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“BREAKDOWN MAN”, A REPRESENTATION OF MENTAL ILLNESS.
In any year, approximately one in five Australians experiences mental
ill-health. Mental illness is a significant contribution to homelessness.
In recent times the proportion of homeless people with mental illness
has climbed to 26 percent. How do we better address homelessness
of people that suffer mental illness?
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Executive summary
In any year, approximately one in five Australians experiences mental ill-health. Mental illness is a
significant contribution to homelessness. Over the five years period 2011-12 to 2015-16, the
proportion of homeless people with mental illness across Australia has substantially increased, from
19 percent to 26 percent. How do we better address homelessness of people that suffer mental
illness?
First, we need to understand the contributing factors, which include; failed discharge and exits into
homelessness, limited support services, poor support provided for families and carers, inadequate
national and state policies, and lack of appropriate stable housing.
People discharged from hospital and mental health institution face significant risks for homelessness
and mental health. Transitions between institutions, or in and out of institutions, are points of risk
where people can fall through the cracks and be discharged into homelessness.
Integrated services that address housing and mental health are effective, but unfortunately currently
do not have a large enough capacity to meet the demand for these services.
In addition to formal funded mental health services, families and carers form a significant, though
largely unacknowledged, component of the mental health system. In effect they are, in part,
attempting to fill in a gap left by limited government services, yet they receive little government
support themselves.
Mental health policies in Australia are guided by a national 10-year strategy, The Roadmap for
National Mental Health Reform 2012–2022 and The Fifth National Mental Health and Suicide
Prevention Plan as well as more detailed plans and strategies at state and territory level. However,
housing, homelessness and mental health generally have separate policy systems, with little
integration, which contributes to poor housing and health outcomes for people with living
experience of mental ill health. As a result, funding tends to be scattered across different areas,
without effectively responding to needs.
There is a lack of affordable, safe and appropriate housing for people with living experience of
mental ill health. This lack of appropriate, housing is a major impediment to scaling up successful
programs nationally.
Due to previously poor responses there are a large number of recommendations by which to affect
systemic levers and policy to achieve the goals of more and better housing and more and better
services for people with lived experience of mental ill health. These recommendations are divided
into two groups, immediate support development actions, and building collaboration for long term
change, and further divided under sub-headings, shown below.
Immediate support development actions
•
•
•
•

To improve early intervention and prevention
Better integration and effectiveness of services
Better support for families and carers
Prevent failed discharge planning and exits into homelessness
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Building collaboration for long-term change
•
•
•
•
•
•

Better policy integration
National roundtable of peak bodies
Public consensus statement
Role of private sector
Scale up successful existing programs
Better housing options
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Introduction
The Australian Government’s national approach to reducing homelessness identifies untreated
mental health as one of the main pathways into homelessness, and has given priority to this
vulnerable group since 2009 (Australian Institute of Health and Welfare 2017).
In any year, approximately one in five Australians experiences mental ill-health. Mental illness tends
to first emerge in younger people (75 percent of those who develop mental illness, first experience
mental ill-health before the age of 25 years) raising the importance of identifying risk factors and
treating illness early where possible. However, while most people manage their health themselves,
many who do seek treatment are not receiving the level of care necessary. As a result, too many
people suffer additional preventable physical and mental distress, relationship breakdown, stigma,
and loss of life satisfaction and opportunities (Productivity Commission 2019).
The cost to the Australian economy of mental ill-health and associated suicide is, conservatively, in
the order of $43 to $51 billion per year. Additional to this is an approximately $130 billion cost
associated with diminished health and reduced life expectancy for those living with mental ill-health
(Productivity Commission 2019). Mental illness is clinically defined as a diagnosable disorder that
significantly interferes with a person’s cognitive, emotional or social abilities (Department of Health
2017a). Common and less common mental health disorders are listed in Table 1.
Table 1 Common and less common mental health disorders.
Common conditions
Anxiety disorders
Depressive disorders
Substance use disorders

Less common conditions
Attention-deficit/hyperactivity disorder
Bipolar disorder
Eating disorders
Schizophrenia
Source (Productivity Commission 2019).
The wider mental ill health concept is an umbrella term that captures the range of people with
temporary, periodical and manageable conditions through to people with severe and persistent
disability (Brackertz et al. 2018).
Mental health services
Australia’s mental health system has several components, including the clinical mental health sector,
as well as community mental health services focusing on psychosocial wellbeing and participation in
home and community life (Department of Health and Human Services 2015). In addition to
specialised mental health services, treatment and care is delivered by GPs, psychiatrists and allied
health practitioners through the Medicare system (Brackertz et al. 2019).
An example of a mental health system is shown here for the State of Victoria (Better Health Channel
2015). In Victoria the State Government delivers major mental health services. Services are also
provided by private mental health providers, not-for-profits and community organisations. There are
three main categories of mental health services:
•
•

Adult mental health services (16–64 years)
Child and youth mental health services (0–18 years)
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•

Aged persons mental health services (over 65 years).

