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Inquiry into Homelessness in Victoria –
Joint submission from the Boroondara and Manningham Housing
and Homelessness Network
Parliamentary Inquiry into Homelessness
We welcome the Legislative Council’s Legal and Social Issues Committee’s inquiry into
homelessness in Victoria.
The Boroondara and Manningham Housing and Homelessness Network (BMHHN) was
established in early February 2015. It operates as a regular stakeholder forum of agencies
and consumer representation in Boroondara and Manningham. It acts as a platform in
influencing change for people’s experiences on housing and homelessness. The network
exists to:
 Share resources and information on housing and homelessness issues in the Cities of
Boroondara and Manningham.
 Advocate on issues of homelessness, rooming houses and social housing.
 Collaboratively work on projects and provide advice on issues related to housing and
homelessness in Boroondara and Manningham.
 Provide an opportunity for local organisations to support one another, as well as
supporting those workers who deliver work in isolation.
The network is made up of workers who are involved in the prevention of homelessness via
direct program and/or service delivery and advocacy in the cities of Boroondara and
Manningham within the housing and homeless sector. Consumer representation from
Council to Homeless Persons Peer Education Support Program forms a vital part of network
membership.
A list of current membership is included as an appendix 1.
Data was collected in two ways. First from agency network members via a survey featuring
open ended questions. Some agencies also provided local data. Secondly we created some
questions in partnership with Council to Homeless Persons lived experience members.
These questions then were asked via peer to peer interviews of our clients at a couple of
group events, to hear their experiences on homelessness and some solutions to the issue.
Together the data collected is included in this submission.
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Terms of Reference 1: Provide an independent analysis of the changing scale and
nature of homelessness across Victoria.

Rates of homelessness in the Cities of Boroondara and Manningham

There are many reasons as to why people become homeless and usually more than one
reason occurs. As described by a survey respondent, ‘homelessness can happen to anyone
for lots of different reasons.’ Homelessness as stated by clients of our services, is a ‘lack of
access to safe, secure accommodation.’ ‘It is also when someone has no place to call home.’
People’s experiences of homelessness involve isolation, separation, difficulty to access
services due to no permanent address and they can feel constantly vulnerable.
In Manningham there has been a slight increase in homelessness. Census data estimating
homelessness in 2011 found there were 206 people experiencing homelessness. This
increased to 219 people in 2016 (ABS, 2016).
Homelessness has increased more so in Boroondara. There were 426 people who were
homeless on the night of the 2016 census. This is an increase of 11% on the number of
people identified as homeless in 2011 (383). Boroondara recorded the second largest rise
(11.2%) in the Eastern Metropolitan Region (EMR).
In 2009, the City of Boroondara (CoB) in partnership with SalvoCare Eastern, developed a
Homelessness Protocol. This provides staff at CoB with a framework for how to respond to
reports of primary homelessness or rough sleeping. As part of the protocol, SalvoCare
Eastern provides staff to conduct an assertive outreach service to people who are reported
as sleeping rough within the municipality. While offering this service, in the EMR, SalvoCare
Eastern is not funded to provide assertive outreach. Our clients tell us that services can
better support them, by providing outreach workers as they find it hard to access services.
In addition to this, providing services in the one accessible local area is not only convenient,
but extremely helpful to the clients.
Recommendation 1: Provide outreach funding for homelessness services in the Inner East
of Melbourne.
In 2018, CoB received 143 reports of people experiencing primary homelessness, compared
to 76 reports in 2017 and 64 in 2016. It is important to note that each report to Council may
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not indicate a single incidence of homelessness as multiple reports can be received for any
one location. Single adult males with complex support needs are most frequently reported
as sleeping rough in the municipality.
Program data from the Salvation Army Homelessness Services, the ‘Opening Doors’ agency
servicing Manningham, reveals a 17% increase in service provision between 2016/17 to
2018/19 for the Manningham area. Current 2019/20 data suggests that service demand is
increasing still. Opening Doors is a place-based approach to better coordination among
homelessness services at the local level, to enable people in crisis to quickly and simply
access homelessness services, and receive a service that responds to their needs.
Across the municipalities of Boroondara and Manningham, there is an underreporting of
homelessness. Agencies anecdotally report that when housing or homelessness is not the
core business of the organisation, staff do not record a client as being homeless or at risk of
homelessness. In one organisation, of 7,425 clients seen in 2018-19, only 42 were recorded
as being homeless. This under report is largely due to the misconception that the only form
of homelessness is rough sleeping. Staff also report that they don’t ask about homelessness
because they don’t have the resources to address the issue.
Analysis of data collected in Melbourne’s east and south shows that women and children,
and young people are the most common clients of homelessness services. This is consistent
with data trends in Boroondara and Manningham. Feedback from services who responded
to the BMHHN survey showed that most clients have completed secondary education with
few also having a tertiary degree. Services are experiencing a mix of clients who present as
homeless. This includes rough sleepers, rooming house residents, couch surfers and those
living in their car.
In Boroondara and Manningham the number of men presenting to specialist homelessness
services identifying as homeless is marginally higher than women. Whereas the figures for
Monash and Whitehorse show women are marginally higher.
Frequently, when services refer for risk of homelessness, a higher proportion of females are
recorded, many of whom are escaping domestic or family violence.
CoB provides support, information and referral to young people as part of their generalist
youth services program. Since July 2018, 14 young people referred to this service have
identified as experiencing homelessness or couch surfing. This figure is not representative of
the extent of youth homelessness in Boroondara. Overall most services are experiencing an
increase in service demand within the last five years.
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In addition to homelessness, most clients are also presenting with mental health issues.
Other needs include physical health, transport issues, food assistance, script assistance,
disabilities, family violence, social isolation, alcohol and other drugs, family counselling,
financial counselling and accessing more than one service from Access Health and
Community (AccessHC). One service provider commented that ‘mental health is the key
support that is required. Many clients have undiagnosed or misdiagnosed conditions which
make tenancy management a delicate and complex process in trying to assist them in
getting support while also trying to maintain a high standard of property [they] offer.’
Recommendation 2: Increase funding and capacity for mental health services to meet the
growing demand of clients.
From peer to peer interviews with our clients, some general comments from our clients
related to services. These include:
 ‘Have more qualified people that have experience family sexual abuse and trauma.’
 ‘They do the best they can with what they have.’
 ‘Every service wants to help, but sometimes can’t.’
 ‘Need to devote more resources.’

Terms of Reference 2: investigate the many social, economic and policy
factors that impact on homelessness
Reasons for homelessness
According to the Australian Institute of Health and Welfare from their factsheet on
Specialist Homelessness Services in 2018-19 for Victoria, the top three reasons for people
seeking assistance were:
 Family and domestic violence (44%, compared with 38% nationally)



Financial difficulties (44%, compared with 41%)
Housing crisis (37%, compared with 37%).

