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EXECUTI VE SUMMARY

Key points

The National Partnership Agreement on Homelessness (NPAH) was introduced in
2009 as a joint Commonwealth/state and territory initiative designed to address
homelessness in Australia. Our study examines five NPAH programs in Western
Australia which support homeless people and those at risk of homelessness
access and then sustain public housing allocations. In Australia, homeless people
and those at risk of homelessness may receive crisis accommodation and other
forms of support and may be assisted to get on to public housing waiting lists, but
they are generally not supported to access guaranteed public housing allocations
and assisted in various ways to sustain those tenancies over time.

Homelessness covers those people sleeping rough (primary homelessness),
those in shelter, but with no tenure such as those in refuges and supported
accommodation managed by homelessness services (secondary homelessness),
or those in temporary or insecure accommodation, such as boarding houses and
caravan parks (tertiary homelessness).

The five Western Australian NPAH programs examined in this study are Housing
Support Worker programs for: (1-3) people at risk of homelessness exiting
correctional institutions, mental health units, and drug and alcohol treatment
services; (4) the Street to Home program for people who are sleeping rough; and,
(5) the Homelessness Accommodation Support program for people exiting short
or medium-term homelessness accommodation services. The report also includes
an examination of public housing tenants who were not part of an NPAH program,
but over the same period of time, entered into a public housing tenancy through a
priority access pathway for those experiencing or at risk of homelessness
(hereafter referred to as priority housing (homelessness)).

The extant literature indicates strong evidence of a compounding negative
relationship between homelessness and mental and physical health and of high
health care costs associated with homelessness. A growing body of evidence,
based on self-report data in the Australian case, suggests that the provision of
public housing and housing support may be a cost-effective means of improving
health outcomes and reducing health system costs.

This report addresses the question of whether health service use and health
service costs fall as a consequence of supported entry to public housing for
formerly homeless people and those at risk of homelessness. It also examines the
health and social outcomes of formerly homeless and at-risk of homelessness
tenants.

An important benefit of the present study compared with previous Australian
studies is the use of linked housing and health administrative data. The large
sample size increases confidence in the findings presented because a larger
number of clients and experiences are able to be investigated and the rigour of
statistical analysis is improved.

The study links Western Australian person-level health service system records
with person-level public housing tenancy records and tracks the health service use
patterns of 983 NPAH and 2,400 priority housing (homelessness) tenants before
entry into housing and following entry into housing. On the basis of the linked
health and housing data in Western Australia, our study finds that the provision of
public housing for NPAH program participants as well as those entering public
housing through priority housing (homelessness) was associated with reduced



health service use (both in the proportion using services as well as
frequency/duration of use) in the year following entry into public housing as
compared with the year prior to entry.

In particular, significant reductions were evident, pre- and post-entry into public
housing, in the proportion of NPAH program and priority housing (homelessness)
tenants accessing an Emergency Department (ED), an Intensive Care Unit (ICU),
or psychiatric service or mental health provider, staying overnight in a hospital, or
having a prescription for opioid dependence. There was no significant change for
hospital in the home (HITH) services. Reductions in the frequency of visits to an
ED or ICU, the duration of time spent in hospital, in psychiatric care or with a
mental health service provider and the mean number of prescriptions for opioid
dependence were also observed, with only an increase, post-entry into public
housing in average days per person/per year utilising HITH services.

This study also provides an estimate of the potential economic impact of the
change in health service use associated with provision of public housing and
NPAH program support for homeless people and those at risk of homelessness.
The overall decrease in frequency and duration of health service use, comparing
the year prior to and the year following entry into a public housing tenancy, results
in a combined potential health system cost saving in Western Australia of $16.4
million per year or $4,846 per person per year. If priority homeless clients are
excluded; the change per person with NPAH support is nearly triple this at
$13,273 per person per year. The large cost offset is primarily related to reduced
health service use among clients of the NPAH Mental Health program, where
potential health savings amount to $84,135 per person per year. Across all NPAH
programs, the change in stays in hospital ($3,114 per person per year) and in
psychiatric care ($1,558 per person per year) account for the vast majority of
potential health cost savings.

The average cost of providing support under the NPAH programs examined is
estimated as $6,462 per person per year (2009-12). This is less than half the
potential health cost offsets associated with the NPAH programs ($13,273 per
person per year (2012-13)). In particular, the large estimated health cost offset
associated with the NPAH Mental Health program ($84,135 per person per year)
suggests a large potential positive impact on government budgets is associated
with this program. Cost savings of the kind identified in the present study are
presently not identified in government budgets. The estimated cost savings simply
accrue to the health service system and result in more needs being met in the
health care system than would otherwise be the case. In short, more resources
are freed up in the health system to meet health needs because of a successful
housing and homelessness program.

Tenancy sustainability rates were found to be relatively high for those entering
public housing through the NPAH and priority housing (homelessness) routes.
Evidence from our Tenancy Survey conducted among 277 tenants entering into
public housing indicated that they were highly confident they could maintain their
current public housing tenancy. The Tenancy Survey findings also suggested that
prior to entering their public tenancy, many individuals were receiving support for
diverse issues, but that support levels fell for the priority housing (homelessness)
group on entry, while in the case of the NPAH program entrants, support was
maintained in line with program requirements.

Overall, the study shows substantial reductions in health service use (both in
terms of the number of people using services, and the frequency and duration of
service use) from the focal NPAH programs in Western Australia. Significant and



directly calculable government health care cost offsets arise from the provision of
public housing and support for formerly homeless people.

The context, research methods, key findings and policy implications of this study are
summarised below.

Policy context

The NPAH was introduced in 2009 as part of an increased focus on addressing
homelessness in Australia. Programs introduced under the NPAH aimed to break the

cycle of homelessness through early intervention and prevention programs and by
strengthening the provision of services ai med
access and sustain housing.

This report is the second in our review of the effectiveness and cost-effectiveness of
NPAH programs that assist clients to access and maintain a social housing tenancy or
support existing social housing tenants at risk of homelessness maintain their
tenancies. The first report, The cost effectiveness of Australian tenancy support
programs for formerly homeless people (Zaretzky and Flatau 2015), examined the
background of people supported by NPAH programs across Australia; the support
provided; the housing outcomes achieved; the cost of providing support, and the cost
of capital employed in providing social housing.

Research population

This report relates to: participants in five NPAH programs identified as assisting
clients to access and maintain a social housing tenancy in Western Australia; and,
people who have entered public housing through a priority access route for those who
are homeless or at risk of homelessness, but are not receiving NPAH support.

The research population for the study is depicted in Figure 1 below.

Figure 1: Study population

Study population:
AccessedPublic
Housing in WA
. Accessedvia
Accessedvia J— NPAH program
priority housing n=983

(homelessness)

route
n=2,400

Accessedvia
HSWMH

Accessedvia
HSWCS

Accessedvia
HAS

AcceSSLI_Sﬁdvia Key: HSWCS Housing Support Worker,

Corrective  Services; HSWMH Housing

Support Worker, Mental Health; HAS

Homelessness Accommodation  Support;

- STH Street to Home; HSWDA Housing
ACﬁgmcL\ﬂa = Support Worker, Drug & Alcohol.

In Western Australia, NPAH programs are funded through the Department for Child
Protection and Family Support (DCPFS). The five NPAH programs in the study



include three housing support worker programs for people exiting correctional
institutions (HSWCS), people existing mental health units (HSWMH), people referred
through drug and alcohol treatment services (HSWDA); the Street to Home program
(STH) for people who are sleeping rough, and the Homelessness Accommodation
Support program (HAS) for people exiting short or medium term homelessness
accommodation services.

Eligibility for priority access to public housing in WA includes primary homelessness
covering those sleeping rough; secondary homelessness, where shelter is provided
but no formal tenure position is available and includes staying in accommodation
provided by homelessness services or staying temporarily with friends/family; and
tertiary homelessness which is having an insecure accommodation arrangement (e.g.,
boarding house or caravan park).

Research methods
This study comprised three elements.

First, a desk top review of the policy context of NPAH programs in WA and the
research literature surrounding the relationship between housing, homelessness and
health, and, in particular, whether housing provision can lead to improving health
outcomes and cost savings from reduced health service use.

Second, the linkage of Western Australian health service utilisation administrative
data (Department of Health WA) with public housing administrative data (Department
of Housing/The Housing Authority WA) for tenants supported by NPAH programs
(n=983) and priority housing (homelessness) tenants (n=2,400) to examine the impact
of public housing on health service utilisation and health system costs pre- and post-
housing tenancy. Housing Authority data included the type of public housing entry
(NPAH program or priority housing (homelessness)), duration of tenancy, and
demographics. The health service utilisation data included: hospital admissions and
length of stay, emergency department presentations, HITH, mental health and
psychiatric services, and prescribed drugs for opioid dependence.

The WA health and housing linked data analysis compares health service use one
year prior to and one year after public housing tenancy entry. We also examined the
three-year pattern of health care use prior to tenancy entry and compared health
service use outcomes in this three-year period versus the one-year period. The
analysis looked at changes in:

1. The proportion (percentage) of people using health services, comparing use in the
year prior to entering a public housing tenancy with use one year following
tenancy commencement.

2. The frequency or duration of use (e.g. the number of ED presentations or length of
hospital stay).

The aim of the second component of the study was to examine the impact of the
provision of public housing with support on health service use and to estimate costs
and potential cost savings to government due to changes in health service use
following entry to a public housing tenancy. The relationship between NPAH program
participation, public housing tenancies (and sustaining those tenancies) and health
service use in Western Australia is examined through the linking of health system and
public housing administrative dat a. We s t
health data linkage system enables a unique exploration of these relationships.
Publically available data on health care unit prices/costs were applied to the linked
administrative data to compute the potential cost savings accruing to the public purse.



Third, a survey of current Western Australian Department of Housing tenants in NPAH
programs or housed via priority housing (homelessness) (n=277): this survey
contained questions on demographics, homelessness history, support received pre-
and post-housing tenancy, their confidence in maintaining their tenancy and self-
reported health status and health service use. The Tenant Survey was voluntary and
limited to current tenants only, and is not necessarily representative of the linked data
population.

Key findings
The provision of public housing significantly reduces health service use

In the year following entry to a public housing tenancy, the proportion of previously
homeless individuals accessing health services fell significantly as compared with the
year prior to entry among participants who entered with the assistance of an NPAH
program and those entering via a priority housing (homelessness) pathway.

Specifically, there were significant reductions in the proportion of people presenting to
emergency departments, staying overnight in hospital, presenting to an ICU and
psychiatric care, having contact with mental health services and with prescriptions for
opioid dependence for both entry pathways. HITH was the only health service with no
significant changes in the proportion of people accessing the service.

Further analysis examined changes in frequency or duration of health service use
within the subsamples of participants from each program who had accessed health
services either before or after entering their public housing tenancy. For both entry
pathways, there was an overall reduction (comparing the 12 months prior to entry with
the 12 months following entry) in the average length in stay in a hospital, in an ICU
and in psychiatric care, and in the average number of prescriptions per person/year.
There was also an overall reduction in the average number of hours spent per
personfyear with a mental health service for NPAH participants and an overall
reduction in the average number of visits to an ED for priority housing (homelessness)
participants. There was an overall increase in average days per person/year spent in
HITH for both groups. This may reflect an efficient substitution into lower cost health
care options from high-cost health options as formerly homeless people now have a
home from which this service could work.

These results are generally in line with findings from our previous AHURI and other
studies using self-report data, but carry far greater weight due to the use of linked
longitudinal administrative data, the large sample size, and multiple health service
measures.

Reduction in health service use greatest for tenancies sustained between one
and four years

The analysis of health service use was undertaken for all those in the research
population and compared health service use in the year prior to entry and the year
following entry. We reanalysed the data to examine the possible role played by the
duration of public housing tenancies post entry as a determinant of health care service
costs. Although all in our sample had entered a public housing tenancy at least a year
earlier than the close of our data window, the time since entering a tenancy differed
between tenants. Our analysis is, therefore, of a preliminary nature as those entering
public housing later in the data window simply had not had sufficient time, at the time
of the study, to build up a longer tenancy period.

In examining those tenancies sustained beyond a year with those that were not
sustained to the year point, tenancies sustained for over one year were found to be



associated with reductions in the proportion of people accessing all of the health

services, with the exception of HITH. The beneficial impact on health service use was

strongest for people who had sustained their tenancy for between one and four years,

but started to fade once people had been in their tenancy for four or more years. This

may imply that four years is a threshold amount of ti me r equi red f or i ndi vi
establish’ their heal t h and stability, but f
explicitly is warranted when a longer data window post-entry into public housing is

available for a larger proportion of the research population of interest.

More specifically, there was a significant reduction in the proportion of people
presenting to the emergency department and staying overnight in hospitals for
individuals who had continued in their tenancy for one to four years. There were
significantly fewer people presenting to the ICU for those who continued in their
tenancy for one to two years. There were significant reductions in the proportion of
people accessing psychiatric and mental health services after one year of tenancy
and these reductions continued to be significant for those who had been in their
tenancies for over five years. There was a significant reduction in the proportion of
people with prescriptions for opioid dependence up until five years of a tenancy.
These results suggest that sustaining a tenancy for over 12 months is crucial to
achieving health service reductions and cost savings.

Direct calculable government health care cost savings associated with reduced
health service use following public housing entry in the linked administrative
data sample was nearly $16.4 million in the first year ($4,846 per person/year)

This study provides an estimate of the economic impact of the changes in health
service use from the provision of public housing and support. Our economic analysis
focused on the changes in emergency presentations, days in hospital and days in
psychiatric care, as these have been identified in previous literature as having the
largest health care cost. For each participant in the linked dataset, the change in the
average number of emergency presentations, days in hospital and days in psychiatric
care, was computed comparing the 12 months prior to public housing entry with data
from the year following public housing entry for each tenant in the linked data sample.
Data on average costs for emergency presentations and days in hospital were
sourced from the National Hospital Cost Data Collection (2012—-13) and for psychiatric
care, from the Australian Institute of Health and Welfare (AIHW) report on Expenditure
on Mental Health Services (2013-14) (AIHW 2015b).