Hospital stays
Major public hospitals in Victoria treat voluntary and compulsory patients with mental illness in
‘acute inpatient wards’ and ‘Secure/Extended Care Inpatient Services’. Private psychiatric hospitals
operate in larger cities in Victoria but only treat voluntary patients.
Acute inpatient wards offer voluntary and compulsory short-term treatment for people with a
serious mental illness, while secure extended care units (SECUs) provide medium to long-term
inpatient treatment and rehabilitation for people with a serious mental illness or disorder in a
hospital setting. This service offers intensive treatment for people who cannot live safely in the
community.
Community-based mental health services and teams
The State Government offers a number of mental health services to help bridge the gap between inhospital care and living in the community, including the Acute Community Intervention Service
(ACIS), community care units (CCUs) and Prevention and Recovery Care services (PARC).
The Acute Community Intervention Service (ACIS) provides advice, diagnosis and treatment for
people experiencing a mental health crisis. The service is available 24 hours a day, seven days a week
and includes telephone advice, emergency department care and short- to medium-term mental
health treatment at home.
Community care units (CCUs) provide a comfortable, ‘homely’ place where people can prepare to reenter the community. The units offer medium- to long-term, clinical care and rehabilitation services
for people with a serious mental illness and psychosocial disability. Although some people move
through quickly, others may need this level of mental health support for a few years.
Prevention and Recovery Care services (PARC) offer a short-term treatment option for people who
do not need a hospital admission.
Mental Health Community Support Services are managed by non-government organisations. They
provide assistance with daily activities and help people to live successfully in the community. These
services are being transitioned in part to the National Disability Insurance Scheme, to support access
to community programs for people whose disability has developed as part of a mental illness.
Specialist mental health services
A range of specialist mental health services is available across Victoria for people with special needs,
including those with brain disorders, drug dependencies, family issues and dual disabilities, Table 2.
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Table 2 Specialist mental health services in the State of Victoria.
Type of Service
Brain disorders service

Dual disability services
Eating disorder services
Forensicare, Victorian
Institute of Forensic
Mental Health
Aboriginal mental health
services
Mother–baby services

Details
A service for adults with acquired brain injury or neurodegenerative
conditions with an associated psychiatric disorder. Hospital,
residential and community programs are available.
Provide specialist clinical mental health services in relation to
people with both intellectual disability and mental illness.
In-patient and community-based services available at several
hospitals and health services.
Services to offenders living with mental illness, including secure
hospital in-patient services.
Services for Aboriginal and Torres Strait Islander people.