Drivers of homelessness for Eastern and South Eastern Melbourne are the reliance on
Centrelink income. Approximately 38% of recorded homelessness cases are attributable to
women fleeing family violence, and 76% to inadequate Centrelink support.
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Whilst Manningham and Boroondara have a low SEIFA score for disadvantage, it is evident
that a proportion of our community are struggling with the general cost of housing relative
to income. A lack of affordable housing, a growing need for social housing and the demand
for local homelessness support services are three significant factors contributing to housing
instability and homelessness.
These reasons resonate with the local services. To add to this mental health, alcohol and
other drugs, poor physical health, low educational level, lack of employment options, low
socio-economic level, exiting prison, lack of support networks, lack of secure housing
options and a combination of the above also contribute to housing instability and
homelessness.
The main source of income for clients accessing our local services are on some form of
Centrelink payment. To add to this, some were casually employed and others had no
income.
Clients state that…
 ‘More effective safety nets’ are needed.
 ‘More affordable housing – subsidised public housing; social housing but with safety
net.’











‘Better allocation of resources; fair treatment.’
‘Raise the Newstart Allowance.’
‘There is desperate need for more public housing in locations which have services and
job opportunities. Not sending people off to Moe or other forage [far reaching]
places.’
‘People are paying huge amounts for private rent compared to their earnings.’
‘Raise the pension payments.’
‘Centrelink direct debit of rent – works really well as [this client gambles].’
‘Centrelink payments – not enough.’
‘Stigma on homelessness and services.’
‘Find ways to make private rental more affordable – mixed housing strategy
throughout the city not just at the city edges – consider the British model of mixing
expensive with lower cost housing.’

Recommendation 3: Support the Australian Council of Social Services (ACOSS) Raise the
Rate campaign’s key recommendations of: increase single rates of Newstart, Youth
Allowance and related payments by $95 per week; index allowances in line with wage
movements at least twice per year; increase Commonwealth Rent Assistance by 30% and
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establish a Social Security Commission to advise the parliament on the ongoing adequacy
of income support payments.
Recommendation 4: Increase the number of places for clients accessing family violence
services in the EMR area of Melbourne to meet the increasing demand.

Preventing Homelessness
Homelessness is caused by a multitude of factors some intrinsic to the individual or family
member and many more extrinsic and complex such as intergenerational poverty, racism,
gender inequity and chronic physical and mental illness.
One strategy is to identify risk of homelessness early and address its determinant cause to
allow a person to maintain safe and affordable housing and not transition into
homelessness. Preventing homelessness has significant health and wellbeing benefits for
individuals, families and the economy. The cost to keep someone in housing is much lower
than supporting a person to find and attain new housing. Access Health and Community
developed the Stable Housing Pilot Project between 2014 and 2019 to test whether
intervening in homelessness early led to improved outcomes for clients and families.
The pilot showed that of the 70 referrals received in six months:
 more than half of the clients were spending over 50% of their income on rent or
mortgage payments
 More than 60% of clients were victims of domestic violence or home conflict
 There was a 5:1 ratio of female to male clients
 40% were living in private rental, but receiving government benefits.
At the conclusion of the pilot, 28 of the 70 clients were assessed as being in an improved
position than on their original referral. 16 clients had not improved and 22 had disengaged
or did not attend appointments offered to them. Despite the positive results, this
demonstrates the complexity of the issue. Even if homelessness supports are provided to an
individual, they may still remain at risk of homelessness if the structural determinants of
homelessness aren’t thoroughly addressed.
The Stable Housing Pilot Project has been evaluated and a copy of the evaluation is attached
as an appendix 2.
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Recommendation 5: Provide health and social service agencies with access to a
homelessness screening and referral tool modelled off the Stable Housing Pilot Project.

Terms of Reference 3: identify policies and practices from all levels of government
that have a bearing on delivering services to the homeless.
In order to increase the amount of affordable housing dwellings in the EMR of Melbourne,
inclusionary zoning could be introduced to ensure the planning intervention by government
mandates this.
Introducing mandatory inclusionary zoning at a rate of at least 10% on all surplus
government land and strategic redevelopment sites. This would guarantee a steady supply
of new social and affordable housing across the state.
Inclusionary zoning has been used extensively in places such as San Francisco, London, New
York and Vancouver. Closer to home, South Australia has a mandatory 15% affordable
housing requirement in all significant development projects.
The BMHHN supports the Eastern Affordable Housing Alliance following two
recommendations:
Recommendation 6: Legislate to introduce mandatory inclusionary zoning in Victoria.
Recommendation 7: Deliver at least 11,420 new social housing dwellings in the Eastern
Metropolitan Region by 2036.

The impact of current policies and funding arrangements for homelessness
services
Services stated that ‘lack of affordable housing is the number one issue’ causing their clients
to become homeless in our local government areas. To add to this the ‘amount of the
Newstart Allowance is equal number one or a close second – the amount is cruel and does
not assist people to find work – nor does it provide an incentive to work.’ Another agency
stressed that ‘the Newstart payment is too low for residents to easily afford our services. We
have a Newstart rate but it is a daily struggle for those who live on it, it needs to be raised.’
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One agency stated that ‘increasing funds particularly Housing Establishment Fund (HEF) –
alternate housing option charges continuously increase and the current HEF amount does
not reflect this change. This burdens and minimises the amount of housing options we can
offer.’
In Boroondara and Manningham homelessness is not just people sleeping rough. By
‘changing and overcoming the stereotypes of homeless people’ among the general
community, a greater understanding and awareness can assist in solving the issue.
Recommendation 8: Increase understanding and awareness of the different types of
homelessness among the general community.
Other comments from agencies on working with other services states that we need a better
system in place to house complex clients. ‘Clients are bouncing between different services
due to mental health issues, drugs, financial strain etc. They encounter similar problems at
new services and the issues tend to repeat themselves. We do not have a reliable system of
supporting and housing the itinerant and disruptive clients who have limited capacity to
build a stable home for.’
Services are reporting a lack of housing available to clients with a disability. ‘Mental health
and disability services have limited to no access to housing options which means they
contact our office for housing options.’
A service in Boroondara states that their service works closely with others. ‘We work closely
with other Salvation Army centres, with Camcare, with Access Health and Community and
with other agencies in the area as well as having close connections with domestic violence
and other specialist organisations.’
Recommendation 9: Increase the amount of housing available to clients with disabilities
and poor mental health. Delivery of this housing should be attributed to the appropriate
service provider.

