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Death is not an easy or comfortable 
subject. Despite its inevitability, 
death often feels intangible 
and incomprehensible. 
It is almost always an awkward, 
if not taboo topic of discussion.  

Nevertheless, death is an all too 
common part of the work of our 
homelessness sector; the very real 
consequence of the devastating 
toll that homelessness takes on 
vulnerable people. For homelessness 
sector workers, stories of clients who 
have died are common and all too 
frequent.  This is particularly the case 
for those working with people who 
are homeless long-term, or who work 
in health services engaging with 
people experiencing homelessness. 

The deaths of peers and friends is 
common too, for people experiencing 
homelessness, adding to the trauma 
of their experience. This toll has 
been marked for many years around 
the country, with annual memorial 
services for those who have died 
while homeless. For the public, both 
awareness and a sense of shock 
are raised intermittently when the 
media draws attention to murders 
of people while homeless. 

Yet for homelessness sector 
workers, these deaths that make 
the headlines are only the tip of 
the iceberg. Far more common 
than murders, are the ‘deaths of 
despair’ that manifest as suicides, 
overdose or the culmination 
of severe and chronic illness.

While these deaths are one 
of the ‘givens’ of work in 
our sector, for the general 
public these deaths appear 
to be ‘taken for granted’ as an 
ordinary consequence of 
being homeless. In this way, 
and however unpalatable the 
thought may be, homeless deaths 
have, to some extent, become 
normalised and accepted.  

The ‘Homelessness, Death 
and Dying’ scoping research 
project was initiated by Parity 
and the Council to Homeless 
Persons. This project represents 
a rejection of the idea that the 
deaths of people experiencing 
homelessness are in some way 
an inevitable or an acceptable 
consequence of homelessness; 
or that in any way these deaths 
are less meaningful or important 
than the death of anyone else. 

This scoping work reviewed both 
local and international research, 
and clearly demonstrates that the 
median life expectancy of a person 
experiencing homelessness is 
unacceptably low. The review also 
supports our understanding that 
many, and probably most, of these 
premature and preventable 
deaths were caused by the ill 
effects of homelessness. 

Unfortunately, what remains 
unknown, is both the detail 
and the extent of these deaths. 
We know now that part of 

this gap in our knowledge 
relates to the governance and 
‘accounting’ of those that die 
as a result of homelessness. 
The institutional processes are 
simply not in place to tell us what 
we need to know. A register 
of those who are homeless at 
the point of death, is a much 
needed development, one that 
will provide the base empirical 
information on which policy and 
service development can be built. 

Homelessness must not be 
parked for inaction, as a 
‘wicked problem’ that defies 
clear resolution. And while death 
and dying are difficult to discuss, 
they are issues that must not be 
sidelined. Homelessness and 
the deaths it causes, will not be 
prevented until we accept our 
responsibility to fully engage with 
these issues, and the related, very 
doable solutions of providing the 
appropriate housing and support.
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Part 1:  
The Homelessness, Death and Dying Project: 
Summary Report

Preamble
In 2018 the Council to Homeless 
Persons (CHP) decided to initiate 
a scoping research project into 
the relationship between the 
experience of homelessness, death 
and dying. This project has been 
undertaken with the intention of 
both finding out what we know, 
and as importantly, what we do 
not know about this relationship. 
This project does not claim to be a 
definitive or comprehensive study 
of these issues. Rather, it aims is to 
begin a process of discussion that 
will lead to further research, analysis, 
understanding and change.

This project was undertaken by 
Mark Furlong PhD. Mark works as an 
independent scholar and researcher. 
Previously, he has held academic 
positions at La Trobe and Deakin 
Universities. Earlier, he practised for 
many years in mental health and 
therapeutic settings. Mark has written 
two recent books and published 
more than 50-refereed papers. 
Mark also has an honorary affiliation 
with the Bouverie Centre.