Specialist mother and baby services allow mothers to bring their
babies into hospital with them while they get treatment for mental
health issues.
Neuropsychiatric service
The Royal Melbourne Hospital program runs a specialist service that
offers assessment, short-term admission and treatment for
neuropsychiatric disorders.
Personality disorder
Spectrum provides treatment for people with severe and borderline
service
personality disorder who are at risk of serious self-harm or suicide.
Psychotropic Drug Advisory Provides information on psychiatric medicines and other
Service
psychoactive substances
Reconnexion
Provides information, education and counselling for panic, anxiety
and depression. It also provides specialist mental health counselling
for people who want to withdraw from benzodiazepine or
analgesics use.
Source (Better Health Channel 2015).
Also, Victoria's Family Institute, at the Bouverie Centre, specialises in family approaches to mental
health treatment. It offers a range of programs to individuals and family members.
Child and youth mental health services
The State Government provides community-based and inpatient mental health services for children
and adolescents with behavioural difficulties, emotional health problems, emerging personality
difficulties, and severe mental illness.
In-hospital services offer short-term assessment and inpatient treatment for children and young
people who have a severe emotional disturbance that cannot be assessed satisfactorily or treated
safely and effectively within the community. Mental health inpatient services are usually located
within general hospitals and young people from rural areas can be connected to these.
Aged mental health services
Mental health services are available to treat the elderly, predominantly people who are over the age
of 65, who are experiencing severe and enduring mental illness. Victorian Government services also
cater for mental illnesses such as depression or psychosis, as well as people with psychiatric or
severe behavioural difficulties associated with mental disorders such as dementia. Most services are
provided in community clinics.
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APMH nursing homes and hostels care for people who are not able to live in mainstream aged care
residential services because of their mental illness. The facilities are designed to have a ‘homely’
atmosphere, and residents are encouraged to join in with a wide range of activities.
Acute inpatient services provide short-term mental health treatment during an acute phase of a
mental illness until the person can be access treatment living in the community. These services are
located within aged care facilities and general hospitals.
Mental health and homelessness
Homelessness is not just the result of too few houses: its causes are many and varied. Mental illness
is a significant contribution to homelessness, along with domestic violence, a shortage of affordable
housing, unemployment, family breakdown and drug and alcohol abuse (Homelessness Taskforce
2008). Homelessness is not a choice. For some people, homelessness is an isolated event, as it
happens once and for a short time. For others, a small minority, homelessness is part of a chaotic
and uncertain life of poverty and disadvantage. These people tend to cycle in and out of
homelessness and when they do find housing, it tends to be short term. There are three types of
homelessness, Table 3 (Australian Bureau of Statistics 2012).
Table 3 Types of homelessness.
Type of homelessness
Dwelling inadequate
Very limited tenure

Uncontrolled personal space

Definition: the person;
Is in a dwelling that is
inadequate
Has no tenure or their initial
tenure is short and not
extendable

Comment
Particularly due to poor
building maintenance
Includes emergency housing

Is not allowed to; have control
of and access to space for
social relations; provide a
sense of security, stability,
privacy or safety; or provide
the ability to control living
space.

Includes, rough sleeping;
boarding houses; staying with
family or friends, e.g. couch
surfing; severely overcrowded
dwellings.

Indigenous understandings and definitions of homelessness can have a wider view than from those
described above. In particular this includes ‘spiritual homelessness’, the state of being disconnected
from one’s homeland, separation from family or kinship networks or not being familiar with one’s
heritage. More similarly, ‘public place dwelling’ or ‘itinerancy’ usually refer to Indigenous people
from remote communities who are ‘sleeping rough’ in proximity to a major centre (Australian
Bureau of Statistics 2014; AIHW 2014a; Memmott et al. 2003).
Indigenous homelessness can also be defined as losing one’s sense of control over or legitimacy in
the place where one lives (Memmott et al. 2003), or an inability to access appropriate housing that
caters to an individual’s particular social and cultural needs (Birdsall-Jones et al. 2010). In addition, a
very small proportion of homeless people are public space dwellers who have chosen to live rough
and do not see themselves as homeless (Memmott et al. 2003).
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Specialist homelessness services
In practice, a client of a specialist homelessness service (SHS) is identified as having a current mental
health issue if they received professional mental health treatment in the previous 12 months.
Specialist homelessness agencies support many people with mental health issues, providing a range
of health, housing, though limited services. Clients with a current mental health issue make up the
fastest growing client group in the SHS population (Australian Institute of Health and Welfare 2017).
Increased rates of identification for having a mental health issue, greater community awareness and
reduced stigma about mental health have all potentially driven the increase in self-identification and
reporting of mental illness among SHS clients (Australian Institute of Health and Welfare 2017).
On average, this client group has grown at a rate of 13 percent per year since 2011–12, Table 4. The
increase has been faster for females, growing at an average rate of 14 percent per year since 2011–
12. The equivalent growth rate for males over this period was 11 percent.
The rate of service use by clients with a mental health issue has increased 50 percent in 5 years,
from 20 people per 10,000 population in 2011–12 to 30 people in 2015–16. Similar to the general
SHS population, the majority of clients with a current mental health issue were female (58 percent)
in 2015–16 (Australian Institute of Health and Welfare 2017).
Table 4 SHS clients with a current mental health issue, 2011–12 to 2015–16.
Year

2011–12 2012–13 2013–14 2014–15 2015–16

Number of clients

44,835

48,599

56,281

63,062

72,364

% of all clients

19.0

19.9

22.2

24.7

25.9

Rate (per 10,000 population) 20.1

21.4

24.3

26.9

30.4

Note: Rates are crude rates based on the Australian estimated resident population as at 30 June of
the reference year. Source (Australian Institute of Health and Welfare 2017).