Overall, there was a cost saving associated with reduced health service use among
both the NPAH program participants and among public housing tenants given priority
access due to homelessness. However, the greatest economic returns were observed
among the NPAH cohort and, in particular, among those supported through the
HSWMH Housing Support Worker, Mental Health program.

Fewer days in hospitals and psychiatric care account for the majority of the cost
savings. The change in utilisation across these three services from entry to public
housing results in a combined cost savings of $16.4 million or $4,846 per person,
across all people in the sample for a single year. If priority housing (homelessness)
clients are excluded, the change per person for NPAH clients is nearly triple this
($13,273). The large cost savings is primarily due to the HSWMH group, where
savings amount to $84,135 per person per year.

Because health services provided in prison are not recorded in this health data, the
total cost offset is potentially understated as the costs associated with individuals
exiting the justice system cannot be accurately estimated. Thus, the cost of health
services used prior to the tenancy commencing is potentially underestimated.



Of course, cost savings to government budgets revealed by the present research, but
not identified by policy-makers, do not result in actual reductions in budget allocations
at the time the savings occur. However, the decrease in demand for services from this
population group potentially allows for otherwise unmet needs to be met within the
existing budget allocation. They also provide the evidence base for more efficient
resource allocation decisions in the future.

Prior to entering their public tenancy, many individuals were receiving support
for diverse issues

The Tenant Survey conducted as part of the research asked participants to report
issues they faced before and after entering their tenancy, and whether they received
support for them. Unsurprisingly, the most common type of support prior to entering
the tenancy was support to get a public housing tenancy (50.9%). Other common
supports received were for mental health needs (31.4%), and material needs (29.2%).
After entering public housing, 29.2 per cent reported issues with mental health needs
and 28.2 per cent reported issues with paying rent/bills on time. The majority of
respondents did receive support for their needs; for example, 23.1 per cent reported
receiving support for mental health needs and 18.8 per cent reported receiving
support to pay rent/bills on time.

Since moving into their current tenancy, fewer individuals reported that they were
receiving support for issues except for physical health and finding/keeping a job. For
every kind of support received after entering public housing, except finding/keeping a
job, mental health and drug/alcohol issues, individuals receiving support were more
likely to be priority housing (homelessness) tenants rather than NPAH tenants. This
finding may reflect a number of things including that, in general, NPAH support
workers had been largely successful in addressing the needs of tenants; that where
support was highest for NPAH tenants, it was precisely in a specific target area,
namely, mental health and drug/alcohol issues; and, that priority housing
(homel essness) tenants’ needs remained
that priority housing (homelessness) tenants were not receiving support through an
NPAH program, the findings suggest they clearly were receiving support from other
areas.

Individuals were highly confident in maintaining their current public housing
tenancy

In the Tenant Survey, respondents rated their level of confidence in being able to
keep their public housing tenancy. For both NPAH and priority housing
(homelessness) groups, over 85 per cent of respondents were confident or very
confident in being able to maintain their tenancy. In fact, for both groups the majority
were highly confident (56.3% for NPAH, 62% for priority housing); only 5.7 per cent of
NPAH and 3.8 per cent of priority housing respondents reported being not very or not
at all confident in sustaining their tenancies.

Mental health is a continuing issue that must be addressed

The analysis of the linked administrative data found that while there was a significant
reduction in the proportion of individuals in each separate NPAH program (except
HSWCS) accessing mental health services, there was actually an increase for two of
the programs (STH and HSWDA) in the average duration of each contact with these
services. This continued high demand for mental health services reflects not only the
high prevalence of issues but also the complex and long-term nature of the problems
involved.

very

h



The Tenant Survey provides more insight into the prevalence of mental illness. While
the percentage of people who report receiving support for mental health issues falls
from prior to after entering a public housing tenancy from 31 per cent to 22 per cent,
29 per cent report having issues. This is likely to be an underestimate as the analysis
of the K10 questionnaire, an instrument designed to measure psychological distress,
found that almost half the sample was experiencing high or very high distress levels,
compared to 10 per cent of the general Australian population (ABS 2013a).

Policy implications

This report finds that the provision of stable public housing for people experiencing or
at risk of homelessness results in reduced health service use (both in terms of the
number of people and the frequency and duration of use), and associated cost
savings to the health system and public purse. Providing stable housing with support
should be a first priority to improving not only housing outcomes, but health outcomes
and consequently reducing health care costs. This is particularly the case for
individuals who experience mental health issues.

The findings support the role of public housing as a foundation for non-shelter
outcomes and, in particular, health outcomes. They also point to the importance of
continued support for highly vulnerable entrants to public housing, particularly for
those with a history of severe and persistent mental illness who are either homeless
or at risk of homelessness. They further support the need for integrated care
arrangements and for a holistic approach to health issues that recognises the
importance of housing and of support in terms of improved health outcomes.

Specifically, the study provides an evidence base for the continuation of NPAH
programs focused on the provision of housing with support. It also shows the
importance of linked health and housing data in policy-relevant research and impact
evaluations and provides the basis for future Australian studies in this area.



1 | NTRODUCTI ON

A key focus of policies surrounding homelessness in recent years in Australia has
been on providing direct access to housing for those experiencing homelessness and
on supporting those who gain housing to maintain it, thus ending the cycle of
homelessness. This focus is particularly evident in programs funded under the 2009
National Partnership Agreement on Homelessness (NPAH) between the
Commonwealth of Australia, and Australian states and territories. NPAH programs
support those experiencing homelessness and those at-risk of homelessness to
access and sustain social housing in a variety of circumstances. Homelessness
covers those sleeping rough (primary homelessness), those in shelter but with no
tenure such as those in refuges and supported accommodation managed by
homel essness services and those ‘couch
in temporary or insecure accommodation such as boarding houses and caravan parks
(tertiary homelessness).

Our study examines five NPAH programs in Western Australia which support
homeless people to access and sustain public housing allocations. In the standard
case, without programs such as these, homeless people and those at risk of
homelessness receive crisis accommodation and other forms of support and may be
assisted to get onto public waiting lists, but they are not provided with direct support in
accessing guaranteed public housing and support to sustain those tenancies.

The five NPAH programs includes those exiting prisons or juvenile detention centres;
people with severe and persistent mental illness who are either homeless or at risk of
homeless when they are discharged from a Mental Health Inpatient Unit; people
sleeping rough; people who have undertaken treatment for drug and alcohol issues
and who may otherwise become homeless after exiting the treatment service or while
they are receiving assistance with their substance use; and people exiting short or
medium-term homelessness accommodation services (DCP n.d.; OAG 2012).

The five NPAH programs in question are:

1. Housing Support Worker Corrective Services (HSWCS) which supports those
exiting prisons or juvenile detention centres.

2. Housing Support Worker Mental Health (HSWMH) which supports people with
severe and persistent mental illness who are either homeless or at risk of
homelessness when discharged from a Mental Health Inpatient Unit.

Street to Home (STH) which supports people sleeping rough.

Housing Support Worker Drug & Alcohol (HSWDA) which supports people who
have undertaken treatment for drug and alcohol issues and who may otherwise
become homeless while they are receiving assistance with their substance use or
after exiting a treatment service.

5. Homelessness Accommodation Support (HAS) which supports people exiting
short or medium-term homelessness accommodation services.

The present report is the second to be released in an AHURI-funded project that
examines the effectiveness and cost-effectiveness of NPAH programs aimed at
accessing and maintaining social tenancies for formerly homeless people and those at
high risk of homelessness. The first report, The cost effectiveness of Australian
tenancy support programs for formerly homeless people (Zaretzky and Flatau 2015),
examined the background of households supported by NPAH tenancy support
programs across Australia, the support provided and the housing outcomes achieved,
the cost of providing support and the cost of capital employed in providing social
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housing. Zaretzky and Flatau (2015) showed that NPAH programs aimed at
supporting homeless clients and those at risk of homelessness to access and
maintain a social housing tenancy or maintain existing tenancies at risk of
homelessness, were successful in assisting households to sustain their tenancy and
prevent eviction.

In this second report, we focus on NPAH programs operating in Western Australia and
use Western Australia’s rich heal th s
housing administrative data. This is supplemented with a one-off survey of a sample
of current public housing tenants who were previously homeless or at risk of
homelessness. This provides the most in-depth examination to date in Australia of the
public health, social and economic impact of public housing programs to support
homeless people and those at risk of homelessness. In addition to the assessment of
the impact of NPAH program participation, the report also considers the benefit of
providing public housing for formerly homeless people more broadly, irrespective of
whether intensive NPAH-type support is provided. This is achieved by including in the
sample (both linked administrative data and the survey sample) people who have
entered public housing through a priority access route for those who are homeless or
at risk of homelessness, but are not receiving NPAH support. Eligibility for priority
public housing in WA includes primary homelessness covering those sleeping rough;
secondary homelessness, shelter but no formal tenure including staying in
accommodation provided by homelessness services or staying temporarily with

fiends/ family (‘couch surfing); and tert.i

accommodation arrangement (e.g., boarding house or caravan park).

The present study comprises three parts. Part 1 entails a literature and desktop
review relating to the issues addressed in the study and the policy context. Part 2
involves the linking and analysis of administrative data on health service utilisation
from the Western Australian Department of Health, with public housing tenancy data
from the Western Australian Housing Authority (or Department of Housing) for tenants
supported by NPAH programs (n=983) and priority housing (homelessness) tenants
(n=2,400), to examine the impact of public housing on health service utilisation and
health system costs pre- and post-housing. Housing Authority data includes the
nature of public housing entry (type of NPAH program or priority housing
(homelessness)), duration of tenancy, and demographics. The health service
utilisation data included: hospital admissions and length of stay, emergency
department presentations, hospital in the home (HITH), mental health and psychiatric
services, and prescribed drugs for opioid dependence. Part 3 collected data from a
cross-sectional survey sent to public housing tenants (n=277) who entered public
housing through an NPAH program or priority housing (homelessness).

This study provides an estimate of the economic impact of the changes in health
service use from the provision of public housing and support through the NPAH
programs as well as those accessing housing through priority housing channels. Our
economic analysis focuses on the notional cost savings to government budgets that
the provision of public housing and support has from changes in emergency
presentation, days in hospital and days in psychiatric care. These services have been
identified in previous research as being highly used by people who are homeless, and
having the largest health care cost (Culhane, Metraux et al. 2002; Flatau, Zaretzky et
al. 2008; ARTD 2010; Zaretzky and Flatau 2013; Conroy, Bower et al. 2014).

Cost savings to government budgets revealed by research, but not identified by
policy-makers do not result in actual reductions in budget allocations at the time the
savings occur. However, the decrease in demand for services from this population
group potentially allows for otherwise unmet needs to be met within the existing
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budget allocation. They also provide the evidence base for more efficient resource
allocation decisions in the future. For that to occur, stronger connections between
research and policy need to be built.

Linked administrative data has been used extensively in public health research in
Australia, but has been far less applied in other fields such as housing and
homelessness. The unique feature of the present study is the linkage of health service
utilisation administrative data with WA public housing records to examine the impact
on health service use and health costs among NPAH program participants and other
people given priority access to public housing due to homelessness (hereafter
referred to as priority housing (homelessness)). The Western Australian health service
utilisation data we draw on includes hospital admissions and length of stay,
emergency department presentations, hospital in the home (HITH), mental health and
psychiatric services, and prescribed drugs for opioid dependence. Importantly for this
study, the linked data identifies whether a particular tenant has received support
under an NPAH program or entered public housing under the priority access
homelessness route.

The present study contributes to the knowledge base by using administrative data
sources to examine the impact that public housing and support have on health service
use and subsequently on health costs. We supplement findings from the linked
administrative data with a survey of public housing tenants who either received
support under NPAH programs or who entered public housing through priority housing
access routes for those experiencing homelessness. The public housing Tenant
Survey provides additional insights into the background of public housing tenants,
their homelessness histories and most recent housing position prior to entry into
public housing, the tenancy-related issues they faced as tenants and the role of
support in meeting those issues, their use of alcohol, tobacco and drugs, their levels
of psychological distress, self-reported health status and perceived change in health
status and use of health services.

The report begins in Chapter 2 with a discussion of the background and rationale for
investigating the impact of public housing and support initiatives for homeless people
and those at risk of homelessness and also includes further background on the
NPAH. Chapter 3 outlines the methods used in the study, with particular focus on the
sources of linked health service utilisation and public tenant data used. Chapters 4
and 5 discuss the results of the linked health service utilisation and public housing
administrative data analysis and the Tenant Survey respectively. Chapter 6
summarises the findings of the report and concludes with a discussion of implications
for future research and policy.
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2 BACKGROUND

This chapter provides the background and rationale for investigating the impact of
housing access and tenancy support initiatives, through the NPAH, on public health,
social and economic outcomes. It is structured as follows: Section 2.1 outlines the
relationship between housing, homelessness and health; Section 2.2 reviews the
recent literature around the impact of housing support on health and housing
outcomes; Section 2.3 reviews the literature on cost savings from reduced health
service use as a consequence of housing access and homelessness support; Section
2.4 summarises the current state of play of the National Partnership Agreement on
Homelessness (NPAH), particularly in regard to this study and relevant WA programs;
and, finally Section 2.5 describes some of the challenges in evaluating the impact of
NPAH programs.