This research project was supported 
by a Reference Group made up of 
CHP Board members Michael Horn 
and Jane Barnes, Michael Arnold 
from the DeathTech research group, 
Dr Andrew Hollows from Launch 
Housing and Kim Lee from Sacred 
Heart Mission. The full project report 
will be released later this year.

1. Introduction
Death is an unwanted reality in 
the lives of those who experience 
homelessness. All too often, this 
reality is silenced and unnamed 
and its presence is an unspoken 
fear. Mostly, it lurks spectral-like 
in the background. Dying — 
the processes leading to death 
— is part of this troubling reality. 

This uninvited companion to those 
who experience homelessness is 
also well known to the providers 
of homelessness services 

While discussing death and dying not 
exactly taboo, there have long been 
constraints to examining death and 
dying in the context of homelessness. 
The Council for Homeless Persons 
believes it is time to bring this difficult 
subject out from the margins and put 
it at centre stage. The subject of death 
is meaningful, emotional and practical, 
and we believe death and dying 
warrants a dedicated focus. This is 
why CHP recently commissioned this 
project to study homelessness and its 
relationship with death and dying.

The project set out to identify what is 
known, and what remains unknown, 
about the relationship between 
homelessness, death and dying. 
Particular aims of the project included: 
discovering how many people 
experiencing homelessness die each 
year; how this is measured and the 
issues and problems of measurement 
— and developing options for 
responding to these problems. 
The outcome of this enquiry is 
summarised in the following report.

The first stage of the study identified, 
collated and reviewed published 
material (see Section 2). The great 
majority of these reports appeared 
in refereed journals; and a limited 
number had the status of an official 
report. The second stage of the 
project focused on identifying 
what is known about the qualitative 
dimensions of death and dying 
(see Section 3). A third stage sought 
to understand why there is so little 
empirical local data (see Section 4). 
A series of direct consultations 
were undertaken to examine this 
issue. A final stage considered 
options for further action.

The project was designed to 
produce two outputs. The first is a 
30,000-word major report. This report 
should be considered in conjunction 
with a separate semi-annotated 
literature review.1 The second 
output is this summary report.

This project was sponsored by: 
Launch Housing, Sacred Heart 
Mission and Wintringham in Victoria, 
HammondCare (New South Wales) 
and Micah Projects (Queensland). 
We greatly appreciate the support 
of these agencies. Without their 
support, this project would not have 
been possible. It is also important 
to acknowledge the generous help 
received from the diverse range of 
people with whom we consulted, 
within and beyond, the homelessness 
sector. These discussions were 
organised on the understanding 
that anonymity would be preserved. 
This means these major contributors 
cannot be specifically acknowledged.

2. The Empirical Account

(2.1) Overview
The relationship between 
homelessness and premature 
death was summed-up in an 
editorial in The Lancet: 

… being without a home has 
long been recognised as being 
associated with increased 
rates of physical and mental 
morbidity. Over the past decade, 
cohort studies have shown that 
these higher rates of morbidity 
translate into excess mortality.2

What is the source of this ‘excess 
mortality?’ One element is an elevated 
risk of suicide. A ten-year follow-up 
study concluded that suicide was 
six times more likely for those who 
had experienced homelessness 
than for the general population.3 
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Another cause is unintentional 
injury: the above study reported 
‘unintentional injury’ resulted in death 
14 times more frequently among 
those experiencing homelessness. 

Even more striking was this study’s 
finding concerning ‘unknown 
causes.’ Death occurred as a result 
of ‘unknown causes’ more than 
60 times more frequently for those 
who were homeless. Homelessness 
is not only objectively perilous, but 
the deaths of those experiencing 
homelessness seem to receive 
less oversight than the deaths 
of those who were housed. 

Statistics may not be able to 
communicate the sense of 
jeopardy experienced by those 
who are homeless, but they 
do paint a stark picture: 

‘(the) average age of death 
of homeless persons is about 
50 years, the age at which 
Americans commonly died in 
1900’.4 Other estimates include 

48 years (Toronto), 47 years 
(United Kingdom), between 42 and 
52 years (United States). In contrast 
to the British Colombia figure of 
between 40 and 49 years, local 
life expectancy is almost double 
(82.65 years) for those who had 
not experienced homelessness.  

