community care centre

Community Support Frankston

Address: 35 Beach Street, Frankston, Victoria 3199
Email: manager@frankston.net
Phone: 9784 1502 www.frankston.net

Youth Central (was called
Frankston Youth Resource
Centre (FYRC))

Address: 60a Playne Street (Next to Frankston Library) Frankston
Phone: (03) 9768 1366
Email: youthcentral@frankston.vic.gov.au
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Organisation name
Peninsula Support
Services/Housing Network

Contact details
Address: 23 - 25 Yuilles Road, Mornington, Victoria, 3931.
Phone: 03 5970 5000 http://www.mentisassist.org.au/

Crisis Accommodation – none available previously.... Housing services in general:
Fusion Youth Housing Service
Mount Martha phone: 5974 1442
http://www.fusion.org.au/centres/victoria/mornington/
Peninsula Youth & Family
Services – don’t have crisis
accommodation but try and
find and support.
Note: PPYFS is now called
SalvoCare eastern
Hanover – service always
accessed through PYFS –
limited service scored on needs
basis

Frankston phone: 9784 5050
Rosebud phone: 5986 7122
www.salvationarmy.org.au

WAYSS – Women’s
Transitional & Family Violence
Service - domestic violence
Southern Housing and
Support Services Networker –
enter service through WAYSS
(see above) – domestic
violence
Dept of Human Services/Dept
of Housing

Frankston phone: 9770 2867
www.wayssltd.org.au

Peninsula health, PYFS and
PSS (SalvoCare Eastern and
Mentis Assist)

Dandenong phone: 9792 0750
www.hanover.org.au

Notes
Note: Peninsula Support Services has changed its name to
Mentis Assist.
Crisis accommodation for young people experiencing
homelessness for 6-8wk - target15-21yo. Case worker provided;
help towards life goals within a community setting.
Provides access to crisis counselling, support,
assessment, advocacy & referral, specialises
in working with individuals & families in crisis,
as they often have support needs & multiple
needs
Hanover provides crisis and transitional accommodation and a
range of support services to people experiencing homelessness.
Service provides information and support, connect with
employment and training opportunities, and advise on financial
and legal issues.
Most go through Opening Doors network, co-ordinating support
to people experiencing homelessness.
WAYSS is an agent for Housing Establish
Fund, financial assistance for rent in arrears.
SHASP: Advocacy and support for clients in
Office of Housing properties.
Rent in advance

Phone: 1300 650 172
Address: Nepean Highway, Frankston
www.housing.vic.ov.au

If you are homeless or at risk of homelessness, you can apply for
public housing. Bond assistance.
Provided with application but no assistance. Bond required. No
crisis accommodation long waiting list.
Working together to help people with mental health and
housing issues.

Breaking the cycle program
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Organisation name
Contact details
Medical Care
Frankston and Rosebud Hospital Emergency Departments

Notes
Frankston Hospital Switch (ask for Emergency Department):
9784 7777
Rosebud Hospital Ph: (03) 5986 0666 Fax: (03) 5986 7589
10 bulk billing medical services located in Frankston,
2 in Seaford and
2 in Carrum Downs.
( Frankston Community Support & Information Centre. Medical
Services http://www.frankston.net/medical.htm (Accessed 4th
July, 2014)

Bulk billing General
Practitioners (GPs),

Metropolitan Ambulance Services phone: 000, ask for ambulance service
Peninsula Health Community
Health

Rosebud phone: 5986 9250
Mornington phone: 5970 2000
Hastings phone: 5971 9100

Aims to keep people active & healthy as well as providing
treatment & advice to help people regain their health Includes
Pregnancy support

Frankston Community Health Service – Allied Health Services and
Peninsula Allied Health Service
Davey Street clinic – GP,
47-49 Davey St, Frankston, VIC, 3199
‘mental health friendly’
Mental Health and dentist
Mental Health Services - Frankston City Mental Health Services do not currently have a specialist service that targets homeless people with a mental health issues
Peninsula Health Mental
Phone triage on 1300 792 977 24 hours per day 7days per week
Health Services
to access mental health services.
Peninsula Support Services
(now Mentis Assist)