2.1 Relationship between homelessness and health

There is now a substantial evidence base that homelessness and housing insecurity
can have significant negative impacts on non-shelter outcomes, particularly physical
and mental health outcomes (Fazel, Geddes et al. 2014). Moreover, there is a bi-
directional and compounding relationship between homelessness and health; housing
and health do not merely ‘go together
Gronda et al. 2011; Department of Social Services 2008). For example, while mental
illness can precipitate homelessness, housing insecurity and homelessnhess also act
as a significant risk factor for poor mental health (Baker, Mason et al. 2014; Altena,
Brilleslijper-Kater et al. 2010). One of the suggested pathways is that adverse social
conditions (e.g. insecure housing, unemployment, social isolation) act as chronic
stressors that may contribute to the onset of mental health problems. Even for people
who are in housing, housing payment problems and rent arrears have significant
detrimental effects on mental wellbeing (Taylor, Pevalin et al. 2007). Both mental and
physical health issues can also adversely impact on employment and financial
security which, in turn, can precipitate homelessness (Nooe and Patterson 2010).

Rates of morbidity and premature mortality are higher in homeless groups than in the
general population; in both relative and absolute terms (Fazel, Geddes et al. 2014;The
Lancet 2014). People experiencing homelessness are over-represented in many
health statistics, including emergency department presentations, hospitalisation, and
psychiatric care. However, they are under-represented in the use of some other health
services, such as preventive health check-ups (Kushel, Perry et al. 2002; Salit, Kuhn
et al. 1998; Folsom, Hawthorne et al. 2005) and in respect of podiatry and dental
health care (relative to severe need) where health needs may not be met because of
high cost barriers (Flatau, Conroy et al. 2012). Decreased access to care also
contributes to increased risk for later-stage diagnosis among people who are
homeless (Rieke, Smolsky et al. 2015), poorer control of cardiovascular disease,
hypertension and diabetes (The Lancet 2014), and hospitalisation for preventable
conditions such as skin and respiratory conditions (Salit, Kuhn et al. 1998). In
homeless groups, there is an increased prevalence of infectious diseases (HIV,
tuberculosis, hepatitis C), non-communicable diseases, and higher rates of suicide
and unintentional injuries (Fazel, Geddes et al. 2014).

It is important to note that comorbidities are common in homeless populations (The
Lancet 2014). In particular, a significant proportion of homeless individuals suffer from
substance dependence and mental illness (The Lancet 2014; Fazel, Geddes et al.
2014; Cheung, Somers et al. 2015; Spicer, Smith et al. 2015). Homelessness,
substance abuse and mental illness have all individually been associated with higher
use of emergency departments and higher rates of hospitalisation (Kushel, Vittinghoff
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et al. 2001; Kushel, Perry et al. 2002; Culhane, Metraux et al. 2002; Kim, Kertesz et

al. 2006; Chartier, Carrico et al. 2012), and so the impact on health service use and

costs are compounded when these circumstances are clustered together. For this

reason, mental health and substance abuse issues are of particular importance when

considering the relationship between health and homelessness. Typically, people
experiencing homelessness are more I|likely to
health system, which bears a higher price tag than earlier intervention or health

service provision outside of hospital settings (Sadowski, Kee et al. 2009; The Lancet

2014).

2.2 Can the provision of housing and/or support improve
health and housing outcomes?

Many of the existing studies investigating the relationship between housing and health
comprise evaluations of specific programs or interventions. A number of studies of
Housing First programs (i.e., the rapid housing of those experiencing homelessness
before presenting issues have been fully addressed) have demonstrated significant
reductions in homelessness, reduced health costs and improved housing tenancies
(Larimer, Malone et al. 2009, Gulcur, Ana et al. 2003; DeSilva, Manworren et al. 2011;
Conroy, Bower et al. 2014). One Housing First study also reported a decrease in visits
to emergency department, detoxification centre and medical clinics (DeSilva,
Manworren et al. 2011). A Canadian study reported a reduction in emergency
department visits among Housing Firstalpartici |
participants), but found no difference in hospitalisations (Russolillo et al. 2014). In a
review of the Housing First approach, Fitzpatrick-Lewis, Ganann et al. (2011)
concluded that among people with a mental illness experiencing homelessness,
tenancies are improved when housing is provided on hospital discharge, and for those
with substance abuse issues, provision of permanent housing can decrease
substance abuse and therefore increase the likelihood of staying in a stable
accommodation environment. They also note that provision of housing can improve
health outcomes for homeless populations with HIV (Fitzpatrick-Lewis, Ganann et al.
2011). These findings are of particular interest in the present study. While the NPAH
programs being investigated were not Housing First programs per se, they do share a
common focus on ‘“rapid housi ng’ of homel es:
homelessness in circumstances such as exiting from mental health and drug and
alcohol facilities, from corrective services facilities and from street-based
homelessness. In the case of the NPAH programs in Western Australia, greater pre-
entry support may be evident as well as perhaps post-entry support compared with
standard Housing First models.

Other wrap-around support programs, suchas Australia’s Michael Pr
Conroy et al. 2010; 2012), have also shown positive housing and health outcomes.
Sadowski, Kee et al. (2009) reported that offering housing and case management to
homeless adults with chronic mental illnesses resulted in fewer hospital and
emergency department visits when compared to usual care. Other studies have
shown that providing supportive housing can reduce the days/nights spent in
psychiatric hospitals and non-psychiatric hospitals (Perlman and Parvensky 2006;
Culhane, Metraux et al. (2002) as cited in Nooe and Patterson 2010), reduce
emergency department admissions (Rieke, Smolsky et al. 2015) and show an
increase in outpatient admissions (Rieke, Smolsky et al. 2015; Gilmer, Stefancic et al.
2010; Culhane, Metraux et al. 2002; Sadowski, Kee et al. 2009). The decrease in
emergency department visits and increase in outpatient visits implies that when
housed, individuals are able to more appropriately use health care services, that is,
fewer unnecessary emergency department visits are made.
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However, these positive outcomes are not universal. In Gilmer, Stefancic et al.'s
(2010) evaluation of Full-Service Partnerships (FSP) in California, the mean number
of days of homelessness experienced, and the likelihood of receiving inpatient and
emergency services declined, but outpatient mental health visits increased. Mares
and Rosenheck (2011) also reported an increase in outpatient visits, as well as
increased visits to other medical, mental health, substance abuse and health care
services. They concluded that systems-level service integration programs, applied in
addition to intensive care arrangements, were associated with additional positive
housing outcomes, but not health outcomes. In a systematic review of the literature on
the impact of housing interventions on health and housing outcomes, Rog, Marshall et
al. (2014) summarised the evidence for permanent supportive housing as 'moderate’,
with evidence that it can reduce homelessness, increase tenure and decrease
emergency department room visits and hospitalisation.

One of the gaps in the literature to date is larger scale studies that have accessed
linked housing and medical record data to examine the link between homelessness,
housing and health. Of the few published studies that have used linked health care
and housing data, the sample sizes have tended to be small. In the USA, Martinez
and Burt (2006) analysed administrative data of 236 adults and found that providing
permanent supportive housing to homeless people with psychiatric and substance
abuse disorders can reduce emergency department and hospital inpatient visits. In
another US study, Brown, Miao et al. (2015) interviewed and accessed the medical
records of 200 individuals and found that among homeless adults over 50 years old,
those who gained housing had fewer depressive symptoms and a lower rate of acute
care use than those who did not, but other measures of health status were not
significantly different. The use of linked administrative data on a larger scale is an
opportunity to improve knowledge both in terms of the number of different clients and
experiences that can be investigated and understood, and also the rigour of the
statistical analysis.

2.3 Can reducing homelessness contribute to cost savings
to government via reduced health service use?

Economic analysis indicates that the health sector bears much of the cost and
consequences of recurring homelessness in Australia (Culhane, Metraux et al. 2002;
Corporation for Supportive Housing 2004; Periman and Parvensky 2006; Social Policy
Research Centre 2007; Flatau and Zaretzky 2008; Flatau, Zaretzky et al. 2008;
Zaretzky, Flatau et al. 2008; Flatau, Conroy et al. 2010; 2012; ARTD 2010; Zaretzky
and Flatau 2013; 2015; Conroy, Bower et al. 2014). More broadly, housing has been
described as a central element in tackling broader health inequalities (Shaw 2004).

While it is recognised that investment into housing support can be expensive, a
growing body of international and Australian evidence suggests that, given the
disproportionate illness or health care cost burden attributable to housing insecurity
(e.g., higher rates of hospitalisation, use of emergency services, over-representation
in psychiatric services) (Redelmeier, Molin et al. 1995), housing support 'may
represent a more cost-effective as well as a more humane approach to the problem of
homelessness' (Salit, Kuhn et al. 1998).

There have been a number of attempts in international and Australian studies to
estimate the cost savings of reduced health service use when homelessness is
addressed or housing support provided. Evidence from the USA generally indicates
that providing housing support does reduce costs, although the patterns and extent of
cost saving can vary considerably for different health outcomes (Gilmer, Stefancic et
al. 2010; Larimer, Malone et al. 2009; Martinez and Burt 2006; Gulcur, Ana et al.
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2003). For example, Larimer, Malone et al. (2009) found that, for the Housing First
group examined, Medicaid costs fell by 80 per cent in the 12 months after intervention
while emergency medical service costs fell by 56.6 per cent. The importance of
considering all services and costs was highlighted in a study by Gilmer, Stefancic et
al. (2010) which found that while the costs associated with inpatient and emergency
service use and some mental health services decreased for previously homeless
people participating in a Full-Service Partnerships (FSP) program, use of outpatient
services increased, resulting in a net increase to the total cost of services. Importantly,
however, this study also concluded that the total cost reductions in the health and
justice systems offset over 80 per cent of the cost of the FSP.

Australian studies have predominantly found homelessness support to be associated
with reduced use of high cost health services (Flatau and Zaretzky 2008; Flatau,
Zaretzky et al. 2008; Zaretzky, Flatau et al. 2008; Flatau, Conroy et al. 2010, 2012;
Bruce, McDermott et al. 2012; Zaretzky and Flatau 2013; 2015; Conroy, Bower et al.
2014). This is particularly true where longer term wrap around tenancy support is
provided, as shown in the Mission Australia Michael Project with homeless men,
where healthcare costs decreased by $8,222/person/year on average as consumers
moved away from the use of crisis and acute services towards the community end of
the health care system (Flatau, Conroy et al. 2010; 2012). In the subsequent Mission
Australia MI SHA project that assisted homel ess
with strong post-housing support, health costs were found to decrease by an average
47 per cent ($6,657/year) in the two years after support commenced, predominantly
relating to stays in hospital and psychiatric facilities (Conroy, Bower et al. 2014). An
important finding in the MISHA study was that in the first year of support, the use of
some health services actually increased for many clients as a result of previously
unmet needs being addressed, with broader decreases in health system use and
costs in the second year of support as health issues were stabilised (Conroy, Bower
et al. 2014). In another Australian study, the provision of supported housing for people
with a mental health diagnosis through the NSW Housing and Accommodation
Support Initiative (HASI), was associated with a 24 per cent decrease in mental health
inpatient hospital admissions (Bruce, McDermott et al. 2012). A decrease was also
observed in the average number of days spent in hospital per year of 59 per cent,
resulting in hospital costs avoided of $27,917 per person/year (Bruce, McDermott et
al. 2012).

Comparison across studies is difficult however, as there is considerable variation in
the type, source and quality of the health data sourced, ranging from self-reported use
of health services by people who were previously homeless, through to analysis of
Medicaid records in the US. Differences in the nature of the interventions to reduce
homelessness can also hinder the comparability or generalisability of findings.
Provision of housing alone, for example, is less likely to impact on health outcomes
and service use than interventions that couple housing with other forms of support
(Rog, Marshall et al. 2014). Additionally, there is evidence to suggest that some forms
of health system contacts (and thus costs) may initially increase (Conroy, Bower et al.
2014), particularly if there are previously undiagnosed or untreated health issues that
are better able to be addressed once people are in stable housing. Different methods
of calculating cost savings also renders comparisons between existing studies
difficult.

2.4 Evidence gaps addressed by this study

There is a small but growing body of evidence to support the contention that
intervening to reduce homelessness potentially yields improvements in health at the
individual level, and cost savings at the societal level. However, findings for these
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outcomes are limited by small sample sizes. The limited number of studies and their
limited scope also signifies a notable gap in the literature. This study addresses two
challenges; first and foremost, understanding the public health, social and economic
impacts of the NPAH and access to public housing more broadly, and second,
addressing methodological issues in extant studies by using rich linked administrative
data and large sample sizes to increase confidence in the findings presented.

2.5 NPAH as an Australian Government initiative to reduce
homelessness

As described in our first report in this AHURI study (Zaretzky and Flatau 2015), 2009

heralded the introduction of the new National Affordable Housing Agreement (NAHA)

and NPAH as the cornerstone of a concerted national effort to reduce homelessness

in Australia via greater focus on prevention, early intervention and the strengthening

of services aimed at s uptywaccessagd rdiammaising.ss cl i er
To implement the Agreement, each state and territory developed its own plan. The

approach in all jurisdictions except South Australia was to implement or expand a

range of programs each with a specific target group. In contrast, South Australia took

an integrated approach to homelessness assistance and delivered a range of regional

responses with a range of generic service elements to apply across all regions.

However, reporting on NPAH objectives varied considerably by jurisdiction. Audits
undertaken by five of the jurisdictions as well as the Australian National Audit Office
noted limitations with the publically available data making it difficult to assess both the
effectiveness of programs and the cost effectiveness. Appendix 1 of the First Report
from this AHURI study (Zaretzky and Flatau 2015) provides an overview of publically
available NPAH implementation plans, Annual Reports and evaluations.

Stated NPAH objectives included a dual focus on supporting not only access to stable
permanent housing, but also on the sustaining of those housing tenancies and
focusing on sustaining pre-existing tenancies that were at risk. It is the sustainability of
tenancies and how this relates to health outcomes and associated cost savings that is
as much the focus of this AHURI study as the access to the housing.