Current Victorian Government policy context for affordable and social
housing
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Currently in the Inner Eastern Melbourne Region of the Eastern Division of the Victorian
Housing Register, there are 1,342 households on the priority access list that are waiting to
move into, or transfer to, a social housing property in the region. A further 998 are on the
register of interest, making a total of 2,340 social housing applicants (DHHS, 2019).
In Boroondara, according to the Department of Health and Human Services Rental Report
for the June quarter of 2019, only 11 advertised new lettings were affordable to households
on Centrelink incomes. The affordability benchmark used by DHHS is that no more than 30%
of gross income is spent on rent.
To address the shortfall of affordable dwellings in Greater Melbourne, there would need to
be approximately 15,000 affordable dwellings produced each year over 10 years. This does
not include population growth (Whitzman, 2019).
A key driver of growing homelessness is rising rents in the private market and an inadequate
supply of social housing (this includes public housing and community managed housing).
Research shows there is a shortage of social housing to meet the current demand from
people on low incomes, including people who are homeless or at risk of homelessness. This
is supported by information gathered as part of the implementation of the Homelessness
Protocol in Boroondara, which found that in many cases people have had previous
experience with the service system, have not been able to access affordable and safe crisis
accommodation and have experienced extended wait times for case management support
and long term housing. This coupled with the presentation of other complex support needs
means that people are remaining homeless and unsupported when sleeping rough.
Both City of Boroondara and Manningham Council continue to advocate for an increase in
social and affordable housing dwellings across the EMR. Council to Homeless Persons also
states there needs to be an increase from the Victorian Government on spending per capita
on social housing to match the national average.
The BMHHN supports the City of Boroondara’s position that to meet current and future
needs, any increase in public housing units as part of the Bills Street redevelopment should
be substantially more than 10%, and a diversity of household types including singles,
couples and families should be accommodated. The social housing to be provided as part of
the redevelopments at Markham and Bills Street should also be public and not community
housing to ensure the housing remains in the control of the Victorian Government in
perpetuity.
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Recommendation 10: The social housing to be provided as part of the redevelopments at
Markham and Bills Street must also be public housing and not community housing to
ensure the housing remains in the control of the Victorian Government in perpetuity.

Recommendations
1. Provide outreach funding for homelessness services in the Inner East of
Melbourne.
2. Increase funding and capacity for mental health services to meet the growing
demand of clients.
3. Support the Australian Council of Social Services (ACOSS) Raise the Rate
campaign’s key recommendations of: increase single rates of Newstart, Youth
Allowance and related payments by $95 per week; index allowances in line with
wage movements at least twice per year; increase Commonwealth Rent Assistance
by 30% and establish a Social Security Commission to advise the parliament on the
ongoing adequacy of income support payments.
4. Increase the number of places for clients accessing family violence services in the
EMR area of Melbourne to meet the increasing demand.
5. Provide health and social service agencies with access to a homelessness screening
and referral tool modelled off the Stable Housing Pilot Project.
6. Legislate to introduce mandatory inclusionary zoning in Victoria.
7. Deliver at least 11,420 new social housing dwellings in the Eastern Metropolitan
Region by 2036.
8. Increase understanding and awareness of the different types of homelessness
among the general community.
9. Increase the amount of housing available to clients with disabilities and poor
mental health. Delivery of this housing should be attributed to the appropriate
service provider.
10. The social housing to be provided as part of the redevelopments at Markham and
Bills Street must also be public housing and not community housing to ensure the
housing remains in the control of the Victorian Government in perpetuity.
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Appendix 1: Membership of the Boroondara and Manningham
Housing and Homelessness Network
Current Membership includes, but is not limited to staff members from the following
agencies:
 Access Health and Community
 Bolton Clarke Homeless Persons Program
 Camcare
 Centrelink
 City of Boroondara
 Council to Homeless - Persons Peer Education Support Persons member
 Eastern Community Legal Centre
 Haven Home Safe
 JobCo
 Kew Uniting Church - Boroondara Community Outreach
 Manningham City Council
 Neami National
 Neighbourhood Houses in Boroondara and Manningham
 Camberwell Salvation Army
 SalvoCare Eastern
 Servants Community Housing
 Swinburne University
 Uniting Harrison and
 YMCA Community Recreation Outreach Program.
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Appendix 2: Evaluation of the Stable Housing Pilot Project August 2019
See attached report.
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Evaluation of the Stable Housing Pilot
Project

August 2019

Ms. Emma Riseley
Dr. Andrew Joyce
Dr. Kiros Hiruy
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ABOUT THIS REPORT
This report was commissioned by Access Health and Community (AccessHC) to evaluate the Stable
Housing Pilot Project. The Stable Housing Pilot Project involves the implementation and evaluation of
the At Risk of Homelessness Screening Tool which aims to identify homelessness before it occurs. In
partnership with Uniting Harrison, SalvoCare Eastern, Launch Housing, Council to Homeless Persons
and the Department of Health and Human Services, AccessHC piloted this tool from August 2018 to
March 2019 in various health or social service agencies throughout the cities of Boroondara,
Manningham, and Yarra. This report first describes the current climate of homelessness services in
Australia, with a focus on primary prevention, before evaluating the outcomes of the pilot.

CENTRE FOR SOCIAL IMPACT SWINBURNE
The Centre for Social Impact (CSI) Swinburne is a collaborative and multi-disciplinary research and
graduate education centre based at Swinburne University of Technology. Our research strives
towards positive social change through improving the systemic and organisational conditions that
shape communities. CSI Swinburne forms part of the national CSI network; a partnership between the
University of New South Wales, University of Western Australia, and Swinburne University of
Technology.
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their thoughts on the Australian homelessness sector. The research team also acknowledges the
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feedback. We recognise the efforts of AccessHC and Uniting Harrison for their crucial work in
developing the early stages of the Stable Housing Pilot Project, and the ongoing efforts of Uniting
Harrison, SalvoCare Eastern, Launch Housing, Council to Homeless Persons and the Department of
Health and Human Services for enabling a successful pilot and sharing their resources. Our thanks in
particular to David Towl and Angela Vidic of AccessHC for their dedicated input and support.
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ABBREVIATIONS
ABS

Australian Bureau of Statistics

AIHW

Australian Institute of Health and Welfare

HSA

Homeless Service Agencies

NSA

Newstart Allowance

SHA

Specialist Homeless Agencies

VI-SPDAT

Vulnerability Index-Service Prioritisation Decision Assistance Tool
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EXECUTIVE SUMMARY
Homelessness is a significant problem that is rising in Australia (Australian Bureau of Statistic [ABS],
2016) and hinders an individual’s ability to participate fully in society (ABS, 2012b; Crane, Warnes, &
Fu, 2006). An appropriate understanding of homelessness is crucial when attempting to understand
its scale – the United Nations estimates that, globally, the number of homeless peoples ranges from
100 million to one billion, depending on how homelessness is framed (Flatau et al., 2006) – and in
determining better practice policy responses, which must address the multitude of individual and
structural drivers that contribute to homelessness (Crane et al., 2006).
Homelessness policy in Australia has been largely dominated by early or crisis interventions
(Parsell, Jones, & Head, 2013) and typically individualises homelessness (Johns, 2012). Alongside
the current socioeconomic structures in place and lack of a national response strategy (Pawson,
Parsell, Saunders, Hill, & Liu, 2018), this has contributed to an overburdened system that fails to
manage population-level homelessness or support individuals who newly present as homeless (ABS,
2012b). Homelessness intervention has thus recently turned to prevention to help reduce the number
of people who go on to experience homelessness. Absolute prevention and a reduction in populationlevel homelessness will require various structural changes (notably around housing supply, domestic
violence and welfare policies) (Parsell & Marston, 2012) but, in the interim, screening tools have been
suggested in the literature (Crane et al., 2006). Such tools aim to identify those most at risk in order to
prioritise resource allocation and have had tentative success overseas (Greer, Shinn, Kwon, &
Zuiderveen, 2016), but further empirical insight is required and there are none that have been
evaluated for the Australian context.
In partnership with SalvoCare Eastern, Uniting Harrison, Launch Housing, Council to
Homeless Persons and the Department of Health and Human Services, Access Health and
Community (AccessHC) developed The Stable Housing Pilot Project to identify homelessness before
it occurs using The At Risk of Homelessness Screening Tool. Through a combination of a points
scoring system and knowledge of intersecting known risk factors, health or social service agencies
use the tool with their clients to assess risk of homelessness by asking a series of closed-ended
questions. Each client receives a risk of homelessness ‘score’ and the tool provides a tailored referral
pathway depending on the client’s risk. This pathway helps to connect both service providers and
clients to an appropriate homeless service agency (HSA), whereby the HSA is then expected to follow
up with the client within 72 hours to provide specialised homeless support. AccessHC engaged
Centre for Social Impact Swinburne to evaluate the pilot. From an analysis of the data from the tool
and interviews with service providers, the evaluation sought to answer these questions:
1. What particular risk profile and risk factors is the tool detecting, are the referrals appropriate,
and what are some of the client outcomes from the screening and service experience?
5