Frankston
Mornington phone: 5970 5000
http://www.mentisassist.org.au/

Provides a safe, supportive & encouraging
environment with a range of programs including social
recreation, personal development & rehabilitation programs.
Assertive outreach program
‘mental health friendly’

Address: 62 Playne Street, Frankston (next to Frankston Library)
Phone: 03 9769 6419
Fax: 03 9770 5688

Headspace Frankston provides young people with access to:
GP's (doctors)
Intake and assessment workers (we help work out what support
you need)
Youth workers
Counsellors
Other services you may need (drug and alcohol, employment,
education etc.)

Frankston North Men’s Shed
Headspace – for young people

http://www.headspace.org.au/headspace-centres/headspacefrankston
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Organisation name
Mental Illness Fellowship

Contact details
Partners in Recovery phone: 9784 6800
www.mifellowship.org

Notes
South Eastern Melbourne PHN has taken over the running of PIR
for FMP phone: 1300 331 981

Pharmacy Services
Community Pharmacy
Frankston

Address: 3 Wells Street Frankston
Phone: 9783 1998

‘mental health friendly’
‘drug use friendly’ methodone program

Dental Services
Peninsula Health Service Frankston Dental Clinic

Walk in service 8.30-9.00 am,
Outreach service for homeless clients @ City Life

Public dental service in Frankston, providing 4 school dental
chairs, 4 general dental chairs and one for gerodontics.

Other allied Health
Peninsula Health
Drug and alcohol issues
YSAS – youth substance abuse
service

http://www.peninsulahealth.org.au/services/services-a-e/alliedhealth/
Address: 62 Playne Street, Frankston Vic 3199
Phone: +61 3 9770 5622
Fax: +61 3 9770 5688
24hour free Youth Drug and Alcohol advice: 1800 458 685
http://www.ysas.org.au/ysas-frankston

YSAS Youth Outreach
YSAS Youth Support Service
YSAS Support for Young Parents
Access to primary health services through headspace Frankston
In addition, YSAS is the lead agency for headspace Frankston,
working in partnership with a variety of agencies to provide
general health and mental health service system spanning a
network of GPs, mental health, drug and alcohol and vocational
support services under the one roof.

PenDAP - Peninsula Drug &
Alcohol Program Youth
Services

Intake Worker phone: 9784 8100
www.peninsulahealth.org

Odyssey House, FrankstonMornington Peninsula
St. Chads Anglican Church

FaMDAS phone: 1300 665 781

Youth counselling, Peer Support Groups,
Youth Outreach Support, & Supported
Accommodation Program & Needle Syringe
Program.
Providers of accessible drug and alcohol intervention services to
homeless people in Frankston City
Church Group

Address: 12-14 Thames Promenade, Chelsea 3196.
Phone: 9772 1251
Maternal and Child Health Services
Frankston City Council organised appt with Maternal
&Child Health Service through
Frankston hospital.
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Organisation name
Contact details
Domestic and Sexual Violence
Domestic Violence crisis
Toll Free phone: 1800 015 188
service
www.wdvcs.org.au

Victorian State-wide service for women experiencing violence
& abuse from a partner, ex-partner, a family member or friend.

PYFS
( Peninsula youth and family
services)

Address: 37 Ross Smith Avenue East, Frankston, Vic, 3199
Phone :(03) 9784 5000 8:30am - 5:30pm Monday – Friday
http://www.salvationarmy.org.au/en/Find-Us/Victoria/pyfs/Crisisand-Support-Services/
Mornington Peninsula phone: 59719454
www.goodshepvic.org.au
Seaford PenSAC
1 Hartnett Drive, Seaford
Rosebud Community Information and Support Service
878 Point Nepean Road, Rosebud

Provide support because of abuse and violence related to
domestic or family violence,
Provided support for incest and sexual abuse

Frankston phone: 9781 4658
www.wayssltd.org.au

Provides a case management approach to
individualised support plans for women and children,
information, advocacy or referral to appropriate services,
including accommodation options