In our first report from this study (Zaretzky and Flatau 2015), an overview was
provided of NPAH programs across all Australian jurisdictions that were aimed at
accessing and sustaining social tenancies for formerly homeless people and those at
risk of homelessness. Specialist Homelessness Service Collection (SHSC) data
showed that for clients who were able to access housing during support, the
proportion living in public or community housing increased from 36.3 per cent prior to
support to 87.6 per cent at completion of support, and correspondingly the proportion
classified as homeless decreased from 33.7 per cent prior to support to 2.1 per cent at
completion of support. Where data was available, it suggested that the vast majority of
tenancies were sustained for 12 months or more (Zaretzky and Flatau 2015).

Homelessness administrative data, such as that examined in our first report, does not,
however, provide any broader outcome measures on which to gauge the impact of
accommodation outcomes on non-ac commodati on aspects of clie
aspects of government expenditure outside of homelessness. In particular, it does not
provide an insight into whether the positive accommodation outcomes result in
improved health outcomes for clients or a beneficial impact on the health system.
Previous Australian studies have used a survey method to examine this issue (see
e.g. Flatau, Zaretzky et al. 2008; Flatau, Conroy et al. 2010; 2012; Zaretzky and
Flatau 2013, 2015; Conroy, Bower et al. 2014). However, the data is limited in
duration, relies on client self-report, uses comparatively small samples and is costly to
obtain. The method used in this report of linking homelessness and health data avoids
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these issues. Nevertheless, it will be instructive to see whether previous findings
based on self-report data line up with the results from linked administrative data.

2.5.1 NPAH and homelessness in Western Australia

In 2009, Western Australia and the Commonwealth signed the four-year National
Partnership Agreement on Homelessness (OAG 2012). The stated overarching
intentions of NPAH were to:

intervene early to prevent people from becoming homeless
break the cycle of homelessness by helping people get back on their feet

provide pathways between homelessness services and connect people to
mainstream services that help them to sustain their housing.

The NPAH Implementation Plan in WA (OAG 2012) set out 20 programs to help
homeless people and those at risk of homelessness. Overall, these programs sought
to provide one-on-one support for up to 12 months to help people find and stay in
stable housing, and to help connect people with mainstream mental and general
health services, as well as other support such as financial counselling, employment or
education. In WA, the Department for Child Protection and Family Support (DCPFS)
has been the lead agency for the Agreement in WA, and contracted a range of not-for-
profit organisations to deliver these programs.

In this AHURI study, the focus is on those NPAH programs that were identified as
assisting clients to access and maintain a social housing tenancy or to maintain an
existing social housing tenancy. DCPFS identified eight NPAH programs that met this
definition (as discussed in the first report from this study) and the Department of
Housing database has a flag for clients entering a public housing tenancy under five
of these NPAH programs (see Table 1 below).

In this second report, we examine the health and tenancy outcomes for participants
from these five NPAH programs. Clients assisted in these five programs represent
approximately 80 per cent of clients assisted in identified NPAH tenancy-related
programs (OAG 2012). There is also an NPAH program in WA that supports people to
maintain an existing social housing tenancy (estimated to represent approximately
20% of clients assisted in identified NPAH tenancy-related programs in WA overall),
but there is no flag for this program in the Department of Housing database, so it
could not be included in this study.

’

An eval uati on of Western Australia’s
January 2011 and December 2012 (Cant, Meddin et al. 2013). It found that in the two-
year period 5,094 individual clients were assisted across 14 NPAH programs (Cant,
Meddin et al. 2013). It was found that clients often had complex and multiple needs
requiring ongoing support for an array of issues including: mental health conditions,
domestic family violence, long-term unemployment, disability, severe financial
hardship, trauma, serious health complications, caring responsibilities, and language
difficulties. On top of this, many case workers were working with clients presenting
with dual diagnosis of mental health and/or drug and alcohol conditions (up to 39% of
clients in one service) (Cant, Meddin et al. 2013). Overall, clients interviewed in the
evaluation stated that support in combination with the accommodation provided was
life changing and, in some cases, lifesaving (Cant, Meddin et al. 2013).

2.5.2 Priority housing access in Western Australia

In addition to those entering public housing through an NPAH program, people with
urgent housing needs in Western Australia can be given priority access to public
rental housing. Homelessness is the predominant reason for this priority housing

NPAH
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access, and can include the need for housing for where life, safety or health is at risk
in current housing circumstances (e.g. domestic violence) (Government of Western

Australia 2015).

Table 1: NPAH programs identified in Department of Housing database

NPAH program

Description

HSWCS—Housing
Support Worker
Corrective Services

HSWMH—Housing
Support Worker Mental
Health

STH—Street to Home

HSWDA—Housing
Support Worker Drug &
Alcohol

HAS—Homelessness
Accommodation
Support

Housing support workersd corrective services: Provides one-on-
one support for people exiting prisons or juvenile detention centres
with sourcing and maintaining stable accommaodation to avoid
homelessness (OAG 2012). Referrals are made from the discharge
units at correctional facilities and by Re-entry or similar programs.
Support period begins three months prior to release and continues
for 12 months post release (DCP n.d.).

Housing support workersd mental health: These services provide
dedicated support for people with severe and persistent mental
illness who are either homeless or at risk of homelessness when
they are discharged from a Mental Health Inpatient Unit. A case
management approach, linking with community and clinical mental
health services is employed. Referrals are from the Specialist
Mental Health Inpatient Units, hospitals or community mental health
services. Workers offer one-on-one support up to 12 months with
sourcing, accessing and maintaining suitable long-term
accommodation (DCP n.d.).

Street to Homed Assertive Outreach Program

Workers in this program find and support people sleeping
rough/living on the street and offer help with access to mainstream
services and accommodation. The workers are supported by a
Mobile Clinical Outreach Team and Housing Support Workers
(OAG 2012).

Housing support workersd drug & alcohol: This program works with
clients who have undertaken treatment for drug and alcohol issues
and who may otherwise become homeless after exiting the
treatment service or while they are receiving assistance with their
substance use (DCP n.d.). Workers help people with sourcing or
maintaining accommodation and engagement with drug and alcohol
treatment programs. Referrals to this program mainly come from
specialist drug and alcohol services (OAG 2012).

Homelessness Accommodation Support Workers: This program
offers support to people exiting short or medium-term
homelessness accommodation services (e.g., shelters, refuges).
Workers help with sourcing and maintaining long-term stable
accommodation and link people into mainstream services such as
education and employment. Support workers also seek to address
issues such as employment, health, financial management and
social integration.

Eligibility for priority public housing includes homelessness in many forms, including
primary homelessness (e.g. someone who is sleeping rough, e.g., in a park or under
bridges); secondary homelessness (an accommodation arrangement that has no
formal tenure, e.g., staying in crisis accommodation or temporarily with friend/family);
and tertiary homelessness (insecure accommodation arrangement, e.g., boarding
house or caravan park) (Chamberlain and Mackenzie 1992).

For the purposes of this report, we refer to this group as priority housing
(homelessness). It is pertinent to note that provision of priority public housing access
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via this route differs from entry via a wrap-around, targeted support program like
NPAH. However, it does not preclude the possibility that people may have been, or
are, receiving various types of support from other sources. This was evident in the
subsample responding to the Tenant Survey (see Section 5 of this report). Many of
those entering public housing via a priority access homelessness channel do so from
prevailing support services.

2.6 Challenges in assessing the impact of NPAH programs

As noted in the WA Auditor General Office report on the Implementation of the NPAH
on Homelessness in Western Australia (OAG 2012), it is difficult to know whether the
NPAH programs actually reduced homelessness for clients assisted by them, unless
there is data on how many people became and remained housed over the NPAH
period, and ideally beyond that (OAG 2012). At the time of writing the OAG report, it
was noted that such data were not readily available, even for programs with a stated
aim of assisting clients to sustain tenancies.

Continuing shortages in the availability of public housing has been recognised as one
of the factors impeding attainment of the intended 7 per cent decrease in the number
of people experiencing homelessness in WA (OAG 2012). It is important, therefore, to
look at other ways to gauge the impacts of the NPAH program. This study seeks to do
this by looking at the proportion of tenancies sustained among NPAH participants and
assessing changes in health service usage prior to and following entry into the NPAH
program and the associated public housing tenancy.

2.7 Summary

People experiencing homelessness are over-represented in a myriad of health
statistics, including premature mortality, emergency presentations, recurrent
hospitalisation and psychiatric care (Fazel, Geddes et al. 2014; Moore, Gerdtz et al.
2007). Conversely, they are less likely to use preventive health services (Kushel,
Perry et al. 2002; Folsom, Hawthorne et al. 2005) or to seek earlier intervention for
manageable chronic diseases (The Lancet 2014). A significant proportion of
individuals experiencing homelessness suffer from substance dependence and
mental illness (Cheung, Somers et al. 2015; The Lancet 2014; Fazel, Geddes et al.
2014) and comorbidities are higher among this population group.

People who are homeless are more likely to have contact with the acute and pointy
end of the health system, which is far more expensive than early intervention or
primary care provision outside of hospital settings (Sadowski, Kee et al. 2009; The
Lancet 2014). In addition to the consequential demand on health system resources
(Culhane, Metraux et al. 2002; Zaretzky, Flatau et al. 2008; Zaretzky and Flatau 2013;
Conroy, Bower et al. 2014), the homelessness sector is strained by the proportion of
clients needing more intense support due to underlying health issues (Foster, Gronda
et al. 2011).

Thus intervening to reduce homelessnes s coul d not only i
health but also generate cost savings at a societal level. There is a small but growing
body of evidence supporting this argument, with several studies showing that Housing
First and other wrap-around support programs can significantly reduce homelessness,
improve health outcomes or reduce health service use and reduce health costs
(Rieke, Smolsky et al. 2015; Gilmer, Stefancic et al. 2010; Culhane, Metraux et al.
2002; Sadowski, Kee et al. 2009; Larimer, Malone et al. 2009; Gulcur, Ana et al. 2003;
DeSilva, Manworren et al. 2011). However, research to date has primarily relied on
self-reported health data, single intervention studies or small sample sizes. This
present study addresses this challenge, using longitudinal linked administrative data

mpr ove
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from health and housing with a large sample of participants from five NPAH programs
implemented in WA, and additional data from formerly homeless people provided with
priority public housing access during the same study window.

Determining whether or not NPAH programs have reduced homelessness is difficult
due to the lack of available data. Furthermore, continuing public housing shortages
restrict the attainment of the intended 7 per cent decrease in the number of homeless
people in WA (OAG 2012). For this reason, this study takes a different perspective
and investigates the impacts of NPAH programs on health service usage.
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3 METHODS

3.1 Study design

The overall study comprised three parts as depicted in Figure 2 below. The methods
and findings of Part 1 of the overall study have been described in an earlier report
(Zaretzky & Flatau 2015). The methods for Part 2 and 3 are described in the

remainder of this chapter.

Figure 2: Overall study design

Accessing and sustaining tenancies for those experiencing homelessness study

National study

Western Australian Study

+

Part 1

Part 2

Part 3

Administrative
homelessness data for
NPAH programs to
maintain and/or access
social tenancy

Survey of jurisdictions:
cost of providing social
housing. Program specific
issues including: support
duration, housing
availability, program cost,
tenancy outcomes.

SHSC data: program
activity, client profile,
services provided,
accommodation
outcomes.

Linked administrative
health and housing data
for NPAH and priority
housing (homelessness)
recipients (n=3,383)

Housing data: NPAH or
priority homeless status,
tenancy duration, reasons
for cessation of tenancy if
ended.

Health data: hospital
admissions and length of
stay, emergency
department presentations,
hospital in the home,
mental health and
psychiatric services,
prescribed drugs for opioid
dependence.

Survey of Department of
Housing tenants*
(n=277) in NPAH
programs or housed via
priority housing
(homelessness)

Demographics;
Homelessness history;
Support received pre- and
post-housing tenancy;
confidence to maintain
tenancy;

Self-reported health status
and health service use.

* This survey was mailed to
those with active tenancies from
the linked administrative data
available from Part 2 of the
study.

Part 2 of the overall study involved an investigation of WA linked administrative

housing and health data to:

examine the impact of social housing tenancies (and sustaining of tenancies) on
health outcomes and associated government costs of formerly homeless tenants

estimate costs to government and potential cost savings associated with changes
in health service use following entry into public housing tenancies.

Part 3 of the overall study involved a survey of Department of Housing tenants who
were either participants in one of the five NPAH programs or who had been given
priority for tenancies via a priority housing (homelessness) list managed by the

Department of Housing.
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3.2 Measures

Appendix 1 summarises the data that was obtained from the Departments of Health
and Housing, as well as the measures collected via the Tenant Survey.

3.3 Sources of data
3.3.1 Department of Housing data

The Department of Housing dataset comprised tenants who received support to
access and/or to sustain their tenancy through an NPAH program from 1 August 2009
to 31 August 2013 and a comparison group who had received a public housing
tenancy through priority access channels due to homelessness, but who were not
supported by an NPAH program (priority housing (homelessness) tenants). The
variables provided are outlined in Appendix 1. Only de-identified data from the
Department of Housing was provided to the research team.

3.3.2 Department of Health data

The Department of Housing data was provided to the Department of Health Data
Linkage Branch to extract and link with data from five WA Department of Health data
collections:

Emergency Department Data Collection (EDDC): contains data on emergency
department activity in WA's public hospitals
contract with the WA Government.

Hospital Morbidity Data System (HMDS): includes all hospitals in WA (public and
private). The HMDS contains inpatient discharge summary data from all public
and private hospitals in WA. Each unit record in the HMDS is an episode of care,
which starts with a formal admission to hospital and ends with a formal discharge
or separation from hospital. The HMDS includes all episodes of care that occur in
the following Western Australian health services: public acute hospitals; public
psychiatric hospitals; private acute hospitals (licensed by WA Health); private
psychiatric hospitals (licensed by WA Health); and private day surgeries (licensed
by WA health). The HMDS has some exclusions and does not include episodes of
care (or equivalent unit of measurement) pertaining to: patients attending
outpatient or community health services; patients in private residential aged care
facilities; patients in community residential care facilities; and patients treated in
Defence Force health services.