18 of 39

LC LSIC Inquiry into Homelessness
submission 316

Evaluation of the Stable Housing Pilot Project
2. Are agencies using the At Risk of Homelessness Screening Tool and how are they using it?
3. What are some of the organisational factors influencing use of the tool?
4. Do agencies feel the tool has been of benefit to their practice and/or are there any changes
they would recommend for the tool?
The evaluation involved: (1) analysis of data collected from 70 clients accessing support from health
and social service agencies across the time frame of August 2018 to March 2019; and (2) in-depth
interviews with nine staff members from participating service agencies and referral HSAs to explore
use of the tool. Data analysis showed that, when looking at risk factors, all but one of the clients were
deemed high risk. Based on the clinical judgment of the staff receiving the referral, 62 (89%) of the 70
referrals received were considered appropriate referrals.
Interviews highlighted that staff members had a generally positive response to the tool but did not use
it regularly. Overall, all staff members reflected on a real need for such a tool and felt that it could
theoretically improve the care experience for the client, particularly through transferring responsibility
to the practitioner and facilitating a more immediate response from the HSA. Staff from the service
agencies were generally able to integrate the tool easily into their agency’s pre-existing processes
and use the tool in a variety of ways; they found it straightforward and easy to use. In line with this, a
key strength of the tool was its conciseness and the fact it was only one page – it provided a broad
overview of homelessness risk that helped educate staff and triage clients but reduced extra time
commitments for both parties as much as possible. However, a number of interviewees reflected that
the tool could only achieve so much in the current climate of over-burdened and under-resourced
services, and most individuals had specific (and differing) suggestions for changes.
Based on our findings, we suggest that AccessHC consider the following points for the continued and
improved use of the At Risk of Homelessness Screening Tool:
1. In line with the finalising of a pilot, the At Risk of Homelessness Screening Tool should be
rolled out as a core component of health and service agency processes. As part of this, the
language and framing of the tool should be amended to reflect more mainstream integration
within agencies and encourage more routine use.
2. Participating health and social service agencies should be able to request to tailor the tool in
minor ways, where these changes will make the tool more user-friendly within their
organisation. For instance, questions may need to differ slightly across service areas or
depending upon an organisation’s internal structures.
3. The At Risk of Homelessness Screening Tool should be reviewed with respect to forms and
assessments of homelessness in peak agencies, considering how the tool fits in with existing
assessments. This will help ensure that the questions the tool asks provide an appropriate
foundation to future standardised assessment at HSAs.
6
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1.0

HOMELESSNESS IN AUSTRALIA
Figures from the Census indicate that homelessness in Australia is on the rise. The 2016

Census estimated that 116,427 people were homeless on Census night (August 9th), compared to
102,439 in 2011 and 89,728 in 2006. From 2011-16, this reflects a 5% increase per 10,000 people
(ABS, 2016) and a 14% increase overall, with the general population growing by only 9% (Pawson et
al., 2018). During the same time period in Victoria, homelessness has risen by 11% overall (2011:
22,306; 2016: 24,817) (ABS, 2016), and this is more or less reflected in the cities where this project is
being piloted. According to Census figures, homelessness has risen in Boroondara (2011: 383; 2016:
426) and Manningham (2011: 206; 2016: 219), while it has slightly decreased in Yarra (2011: 844;
2016: 828) (ABS, 2016). In Boroondara, the increase (11%) in homeless peoples from 2011-16
represents the second largest increase in all of the Eastern Metropolitan Region (City of Boroondara,
2018), and Manningham has the lowest social housing stock in Victoria (just 0.8% of total dwellings
are social housing) (City of Manningham, 2017). And though a decrease in overall figures is
promising in Yarra, the number of those sleeping rough has risen in recent years (Yarra City Council,
2017).
Of the 116,427 individuals experiencing homelessness nationwide, 44% were people living in
severely crowded dwellings (ABS, 2016). These dwellings require at least four extra bedrooms to
properly accommodate occupants (Pawson et al., 2018) and this represents the largest homeless
group in the last four Censuses. It accounts for the greatest contr bution to the national increase
(Pawson et al., 2018) and is overrepresented by minority groups: 61% of homeless youths, 70% of
homeless Indigenous peoples, and 74% of homeless recent migrants were living in severely crowded
dwellings (ABS, 2016). Alarmingly, a further 86,278 people who were not identified as homeless by
the ABS were living in marginalised housing, with the majority (80,877) living in crowded dwellings
that require three extra bedrooms (ABS, 2016). These figures represent people at immediate risk of
homelessness who are particularly vulnerable to any structural or individual changes. Between 201116, this marginally housed group grew more rapidly (a 24% overall increase) than both the
homelessness population and the general population (Pawson et al., 2018).
In light of these increases, there are four primary socioeconomic trends that may be viewed
as structural drivers of homelessness in Australia. The first is an increase in the reported incidence of
domestic and family violence, which particularly affects single mothers and their children (Pawson et
al., 2018). Domestic and family violence was reported as the main reason over a quarter of
individuals accessed supports from SHAs in 2016-17 (AIHW, 2017). Secondly, Australia’s housing
market has become inaccessible for lower-income households (AIHW, 2017). A recent property price
boom in most states has seen decreased availability of low-rent housing and increases in lowerincome renter stress, which has contr buted to increased demand for social housing (Pawson et al.,
7
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2018). This demand has not been met, however, and there is currently an insufficient supply of
affordable and secure public housing – in 2014 social housing made up just 5% of all housing stock
(Parsell & Jones, 2014). Thirdly, recent welfare policy changes have affected the 2.2 million
Australians whose main source of income is government allowances or pensions (Pawson et al.,
2018). Perhaps most notably, there has been increased reliance on the Newstart allowance (NSA),
partly owing to more restricted eligibility criteria for other payments. The NSA is a smaller payment,
unable to match wage changes, and has been deemed insufficient in the current economical context
(Pawson et al., 2018). Finally, there have been increases in institutional discharge, which primarily
owe to an increasing population of youth exiting out-of-home care and individuals exiting prison
(Pawson et al., 2018). Periods of transition are vulnerable times for those at risk of homelessness,
and transitional supports are required to help individuals enter into (and maintain participation in)
housing and labour markets (Minnery & Greenhalgh, 2007). Similar transitional supports are required
for individuals leaving government payments.