Address: 35 Beach Street, Frankston
Phone: (03) 9783 7284
Fax: (03) 9783 7731

The Centre can provide guidance to access legal.
http://www.frankston.net/legal.htm

Frankston phone: 9783 3600
Address: 441 Nepean Hwy, Frankston
North Frankston phone: 9786 6980
Address: 2A Candlebark Crescent, North Frankston.
http://pclc.org.au/
http://www.frankston.net/Legal_Assistance.pdf
www.communitylaw.org.au
Outreach worker – S-E Region Rooming Houses
Phone: 9784 5222
Address: O’Grady Ave and Dandenong Rd, Frankston.

PCLC is a free legal service & provides initial legal advice &
information on most legal matters.
Ongoing casework assistance, including court representation, is
provided in line with the Centre's
Advice and Casework Guidelines.
Also provides a Young Renters Program

Mornington Peninsula
domestic violence services
South Eastern Centre Against
Sexual Assault
SECASA
WAYSS Women’s Transitional
& Family
Violence Service
Legal services
Community Support Frankston

Peninsula Community Legal
Centre

Victoria Legal Aid (Frankston
branch)
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Support to young women & children experiencing domestic
violence
Sexual assault & family violence counselling
Tuesday & Fridays two workers available
www.secasa.com.au

This office specialises in criminal law, family breakdown, and
family violence and civil law matters. Appointments are usually
necessary; give 24 hour notice if cancelling appointment. Advice
without an appointment:
Monday 1:30pm ― 4:00pm and
Friday 10:00am ― 12:30pm

129

LC LSIC Inquiry into Homelessness
submission 269

Organisation name
James Dowling and Assoc.
Youth Law
Nutrition
City Life Café

Contact details
No contact details
Melbourne phone: 9611 2412
www.youthlaw.asn.au

Notes
Legal Aid
Provides free & confidential legal advice, information &
casework services to young people up to the age of 25 years.
Also programs on rights & responsibilities, advice & information.

Address: 10-12 Clyde Street, (Balmoral Lane), Frankston
Phone; 9770 0660

Mon, Wed, Thurs & Friday. Meals only.
Coffee and cake Friday: 10:30am - 1:30pm.
Hot cooked lunch served Friday at 12:00pm (on the dot) until
1:00pm (gold coin donation).
Monday, Tuesday, Wednesday, Friday: 9:00am ― 4:00pm
Thursday: 1:00pm ― 4:00pm
Subject to CSF assessment of financial crisis, help may be
provided in the form of overnight groceries and assistance
obtaining other basic living essentials. An appointment is
recommended and supporting documentation must be brought
to the interview.

Community Support Frankston

Address: 35 Beach St, Frankston
Phone: 9783 7284

Frankston Churches
Community Breakfast
St Paul's Church Hall

Address: High St, Frankston (beside football oval)

Monday - Saturday 7:00 - 8:30am
For people who are homeless, unemployed, pensioners or
anyone suffering from hardship or loneliness.

Chelsea Church of Christ

Address: 3 Blantyre Ave, Chelsea

Matt's Place
St Chad's Church

Address: 12-14 Thames Prom, Chelsea

Salvation Army (now
SalvoCare Eastern) ―
Frankston North residents
only
Salvation Army Crisis Centre

Address: 17 Forest Drive, Frankston North
Phone: 9776 8456

Community Breakfast
Wednesday 8:30am - 10:00am
11:30am — 1:00pm
Free hot cooked lunch served Tuesdays for homeless, lonely or
disadvantaged people.
Wednesday and Friday 10:00am ― 12 noon
To arrange an appointment please leave a message on the
answering machine Monday or Tuesday.

Society of St. Vincent de Paul

Address: Ross Smith Ave, Frankston
Phone: 9784 5050 in an emergency.
Phone: 9769 6060

now SalvoCare Eastern

Skye residents ring the Cranbourne office on 5996 3926.
All other areas phone: 1300 305 330.
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Catholic volunteer organisation workers visit the client's home
and assess the level of assistance needed. Available to
Frankston, Frankston North, Langwarrin and Seaford residents
(up to Armstrongs Rd) and Carrum Downs residents west of
McCormicks Rd.