Mental Health Information System (MHIS): psychiatric episodes can be inpatient
(public and private) and outpatient (public only). Inpatient data is sourced from
Psychiatric Inpatient Units; Community Accommodation Support Program Hostels;
Community Residential Facilities; Acute general hospitals. Outpatient data is
sourced from; Psychiatric Clinics; Triage Services; Community mental health
centres; Psychiatric Day centres; Outreach programs; and Rehabilitation
programs.

Mortality Register Data: all deaths registered in the state.

Monitoring of Drugs of Dependence System Data Collection: the Community
Program for Opioid Pharmacotherapy (CPOP) framework was developed to
regulate the prescribing of opioid pharmacotherapy used for the treatment of
opioid dependence in Western Australia. CPOP Drugs include: Methadone,
Subutex and Suboxone.

Seven key health service variables were created from the linked health system data
for the purposes of analysis (see Table 2 below). As people entered their tenancy at
different times, the period for which health data was available after entry to a tenancy
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differed for each person. The window with data available for the complete cohort is
three years prior to entering a tenancy to one year post entry to a tenancy.

Table 2: Health service use data

Variable Definition Measures used in analysis
Emergency An emergency admission is an admission of a patient Attendance at ED
department for care or treatment which, in the opinion of the treating Average annual number of

attendance (ED)

clinician, is necessary and admission for which should
occur within 24 hours. Emergency care includes
patients suffering from an acute illness or injury that
requires urgent assessment and treatment. HMDS
collects data on the number of emergency department
attendances.

presentations at ED

Hospital
admission
(overnight)

Hospital discharge and admission data.

Number of hospital admissions

Average length
of hospital stay

Length of stay in hospital (days in the year).

Average annual number of
days spent in hospital

ICU

Admission to and days spent in an intensive care unit in
one of the hospitals providing data to the HMDS.

Number of admissions to ICU

Average annual number of
days spent in ICU

Mental health
service

(MHIS)

The MHIS holds information about people who are
treated by mental health services (MHS) in WA. ltis a
client-based information system where data for each
client is stored and includes demographic and clinical
information relating to their care received in ambulatory
(community and outpatient), inpatient and community
residential mental health settings. Raw data provided in
minutes, recoded into hours to facilitate interpretation of
findings.

Number of contacts with
mental health service

Average annual duration of
contact hours with a mental
health service

Hospital in the
home (HITH)

Most states and territories have hospital-in-the-home
programs under which admitted patients are provided
with hospital care in the home (defined in National
health data dictionary version 13 (HDSC 2006) as
occurring in the patient
place of residence as a substitute to hospital
accommodation, and within an episode of care for an
admitted patient.

Number of days provided with
HITH care

Average annual number of
days provided with HITH care

Psychiatric care
(dopsych)

Admission to and days of psychiatric care (hospital-
based) This can include admission to designated
psychiatric units within public or private acute care
hospitals, or admission to psychiatric hospitals, which
are establishments devoted primarily to the treatment
and care of admitted patients with psychiatric, mental or
behavioural disorders. Staffing is by health
professionals with specialist mental health qualifications
or training and have as their principal function the
treatment and care of patients affected by mental
disorder(s) (Department of Health 2014).

Number of days of psychiatric
care

Average annual number of
days in psychiatric care

Number of
prescriptions
treatment of
opioid
dependence

Prescribed opioid pharmacotherapy used for the
treatment of opioid dependence in Western Australia.
Data on Methadone, Subutex and Suboxone.

Number of prescriptions
(Subutex, Suboxone,
Methadone)

Average annual number of
prescriptions (Subutex,
Suboxone, Methadone)
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As each participant could have multiple records for the different data collections (i.e.,
emergency department admissions, hospital admissions, contacts with the mental
health system, and repeat prescriptions for the treatment of drugs of dependence),
summary variables were created for different windows of time (i.e., one year, two
years, three years) prior to, and after, the start date of their tenancy with the
Department of Housing. Variables were summarised as either the count of unique
contacts with the health system (e.g., number of hospital admissions before and since
the tenancy commenced) or amount of time spent in the health system (e.g., number
of days admitted to hospital before and since the tenancy commenced).

3.4 Survey administration

The Tenant Survey was mailed out by the Department of Housing to 2,126 Western
Australian public housing tenants who had current active public housing tenancies
(1,307 from the Department of Housing list that had been linked to health data had
inactive tenancies as at October 2014 and were removed from the survey mail out list)
(see Figure 3) below. Of the 2,126 on the survey mailing list, 1,061 comprised current
tenants who were flagged as participants in one of five NPAH programs. The
remainder of the survey list comprised tenants who had been housed through priority
housing (homelessness) channels.

The Tenant Survey was posted out by the Department of Housing over a two-day
period (26 and 27 August 2015). The survey was accompanied by a cover letter,
participant information sheet outlining the aims of the study and what participation
would involve, and a reply paid envelope addressed to the University of Western
Australia (UWA). To encourage potential respondents to take the time to complete the
survey, the covering information indicated that participants who completed and
returned the Tenant Survey went into a draw to win one of three iPad minis or one of
ten $100 Coles/Myers shopping vouchers (13 prizes in total). The first three numbers
(housing ID number) drawn anonymously out of a container were allocated to receive
iPad minis. To protect anonymity of respondents, these were distributed by the
Department of Housing who delivered them to the closest regional office of the
participant, and the participant had to collect the prize from the office. The next 10
numbers pulled won $100 Coles/Myers shopping vouchers which were also given to
the Department of Housing who posted them out to the winners.

Figure 3: Summary of the response rates and trajectory for the surveys

Dataset provided by Dept. of
Housing (n=3,433)

Active Public Housing Tenancies

(n=2,126)
Surveys returned to Surveys completed
sender (n=92) (n=277)

Priority housing

(homelessness) (n=185) NPAH (n=92)
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Oof the 2,126 surveys possteendd,er 92 awerteh e’ rDeetpuarrnt
Housing and 277 were completed and returned to UWA. This represents a response

rate of 13.6 per cent which is low when compared to other studies that used mail out

surveys with a public housing demographic (e.g., 27.3% of WA public housing tenants

(AIHW 2014c)). However, the AIHW study was able to send out two reminders to

complete the survey where we were unable to do this.

3.5 Datalinkage
3.5.1 Linkage of Department of Health and Department of Housing data

West ern Aust r asivie datadinkag® sygtem esyistematically links available
administrative health data within WA by matching patient names and other identifiers
(Holman, Bass et al. 1999). The Department of Housing dataset was provided directly
to the Department of Health, Data Linkage Branch, via a secure file transfer system
(SUFEX). This file contained the identifying information (e.g., name, date of birth)
necessary to enable data linkage with the health data collections (note: all identifying
information was removed from the dataset before it was supplied to the research
team). The file also contained a unique study ID to enable data from the Tenant
Survey to be linked at a later date.

The Department of Housing dataset included 3,433 records, but after the removal of
duplicates (n=30) and records that could not be linked (n=20), the final dataset
included information on 3,383 unique Department of Housing clients. Of these, 983
clients received support from NPAH and 2,400 received housing through priority
channels due to homelessness.

Separate files for each of the linked datasets were provided to the research team
following data linkage. Each record included a Statistical Linkage Key (SLK) that
enabled each housing tenant to be matched with their corresponding health system
data.

3.5.2 Linkage of Tenant Survey data to linked administrative data

Permission was sought from Tenant Survey respondents to link (in a de-identified

way) Tenant Survey data to the health and housing administrative linked data set. The

Participant Information sheet for the Tenant Survey explained that the Tenant Survey

was part of a larger data linkage project, and that if permission were granted, survey

answers would be confidentially linked to housing and health data to help the research

team seegdrhepi dti gr e’ of how housing tenancy,
related. An example was provided related to using the data to see whether people are

less likely to go to hospital with health problems when they have more stable housing

and better support.

Survey respondents were assured that the data linkage process maintains their
privacy as name, address and any other personal details are all replaced by a unique
anonymous code that is used by each organisation. Research projects can then use
information from different organisations without needing to know any personal details
about individuals.

The surveys were printed out with a unique housing ID code which corresponded to
the data linkage SLK and the tenant. The Department of Housing generated cover
letters with the same ID code, and the corresponding survey and cover letter were
packaged at the Department of Housing to ensure that no identifying information was
handled outside of the Department of Housing.
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3.6 Data analysis
3.6.1 Data analysis (housing and health data)

The linked housing and health data analysis included computation of the proportion
(percentage) of people accessing health services. For those who used these services,
the frequency or duration of use was computed; mean annual service use prior to and
following entry into a tenancy were compared; and health outcomes in relation to
tenancy status (current or ended) and length of tenancy were analysed. Statistical
Package for the Social Sciences (SPSS) version 21 was used for all analyses. Three
years of health service use data was available for the period prior to tenancy entry
and one year of data for the period after tenancy entry. The main analysis refers to
comparison of health service use in the 12 months prior to and the 12 months after
tenancy entry. By design, all those in the research population had health service and
housing tenancy data for this balanced pre- and post-entry analysis. Past a year on
entry, the data becomes unbalanced given the staggered entry of people into housing.
Additional analyses also examine the average annual percentage of people who
accessed a service in the three years prior to tenancy entry. Our starting assumption
is that homelessness is likely to be more severe in the period immediate prior to entry
into housing and that services are targeting entry into NPAH programs in light of this.
Moreover, we hypothesise, given links between homelessness and health costs, that
health costs will be highest in this period as well. Without complete histories of
homelessness of those in the research population we cannot be sure of these working
assumptions.

The percentage of people who used a service prior to tenancy entry was based on the
annual recorded number of people accessing a service in the year prior to tenancy
entry. Additionally, the percentage of people who accessed a service in the three
years prior to entry to a tenancy was calculated, and converted into a variable
representing the average annual percentage of people accessing the service. The
percentage of people who accessed a service after entry to a tenancy is based on a
one-year period. The percentage of people who accessed a service before versus
after entry to a tenancy was then compared. Two comparisons were made:

1. The main analysis compares the percentage of people who accessed the service
in the year prior to tenancy entry with the year after tenancy entry.

2. The second analysis compares the mean annual percentage of people who
accessed the service in the three years prior to tenancy entry with the percentage
of people who accessed the service in the year after tenancy entry.

The mean frequency and duration of health service use was then calculated for the
year before and the year after entry to a tenancy. The mean frequency or duration
was calculated conditionally on the basis that the individual accessed the particular
service in the period of interest; that is, mean service frequency or duration before
commencing a tenancy (among those who had accessed a service in the year prior to
tenancy) or mean service frequency or duration after commencing public housing
tenancy (among those who accessed the service after tenant entry).

The percentage of people accessing prescriptions for drug dependency and the
frequency of access was assessed through the number of prescriptions issued.
Prescriptions for Subutex, Suboxone and Methadone were combined into one variable
for analysis of drug dependency service usage.

Housing outcomes were determined on current tenancy status and the reason for
tenancy termination if individuals had not sustained their tenancy. Kaplan-Meier

survival analysis was used to calcul ate
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long do tenants remain in, or survive, in their tenancy) for tenancy length as the data
i's ‘“right c e nefthe @setvatientwindow @ome imdividuals have yet to
leave their tenancy).

Calculations for the percentage of people accessing a health service and the mean
frequency or duration of service usage before and after entry to a tenancy and
housing outcomes were completed with the data split by type of support program. The
percentage of people accessing a service was also split by tenancy length. Frequency
or duration of service use was also split by gender and Indigenous status.

For those who had left their tenancy, the agreement start date and end dates are
known while for those who have so far sustained their tenancy, only the agreement
start date is known. These variables can be used to find the tenancy length based on
the date of 24 October 2014 as the last known time point of information for those who
have so far sustained their tenancy.

3.6.2 Economic impact; health costs and the cost of providing NPAH support

The economic impact of the NPAH services was assessed by examining the dollar
value associated with any change in usage of health services and the cost of
providing tenancy support through NPAH programs.

The dollar value of change in health service usage was calculated for three health
areas—emergency presentations, days in hospital and days in psychiatric care. These
areas are shown in previous studies to have the largest economic impact due to the
high cost of each episode of care and the comparatively wide use of these services by
the homeless (Flatau, Conroy et al. 2012; Conroy, Bower et al. 2014; Zaretzky and
Flatau 2013).

The change in the cost of health service use across all clients and the average
change per person were calculated by program and health service. The total cost of
health service use both prior to and after entry into public housing tenancy were
calculated by applying the unit cost for each health service to the number of times a
service was used in the year prior to and the year after the tenancy commenced.

The total number of times a service was used in each period was calculated from the
number of people who accessed the service in that period and the mean frequency or
duration of service use. The number of people who accessed the service in each
annual period and the mean frequency or duration of service use were obtained from
the linked health data and calculated as described in Section 3.6.1.

Total cost of health service = humber of people to access service * average
duration or frequency of use * unit cost per incident.

The change in total cost was calculated as the total cost in the year prior to tenancy
minus the change in total cost in the year after tenancy. The change in health service
cost per person was calculated with reference to all people supported by the program.
Change in cost was calculated as:

Change in health service cost across all clients = Total cost of health service prior
to entering tenancy minus Total cost of health service after entering tenancy.

Change in health service cost per person = Change in health service cost across
all clients divided by total people supported under the program(s) (NPAH and/or
PH).

The unit cost per incident for each health service was obtained for Western Australia
for the period 2012-13 from:
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Emergency presentations
Hospital Cost Data Collection Australian Public Hospitals Cost Report 2012-13,
Round 17.