Reasons for homelessness of people with mental health issues
Failed discharge and exits into homelessness
People discharged from hospital and mental health institution face significant risks for homelessness
and mental health. Transitions between institutions, or in and out of institutions, are points of risk
where people can fall through the cracks and be discharged into homelessness. This can be due to
inadequate discharge planning and procedures, hospitals undertaking discharge assessments in time
pressured environments and therefore not identifying risk factors, a lack of coordination across
sectors, and because there are limited options for exit into appropriate and secure housing.
While some hospitals have good discharge policies and procedures, many do not. Some good
transitional housing programs exist, such as the Queensland Transitional Housing Team, which
effectively improves housing stability for tenuously housed patients with lived experience of mental
ill health.
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Limited services
Integrated services that address housing and mental health are effective, but unfortunately currently
do not have a large enough capacity to meet the demand for these services (Brackertz et al. 2018).
Below I discuss this issue in more detail.
A number of effective models delivering consumer and recovery-oriented housing operate in
Australia. However, most are pilot programs, are small in scale, localised, or have time limited
funding.
The evidence shows that existing programs that integrate housing and mental health supports are
effective in generating government cost savings (especially in health), and reduce hospital
admissions and length of hospital stay. They also contribute to tenancy stability, improve consumer
mental health and wellbeing, social connectedness and lead to modest improvements in
involvement in education and work.
Also, there is a place for a variety of programs to accommodate specific needs, as no one particular
program is suitable for all circumstances or consumers.
Successful initiatives have common factors and principles that are essential to facilitating good
outcomes. These include effective mechanisms for coordination at the state and local levels, cross
sector collaboration and partnerships, immediate access to housing (social housing or private
rental), and integrated person-centred case support.
The NSW Housing and Accommodation Support Initiative (HASI) and Victoria’s Doorway program are
two examples of successful initiatives. The success of HASI shows that high level system integration
and the support of inter-agency collaboration can lead to the establishment and long-term
sustainment of an effective housing and mental health program in Australia. The Doorway program
is highly innovative, as it diverges from the predominant model of providing housing via social
housing providers, in favour of the private rental market.
Rather than investing in further demonstration and pilot programs, it is now appropriate to scale up
successful programs nationally to meet demand and to extend them to serve new cohorts.
The National Disability Insurance Scheme (NDIS) is intended to reshape Australia’s mental health
service provision landscape, particularly the role of the community mental health sector. The NDIS
has also been planned to provide resources for mental health support to people with living
experience of mental ill-health who are considered to have significant and enduring disability
(Productivity Commission 2011). The mental health component of the NDIS predominately consists
of individualised funding for disability supports to assist persons with psychosocial disability. Also,
the clinical mental health system is functionally and financially separate from the NDIS (Brackertz et
al. 2019). However, while the NDIS is reshaping the mental health system there is a provision gap for
mental health service under the NDIS (Brackertz et al. 2018).
Poor support provided for families and carers
In addition to formal, funded mental health services, families and carers form a significant, though
largely unacknowledged, component of the mental health system. In effect they are, in part,
attempting to fill in a gap left by limited government services. They provide a large amount of
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emotional and practical support to people with mental ill-health that would otherwise have to be
paid for by the government, yet they receive little government support themselves.
A 2017 study by the University of Queensland, and commissioned by Mind Australia, developed a
detailed provide of mental health carers in Australia and estimated the replacement cost of informal
care (Diminic et al. 2017). The study found that mental health carers provide a substantial amount of
unpaid support to care recipients. The study estimated that in 2015, there were approximately
54,000 primary mental health carers and 186,000 other mental health carers in Australia; nearly half
of these carers are aged 45–64 years. Data collected through the Carer Survey showed that primary
mental health carers provided on average 36.2 hours of support per week to care recipients.
The National Survey of Mental Health and Wellbeing 2007 recorded data from a broader sample of
carers and showed that other mental health carers provided on average 11.0 hours of support per
week. In aggregate, this support is estimated to have a value of $14.3 billion and be equivalent to
173,198 full-time equivalent formal support workers (Diminic et al. 2017; Hielscher et al. 2019).
The study found that many carers miss out on the support and services they need. Drawing on
results from the SDAC 2012, the study found that most primary mental health carers were not
receiving any support (only 24% received Carer Payment; 35% received assistance to care for their
main recipient of care; 35% of primary mental health carers did not know what services were
available for carers). Around half of primary mental health carers reported unmet support needs,
which included a lack of information about mental illness, caring and available services; the need for
more assistance, such as respite care and emotional support; available services not always meeting