130

LC LSIC Inquiry into Homelessness
submission 269

Organisation name
Pantry 5000
St Aidan's Church Hall

Contact details
Address: Cnr Poulson St and McLeod Rd Carrum
Phone Parish office: 9772 1251

Second Bite Program:
St Mark’s Uniting Church

Address: Cnr Waterloo Pl & Barkly St, Mornington

Second Bite Community
Supermarket: Salvation Army –
Carrum Downs
Peninsula Christian Care

Address: 2a Firth Close, Carrum Downs

St Lukes

Address: 72 McMahons Rd, Frankston VIC 3199
Phone: 9783 1561

Indigenous health care
NGWALA

Peninsula Health Community
Health
Mornington Peninsula Shire
CALD Services
Centre for Multi-Cultural Youth

Address: 250 Frankston-Flinders Road, Frankston
Phone: 5971 4877

Notes
To receive a hamper you need:
Current Health Care card
Support Agency referral
Interview so staff can provide the level of food support you
need
Wednesdays 9:30 – 1:00pm
Free fresh food donated by farmers, wholesalers, markets and
supermarkets.
Thursdays 11:30am
Free fresh food donated by farmers, wholesalers, markets and
supermarkets.
Tuesdays 12 noon
Frankston and Baxter residents.
Food Pantry 10.00am – 2.00pm Tuesday. Basic food relief
10.00am – 4.00pm Tuesday to Thursday

Head office phone: 9510 3233
www.ngwala.org

Aboriginal gathering place.
Ngwala is staffed by a team of professionals including alcohol &
drug counsellors, social workers, family support workers & youth
workers.

Frankston phone: 9784 8100
www.peninsulahealth.org.au
Glenys Watts phone: 5950 1738
www.mornpen.vic.gov.au

Help the services that work with the Koori community to provide
culturally suitable services.
Aboriginal Support & Development Team was established to
support cultural diversity across the Shire, & to ensure equitable
access

South east region phone: 9794 0057
www.cmy.net.au/Home

Programs, projects & policy initiatives aimed at enhancing the
life opportunities of young people from culturally diverse
backgrounds.
Assist newly arrived refugee & humanitarian entrants who are
living in poverty across Victoria through a range of state wide
services

New Hope Migrant & Refugee
Centre

Frankston phone: 8781 5911
www.newhope.asn.au/home

Peninsula Health Community
Health

Frankston phone: 9784 8100
www.peninsulahealth.org.au
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Organisation name
External Networks
Mornington Peninsula Shire
Frankston Council HACC
programs

Contact details

Notes

1300 850 600 (24 hours) or 5950 1000
Intake Officer phone 03 9784 1933
Fax 03 9784 1770 Email intake@frankston.vic.gov.au

Developed by Rajna Ogrin and Dianne Goeman as part of the Extension of RDNS Homeless Persons’ Program to Frankston, funded by
Gandel Philanthropy, with contributions from the region stakeholders and acknowledgements to Frankston Mornington Peninsula Medicare
Local, Peninsula Youth and Family Services, RDNS and Frankston City Council. Details correct as of 15 October 2014.
Royal District Nursing Service (RDNS). 31 Alma Road, St Kilda, Victoria 3182. RDNS Institute Phone: 03 9536 5322. Webpage:
http://www.rdns.com.au/research
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Appendix 10 Frankston HPP Advisory Committee membership and
collaborative activities
The following stakeholders comprised membership of the Frankston HPP Advisory
Committee:
RDNS Homeless Persons’ Program
RDNS Institute
Gandel Philanthropy
City Life
Frankston–Mornington Peninsula Medicare Local
Southern Homelessness Networker
Homegound
Peninsula Health
Frankston City Council
Mornington Peninsula Shire Council
MI Health
Salvation Army Peninsula Youth & Family Services (PYFS)
Frankston Community Information and Support
Peninsula Community Mental Health Service – Davey St Clinic Frankston
Peninsula Support Services
Frankston Police – Community Team
Centrelink
Consumer representatives have been approached by City Life for a Consumer
Advisory Group.
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Appendix 10
Meeting
number

Table 21

Date of
Frankston
RDNS HPP
Steering
Committee
meeting

Evidence for development of collaborative networks between Frankston RDNS HPP and other services.