2.0

HOMELESSNESS INTERVENTION
Both globally and in Australia, homelessness intervention strategy is largely adopted from the

medical sector and draws from three levels of prevention: (a) primary, which aims to prevent new
homelessness cases; (b) secondary, which aims to efficiently identify and stop homelessness in its
initial stages; and (c) tertiary, which aims to stop or slow the development of longer-term
homelessness and minimise repeat episodes (Parsell & Marston, 2012; Szeintuch, 2017).
Homelessness intervention in Australia has typically been focused on early intervention
(secondary and tertiary prevention) and is overwhelmingly directed at emergency responses, largely
to provide temporary accommodation (Johns, 2012; Parsell & Jones, 2014). However, there are three
main arguments to implement primary prevention strategies (Crane et al., 2006). Firstly,
homelessness is unarguably a major social problem that reflects poorly on the society that allows it
and is difficult to ameliorate once it occurs. Previous homelessness is widely accepted as a known
predictor of future homelessness (Greer et al., 2016; Lindblom, 1991) and only 40% of Australian
adults who experienced homelessness between 2000-2010 reported seeking formal homelessness
support services (ABS, 2012a) – suggesting there are certain barriers or stigma around accessing of
supports.
Secondly, homelessness contributes to various health and social inequities (Crane et al.,
2006) and those who have been homelessness face numerous challenges around their capacity to
participate within society. They are more likely to have a long-term health condition or disability,
particularly for psychological disabilities (ABS, 2012b). Homeless people aged 25-44 years have been
shown to have twice the rate of suicide than those who are not homeless, as well as a higher
incidence of non-fatal suicides (Arnautovska, Sveticic, & De Leo, 2014). People who have been
8
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homeless are also more l kely to have lower levels of education, experience unemployment, and be
financially dependent on government allowances (ABS, 2012b).
Thirdly, cost-effective analyses have suggested that primary prevention services are
significantly cheaper (potentially up to half) than early interventions (Lindblom, 1991; Parsell & Jones,
2014). Prevention services are also argued to save on other social and public assistance costs that
may be required once an individual is homeless, like hospital care (Crane et al., 2006; Lindblom,
1991). However, it is important to acknowledge that cost-effective analyses are grounded within the
specific socioeconomic context. These analyses depend upon the standardised and frequent
collection of a range of comparable client data (Flatau et al., 2006) and it is challenging to collect
statistics from the homeless population (ABS, 2012b). Cost-effectiveness itself also relies upon
successfully targeting those who would become homeless without assistance, rather than those who
would not become homeless either way (Parsell & Marston, 2012).
Recently, there has been some initial success attempting to prevent homelessness through
survey tools that screen or assess for homelessness risk (Greer et al., 2016; Shinn, Greer,
Bainbridge, Kwon, & Zuiderveen, 2013). Such tools may enable better prioritisation of services to
prevent homelessness in the ‘right’ group.

3.0

SCREENING TOOLS
Homelessness screening tools typically grade risk via numerical score, which is then used as

a priority indicator to better allocate resources and determine future supports. Preventative supports
typically focus on maintaining housing whilst simultaneously providing external community-based
supports that address any underlying issues, which can be broad (Szeintuch, 2017). These tools thus
rely upon a strongly integrated workforce and clear understandings of the causes of homelessness to
inform their selection of risk factors (Crane et al., 2006); predict future outcomes (i.e. whether certain
risk factors are l kely or not likely to lead to homelessness); and determine future supports. However,
few studies analyse the real-world efficacy of these tools (Greer et al., 2016).
Several screening tools have been implemented for the USA, but prevention in the USA is
often targeted at longer-term homelessness only (i.e. rough sleeping) (Szeintuch, 2017). At one New
York HSA, Greer and colleagues (2016) developed an assessment model that scored individuals’ risk
of shelter entry through analysis of self-reported client data, while a similar model was created for
families (Shinn et al., 2013). Both models were found to predict homelessness better than agency
staff decisions and would theoretically increase the efficiency of services by better targeting high risk
individuals. These models were eventually adopted by the service agency, but staff members could
override the models’ predictions in limited cases and low risk clients were still provided with some
supports (Greer et al., 2016; Shinn et al., 2013). Also in the USA, Montgomery and colleagues (2013)
9
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developed a screening tool which was used exclusively with veterans. The tool was assessed for its
rates of identification (which were in-line with estimates) (Montgomery, Fargo, Byrne, Kane, &
Culhane, 2013) but was not evaluated for how well it predicted homelessness. They found that
requiring assistance to access housing and staying in temporary accommodation particularly
increased risk of homelessness. Contributing risk factors for all models were largely consistent with
the literature, but there were some notable differences in homelessness risk factors between
individuals, families (Shinn et al., 2013), and specific groups, like veterans (Montgomery, Dichter,
Thomasson, & Roberts, 2016).
Though not necessarily focused on prevention, there also exists the Vulnerability IndexService Prioritisation Decision Assistance Tool (VI-SPDAT) which is a quick self-report survey that
scores the health and social vulnerability of someone already experiencing homelessness in order to
recommend housing support type (Brown, Cummings, Lyons, Carrión, & Watson, 2018). It was
created in the USA and has been used in Australia for some time, though is largely used in
homelessness exit strategies (tertiary prevention) (Parsell et al., 2013). A recent study has called for
further development of the VI-SPDAT; Brown and colleagues (2018) found that housing support types
(permanent versus temporary) predicted an individual’s re-entry into homelessness services better
than their VI-SPDAT score, whereby those placed into temporary supports were more likely to reenter services than individuals who were originally placed into permanent supports because of a
higher vulnerability score.
These screening tools aim to better identify at-risk individuals to prioritise allocation of
resources. However, they do not focus explicitly on primary prevention and they are applied on
specific groups of individuals who seek out homelessness supports (Shinn et al., 2013). There is also
no follow-up analysis of their real-world effectiveness. Homelessness prevention is complex and
requires cohesive planning, consistent data collection, and adequate resources (Crane et al., 2006;
Szeintuch, 2017), so it is important to regularly revise models as knowledge of risk factors and policy
contexts change (Shinn et al., 2013). There are no known screening tools developed for the
Australian context that both screen for common risk factors and monitor the efficacy of these risk
factors in order to facilitate primary homelessness prevention.