the needs of mental health carers; gaps in mental health services for care recipients placing
additional burden on carers; poor recognition of carers and exclusion from treatment planning by
mental health professionals; and difficulties accessing sufficient financial support (Diminic et al.
2017).
The predominant form of mental health support provided by family and carers is emotional support
(68% of support provided), which includes tasks such as emotional support and encouragement,
supervising and monitoring, and responding to behaviour.
Support for practical tasks, such as transport, literacy and communication, and health care
coordination comprises 29 percent of family and carer mental health support, while support in
activities of daily living comprises 3 percent (Diminic et al. 2017). In comparison to physical disability
carers, mental health carers provide a much larger share of emotional support to care recipients.
Despite the current funding of support services in Australia, carers have many difficulties with
accessing support services at all or that meet their needs, particularly in terms of the lack of
flexibility of existing services. Carers have highlighted the episodic and unpredictable nature of
mental illness. This mean government services need to match the variable nature of mental health
illness, by providing more flexible support options for mental health carers, to meet short- or longerperiods of assistance as required (Hielscher et al. 2019).
Inadequate national and state policies
Mental health policies in Australia are guided by a national 10-year strategy, The Roadmap for
National Mental Health Reform 2012–2022 (Roadmap) (Council of Australian Governments 2012),
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and The Fifth National Mental Health and Suicide Prevention Plan (Department of Health 2017a), as
well as more detailed plans and strategies at state and territory level.
However, housing, homelessness and mental health generally have separate policy systems, with
little integration, which contributes to poor housing and health outcomes for people with living
experience of mental ill health (Brackertz et al. 2018). As a result, funding tends to be scattered
across different areas, without effectively responding to needs, due to lack of integration and focus,
Appendix A.
Barriers to scaling up successful programs nationally include the lack of a national framework, a lack
of commitment to innovative funding models, a lack of formalised agreements for collaboration
between housing and mental health providers at the local level, and constraints on organisational
capacity in the housing sector around mental illness and mental health provision. Continual
reorganisation and reform in both, the mental health and housing sectors has interrupted personal
links and advocacy networks.
Nevertheless, reform frameworks around mental health already have good potential to integrate
housing related support and housing provision at a national level using an integrated, personcentred case approach. Effecting policy and system change will require effective advocacy
underpinned by a unified and well-articulated voice across sectors, private sector engagement and
public support for the issues.
Overcoming government segmentation will also require new models for policy making, financing and
service integration. It will be important to involve central agencies, particularly the Treasury, in
discussions about funding housing and mental health services, given the role of central agencies in
allocating portfolio responsibilities and the Treasury in allocating resources across government.
Central agencies may also be expected to take a broader view of government priorities and a longer
term view of whole of government savings, including the projection of future savings resulting from
investment in the present.
The UK joint commissioning of services model is a model of service integration that could be adapted
for Australia as a means to overcome issues associated with government silos and lack of pooled
funding.
Then, successful programs could be promulgated at a national level through national frameworks
and formal interagency agreements, together with clear guarantees given by parties around
outcomes. Also, policy and stakeholder coordination at the local and state levels could be achieved
via formal agreements, Memoranda of Understanding (MOUs), cross sector collaboration, and local
coordination.
Lack of housing
Despite earlier effective projects to provide housing with support for people with mental illnesses
(Appendix B) it can be concluded that there is currently a lack of affordable, safe and appropriate
housing for people with living experience of mental ill health. This lack of appropriate, housing is a
major impediment to scaling up successful programs nationally (Brackertz et al. 2018).
A start has been made, by the National Housing and Homelessness Agreement (NHHA) came into
effect on 1 July 2018. It replaces the National Affordable Housing Agreement and a series of
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agreements to address homelessness, the National Partnership Agreement on Homelessness. NHHA
is a better approach from the previous agreements as it exhibits greater policy breadth in that it
targets the entire housing spectrum from crisis accommodation to home ownership.
However, Australia still has no national housing strategy, which means that national policies (for
instance, taxation and income support for renters), that affect housing cost and demand, are outside
the scope of the agreement, and the NHHA therefore has only limited scope to address Australia’s
housing problem.
Also, federal housing funding arrangements are fragmented across different tenure types, from
home purchase assistance and private rental assistance, through to social housing, and support and
accommodation for those who are homeless or at risk of homelessness.
Two states have implemented integrated support programs that link clinical support services for
those experiencing mental ill health with tenancy support: HASI in NSW and HASP in Queensland. A
number of other jurisdictions (Northern Territory and ACT) have piloted or announced their
intention to start similar programs, though the ACT scheme has since ceased.