Collaborative networks/activities

CHN
RDNS HPP Management
RDNS HPP Manager
Evaluation
Collaboration with services including the Frankston Connect day funded by the govt held earlier in 2013 was discussed. Unfortunately no
future funding was available. It was suggested that community groups take lead responsibility to oversee a working group for the
continuation of a future Frankston Connect Program. Council may have the potential to sit with an established working group.
RDNS HPP does not have the capacity to undertake this, but could offer support and expertise to another Frankston Connect event with an
established committee, such as a homeless network meeting for Community Grants funding

1

Oct 2013

2

Dec 2013

Other services
College of Optometry
(established as of Oct 2013, to
commence Feb 2014 monthly
on Thursdays, City Life to
advertise)
CentreLink - have been able to
successfully secure a Disability
Pension for one client
SalvoCare Eastern (formerly
Peninsula youth and Family
Services) – CHN providing health
assessments for rooming house
residents on a weekly basis
Regional committees**
Food Alliance
Smoking Cessation Alliance with
Peninsula Health Services and
Quit Aboriginal women
Other

Regional committees**
Housing Alliance
Mental Health Alliance
Regional forums**
Peninsula Housing and
Homelessness Alliance Forum.
Peninsula Medicare Local Forum
on Health and Homelessness.
Rooming House Network
meetings in view of a rooming
house closure in Frankston
Other

3

Mar 2014

Newly established*
Partners in Recovery (Steering
Committee)

Newly established*
Regional committees
Housing and Health
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RDNS HPP is a wrap around
service.
The Police Ambulance Clinical

134

Service mapping in Frankston
area, identification of gaps in
service delivery
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Meeting
number

4

Date of
Frankston
RDNS HPP
Steering
Committee
meeting

May 2014

Collaborative networks/activities

CHN
Peninsula Legal Services –
working collaboratively with
SalvoCare Eastern and
CentreLink in accessing rooming
houses
Regional committees
Food Alliance
Notable client successes
Primary homeless client with
complex needs who was on the
New Start scheme and now in
receipt of the Disability pension
A long-term homeless client of
over 20 years now in housing
and being supported by CHN
Other
Attending other meal programs
across Frankston area in
addition to dinners and clinic at
City Life

RDNS HPP Management

RDNS HPP Manager
Early Response (PACER) model
was discussed, which aims to
specifically address Mental
Illness in vulnerable clients who
would otherwise present to the
Emergency Department. The
RDNS HPP Manager will be
contacting the Frankston
Emergency Dept regarding HPP
involvement with the
initiative. HPP continuously
looking at how to best work with
the most vulnerable in the
community.

Newly established*
Pregnancy Assist – assisting
vulnerable mothers experiencing
homelessness (welfare, health
and child protection)
Private consultant Psychiatrist –
enables clients who might not
meet the Public Mental Health
Criteria to receive mental health
care
Regional committees

Newly established*
Regional committees
Emergency Relief and Food
Alliance
Seaford Caravan Park closure
working group
Frankston Housing Reference
Group
Medicare Locals Health Housing
and Homelessness working
party

Newly established*
New CHN position to work with
PACER team. Funding for
position through FrankstonMornington Medicare Local and
will be co-located at SalvoCare
eastern
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Meeting
number

5

Date of
Frankston
RDNS HPP
Steering
Committee
meeting

Jul 2014

Collaborative networks/activities

CHN
Emergency Relief and Food
Alliance
Seaford Caravan Park closure
working group
Notable client successes
Client who had received no
CentreLink support since 2007
now in receipt of the Disability
pension
Only one client has required
financial assistance for new
glasses through collaboration
with College of Optometry
Clients attending meal
programs actively seeking out
assistance and support from the
CHN