Cost per psychiatric care day from AIHW (2015b): Mental Health Services in
Australia, Expenditure on Mental Health Services, Table EXP.7.

The cost of providing tenancy support through NPAH programs was estimated from
publically available data for the period 2009-12:

NPAH program cost/person = Program expenditure (2009-12)/people assisted
2009-12

Program expenditure data is not publically available for the period 2012-13. Data was
sourced from:

Expenditure: OAG 2012, Implementation of the National Partnership Agreement
on Homelessness in Western Australia: Report 13 to October 2012, Office of the
Auditor General Western Australia, Perth.

People assisted: WA Government 2013, NPAH Annual Report 201172012, [14
October 2015].

Where health service use decreases from prior to after entry to a tenancy there is
potential impact on the government health budget through health costs avoided and/or
existing services being more able to meet overall demand. In terms of whole-of-
government cost, the potential health costs avoided represent an offset to the cost of
providing NPAH support. The net cost of support would be estimated as NPAH
program cost minus change in health service cost. As NPAH program cost data
(2009-12) is not available for the same period as the health cost data (2012-13), it is
not possible to calculate a figure for the net cost of NPAH support. It is only possible
to compare the direction and relative magnitude of the change in health costs and
NPAH program costs.

3.7 Ethics

As the study involved data linkage and the accessing of Department of Health data,
ethics approval had to be obtained from the Department of Health. Ethics approval
was granted by the Department of Health WA Human Research Ethics Committee,
number 2014/48. As required by the Ethics Committee, only de-identified data could
be provided to the research team. The following steps ensured the anonymity of the
Department of Housing tenants:

Data linkaged The Department of Housing created a database of tenants meeting
the study criteria. The file included identifying information (e.g., name, date of
birth), housing support details, and a SLK generated by the Department of
Housing to allow the subsequent linkage of the Tenant Survey data. The
Department of Housing provided this file directly to the Department of Health, Data
Linkage Branch. The identifying information was used to link tenants with their
health system information. The Department of Health then removed all identifying
information before providing the research team with the linked Department of
Housing and Department of Health data.

Tenant Surveyd The Tenant Survey was provided to the Department of Housing,
who sent the survey to current public housing tenants who have received or who
are receiving NPAH support. These survey forms included the SLK generated by
the Department of Housing, but no other identifying information. On completion,
clients were asked to post the surveys to the research team at UWA. Those
completing the Tenant Survey were asked to provide informed consent for their

and ‘Cost per
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survey information to be linked with their health data. For those who provided
consent, the SLK on the survey was used to link this information with their health
data already held by the research team.
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4 RESULTS: LI NKIE®TRAMIVE DATA

The results of analysis of the linked administrative data are presented in this chapter.
Health service outcomes are reported by NPAH program type: Section 4.1 presents
the proportion of people using health services before and after entering their public
housing tenancy and Section 4.2 outlines the frequency and duration of health service
use within the subsample of participants who had used any of the health services.
Results are generally presented as an average annual measure of health service use
(e.g., visits to emergency department, days in psychiatric care) in the 12 months prior
to public housing tenancy, compared with the average annual amount of health
service use in the 12 months after tenancy commencement. The proportion of people
accessing a service prior to their tenancy is also calculated as the average annual
percentage for the three years prior to tenancy, and compared with the 12 months
after tenancy commencement. P-values from paired t-tests are also shown for the
difference in the average annual percentage of people who accessed a service.

4.1 The linked administrative sample
The demographic profile of the sample is summarised below in Table 3:

Table 3: Sample characteristics

N %
Age group
18-24 297 8.8
25-34 1,004 29.7
35-44 905 26.8
45-54 646 19.1
55-64 315 9.3
65-74 141 4.2
75+ 75 2.2
Gender
Male 1,204 35.6
Female 2,178 64.4
Intersex”
Aboriginal or Torres Strait Islander
Yes 998 29.5
No 2,385 70.5
Program*
Priority housing (homelessness) 2,400 71.0
HWSCS 126 3.7
HSWMH 124 3.7
HSWDA 177 5.2
STH 172 51
HAS 384 11.4
NPAH (all) 983 29.1
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N %

Duration of public housing tenancy (both completed and uncompleted spells)

< 12 months 433 12.8
13.00-24.00 months 985 29.1
25.00-36.00 months 788 23.3
37.00-48.00 months 750 22.2
49.00-60.00 months 390 11.5
61.00+ months 37 11

* HWSCS (Housing Support Workers Corrective Services program), HSWMH (Housing Support Worker
Mental Health program), HSWDA (Housing Support Worker Drug & Alcohol), STH (Street to Home
program), HAS (Homelessness Accommodation Support).

A Less than 10.

Source: Linked Western Australia Department of Housing and Department of Health data.

A relatively high proportion of the linked health and housing administrative data were
female (64.4%), which is congruent with the findings of the recent AIHW study of
Specialist Homelessness Services (SHS) clients who were assisted into public
housing, of whom 61 per cent were female (AIHW 2015a). Nearly 30 per cent (29.5%)
of the sample identified as Aboriginal or Torres Strait Islander. This reflects recent
AIHW data indicating that Indigenous Australians are six times more likely to be living
in social housing (AIHW 2014a), and that high priority is given in Australia to assisting
Indigenous people to access public housing tenancies (AIHW 2015a). The spread of
age ranges and duration of tenancies (both completed and uncompleted spells) are
also shown in Table 3 above.

4.2 NPAH program participation

Of the 3,383 Department of Housing tenants in the linked dataset, 983 were
participants in one of the five NPAH programs, while the other 2,400 received housing
through priority channels due to homelessness. Of these, 124 were in the health
program for those with severe mental health illnesses who were homeless or at risk of
homelessness (HSWMH), 172 in the NPAH Street to Home programs (STH), 177 in
the Housing Support Worker Drug & Alcohol programs (HSWDA), 384 in the
Homelessness Accommodation Support programs (HAS), and 126 in the Housing
Support Workers Corrective Services (HSWCS).

While the data for those who indicated participation in corrective services have been
included in the reported analysis, it needs to be interpreted with some caution for a
number of reasons. First, the 'before' tenancy data for these participants is not
sufficiently comprehensive as it does not include health services and treatment
provided within the prison or correctional institution. Due to the security and logistic
issues of prisoners attending hospitals and services outside of the prison, treatment
that may otherwise have occurred in a hospital may often be met by a prison clinic
(AIHW 2014d). Second, being imprisoned sometimes leads to detection of health
issues that have previously been unidentified or untreated (AIHW 2006). Third, there
is evidence of discontinuity of treatment for mental and physical health issues both
during incarceration and/or post-release (Sodhi-Berry, Knuiman et al. 2014; 2015),
hence apparent declines in health service use (or prescribed use of drugs for opioid
dependency) may not represent an improved health outcome.

Finally, while life can be vulnerable and thwart with complex issues for all people
experiencing homelessness, this can be particularly pronounced among people
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exiting correctional institutions (Baldry, McDonnell et al. 2006). Hence, health issues
may be exacerbated for reasons unrelated to housing tenancy status. In particular,
this group is known to have higher requirements for assistance with drug/alcohol
counselling and is one of the lowest achieving groups in the SHS population for
achieving all case management goals (AIHW 2016), which has obvious implications
for their health status.

4.3 Priority housing (homelessness) participation

Over 70 per cent of the Department of Housing tenants in the linked dataset had
entered their public housing tenancy through the priority housing (homelessness)
access route (n=2,400). Priority access can be granted in a number of circumstances
related directly or indirectly to homelessness. When the reason for access is broken
down, the vast majority were granted access as they were currently homeless, with
nearly half of the group gaining access due to secondary homelessness (47.8%), less
than 3 per cent were given priority access for reasons other than those directly listed
as homelessness, although causes cited such as domestic violence are intimately
linked to homelessness.

4.4 Proportion of people using health services before and
after entering public housing tenancy

The proportion of people within each NPAH program and the priority housing
(homelessness) group who used health services one year prior to and one year
following entry into their public housing tenancy is shown in Table 4 below. The p-
values denote whether there was a significant difference in the proportion of people
using a health service prior to and following entry into a public housing tenancy.
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Table 4: Per cent (%) using health service by NPAH program and priority housing
(homelessness) (one year before/one year after)

Per cent (%) using health service by type of housing support program

NPAH
HSWCS HSWMH STH HSWDA  HAS all) PH
Emergency Before 48.4 81.5 61.1 57.1 52.9 58.1 55.5
Dept. After 51.6 50.0%**  49.4%*%  48.0%  A2.5%*  AG8x  5O.0%*
Hospital Before 27.8 79.8 47.7 44.6 41.2 46.1 38.9
(overnight) After 333 444 3780 3B0% 305 3A7H* 35.3%
Hospital in the  BEfre 0.0 2.4 1.7 0.6 0.5 0.9 1.3
home After 0.0 4.8 1.2 0.6 0.3 1.0 1.2
| . Before 1.6 4.0 4.7 0.6 1.0 2.0 1.4
ntensive care
unit After 0.8 0.8 1.7% 1.1 0.5 0.9%* 0.7**
Psychiatric Before 1.6 67.7 15.1 9.0 4.2 14.7 4.9
care After 4.0 26.6%% Btk D ue 2.6 6.2k 3,74
Mental health BT 14.3 78.2 45.4 32.8 185 32.8 17.5
service After 12.7 B1.3%*  29.1%*  24.3% 14.1% 2430 15 3wk
Before 11.9 0.8 7.0 14.7 2.3 6.4 3.7
Prescriptions”
After 4,85+ 0.0 0.00%  1.1% Q0% Q.86 (0.6%

Significance in difference of means: * p<0.1; ** p<0.05; *** p<0.01.

Before—average annual proportion of people using this health service in the 12 months prior to tenancy.
After—average annual proportion using this health service in 12 months after tenancy commencement.
~ Prescriptions for opioid dependency treatment—Methadone, Subutex and Suboxone.

Source: Linked Western Australia Department of Housing and Department of Health data.

4.4.1 Proportion of people presenting to emergency

There was a significant reduction in the proportion of people presenting to emergency
departments in the year following public housing entry into all but one (HSWCS) of the
five NPAH programs, and in the broader priority housing (homelessness) group. For
HSWCS, there was an increase in the proportion of people accessing an emergency
department in the year following tenancy access, but this was not significant. The
largest change was observed in the HSWMH group with a 38.7 per cent decrease in
the proportion presenting to emergency in the year after public housing tenancy
compared with the year prior to entering their tenancy.

4.4.2 Proportion of people admitted to hospital

There was a significant reduction in the proportion of people being admitted to
hospital overnight in the year following entry into all but one (HSWCS) of the five
NPAH programs, and in the broader priority housing (homelessness) group. Similar to
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the proportion of people presenting to the ED, there was also an increase in the
proportion of people from HSWCS who were being admitted to hospital overnight, but
this was not statistically significant. The largest change was observed in the HSWMH
group with a 44.4 per cent decrease in the year after public housing tenancy
compared with the year prior to entering their tenancy.

4.4.3 Proportion of people using hospital in the home

There were no statistically significant changes observed in the proportion of people
using HITH services in the year after accessing their tenancy compared with the year
prior to entry into their tenancy.

4.4.4 Proportion of people accessing the ICU

When looking at individual NPAH programs there was only a significant reduction in
the proportion of people accessing the ICU for those who entered their tenancy
through the STH program. Overall, there was a significant reduction for both NPAH
(55% decrease) and priority housing (homelessness) (50% decrease) entry pathways.

4.4.5 Proportion of people accessing psychiatric care

There was a significant reduction in the proportion of people admitted for psychiatric
care in the HSWMH, STH and HSWDA programs and the priority housing
(homelessness) group. There was an increase in the proportion of people from
HSWCS accessing psychiatric care, but this was not significant. The largest reduction
was observed in the HSWDA group, where there was a 74.4 per cent reduction
observed.

4.4.6 Proportion of people accessing mental health services

There was a significant reduction in the proportion of people accessing mental health
services for all NPAH (except HSWCS) and the priority housing (homelessness)
group following entry into a tenancy. The largest reduction in proportion was observed
for the STH group with a decrease of 35.9 per cent.

4.4.7 Proportion of people with prescriptions for drug treatment

The overall proportion of people prescribed any of the three drugs (Methadone,
Subutex, Suboxone) was small, but there was still significant reductions observed for
all NPAH groups (except HSWMH) and the priority housing (homelessness group).
The largest reduction in proportion was observed for STH, HAS and HSWMH where
there was a 100 per cent decrease.

4.4.8 Changes in the proportion of people using health services in three years
prior to public tenancy compared with the year after entry

As data was available for peopl eyearwhdewal| t h

prior to entry into their public housing tenancy, further analysis was undertaken to look
at the average proportion of people using services in this period compared with the
year following tenancy entry (See Appendix 2). While the one-year prior/one-year
post-tenancy commencement data shows significant reductions in the proportion of
people accessing all services (with the exception of HITH), analysis of the average
three-year utilisation prior to tenancy entry conversely shows a number of increases in
the proportion of people accessing some services. Specifically, among NPAH
program participants, significant increases were observed in overnight hospital
admittance and accessing of mental health services. Among the priority housing
(homelessness) cohort, significant increases in the proportion of people who entered
through priority housing (homelessness) were observed in the proportion of people
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admitted to hospital overnight, and use of HITH, psychiatric care and mental health
services.

In examining these patterns of use over three years versus one year prior, it was
generally observed that the proportion of people who accessed health services
increased markedly over the three years prior to entering the public housing tenancy,
increasing to a very high level in the year prior to tenancy and then dropping back to a
lower level in the year after entry, although not to as low a level as the average over
the three years prior to tenancy entry.