Why is it so dangerous to be 
homeless? Premature death has 
different classes of cause. In part, 
the cause of premature death 
is illness. People experiencing 
homelessness ‘suffer the same 
illnesses experienced by 
people with homes, but at rates 
three to six times higher.’ 5

Among a larger group of illnesses, 
the causes of premature death 
includes; tuberculosis, influenza, 
gastric ulcers, cancer, heart disease, 
diabetes and hypertension — 
a bracket of illnesses whose aetiology 
is often rooted in the circumstances 
of homelessness: poor nutrition, 
poor hygiene, stress, and exposure 
to extremes of heat and cold.

Premature death is also associated 
with adverse life events. Suicide, 
accidental overdose, homicide 
and life-threatening accident are 
disproportionately present in 
the lives of those who currently 
experience, or who have previously 
experienced, homelessness. 
These events are associated with 
a larger pattern: rates of assault, 
robbery, intimidation, self-harm 
and accident are all steeply higher 
than for the general population. 
International studies show that a 
person experiencing homelessness 
is between three and seven times 
more likely to die than someone 
of the same age and gender 
who is positively housed:

Over five years of observation in a 
Glasgow study published in 2009, 
1.7 per cent (209/12 451) of the 
general population and 7.2 per cent 
(457/6,323) of the homeless cohort 
died. The hazard ratio of all-cause 
mortality in homeless compared 
with non-homeless cohorts was 
4.4 (95 per cent CI: 3.8–5.2).6
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In contrast, a 2009 United Kingdom 
(UK) study found that those ‘living 
in the most salubrious housing can 
expect to live, on average, more 
than twice as long as those sleeping 
rough on the streets.7 In relation 
to this latter group, a 10-year 
cohort study of 445 unsheltered 
homeless adults concluded that 
the age-standardised all-cause 
mortality rate was almost three-fold 
larger than that for a cohort of 
homeless adults primarily sleeping 
in shelters, and nearly ten-fold 
larger than that for the adult 
population of Massachusetts.8

What is the summary? A seminal 
literature review by J.J. O’Connell 
in 2015 noted that epidemiologists 

had first identified ‘an early and 
intricate relationship between 
homelessness and early death’ 
in the nineteenth century.

Subsequent studies in major cities 
across the United States, Canada, 
Europe, Asia, and Australia have 
confirmed a persistent relationship 
between a lack of housing and 
excess mortality. Despite a diversity 
of methodologies utilised across 
multiple continents, the current 
literature reviewed in this paper 
demonstrates a remarkable 
consistency that transcends 
borders, cultures and oceans: 
homeless persons are three to 
four times more likely to die 
than the general population.9

While being mindful that 
homelessness has a number of 
forms, the above is conclusive. 
What is not known, however, is the 
detail. Like many other nations, 
Australia does not know how many 
of its citizens die while homeless, 
or as the result of homelessness.

(2.2)  The relationship between 
homelessness and the 
premature death of 
Aboriginal people

The relationship between 
homelessness and premature death 
is brought into a particular focus if 
the position of Aboriginal people is 
prioritised. In honouring this priority, 
the current project acknowledges 
Aboriginal dispossession. This is 



7

an especially sensitive issue given 
that many Aboriginal people are 
currently homeless, and so many 
have histories of homelessness. 

In the context of the ‘transgenerational 
trauma’ that is caused by being 
involuntarily homeless in one’s 
homeland,10 the premature death 
of Aboriginal and Torres Straight 
Islanders is embedded in material 
circumstances that are often shocking 
in their lack of safety and amenity, 
and the fact that many Aboriginal 
people have inadequate access to 
medical attention — both diagnostic 
and in terms of treatment.