RDNS HPP Management

RDNS HPP Manager

Evaluation

Newly established*
Community Support Frankston
Breaking the Cycle (potential
impact on how CHN delivers
services)
Other
Medicare Local focus group with
people experiencing
homelessness attended
Client Flu vaccinations
coordinated and done, 45
clients received a vaccination
Visited clients residing in
caravan parks

Established committee
involvement continuing

RDNS HPP Manager advised
that a directory currently exists
for general homelessness
services –’Helping Out booklet’
which is distributed by the
Melbourne City Council.
Information sharing – Mental
Health and Drug sector reform
changes to be discussed

RDNS institute evaluators
continue to be involved in the
collection of information and
regarding the working groups
which includes Medicare Locals
evaluation focus group with Dr
Kylie Morgan funded by
Medicare Locals which evolved
from the Medicare Local Health
and Homelessness forum in
2013
Service, mapping in Frankston
continues, involvement of
Frankston City Council in
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Meeting
number

6

Date of
Frankston
RDNS HPP
Steering
Committee
meeting

Oct 2014

Collaborative networks/activities

CHN
Seeking to involve consultant
pharmacists to educate GPs on
psychotropic medications and
smoking cessation strategies

RDNS HPP Management

RDNS HPP Manager

Newly established*
Community Garden at
Frankston Rotary’s Community
Gardens in Joy St (8 clients
involved)
Pets in the Park to commence
26 October, will be held monthly
– established in collaboration
with Frankston Heights
Veterinary Service, Frankston
City Council, Community
Support Frankston and
SalvoCare Eastern
Private clinical Psychologist

Established committee
involvement continuing

Newly established*
CHN position that was to work
with PACER now relocated to
SalvoCare eastern offices in
Rosebud
Position will now address needs
of clients in Rosebud area
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Evaluation
seeking to establish broader
services
Resource development
RDNS have a current service
resourcing list for Homeless
individuals in Frankston. RDNS
will be responsible for this and
add to it as required
This resource will be forwarded
to Advisory Group members,
active input will be encouraged
as this is intended to be a living
document and therefore reflect
any changes over time
Discussion regarding the
Homeless Diversity Plan for
clients over 65 accessing
services including dental services
Service, mapping in Frankston
continues and resource
acknowledged as useful
resource
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Meeting
number

Date of
Frankston
RDNS HPP
Steering
Committee
meeting

Collaborative networks/activities

CHN
engaged as well as consultant
Psychiatrist
Community pharmacy now
providing free Webster packs to
clients on a weekly basis

RDNS HPP Management

7

Feb 2015

Newly established*
Seaford caravan park is going to
remain open – CHN discussing
with park manager about
outreaching clients who live
there
Pets in the Park now receiving
10 new referrals per month,
Frankston City Council Senior
ranger now attending as well
Community garden now
established at Joy St – 5 clients
continued to attend and water
garden whilst CHN on leave
Food Alliance committee has
donated $150 towards
promoting fruit and vegetables
at City Life meal programs
Other
CHN looking into establishing a
lawn bowls group for socially
isolated clients

Newly established*
Regional committees
Mental Health Community
Services working group
RDNS HPP have [provided input
into the ‘Map of Medicine’
referral pathway resource being
established through FrankstonMornington Peninsula Medicare
Local - smoking cessation,
diabetes, drug and alcohol,
depression and anxiety service
pathways are now available

8

Jul 2015

Newly established*
One Voice shower program to
commence at end of July

Newly established*
Regional committees
Peninsula Housing Network
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RDNS HPP Manager

Evaluation

Diagram showing how CHN has
connected with other services in
Frankston area distributed to
Advisory committee

Newly established*
CHN position co-located with
SalvoCare eastern offices in
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Meeting
number

9

Date of
Frankston
RDNS HPP
Steering
Committee
meeting

Nov 2015

Collaborative networks/activities

CHN
CHN to start outreaching to
Frankston North Community
Centre
Rooming house outreach now
monthly
CHN has provided education on
homelessness and its impacts to
Pregnancy staff and volunteers
CHN has assisted Frankston City
Council in establishing
connections with Kindred
Clubhouse, Rapid Relief, One
Voice and Bunnings
Ceased connections
Due to changes at CentreLink
the social worker is no longer
able to attend outreach at City
Life clinic – however, person is
still contactable through formal
CentreLink channels