The way forward
Due to previously poor responses there are a large number of recommendations by which to affect
systemic levers and policy to achieve the goals of more and better housing and more and better
services for people with living experience of mental ill health. These recommendations are divided
into two groups, immediate support development actions, and building collaboration for long term
change.
The success of each of these recommendations will depend on being able to garner bi-partisan
support and ensuring that processes and outcomes are not tied to a particular government or
government process (Brackertz et al. 2018).

Immediate support development actions
To improve early intervention and prevention
Early intervention and prevention are important interventions to prevent housing instability and
homelessness, for people with mental illness. There is considerable scope to increase and improve
early intervention and prevention. Existing tenancy sustainment programs have been shown to be a
cost-effective way of sustaining tenancies. Building the capacity of social housing providers, tenancy
managers and real estate agents to respond appropriately to a mental health crisis is another key
measure (Brackertz et al. 2018).
1: Expand the use of, and tailor, tenancy support programs to assist people with living experience of
mental ill health to maintain their existing tenancies.
2: Educate social housing providers, real estate agents and tenancy managers about how to identify
early warning signs of a mental health crisis and the need for early intervention if these are
detected.
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3: Develop materials and work with social housing providers, real estate agents and tenancy
managers on how to take appropriate action to link tenants to service providers and supports to
assist in sustaining their tenancy.
4: Better implement procedures in public housing authorities to identify and monitor people with
living experience of mental ill health and link them with the required supports and services when
needed.
Better integration and effectiveness of services
The quality of services will benefit from integration of teams, and consumers will benefit from
navigation tools that virtually integrate services (Harman et al. 2019).
5: Assemble integrated teams to address complex health conditions, for both mental and physical
health issues.
6: Use existing services to develop improved service options: do not reinvent the wheel. Consider
starting with primary health care systems, (a) urban GP + psychiatrist service, or (b) regional
hospitals.
7: Assemble a digital map of local services supported with navigation tools, which are available to
both clients and frontline service staff.
8: Use data to support decision making, including to evaluate current services, what is working, and
what is not.
Better support for families and carers
In addition to formal, funded mental health services, families and carers form a significant, though
largely unacknowledged, component of the mental health system, and require better support
(Hielscher et al. 2019).
9: Government services to match the variable nature of mental health illness by providing more
flexible support options for mental health carers.
Prevent failed discharge planning and exits into homelessness
Prevent failed discharge planning and exits into homelessness through improvements in discharge
planning. This is another form of early intervention and would contribute to better housing and
health outcomes for people with living experience of mental ill health (Brackertz et al. 2018).
10: Develop a national discharge policy and a nationally consistent definition of ‘no exit into
homelessness’.
11: Resource hospitals to make thorough discharge assessments and develop appropriate discharge
plans.
12: Increase knowledge and capability in the acute sector to enable officers to better identify people
who are in precarious housing or at risk of homelessness.
13: Ensure timely and assertive follow up after discharge.
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14: Investigate the feasibility of a national roll out of transitional housing treatment programs for
homeless people with mental ill health.