In these circumstances, it follows that 
homelessness will radically impact on 
life expectancy. This effect has not, 
and probably cannot be, quantified. 
To a degree, definitional issues 
over-determine the uncertainty of 
measurement. Even more problematic 
is the fact that over-crowded and 
inadequate housing is an all too 
common feature of life for a large 
number of Aboriginal people. 
Even when these uncertainties are 
acknowledged, there are facts that 
are beyond dispute. Consideration 
of the Closing the Gap reports 
presents a clear starting point in 
convening this data. The 2019 
report states that life expectancy for 
Aboriginal women is 7.8 years less 
than for non-Aboriginal women, and 
is 8.6 years less for Aboriginal men 
than for non-Aboriginal men.11

How much is homelessness correlated 
with the causes of illness and early 
death? One relevant report stated that 
‘… up to one-third of the difference 
in life expectancy could be attributed 
to differences in income, school 
education, employment status and 
overcrowded housing.’ 12 Australian 
Institute of Health and Welfare 
analysis of homelessness service 
use across Australia shows that for 
every 10,000 Aboriginal and Torres 
Strait Islander Australians, there 
were 33 rough sleepers coming to 
homelessness services. This contrasts 
markedly to 2.4 rough sleepers 
coming to homelessness services per 
10,000 non-Aboriginal Australians.13

(2.3)  Rates of Death: 
Non-Aboriginal Australians

Early research reported that men 
experiencing homelessness died at a 
rate of between three to five times the 

average.14 Another indicative, non-
refereed report summarised data from 
Launch Housing’s in-house research: 
between June 2018 and June 2019 
there were 47 known deaths of 
current or former clients. Average age 
at the time of death was 43.5 years 
with the median life expectancy 42 
years.15 More broadly, it has been 
estimated that there are between 
105 and 262 deaths annually in 
Victoria in this cohort.16 If this estimate 
was developed for homelessness 
beyond ‘primary homelessness’ 
in Victoria, this figure could be 
expected to rise very significantly.

(2.4) Causes of Death

(2.4.1) Immediate Causes of Death
There is a troubling intersection 
between homelessness, family 
violence and premature death. 
Little empirical data is available, 
yet inferences can be derived 
from the data that is on the record. 
For example, it has been reported 
that around 10 per cent (853) of the 
8,618 homeless people interviewed 
across Australia in registry weeks 
between 2010 and 2017 were 
women ‘sleeping rough.’ 17  
In 2017–18 there were 5,905 women 
who attended homelessness services 
while sleeping rough.18 This group 
were ‘… most frequently on the 
streets, in cars, in parks, and other 
locations not designed for habitation.’ 
It is also known that family violence 
is an increasingly common reason 
for seeking homelessness services.19  
According to the Australian Institute 
of Health and Welfare, in 2012–13 
family violence was the main reason 
for presenting to a homelessness 
service for 19.1 per cent of 
Specialist Homelessness 
Service users. By 2017–18 this 
was up to 29.5 per cent.20

Homicide, overdose and fatal 
accident is another cause of death 
that is disproportionally present in the 
lives of those who are homeless: ‘(w)
hen comparing the means of death of 
the homeless population against that 
of the general population, homeless 
individuals are more than three 
times as likely to die by accidental 
means.’ 21 Deaths associated 
with, or directly caused by, drug 
overdoses are increasingly present 
in the deaths that occur within 
the homeless population. Those 
currently experiencing homelessness 

are more likely to die as a result of 
natural causes than they are from 
a violent or an unexpected death. 
Heart attack, cancer and respiratory 
failure, for example, are far more 
common as causes of death for 
those experiencing homelessness. 