RDNS HPP Management
Frankston Homelessness
Network

Newly established*
CHN has been involved in
establishing a food pantry
group with a local Church
Notable client successes
80 – 90% of Optometry
appointments made are attend
by clients
Pets in the Park now has 35 – 40
pets being attended to every
month – Frankston City Council

Evaluation RDNS Homeless Persons Program: Frankston Extension

RDNS HPP Manager
Rosebud is continuing with
funding through Partners in
recovery
Homelessness Prevention Week
activities to be held outside City
Life on 3rg August, many
organisations and services will
be involved and there on the
day

Newly established*
The Frankston Homelessness
Network and Peninsula Housing
Networks are amalgamating
Concern raised by workers on
how strong advocacy can be
developed with an emphasis on
lack of housing options
(including crisis
accommodation) in the area
and the impact of unregistered
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Meeting
number

Date of
Frankston
RDNS HPP
Steering
Committee
meeting

Collaborative networks/activities

CHN
continues to provide a high-level
of support
The rooming house project with
Peninsula Legal Services
continues to be very successful
Other
CHN approached by 9 year old
boy who donated 100 pairs of
socks to HPP – there is a Face
Book page for this venture
called ‘2 pairs each’. To date
2500 socks have been donated
through this boy’s efforts

RDNS HPP Management

RDNS HPP Manager
rooming houses and a decrease
in caravan parks will impact on
homelessness in region
Frankston City Council is
strongly advocating for the
Frankston HPP CHN role to be
continued after funding from
Gandel expires

Evaluation

* For the purpose of clarity and to demonstrate collaborative activity change over time connections established previously are continuing.
Therefore for each Steering Committee meeting held only new connections are added. The only exception is if a connection ceases, if this
happens then this will be captured under the heading ‘ceased connections’. Collaborative activities are connections with other services and
representation on regional committees and forums.
** Attendance at committees and forums dependent on time and availability of either RDNS HPP Manager, Management or CHN.
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Appendix 11

Healthcare delivery from a wellbeing perspective

Delivering health care with a focus on wellbeing assumes that people have the capacity to
actively participate (at whatever level they are able) to improve their overall health and
make choices that will improve their quality of life (93). To achieve wellness or wellbeing
involves ‘... thinking and working in a way that builds a person’s capacity to live as
independently and autonomously as possible’ (94).

The wellbeing approach to health: (93, 94)
•
•
•
•
•
•
•
•

looks at people’s needs from a holistic perspective, considering their strengths and
abilities as well as difficulties experienced
reinforces the move away from a paternalistic approach to one that enables greater
consumer involvement, engagement and self‐direction through setting of
personalised life goals and outcomes
distinguishes the person’s needs and goals from that of the service and places these
at the centre of planning and support
places an importance on person-centred thinking, assessments and planning
responses
ensures that support provided is in partnership with the person
reinforces the person’s abilities and works to supplement these, not subsume them
highlights the importance of participation and social and community connections
recognises that people’s needs fluctuate over time and there are often significant
opportunities for improving capacity with the right support at the right time.

Wellness (wellbeing) has numerous dimensions that collectively enhance or hinder the
state of health or wellness experienced (Appendix 9 Figure 15). Wellness is not achieved
by simply addressing one or two of the dimensions. Delivering services within a wellness
framework is not only about maintaining the level of health and wellness; wellness
encourages independence and improvement and deviates from emphasising illness or
dependence (51). A wellness approach to care involves reorienting the practice of people
involved in the delivery and management of care services, to be able to respond and tailor
those services to individual needs and goals (94). Crucially though, a wellbeing approach
to health places value on addressing issues using social inclusion and its effects upon the
overall health status and quality of life for individuals (93).
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Appendix 11

Figure 15

Dimensions wellness/wellbeing
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