Building collaboration for long-term change
Gaining policy traction and affecting system change will require a clearly articulated position,
sustained advocacy and leadership. There are effective mechanisms that could act as a call to action
and help articulate a unified position across the mental health and housing sectors, advance
understanding of the issues, and gain cross-sectoral support for change (Brackertz et al. 2018).
Better policy integration
Better policy integration between housing and mental health is key to providing better housing and
health outcomes for people with lived experience of mental ill health. Findings from the literature
and the investigative panels point to the following options (Brackertz et al. 2018).
15: Investigate the UK joint commissioning model as a model for service and policy integration
across housing and mental health that could be applied in Australia.
16: Engage in high level discussions with ministers responsible for health and housing and with
central agencies about the need for integrated housing and mental health policies and integrated
service provision.
National roundtable of peak bodies
A national roundtable of peak bodies for housing, mental health, consumers, carers and tenants
could act as a call to the nation to discuss the issues. The roundtable would identify the problem,
identify the policy issues and develop the architecture needed nationally to address these (Brackertz
et al. 2018).
17: Convene a national roundtable that brings together the peak bodies for housing and mental
health and peak bodies for consumers, carers and tenants. The roundtable will act as a call to the
nation to discuss the key issues.
Public consensus statement
A consensus statement from the national roundtable could be a way to advance the understanding
of the issue, gain cross sectoral support and develop a clear advocacy position (Brackertz et al.
2018).
18: Work towards developing a consensus statement on housing and mental health, including
measurable indicators and outcomes.
Role of private sector
The private sector has a role in addressing the housing issues of people with living experience of
mental ill health (Brackertz et al. 2018).
19: Convene an additional investigative panel targeting key stakeholders in the private sector to
generate innovative solutions, access funding, gain a better understanding of the issues and raise
awareness of housing and mental health in the private sector.
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Scale up successful existing programs
Scale up successful existing effective programs nationally. This will require the development of
frameworks that facilitate policy and stakeholder collaboration and formalised agreements and
mechanisms for collaboration between housing and mental health providers at the local level
(Brackertz et al. 2018).
20: Scale up and replicate nationally, existing successful programs that integrate housing and mental
health support.
21: Work towards developing a national framework for inter-agency and cross sector collaboration
that includes formal agreements and clear guarantees given by parties around outcomes.
22: Leverage off existing reform frameworks for mental health to integrate housing related support
at a national level, for example, through Primary Health Networks.
Better housing options
It should be recognised that Housing First is widely accepted as the most efficient strategy to provide
sustainable life quality, with efficient health support. This strategy sets a priority for housing, with
parallel treatment and support. Housing First has been shown to be effective in housing and
maintaining housing for single adults with mental illness and substance use issues, in urban locations
where there is ample rental housing stock (Waegemakers Schiff and Rook 2012). Also, previous
Housing First projects in Victoria and NSW have been successful in providing housing and support for
people with mental illness (Appendix B). Therefore, better access to and more affordable,
appropriate and safe housing should be provided. The availability of affordable, appropriate and safe
housing is a key constraint to scaling up existing programs, however, this can be overcome
(Brackertz et al. 2018).
23: Work with and educate private rental sector landlords, real estate agents and their peak
organisations sector about the housing needs of people with mental ill health.
24: Increase the use of private rental housing as a way of providing ready access to established
housing to facilitate scaling up of existing programs.

Summary and conclusions
In any year, approximately one in five Australians experiences mental ill-health. Mental illness is a
significant contribution to homelessness. In the five years period 2011-12 to 2015-16, the proportion
of homeless people with mental illness across Australia has substantially increased, from 19 percent
to 26 percent. How do we better address homelessness of people that suffer mental illness?
Contributing factors include; failed discharge and exits into homelessness, limited support services,
poor support provided for families and carers, inadequate national and state policies, and lack of
appropriate stable housing.
People discharged from hospital and mental health institution face significant risks for homelessness
and mental health. Transitions between institutions, or in and out of institutions, are points of risk
where people can fall through the cracks and be discharged into homelessness.
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Integrated services that address housing and mental health are effective, but unfortunately currently
do not have a large enough capacity to meet the demand for these services.
In addition to formal funded mental health services, families and carers form a significant, though
largely unacknowledged, component of the mental health system. In effect they are, in part,
attempting to fill in a gap left by limited government services, yet they receive little government
support themselves.
Mental health policies in Australia are guided by a national 10-year strategy, The Roadmap for
National Mental Health Reform 2012–2022 and The Fifth National Mental Health and Suicide
Prevention Plan as well as more detailed plans and strategies at state and territory level. However,
housing, homelessness and mental health generally have separate policy systems, with little
integration, which contributes to poor housing and health outcomes for people with living
experience of mental ill health. As a result, funding tends to be scattered across different areas,
without effectively responding to needs.
There is a lack of affordable, safe and appropriate housing for people with living experience of
mental ill health. This lack of appropriate, housing is a major impediment to scaling up successful
programs nationally.
Due to previously poor responses there are 24 recommendations to achieve better housing and
better services for people with lived experience of mental ill health. These recommendations are
divided into two groups, immediate support development actions, and building collaboration for
long term change, and further divided under 10 sub-headings, shown below.
Immediate support development actions
•
•
•
•

To improve early intervention and prevention
Better integration and effectiveness of services
Better support for families and carers
Prevent failed discharge planning and exits into homelessness