The data available do not provide insight into why these differences exist between
average use in the three years prior to tenancy, compared with one-year prior, but the
most plausible reason is that the seriousness of health issues and, therefore, use of
services rose sharply in the year prior to entry into housing as compared with the
three-year history. In other words, support via the NPAH programs appears to have
been targeted at a point in time in the cycle when health needs and health care use
were escalating indicating appropriate targeting of the program. One possible
explanation for this outcome is that, on average, housing situations became
progressively less stable over the three-year period prior to tenancy entry and the
incidence and severity of homelessness worsens. As a result, the average health
situation deteriorates resulting in a larger proportion of people accessing health
services. This hypothesis is consistent with the literature detailed previously and
supports a conjecture that the NPAH programs were targeted to those experiencing
increasing need.

In many cases, support under NPAH commenced prior to tenancy entry, so it is also
possible that health service use increased prior to entry as a result of NPAH support
assisting people to access health services and to stabilise their health situation. The
decrease in the proportion of people accessing health services in the year after entry
potentially, on this reading, also reflects the dual effects of addressing health needs
and stabilisation of the health situation. This would be consistent with evidence from
the MISHA study (Conroy, Bower et al. 2014), which found that a decrease in health
costs was observed for only 52.5 per cent of people when comparing the 12 months
after support commenced and a tenancy was entered into and the 12 months prior,
with 47.5 per cent incurring an increase in costs. In contrast, when examining the
second year after support commenced and comparing it with the 12 months prior to
support, a decrease in health costs was observed for 71.2 per cent of people and
there was a large decrease in the average health cost/person. This was interpreted as
suggesting that, for many people, existing and previously neglected health issues
were addressed in the first 12 months of support resulting in an increase in health
service access for some. This subsequently reduced in the second year of support as
their health situation stabilised.

This issue should be examined further when health service data for this complete
cohort becomes available for the second and third year after entering a tenancy. This
will provide a balanced six-year data window for the three years prior and the three
years after tenancies commence, allowing trend analysis of access to services in
these periods. Future research should also consider the linking of health, housing and
homelessness administrative data.

4.5 Frequency and duration of health service use

Further analysis was undertaken with the subsample of participants who had used the
seven health services before and/or after entering their public housing tenancy to look
at the frequency of use (number of presentations annually in the case of emergency
departments); duration of use (computed as average annual days of service use) for

35



hospital, HITH care, ICU, psychiatric care, and mental health services, and the mean

number of prescriptions for three medical drug treatments. Table 5 below presents the

descriptive statistics (i.e., averages, standard deviations) for the subsample that used

each health service 12 months before and/or 12 months after their entry into public

housing. In other words, the mean figures presented are conditional averages, where
‘“before’ relates to subsample of participants
the 12 months prior to entering a tenancy an
participants who had used the given health service in the 12 months after entering

their public housing tenancy.

4.5.1 Number of emergency presentations annually

Among the subsample who had attended an emergency department one year before
and/or after entering their public housing tenancy, there was very little change in the
mean number of visits per year (3.5 visits per person in the year prior compared with
3.4 visits in the year after). For those who entered their tenancy with NPAH
assistance, there was no observed changed in the conditional mean number of
presentations to ED in the year before and after entering their tenancy (see Figure 4
and Table 5 below).

Participants in the HSWCS, STH and HSWDA groups presented to emergency
between 0.1 and 0.4 times/year on average more in the year after entry into their
public housing tenancy, compared with the year prior to entry (2.3% to 16% increase
in presentations per year).

Figure 4: Average annual presentations to emergency department by NPAH program
type and priority housing (homelessness) (conditional means)

5 - n=101

— Before

e

Priority homeless (before)

—Priur'rty homeless (after)

Average annual presentations to
emergency department

HSWCS HSWMH STH HSWDA HAS

Source: Linked Western Australia Department of Housing and Department of Health data.
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Table 5: Frequency and duration of health services by NPAH program and priority
housing (homelessness) (conditional means and standard deviations)

Frequency/duration of health service use by type of housing support program

Mean
Heal_th Standard deviation
service
NPAH
HSWCS HSWMH STH HSWDA HAS PH (all) Total
2.5 4.8 4.3 3.6 3.2 3.4 3.7 35
Before
2.3 8.5 6.5 7.1 35 4.4 5.9 4.9
Number of
emergency N 61 101 105 101 203 1,331 571 1,902
department 2.9 45 4.4 4.0 3.2 3.3 3.7 3.4
visits After
3.2 6.7 11.1 7.2 3.2 4.0 6.6 4.8
N 65 62 85 85 163 1,200 460 1,660
12.2 47.9 14.7 9.7 8.7 9.3 18.8 12.4
Before
28.2 47.8 21.3 13.9 25.3 18.6 33.7 24.9
Length of stay N 35 99 82 79 158 933 453 1,386
in hospital
(days) After 12.4 26.8 145 9.3 7.3 9.0 12.8 10.1
36.6 38.6 33.2 15.9 15.9 20.4 28.0 22.9
N 42 55 65 62 117 846 341 1,187
- 7.3 10.0 4.0 16.5 10.8 9.9 10.6
Before
- 55 8.5 - 17.7 9.9 9.1 9.6
Hospital in the N 0 3 3 1 2 30 9 39
home care
(days) After - 13.8 17.0 6.0 6.0 12.8 12.9 12.8
- 9.8 15.6 - - 8.8 9.8 8.9
N 0 6 2 1 1 28 10 38
2.0 2.0 4.5 1.0 3.0 5.9 3.2 4.9
Before
1.4 1.2 4.2 - 2.2 15.3 3.0 12.3
N 2 5 8 1 4 34 20 54
ICU (days)
3.0 2.0 2.7 2.0 55 25 3.1 2.7
After
- - 15 1.4 0.7 2.3 1.7 2.1
N 1 1 3 2 2 17 9 26
61.5 51.5 26.5 9.6 19.8 23.5 38.9 31.9
Before
50.2 47.0 26.0 7.4 18.8 26.9 415 36.4
Psychiatric N 2 84 26 16 16 118 144 262
care (days) Al 24.8 36.2 31.6 25.3 16.0 22.7 30.5 25.9
er
425 40.5 50.1 27.4 13.7 27.6 38.1 32.4
N 5 33 9 4 10 89 61 150
12.3 34.5 14.7 4.6 12.0 12.0 18.1 14.7
Before
26.9 59.7 26.1 5.7 25.6 275 39.3 33.3
Mental health N 18 97 78 58 71 419 322 741
service (hours) Al 4.1 26.0 17.7 6.1 10.7 13.3 15.7 14.3
er
6.2 52.5 37.6 12.3 20.5 47.6 36.7 43.6
N 16 76 50 43 54 368 239 607
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Frequency/duration of health service use by type of housing support program

Mean
Heal_th Standard deviation
service
NPAH
HSWCS HSWMH STH HSWDA HAS PH (all) Total
10.2 13.0 9.6 10.9 10.9 10.8 10.5 10.7
Before
3.7 - 6.1 35 3.9 4.2 4.1 4.1
Average
number of N 15 1 12 26 9 89 63 152
prescriptions 2.0 - - 1.0 - 1.7 1.8 1.7
in a year After
0.9 - - 0.0 - 1.1 0.9 1.0
N 6 0 0 2 0 15 8 23

Before—average frequency and duration of health service use in the 12 months prior to tenancy.

After—average frequency and duration of health service use in the 12 months after tenancy
commencement.

" Prescriptions for opioid dependency treatment—Methadone, Subutex and Suboxone.

Source: Linked Western Australia Department of Housing and Department of Health data.

For participants in the HSWMH group, the average emergency presentations reduced
from 4.8 to 4.5; a decline of 6.3 per cent. For participants in HAS, there were no
changes in conditional mean presentations per year. Overall, although average visits
per year did not dramatically change among the subsample who accessed emergency
departments, 242 fewer people presented to an ED in the year after tenancy when
compared to the year prior to tenancy.

As this is the first study of its kind using linked administrative data, there are no
directly comparable findings from other studies. However, a number of studies have
examined changes in self-reported data on emergency presentations following the
provision of housing or support to people who have been homeless. Generally,
studies report a larger decline in emergency presentations compared to our results.
However, the results are not always statistically significant. For example, Sadowski,
Kee et al. (2009) reported a reduction of 1.2 emergency department visits per person
per year in their intervention group over 18 months (not statistically significant) and in
a Housing First study by DeSilva, Manworren et al. (2011) a decrease of 1.1 visits per
year to emergency departments was observed post-intervention (not statistically
significant).

Several Australian studies have also included some analysis of emergency
department use pre- and post-intervention. In the J2SI study (Johnson, Kuehnle et al.
2014), the average number of emergency visits of the experimental group fell from 4.6
at the baseline to 1.1 at the 48-month follow-up. However, the small sample size
(N=28 at the 48-month follow-up) precluded any analysis of statistical significance. In
the Michael Project (Flatau, Conroy et al. 2012), the average number of emergency
presentations fell 37.3 per cent (from 1.34 in the last 12 months to 0.84 at the 12-
month follow-up). In contrast, the MISHA study (Conroy, Bower et al. 2014) found the
visits to emergency rose from 0.46 at the baseline to 0.51 at the 12-month follow-up,
and further to 1.8 at the 24-month follow-up.

4.5.2 Length of stay in hospital

Among the subsample who had been admitted in hospital prior to and/or before entry
into a support program, there was an overall reduction in the average length of
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hospital stay when one year prior to and after program entry was compared (see
Figure 5 below).

Figure 5: Average number of days spent in hospital in one year by NPAH program and
priority housing (homelessness) (conditional means)
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Source: Linked Western Australia Department of Housing and Department of Health data.

Specifically, the conditional mean length of stay for the HSWMH group reduced by
44.1 per cent (from 47.9 to 26.8 days on average), and the conditional mean length of
stay for the HAS group decreased by 16.1 per cent (from 8.7 to 7.3 days on average).

This supports findings from a New York study that compared hospitalisation of
homeless adults with low-income adults over the same time period and found that
homeless individuals remained on average in hospital 36 per cent longer (Salit, Kuhn
et al. 1998). One of the determinants of longer duration hospital stay in this study was
the difficulty of finding appropriate discharge placements (Salit, Kuhn et al. 1998), and
the lack of housing for patients to go home to has been similarly observed elsewhere
in the literature (Feigal, Park et al. 2014).

Our findings support the results of previous studies which found that providing
housing support reduced length of stay in hospital (Conroy, Bower et al. 2014; Flatau,
Conroy et al. 2012; Sadowski, Kee et al. 2009; Johnson, Kuehnle et al. 2014).
Sadowski, Kee et al. (2009) found that hospital days per person per year fell by 2.7
over 18 months, while the J2SI survey found the number of days admitted fell by
75 per cent from the baseline to the 48-month follow-up (from 16 days to 4). In
Australia, the Michael Project saw nights in hospital fall by 20.5 per cent from the
baseline to the 12-month follow-up (from 5.08 to 4.04 on average) (Flatau, Conroy et
al. 2012); and in the MISHA Project, nights in hospital fell by 5.3 per cent from the
baseline to the 12-month follow-up (from 4.92 to 4.66), but by 51.8 per cent from the
baseline to the 24-month follow-up (to 2.37) (Conroy, Bower et al. 2014). However,
none of these previously reported results were found to be statistically significant.

4.5.3 Hospital in the home

HITH was the only service overall to have an increase in duration of use (increase
from a mean number of 10.6 days per person/per year to 12.8 days). It is worth noting
that the HSWMH group had a large increase in usage with average days nearly
doubling from 7.3 to 13.8. This increase is not surprising given the limited scope to
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access HITH services when homeless or living in precarious housing circumstances,
and the corresponding decrease observed in hospital stays among the same group.
Evaluations elsewhere of the HITH initiative have shown that it can contribute to
reduced duration of hospitalisation, as well as providing lower cost care while
achieving equivalent clinical outcomes (Deloitte Access Economics 2011).

4.5.4 ICU days

Overall, there was a decrease in the average number of days in ICU following entry
into public housing tenancy from 4.9 to 2.7 days per person/per year. The largest
decrease was observed in the group entering their tenancy through the priority
housing (homelessness) route with a 57.7 per cent decrease. A decrease of 40 per
cent was observed in the STH group (See Figure 6).

4.5.5 Psychiatric care

For hospitalised psychiatric care, there was an overall reduction in the mean number
of days admitted for participants (for the subsample of participants who had
psychiatric care before and/or after entering their public housing tenancy), from an
average of 31.9 days per person/per year in the year prior to tenancy to 25.9 days per
person/per year in the year after entering their tenancy (18.8% decrease).

While there are no directly comparable Australian studies that have used a similarly
large linked data set, our findings are congruent with several other homelessness
studies that have examined changes in psychiatric care. In the J2SI randomised
control trial (Johnson, Kuehnle et al. 2014), the number of days admitted in a
psychiatric unit declined by 70 per cent between the baseline and the 36-month
follow-up (from 24 days to 6 days). In the J2SI study, however, the authors note that
the average number of days increased to 19.5 by the 48-month follow-up (Johnson,
Kuehnle et al. 2014). Again, the small sample size in the J2SI study precluded
detection of significant differences.

Figure 6: Average number of days spent in intensive care by NPAH program and priority
housing (homelessness) (conditional means)
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Figure 7: Average number of days spent in psychiatric care by NPAH program and
priority housing (homelessness) (conditional means)

65 - n=2

mmmm Before
m After
s Priority homeless (before)

== Prionty homeless (after)

Average humber of days spentin
psychiatric care

0 -

HSWCS HSWMH STH HSWDA HAS

Source: Linked Western Australia Department of Housing and Department of Health data.

The Michael and MISHA projects also reported reductions in the average number of
nights spent in mental health facilities; falling from 3.61 to 2.15 nights for the Michael
Project and 2.78 to 1.63 for the MISHA Project (Conroy, Bower et al. 2014; Flatau,
Conroy et al. 2012) from baseline to the first follow-up. This trend continued to the 24-
month follow-up in the MISHA study which was looking at the group of individuals
recruited from psychiatric hospitals, these results are not comparable to our study.