4.0

STABLE HOUSING PILOT PROJECT

The Stable Housing Pilot Project aims to identify homelessness before it occurs using the At Risk of
Homelessness Screening Tool. AccessHC and Uniting Harrison first partnered in 2014 to begin work
on the pilot project. This early work enabled staff members to build their capacity to identify risk of or
actual homelessness in clients. From these learnings, AccessHC partnered with three referral HSAs –
SalvoCare Eastern, Launch Housing and Uniting Harrison – along with Council to Homeless Persons
10
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and the Department of Health and Human Services to form a Steering Committee. The At Risk of
Homelessness Screening Tool was further developed for the Australian context using known risk
factors identified in practice and research (see for example Homelessness Australia, 2014; Pawson et
al., 2018). AccessHC engaged ten health or social service agencies in the cities of Boroondara,
Manningham and Yarra to pilot the tool for eight months during August 2018 to March 2019. Through
a combination of a points scoring system and knowledge of intersecting known risk factors, health or
social service agencies use the tool with their clients to assess risk of homelessness by asking a
series of closed-ended questions. Each client receives a risk of homelessness ‘score’ and the tool
provides a tailored referral pathway depending on the client’s risk. This pathway helps to connect both
service providers and clients to either SalvoCare Eastern, Launch Housing or Uniting Harrison,
whereby the HSA is then expected to follow up with the client within 72 hours to provide specialised
homeless support. A copy of the tool is supplied in appendix A. AccessHC engaged Centre for Social
Impact Swinburne to evaluate the pilot.

5.0

EVALUATION APPROACH
A partnership approach was adopted with the evaluation (Bryson, Patton, & Bowman, 2011).

Each of the methods and participant groups was selected in consultation with staff at AccessHC and
the project Steering Committee, consisting of key staff members from the three HSAs, Council to
Homeless Persons and the Department of Health and Human Services. Involving stakeholders in the
evaluation process makes it more l kely that the findings will have practical value and be used, which
was considered important both ethically and pragmatically (Bryson et al., 2011). The key evaluation
questions were:
1. What particular risk profile and risk factors is the tool detecting, are the referrals appropriate,
and what are some of the client outcomes from the screening and service experience?
2. Are agencies using the At Risk of Homelessness Screening Tool and how are they using it?
3. What are some of the organisational factors influencing use of the tool?
4. Do agencies feel the tool has been of benefit to their practice and/or are there any changes
they would recommend for the tool?
To answer the first question, the face validity of the tool was assessed by the HSA which received the
referral. This was done by assessing whether the referral appeared to appropriately measure
homelessness risk or not according to their knowledge around the experience of housing stress. The
timelines did not permit a testing of the construct validity of the tool, nor was it considered feasible in
the context of this project to be making such time requests of the clients. Summary statistics were
produced based on the data collected from the tool during its eight month pilot. This included
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information on the results of the assessment process and staff notes on their perspective on client
outcomes.
To answer the last three questions, the evaluation approach taken was drawn from the field of
Implementation Science (Nilsen, 2015). This newly emerging field of research examines how
evidence and theories are applied in practice. This was considered highly relevant for understanding
the use of the At Risk of Homelessness Screening Tool, whereby evidence from the research on risk
factors for homelessness had been distilled into a screening tool for use by the health or social
service agencies. The evaluation examined a number of characteristics that could influence the use of
the tool, particularly the experience and background of the individual practitioner and the culture and
processes of the organisation in which they work (Nilsen, 2015). Nine in-depth interviews were
conducted in two rounds with staff from participating organisations who used the tool at the referring
health or social service agencies and also staff receiving the referral at the HSAs. After the interviews
were completed and transcr bed, a thematic content analysis was undertaken to collate and condense
the findings into relevant themes (Boyatzis, 1998; Neuendorf, 2002). This occurred after each round
of interviews and a brief summary was provided to AccessHC. This was consistent with an action
research and participatory design, which is recommended for complex projects where there is a need
for organisations to constantly reflect and refine their work (Green, 2008).

6.0

RESULTS

Results from risk assessment and referral form
What particular risk profile and risk factors is the tool detecting, and are referrals appropriate?
There were data collected from 70 clients accessing homelessness support across the time
frame of August 2018 to March 2019. The tool considered homelessness risk from two pathways: (1)
according to known risk factors; and (2) numerical score from a questionnaire. When looking at risk
factors, all but one of the clients were deemed high risk. This was due to 69 people meeting one or
more known risk criteria at the top of the form that automatically led to a referral recommendation. In
respect of each these criteria points:


63% were victims of domestic violence or home conflict



51% were spending at least 50% of their income on rent or mortgage



40% were in the private rental market while receiving Centrelink payments



6% were Rooming House residents



1 person was under the age of 18 and living away from home
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The next section of the tool provided an overall risk assessment numerical score, derived from a
series of questions around the client’s situation. The highest maximum score was 13 which equated
to the highest risk possible, while a score of 0 indicated the lowest risk. Scores between 0 and 2 were
considered low risk, scores between 3 and 7 a medium risk, and scores of 8 to 13 were considered
high risk. There were 6 people considered high risk, 60 people considered at a medium risk, and 4
people considered low risk. Figure 1 provides the frequency of scores for this section of the tool.
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Figure 1. Frequency of Scores for the Risk of Homelessness Assessment
Figure 1 clearly shows that the majority of scores were between 3 and 7, indicative of being at medium
risk. Once the referral was received by the homelessness services, an assessment was made as to the
appropriateness of the referral. Based on the clinical judgment of the staff receiving the referral, a
decision was made as to whether the referral was appropriate. Of the 70 referrals received, 62 (89%)
were considered appropriate referrals. This high percentage provides strong face validity for the
assessment tool in ascertaining risk of homelessness. There were some comments about the utility of
the actual numerical score which will be covered in the analysis of the interviews.
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Results from staff interviews
1. Are agencies using the At-risk of Homelessness Screening Tool and how are they using it?
Using the tool

Most of the nine interviewees had used the tool a few times, but the tool didn’t seem to be in regular
rotation. This could partly be attributed to how staff use the tool, which is explained below, though one
staff member commented that the tool had “drop[ped] down [their] radar” (interviewee8) and tracking
of referrals by AccessHC supported this drop in use over time. There were two staff members who
had not used the tool. Generally, all staff members from the health or social service agencies
reflected on a real need for the tool, regardless of whether they had used it or not. They commented
that there wasn’t anything similar to the tool that was otherwise available and provided generally
positive feedback. Several interviewees hoped that the tool would be implemented more widely
across their organisation and nearby municipality areas after the pilot.
Interviewee7: “I think to try and nail down where this person [the client] specifically is sitting at the
moment, and what support they need, I think it [the tool] is very useful and I think it is relevant and it is
needed.”
Integrating the tool

Overall, interviewees reported that they were generally able to integrate the tool easily into their
service agency’s pre-existing processes. Interviewee’s seemed to be able to tailor the use of the tool
to suit their agency and particular service focus or level of pre-existing information, and were able to
use the tool both over the phone and face-to-face. For instance, several interviewees saw the tool as
an add-on to their pre-existing services, to be used when extra detail specific to homelessness was
required. This could explain why the tool wasn’t used frequently.
Interviewee4: “…if it comes to bear that there's concerns about someone from this family becoming
homeless (…) then we will fill in the referral form. So, it would be in addition to the routine stuff that we
already do.”
Interviewee7: “As part of our intake, (…) one of the questions is “are you at risk of homelessness or are you
homeless, or becoming homeless”. At that point, if they need immediate support (…) we could probably
then refer to this tool.”