As is well understood, comorbidity 
is closely associated with premature 
death: ‘Alcohol and drug use 
disorders were predictors of death 
by unintentional injury for both men 
and women’ whereas ‘schizophrenia 
spectrum disorders and personality 
disorders were … significant 
predictors among men’ but not for 
women’.22 Gender is definitely a 
primary variable: ‘Homeless women 
18–44 years of age were ten times 
more likely to die than women in the 
general population of Toronto.’ 23

Acquired brain injury (ABI) is another 
element in the homelessness 
equation: One study found there 
was an almost three-fold increase in 
mortality in the homeless population 
for those who had sustained a serious 
head-injury compared to those 
with no history of head injury.24

(2.4.2) Intermediate Causes
Poor nutrition, including outright 
malnutrition, dental problems, 
sexually transmitted disease, 
tissue injuries and infection are 
associated with the increased 
risk of illness leading to death. 
For example, if a person has little 
or no access to bathing, facilities 
for cooking, healthy food, hygienic 
accommodation and regular 
medical care, this person will be 
more likely to contract disease, 
suffer from co-morbidities and, over 
time, tend toward a diminished 
resistance to disease. It follows that 
there will be a heightened risk of 
acquiring one or more, chronic 
health conditions. Bundled together, 
these intermediate causes promote 
premature death. This prospect 
is often related to current, and/or 
earlier periods of homelessness. 

The effects of extreme weather are 
expected to become both more 
frequent and more intense as climate 
change accelerates increasing 
the vulnerabilities of homeless 
persons. While this is relevant to the 
circumstances of rough sleepers, it 
also relevant to all those in marginal 
housing. This emerging context 
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can be expected to approach 
what has already been reported in 
so-called third-world countries.25

The effects of stigma are also a 
factor. Put simply, homelessness 
affronts self-respect — as it also 
provokes many non-homeless 
people to deride those who are 
homeless: ‘The big stigma is “it’s the 
homeless person’s fault.”’ 26 Those 
who experience homelessness 
regularly report being ‘dissed.’ 
Social determinants of health 
studies have found that a pattern 
of disrespect provokes stress 
reactions that spike cortisol levels 
(among other effects). Over time, 
this impairs immune function that 
results in individuals becoming 
more likely to succumb to, and less 
likely to recover from, disease.27

Some groups are particularly 
vulnerable. For example, testimony 
to the Victorian Mental Health Royal 
Commission reported that the suicide 
rate for young LGBTI Victorians is 
higher than for any other group.

Similarly, homelessness among 
refugee and asylum seekers is likely 
to correlate with illness and early 
mortality. Gender and Aboriginality 
— as specific, and as related, 
categories — are also likely to be 
factors that promote premature death:  

Despite 3.3 per cent of Australian 
women in the 2016 Census 
identifying as Indigenous 
(ABS, 2018), 39 per cent of women 
sleeping rough, and 14 per cent 
of (homeless) women not sleeping 
rough identified as Indigenous 
in the Registry Week data.28

Australia-specific metrics are 
generally missing. For example, 
international research has found that 
‘the homeless cohort experienced 
a seven-fold increase in risk of 
death from drugs compared with 
the general population.29 Using this 
figure as a guide, it could be inferred 
that a disturbing proportion of the 
approximately 900 Victorians who 
died between 2014 and 2018 from a 
heroin-related drug overdose were 

experiencing homelessness. If these 
figures were known, the scale of 
the problem would be apparent. 

(2.4.3) Underlying Cause
The term ‘underlying cause’ has 
several meanings. Within the medical 
tradition the underlying cause is: 

‘(a)  the disease or injury 
that initiated the train of 
morbid events leading 
directly to death, or

(b)  the circumstances of the 
accident or violence that 
produced the fatal injury.’ 30

What links the medical use of the 
term ‘underlying cause’ with the 
everyday meaning of ‘underlying 
cause’ is the notion of prevention: 

The purpose of uniquely identifying 
the underlying cause is to 
identify the precipitating factor 
that potentially, could facilitate 
prevention. Conditions thought to 
have been contributory but not part 
of the sequence of events leading 
to the death can be reported in 
Part II of the (Coroner’s) certificate.31

This introduces a key role undertaken 
by the Coroner’s office: ‘Wherever 
possible, a Coroner will suggest 
ways to prevent similar deaths or 
fires by making well-informed and 
practical recommendations based 
on the evidence before them.’ 32

The following seeks to examine 
the notion of prevention.