Figure 8: Average length of contact (hours) spent with mental health services by NPAH
program and priority housing (homelessness) (conditional means)
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456 Mental Health Services

There was an overall reduction in the average hours of mental health service use
when average annual use before and following public housing tenancy was compared
(14.7 hours per person before, 14.3 hours per person since). Those who entered their
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tenancy through priority housing (homelessness) increased their service use in the
year following tenancy (10.8% increase). The largest decrease in mental health
service use was observed in the HSWCS where duration of service access decreased
by two-thirds (12.3 hours to 4.1 hours) (see Figure 8 above).

4.5.7 Prescriptions for opioid dependency treatment

Across all programs, there were only 152 participants who were prescribed one of the
three drug treatments before entry into public housing. This nhumber dropped to 23
after entry into public housing. As shown in Table 5 above, the average number of
prescriptions reduced to an average of 0 (100% decrease) for those in HSWMH, STH
and HAS programs. Overall, this was an 84.3 per cent reduction in the priority housing
(homelessness) and an 82.9 per cent reduction for those in an NPAH program.

4.6 Frequency and duration of health service use by gender
and Aboriginality

4.6.1 Differences in health service use by gender

When health service use is compared before and after entering public housing by
gender overall patterns of service use are the same for all services except
presentations to ED and contact with mental health services (see Table 6 below).

Table 6: Frequency and duration of health services before and after entering public
housing tenancy by gender and Aboriginality (conditional means and standard
deviations)

Mean
Health service Standard deviation
Female Male Non ATSI ATSI
3.3 3.9 3.4 3.8
Before
3.6 6.6 5.1 4.3
Number of emergency 1,247 655 1,243 659
department
presentations After 3.2 3.9 3.3 3.7
3.8 6.4 5.1 4.4
N 1,098 562 1,078 582
10.6 16.1 14.3 8.0
Before
22.2 29.4 28.1 13.9
Length of s’[ay in N 924 462 976 410
hospital (days) 8.9 12.6 11.1 7.9
After
21.9 24.7 24.9 17.4
N 802 385 818 369
10.7 10.4 11.1 8.9
Before
9.3 10.7 10.6 5.6
Hospital in the home N 27 12 30 9
care (days) 10.9 15.7 14 10.8
After
8.1 9.6 9.4 7.3
N 23 15 29 9
4.4 5.4 4.9 4.9
Before
5.0 17.1 14.7 5.2
N 28 26 36 18
ICU (days)
2.6 2.9 3.0 2.0
After
1.9 2.6 2.3 1.4
N 16 10 19 7
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Mean

Health service Standard deviation
Female Male Non ATSI ATSI
32.7 31.1 34.1 19.5
Before
37.1 35.8 38.3 18.1
Psychiatric care N 140 122 224 38
(days) 27.8 23.2 26.5 23.6
After
37.7 22.7 32.3 33.3
N 89 61 121 29
13.5 16.3 16.1 9.7
Before
31.3 36.0 35.7 22.2
with a mental health
service (hours) After 155 12.8 15.5 10.4
48.4 36.5 46.5 329
N 342 265 459 148
10.5 10.9 10.5 12.1
Before
4.3 4.0 4.1 4.3
Average number of N 75 7 139 13
prescriptions in a year 1.6 1.8 1.7 15
After
1.0 1.1 1.0 1.0
N 11 12 19 4

Before—average frequency and duration of health service use in the 12 months prior to tenancy.

After—average frequency and duration of health service use in the 12 months after tenancy
commencement.

" Prescriptions for opioid dependency treatment—Methadone, Subutex and Suboxone.

The average number of presentations to an ED per person per year decreases for
females from 3.3 to 3.2 times, whereas it remains the same for males (3.9 visits per
year). The other observed differences between males and females is seen in the
average duration of contact with a mental health service per year; average contact for
males decreases from 16.3 hours to 12.8 hours, but actually increases for females in
the year following tenancy entry (from 13.5 hours to 15.5 hours per year).

4.6.2 Differences in health service use by Aboriginality

When health service use is compared between Aboriginal and Torres Strait Islander
people and non-Aboriginal and Torres Strait Islander people, there were three
observed differences between the two groups. Average frequency and duration per
person decreases for all seven services for non- Aboriginal or Torres Strait Islander
participants, but average duration of HITH, psychiatric care and mental health service
use for Aboriginal and Torres Strait Islander participants all increased in the year
following entry to tenancy. It is important to note that the figures presented are
conditional means so although mean duration of access per person increased, the
number of people accessing these services decreased for psychiatric care (from 38
people to 29) and contact with mental health services (from 166 to 148); the number
accessing HITH remained the same (n=9).

4.7 Economic impact of change in health service use

The change in health service use reported in Table 7 below has a potential impact on
health care costs. Where health care costs are estimated to fall, there is the potential
for state government health budgets to be reduced or for more people to receive
health care support for a given budget allocation, or some combination of the two. The
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potential change in health service costs from the year prior to entering a tenancy to
the year after is determined for selected services; emergency presentation, days in
hospital and days in psychiatric care. These are the three cost areas that have been
shown in other studies to have the largest economic impact due to the high cost of
each episode of care and the comparatively wide use of these services by the
homeless (Flatau, Conroy et al. 2012; Conroy, Bower et al. 2014; Zaretzky and Flatau
2013). They are also three areas where comparison of the proportion of people
accessing health services in the year prior to and after entering a tenancy shows a
significant change.

In total, the change in the use of these three services results in a combined cost offset
across all services of $16,394,449 or $4,846 per person/year (across all people in the
sample). When priority housing (homelessness) tenants are excluded from the
analysis, the change per person is a much larger $13,273/person/year. This large cost
offset relates predominantly to the HSWMH Health group, where the offsets amounted
to $84,135/person/year.

Analysis of the linked administrative data shows that provision of housing leads to a
significant reduction in the proportion of people accessing the emergency department
for both NPAH and priority housing (homelessness) (19.4% and 9.9% decrease
respectively). Overcrowding is one of the most serious problems and also the most
avoidable cause of harm that faces our hospital system (Fatovich and Hirsch 2003;
Richardson and Mountain 2009). The greatest contributing factor is access block,
which is the inability to provide patients with a bed in a timely fashion (>8 hours total
in the ED) (Fatovich and Hirsch 2003; Richardson and Mountain 2009). Given that
overcrowding in ED can lead to reduced quality of care and to poorer patient
outcomes (Richardson and Mountain 2009), providing housing has the potential to
reduce overcrowding, thus freeing up beds and resources to provide a higher quality
care to other patients.
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Table 7: Change in health cost associated with change in health service used selected health services (20127 13)

Cost/ Total NPAH
incident HSWCS HSWMH STH HSWDA HAS PH Total (excluding PH)
Total people 126 124 172 177 384 2,400 3,383 983
Change in cost ($)
Emergency presentations 594
All clients 20,791 -118,801 -43,956 -17,820 -80,190 -348,692 -588,654 -239,962
Per person 165 -958 -256 -101 -209 -145 -174 -244
Length of stay in hospital 2,032
(days)
All clients 188,974 -6,638,546 -526,283 -386,081 -1,050,530 -2,123,440 -10,535,920 -8,412,480
Per person 1,500 -53,537 -3,060 -2,181 -2,736 -885 -3,114 -8,558
Psychiatric care 1,175
All clients 1,175 -3,675,400 -474,700 -61,100 -184,475 -875,375 -5,269,875 -4,394,500
Per person 9 -29,640 -2,760 -345 -480 -365 -1,558 -4,470
Total change $
All clients 210,940 -10,432,748  -1,044,938 -465,001 -1,315,195 -3,347,507 -16,394,449 -13,046,942
Per person 1,674 -84,135 -6,075 -2,627 -3,425 -1,395 -4,846 -13,273
Source:
Unit cost of service:
Emergency: IHPA, 2015, National Hospital Cost Data Collection Australian Public Hospitals Cost Report 2012-13, Round 17
Average cost per emergency presentation WA (2012-13)
Cost per hospital day: IHPA, 2015, National Hospital Cost Data Collection Australian Public Hospitals Cost Report 2012-13, Round 17
Average cost per admitted separation WA (2012-13)/Average length of stay WA (2012-13) = $5,285/2.6=$2,032/day
Cost per psychiatric care day: Mental Health Services in Australia, 2015, Expenditure on Mental Health Services, Table EXP.7 accessed

Service utilisation:

https://mhsa.aihw.gov.au/resources/expenditure.

Linked Western Australia Department of Housing and Department of Health data.
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The STH program displayed the second largest cost decrease of $6,075/person/year.
The only program associated with an increase in costs is HSWCS, and this finding
should be interpreted with care. As discussed previously (Chapter 3), health services
provided in prison are not recorded in this health data and the cost of health services
used prior to the tenancy commencing is potentially underestimated. Consequently,
the total cost offset is potentially understated.

Stays in hospital and stays in psychiatric care account for the vast majority of cost
savings identified, being $3,114 and $1,558/person/year respectively. Again these
related primarily to the HSWMH program. The comparatively small decrease in the
cost of emergency presentations reflects the fact that although the proportion of
people who accessed emergency decreased significantly for those who did access
emergency in each period, on average across all programs there was only a very
small decrease in the mean frequency of visits from the year prior to entering a
tenancy to the year after, although there was some variation between programs.

Comparison of these health costs avoided for people supported by the NPAH
programs ($13,273/person/year 2012-13) (see Table 7 above) with the cost of
providing these programs suggests that on average the cost support is offset by
savings associated with reduced use of higher cost health services. Data is not
publically available to estimate the cost of NPAH support for 2012—13. Over the 2009—
12 period, the average cost of NPAH support for programs examined is estimated at
$6,462/person/year (Table 8 below). This is for all people supported under these
programs. As the health costs and support costs are from different periods they are
not directly comparable. Therefore it is not possible to estimate the cost of support net
of health cost offsets. However, the data does suggest that the average health costs
avoided as a result of people being housed and supported would substantially offset
the cost of support.

When considering individual programs, the cost of delivering the HSWMH program is
likely to be either totally or substantially offset by savings from health costs avoided.
No separate estimate is available for the annual cost of the HSWMH program. Table 8
below reports that the average cost/person/year for people assisted when leaving
child protection, correctional and health facilities was $8,646/person/year (2009-13).
Of the 571 people assisted by these programs only 11 per cent were leaving child
protection and an equivalent number of people were assisted under the health-related
and the correctional services program, suggesting that the cost/person for the
HSWMH health program is markedly less than the associated health costs avoided of
$84,135/person/year. A large positive impact on government budgets is associated
with this program.! The cost of the STH, HAS and HSWDA programs would also be at
least partially offset by savings associated with health costs avoided.

It should be noted that health savings reported here relate to one year only. The
MISHA project (Conroy, Bower et al. 2014) found a large variation in change in health
costs in the first year after support and that in the second year of support, health costs
decreased for a substantial proportion of those people whose costs increased in the
first year after support. This suggests that the health savings reported here are likely
to at least continue into subsequent years and could potentially be larger.

The total cost of supported tenancies also includes the cost of providing social
housing; both recurrent and capital, and the costs associated with evictions if these
tenancies fail. These issues are considered in the first report of this study (Zaretzky

! Number of people assisted 2009-12: assistance leaving child protection services, 64; assistance
leaving correctional facilities, 255; assistance leaving mental health facilities, 252. Total people assisted
571.
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and Flatau 2015). The total annual cost of providing public and community housing
(net of rental receipts) for WA is estimated at $27,424/dwelling/year (2012-13): made
up of recurrent cost/dwelling net of rental receipts of $4,122, and opportunity cost of
capital invested in housing of $23,302/dwelling/year. This is a substantial additional
program cost. However, it should be considered as a cost of providing affordable
housing to people who would not otherwise be able to access it, rather than
specifically related to these supported tenancy programs.

Table 8: NPAH program cost/person (20091 12)

Program 20097 12 ($000) 2009i 12 assisted ($)

r

Assistance leaving child
protection services, correctional, 4,936.8 571 8,646
health facilities

Services to assist people with

3,267.1 468 6,981
substance abuse
Street-to-home 8,158.0 882 9,249
Assistance for homelessness
people including families with 5,176.4 1,412 3,666
children.
Total 21,538 3,333 6,462
Source:

Expenditure: OAG 2012, Implementation of the National Partnership Agreement on Homelessness in
Western Australia: Report 13 to October 2012, Office of the Auditor General, Western Australia, Perth.

People assisted: WA Government 2013, NPAH Annual Report 20117 2012, [14 October 2015].

When considering the cost of eviction, the eviction rate and associated cost is
considerably lower when adequate tenancy support is provided compared with
housing the chronically homeless without support. At an average estimated cost per
eviction event of $10,441 (2012-13) for WA (Zaretzky and Flatau 2015), every
eviction avoided due to the support provided through these programs represents a
substantial savings to social housing landlords and an offset to the cost of tenancy
support. For 2012-13, WA reported an eviction rate of 4.61 per cent for people with
NPAH-supported tenancies and 5.44 per cent for people classified as homeless or at
risk of homelessness. Although this rate is higher than the WA mainstream public
housing eviction rate of 1.4 per cent, it is considerably lower than the public housing
eviction rates of between 16.7 per cent and 100 per cent reported previously for
people accessing homelessness services (see Zaretzky and Flatau 2015), suggesting
considerable savings from evictions avoided when support is provided. However, as it
is not possible to estimate how many of the people in NPAH-supported tenancy
programs would have been housed if these programs were not in place, the total
dollar saving associated with evictions avoided is not able to be estimated.

4.8 Tenancy duration and its relationship to health service
use

4.8.1 Tenancy sustainment rates

One of the critical research questions in this study was to explore the relationship
between the sustaining of public housing tenancies and health outcomes that
contribute to the cost burden associated with homelessness. As shown in a recent
AIHW report (2015) that used li