Several interviewees reported that they only asked the client questions from the tool that the service
agency doesn’t already know, which helped to simplify and speed up the process.
Interviewee3: “I don't fill out every single bit, because we know a lot of information is already on our
computer system, [so] we don't need to be taking it again.”
14
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Similarly, another interviewee didn’t directly fill out the tool with the client, but post-hoc used the
information the service agency routinely collects to populate the form as needed. Presumably, the
ability to re-use the client’s information with their consent reduces some burden for the client.
Interviewee5: “…usually we do a full assessment of most of the things that are covered on there anyway,
in terms of income, housing. …I will just fill it out from my assessment that I have done.”

The flexibility of the tool was seen as one of its strengths. Some staff were able to use it as a form of
self-education on homelessness which then helped remind them to ask questions about
homelessness in the assessment process. Some staff used the tool specifically during the
assessment process and other staff used it after the consultation as a way to record the information
and refer as appropriate.
2. What are some of the factors influencing use of the tool?
Simple and easy to use

Generally, the tool was seen as fairly easy to implement. The majority of interviewees who used the
tool felt that one of its main strengths was its conciseness and simplicity. Interviewees commented
that the tool was “straightforward” (interviewee1), and “a very clear process” (interviewee5).
Interviewee1: “I think the strength is that it is short and it is tick a boxes, you can get through it really
quickly, instead of taking 10 or 15 minutes, you can do it in five minutes”
Interviewee3: “…it's pretty simple to enter it, it’s really good, it's very straight forward and just a few tick
boxes and things like that, so I find it very easy.”

Keeping the tool to one page was seen as a very important design feature. If it was any longer it
would l kely not be used, and several interviewees commented on the importance of reducing
unnecessary time commitments for staff. While this means some detail is not able to be covered, this
again was not seen as a problem; rather a potential benefit of the tool. It meant that staff from
referring health or social service agencies, e.g. a dietitian, did not have to cover the issue of
homelessness in depth with their clients but rather could ask a few simple questions and the more
detailed conversation could take place when the client reaches the HSA where staff have the
requisite skills and training to conduct a more thorough assessment. In this way, it seemed that it
wasn’t the specific content of the questions or the score itself that was the most important feature of
the tool – instead it was the process underpinning it. In other words, what mattered was that service
agency staff were equipped with just enough knowledge to pick up on and triage homelessness risk.
Interviewee9: “…at the end of the day I don’t think our [HSA] workers put any kind of emphasis at that risk
[scoring] area (…) because we still had a process of following up anyway. …it was more about just having
the right key kinds of prompts and questions [for service agency staff] who are not familiar in this area.”
15
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In saying this, some interviewees did comment that the form was almost too ‘black and white’ for such
a complex issue, though they were able to provide extra notes in the additional comments box.
Interviewee1: “…because they’re tick-a-boxes, you really can’t explain their story. ...like how they got
where they are today.”
Interviewee7: “…a lot of them are close ended questions I suppose, and there may not be capacity to try
and expand and draw that information out.”

Thus at this stage it would appear that keeping the comments box is a critical component to keep staff
satisfied while still enabling a short number of questions overall.
One of the other common benefits that was noted was the ease of the referral process itself and how
to send the information, again pointing to the need to reduce time burdens for agency staff who are
already working in an under-resourced climate
Interviewee5: “It's a really streamlined way for us to save time as well.”
Interviewee8: “I found it surprisingly straightforward. I thought this is probably one of the easiest
[referrals] I've done before.”
Support and training

A positive factor for use of the tool was the training and support provided. AccessHC provided training
in partnership with individuals who had lived experience with homelessness. Utilising personal
narratives of experience can encourage powerful connection, impart specific knowledge, and foster
feelings of hope, which is important in an over-burdened service climate (Davidson, Bellamy, Guy, &
Miller, 2012). Staff members who had received training provided by AccessHC commented that the
training had also been straightforward and that AccessHC provided ongoing support where needed.
This was seen as helping the service agencies integrate the tool into their processes. There were a
number of comments in relation to the quality of the training and support post the training:
Interviewee4: “I think [AccessHC staff member] has been very diligent with following up.”
Interviewee5: “It was well explained at the training.”
The current climate of homelessness intervention

A number of interviewees reflected that, although the tool was beneficial, there was only so much it
could achieve in the current climate of over-burdened service providers and under supply of
resources, where the focus is primarily on emergency intervention.
Interviewee1: “…it’s hard for people to get a response and it’s obviously because [HSA’s] have so much
demand and they need to deal with the people that are homeless literally on the night.”
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Interviewee5: “…it is really tricky - and that's what it says on the referral form which I think is really good…
It might not happen immediately, but you are in the best place to look at housing options. Which I think is
the best that we can do at this stage.”

While the tool was seen as beneficial to ascertain risk and help with referral processes, it would
appear unlikely that it is a process that can be repeated from an evaluation or tracking perspective,
which echoes the previous findings. One interviewee commented that, where the tool would be used
for clients who had presented more than once (as is often the case), it wouldn’t lead to a change in
outcome unless resources were increased and improved.
Interviewee6: “…if someone had already gone through the whole process and (…) was referred to a
rooming house because of no other options, then (…) that fall[s] down, and (…) [they] go back through the
access point, will the outcome be any different? …I don’t know how it could improve for some people who
are already butting their head against the wall as far as lack of resources.”

3. Do the agencies feel the tool has been of benefit to their practice and/or are there any
changes they would recommend for the tool?
Improvement in service provision generally

The tool seemed to make a positive difference in the ability to provide a service, and this was echoed
by many interviewees. Processes before the tool were descr bed as “messy” (interviewee3) and
“haphazard” (interviewee5). The tool seemed to formalise and structure the referral process, so there
was a definitive start and end point and, as mentioned, a pre-determined communication pathway to
referral, for both the practitioner and the client.
Interviewee1: “It legitimises a proper referral for that (…) person into the opening door service, which we
don’t have in place.”
Interviewee5: “I think it's definitely improved the level of service that we can provide, that we can refer
directly into a housing service. (…) So it's sort of, a better continuity of care for the [client], I think.”

The process provided staff with a lot more confidence that the referral would be followed through and
that it took the pressure off the client to call the service. This was seen as having a mental health
benefit for both staff and clients.
Change in client experience

Many interviewees reflected that, from their point of view, the tool could theoretically improve the care
experience for the client. Prior to implementing the tool, several health or social service agencies
commented on the individualised nature of homelessness approaches, which was reflected in the
literature (Johns, 2012). It is primarily the client’s respons bility to contact and present to a HSA and
advocate for themselves. As several interviewees descr bed, this is problematic as it depends upon
17
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the client having the capacity and resources to self-advocate, including the transport to physically
present at a service, the language to negotiate the system, and the energy to continually present in
an under-resourced climate where individuals are often turned away.
Interviewee1: “When I didn’t have the form, the responsibility fell on the client to go and seek the service.
…whereas this, I suppose, provides a greater tool of advocacy for that [client].”
Interviewee3: “[Clients] have to ring on a day to day basis, it’s humiliating to have to ring all the crisis
services or refuges.”

The ability of the tool to flip the onus back onto the service provider has the potential to help shift the
perception of homelessness respons bility more broadly, which was thought to be reassuring for the
client.
Interviewee3: “To have that tool and to know that someone's going to respond within a certain period of
time, I think it’s very reassuring. We’re able to say to them if you don't get a response within 24 hours or 48
hours, please let us know and we can chase that up.”
Interviewee5: “I would imagine that it's much better for [a client’s] peace of mind if they've got a solid
referral and they know that someone will call them, particularly when they're maybe traumatised from a
recent incident and they're struggling to just meet appointments… the responsibility is not on them.”