Building collaboration for long-term change
•
•
•
•
•
•

Better policy integration
National roundtable of peak bodies
Public consensus statement
Role of private sector
Scale up successful existing programs
Better housing options
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Appendix A Current funding for mental health services and
housing support
Although mental health policy in Australia is guided by the Roadmap and successive plans, the
Australian and state and territory governments are separately responsible for the funding and
provision of services in different domains. Under the National Health Reform Agreement (Council of
Australian Governments 2011), states, territories and the Australian Government are jointly
responsible for funding public hospital services. Much of the treatment of and support related to
people with lived experience of mental ill health is funded nationally through the Medicare Benefits
Schedule. The Australian Government funds private hospitals, private psychiatric and psychological
services, most primary mental health care, the Pharmaceutical Benefits Scheme, some specialist
treatment and prevention programs, disability and carer payments. Other services, such as
dedicated acute and clinical mental health services in public hospitals and community-based support
services are typically funded by states and territories (Brackertz et al. 2018).
Many jurisdictions fund community service organisations to provide support services for mental
health, though few include longer term housing support in the community. Many clinical services
involve residential components though these are usually temporary, and problems can arise after
consumers are discharged if their housing circumstances are unstable or uncertain.
Funding for housing and homelessness policy is also shared across the Australian and state
governments, with affordable housing and homelessness services coordinated through the NHHA,
though much assistance for home owners and private renters is effectively the purview of the
Australian Government. While some housing assistance (such as social housing) is targeted by need,
a consumer-centred focus is less apparent in the housing sector, and assistance is fragmented by
tenure type.
Programs exist at the state and territory level to support tenancies of social housing tenants and
those at risk of homelessness, though few make connections to mental health services. People in
some tenures (social housing, marginal housing and those at risk of homelessness) are more likely to
receive these forms of housing support compared to those in private rental or home ownership.
Some anti-social behaviour policies of social housing authorities can link in with mental health
services. Some housing and homelessness programs (for chronically homeless or rough sleepers)
include health related services to identify mental health issues, but many housing and homelessness
workers lack expertise to identify mental illnesses (Brackertz et al. 2018).
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Appendix B Previous Housing First projects
In Victoria and NSW there has been a range of Housing First projects, especially for people with
mental health needs.
Victoria’s Housing and Support Program (HASP) (1992-1996). This program was established in 1992
as a partnership between the Department of Housing and the Mental Health Branch. The
Department of Housing funded the purchase or construction of suitable housing, and the MH Branch
funded support workers employed by local NGOs. The program aimed to provide ongoing housing
and support for people with a history of mental illness who were living in unsuitable accommodation
in the community. By 1995, 112 people had participated in this program.
Neami Community Housing Program N/E Melbourne (1995 & ongoing). This program was originally
funded to provide housing and support for the last 35 patients to leave the psychiatric institutional
complex at Bundoora, before it closed. Housing was spot-purchased in local suburbs, and ongoing
support provided by staff from Neami, a state-funded community mental health NGO, based in
north east Melbourne. Neami later was one of the NGOs funded through HASP to provide support
services to newly housed consumers. It has also been successful in tendering for NSW HASI
contracts.
NSW Housing and Support Initiative (HASI) 2002 & ongoing. The HASI program was set up in 2002,
largely modelled on Victoria’s successful Housing and Support Program. It has now provided housing
with off-site support for over 1,000 people with psychosocial disabilities and lack of stable housing in
urban and rural areas of NSW. Funding targets different levels of support.
Common Ground on Elizabeth Street, Inner Melbourne (2010 & ongoing). A new purpose-built
apartment building at 660 Elizabeth Street was designed to accommodate people with a history of
homelessness, as well as others on low incomes. There are 135 places, split between the two types
of occupants, with separate entrances, and an onsite concierge. Visiting state-funded support
services include medical staff and a case management team.
Doorway (North East & Inner North Melbourne; La Trobe Valley) (2011 & ongoing). This program
was established by a Victorian community mental health NGO, in partnership with real estate agents
and clinical services. The state-funded program aimed to house 50 people in north east and inner
Melbourne and rural La Trobe Valley with a history of mental illness and homelessness. Participants
were assisted to find subsidised privately rented accommodation, build social networks and engage
in work or training. The program is explicitly based on Housing First principles and Dr Sam Tsemberis
provided advice on the program design and its implementation.
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