Additionally, the tool provided a more immediate response from an actual person, which has the
potential to reduce wait times for the client and improve rapport between client and service provider.
Interviewee1: “…sometimes we have (…) people present to our service that have gone to several opening
door services but haven’t got an immediate response. …so we’re able to fill out the form and (…) they’ll
receive quite a prompt service from one of the opening doors.”
Interviewee3: “…it’s good to know there is a response there, that there is someone that you're physically
getting a response from, rather than just getting an answering machine.”
Change in service provider experience

As well as the HSA following up directly with the client, the update provided to the health or social
service agency was described as improving interviewee’s peace of mind. Interviewee’s reported
feeling reassured not only that the client would be looked after, but that the client was in the best
place for specialised and longer-term support. They reported that this, in some ways, helped them
almost ‘close the loop’ on one client and improve their ability to wholeheartedly support the next
client.
Interviewee3: “You want to know that the persons been looked after... The stress that they're going
through and you hope that they have been taken care of. (…) With the tool, you know [the client’s] going to
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get a response and also the worker gets a response that they're dealing with it as well, so we can have that
peace of mind.”
Interviewee5: “I know that it feels much better as an intake worker, knowing that [the client is] with a
specialist housing service, rather than having those things done by other services, like us, that [they’ll]
mainly be engaged with short term.”
Change to collaboration between service providers

A broader benefit of the project was the increased collaboration and information sharing around the
issue of homelessness between different service and specialist agencies. Previously, interviewees
commented that there was little formal communication between different agencies on this topic and it
was dependant on individual staff members to know who to contact. The fact that the HSA provides
an update to the service agency once they have received the referral means a direct line of contact is
established, and this appeared to help facilitate communication between agencies and HSAs.
Interviewee3: “...if I want to contact them again, the housing service again, it’s been pretty simple and
they've gotten back to me straight away and everything. For me it’s worked really well.”

Several interviewees commented that the tool helped improve staff knowledge around homelessness
services, which was currently lacking, and provided a simplified means of education.
Interviewee9: “I think sometimes education around homeless services is needed. (…) And the education
around the sector can be designed easily because the information is already there, it’s just about shaping it
to a simplified form of education.”

One interviewee reported that the tool’s referral process had helped them better understand the map
of homelessness service provision in the area, which they felt also opened up more direct lines of
communication. Another interviewee felt the tool had helped them think more broadly about housing
instability and its risk factors. They had not previously had much experience with providing services
related to homelessness.
Interviewee7: “It’s good to visualise that okay, so they're going to go through [service provider1] or
through to [service provider2]. …it definitely clears my understanding and knowledge of the individual
services.”
Interviewee8: “…once I did one of the applications, I went to enquire to read more detail and it appears
that there's lots of other contributing factors [of homelessness] that could be considered.”
What interviewees would change about the tool

While the overall feedback was very positive about the tool and the overall referral process, there
were some specific suggestions for changes. There was not a dominant suggestion for improvement
with each interviewee having a different idea. This is important to note as it may be that each agency
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can make some minor adjustments to the tool and process to suit their own needs albeit in such a
way that maintains the integrity of the overall process, as exemplified by this comment:
Interviewee4: “…if someone was terminally ill, that should raise a priority status of them accessing
assistance with homelessness.”
What interviewees believe needs to change more broadly

Interviewees also provided feedback on the changes they believe need to be made in the wider
homelessness sector to see more sustainable impact in service provision. The majority of staff
members believed it came down to more resources and, in particular, housing.
Interviewee1: “…funding, greater programs for preventative work and outreach services as well.”
Interviewee5: “I think the bottom line is more housing. More crises housing and longer-term housing, and
housing that is specifically designated for women and children escaping family violence.”

Another suggestion for future work given the success of this pilot initiative was to conduct a similar
project for other topics such as mental health, alcohol and other drugs, and family violence. Having a
short one page risk assessment tool and a simple referral process was seen as beneficial in two
major ways. Firstly, it raised staff awareness in non-homelessness service agencies of the issues
itself and secondly, it increased the clarity and simplicity of the referral process. It was suggested that
a similar capacity building initiative could be conducted across other topics.
Interviewee9: “So, this kind of project could work in a systematic way when there is those centralised
intakes… and family violence is a perfect example, somethings wrong, are you [service agency worker] able
to ask one or two key questions in an ability which allow[s] you to (…) send base information to those
[specialised] entry points.”

7.0

RECOMMENDATIONS

This report illustrates that the At Risk of Homelessness Screening Tool appropriately measures risk of
homelessness and was generally reviewed positively by participating agencies. In summary, the tool
was seen as a concise referral method to ensure a client will be placed to access the most
appropriate services, which simultaneously supported staff education and integration.
Based on our findings, we suggest that AccessHC consider the following points for the continued and
improved use of the At Risk of Homelessness Screening Tool:
1. In line with the finalising of a pilot, the At Risk of Homelessness Screening Tool should be
rolled out as a core component of health and service agency processes. As part of this, the
language and framing of the tool should be amended to reflect more mainstream integration
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within agencies and encourage more routine use. Several interviewees seemed to be
reluctant to fully engage with the tool while it wasn’t in use across their organisation as a
whole.
2. Participating health and social service agencies should be able to request to tailor the tool in
minor ways, where these changes will make the tool more user-friendly within their
organisation. For instance, questions may need to differ slightly across service areas or
depending upon an organisation’s internal structures. Regardless of whether a request is
accepted, this may help initiate and encourage on-going communication and understanding
between different organisations.
3. The At Risk of Homelessness Screening Tool should be reviewed with respect to forms and
assessments of homelessness in peak agencies, considering how the tool fits in with existing
assessments. This will help ensure that the questions the tool asks provide an appropriate
foundation to future standardised assessment at HSAs.

We also suggest several points of consideration regarding the sector more broadly. Namely:
1. Collaboration across agencies should continue to be emphasised going forward.
Collaboration between health and social service agencies generally, and between these
agencies and specialised service providers is reflected in the literature as crucial for
knowledge building and consistent client care. The At Risk of Homelessness Screening Tool
shed light on where there had previously been less collaboration, and where potential
collaboration gaps still existed.
2. In line with improved integration, staff should be broadly educated on the different
geographical and sector divisions between different service agencies. This will partly occur
through more widespread dissemination of the At Risk of Homelessness Screening Tool, but
could include a map of relevant agencies or a list of staff contacts.
3. There needs to be continued advocacy for broader changes to service provision, particularly
regarding longer-term funding and housing supply. This will help ensure that innovations like
the At Risk of Homelessness Screening Tool have the greatest impact possible.
4. The formatting and processes behind the tool could be replicated across other service areas
such as family violence, A&D, and mental health, where there is a single entry point and a
form can help educate staff about prompts.
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APPENDIX A: AT RISK OF HOMELESSNESS SCREENING TOOL
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