Vignette: Alex – a rough sleeper
Alex (46) is experiencing primary 
homelessness whose health 
is troubled by compromised 
immune and respiratory function. 
Alex encountered an opportunistic 
event (a viral insult; a chance 
tissue injury) that resulted in him 
contracting a minor infection. 
This malady lingered before 
coarsening in the context of 
a damp, unventilated squat. 
His health deteriorated and he 
progressed from mild fever to 
pneumonia — a trajectory that 
repeated a well-established 
pattern across Alex’s medical 
history. Alone, more or less 
immobile, and with little or 
no access to hygiene and 
nutrition, Alex’s condition further 
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deteriorated. Marked by worsening 
impairments to cardiac and lung 
function, circulation, vision and 
cognition, over the next days, 
systemic failure becomes manifest. 
Vitality fatally ebbing, unable 
to raise a hack, Alex declined 
into an anoxic death. 

The immediate cause of Alex’s death 
was documented as respiratory 
failure due to pneumonia; the 
underlying cause of death ‘chronic 
obstructive airways disease’ 
(COAD). Technically accurate, 
this formulation is reductive as it 
relies on a protocol of proximate, 
medical simplification. An adequate 
description of cause — rather than 
a narrowing vision of aetiology — 
requires an interest in what medicine 
might describe as intermediary 
and contributing causes. That is, 
a good-enough formulation is 
necessarily bio-psycho-social.33

The key question here is: to what 
extent were the deaths of those who 
are homeless preventable? Based on 
a population-based, cross-sectional 
study of linked hospitalisation and 
mortality data, it was concluded that 
‘Nearly one in three homeless deaths 
were due to causes amenable to 
timely and effective health care.’ 34 
That is, many deaths are preventable 
because these deaths were the result 
of treatable conditions. In Alex’s case 
the impact of a minor infection began 
a downward spiral that could almost 
certainly have been arrested by timely, 
on-site medical attention. Unless 
the cause of death is articulated 
in a holistic manner, preventative 
interventions will not be envisaged. 
Why? Because explanations of 
death will tend toward ‘natural 
causes’ as the default disposition. 

3.  Death and Dying in the 
Lifeworld of Homelessness

Those who experience homelessness 
know what it means to feel unsafe, 
to be assaulted, and see others 
assaulted; to hear that someone they 
knew has suicided or overdosed; 
to live with the fear of accidents 
and mortal illness. Many have 
seen the bodies of others who 
have died. These experiences 
leave traces: those experiencing 
primary homelessness tend to be:

• worried about dying and 
EOL (end-of-life) care

• (have) had frequent 
encounters with death

• voice many unique fears, 
such as dying anonymously 
and undiscovered.35

Even if it is not openly spoken about, 
how might practitioners identify these 
fears among those experiencing 
homelessness? A number of sources 
are available. First person accounts 
provide one stream of information: 

Luke, 40: … I’m a ‘freshie’ (in Byron 
Bay). If it weren’t for these guys 
(more experienced homeless 
people), who have educated me 
and taken me under their wing, 
I’d be buggered. …  Two of my 
mates — freshies like me — have 
committed suicide this year due to 
the hardship. They were like me — 
smiling but behind gritted teeth.36

A similar reference can be found 
in the Melbourne StreetCount 
report discussing ‘How safe do you 
feel?’ The opening comment is: 

The need to always be alert, 
‘always watching your back’, 
‘always on the lookout for people 
that might harm you’ — were 
commonly relayed. Getting 
things stolen and getting bashed 
were also frequently mentioned. 
Women in particular said that they 
did not feel safe at all, but being 
with a partner helped. Others 
slept in groups where people 
took turns at ‘being on watch’ to 
help them feel a little safer.37

In the direct quotes that followed, 
the next section began with this 
statement: ‘I felt safer in jail’. 
What is clear in these, and other, 
first-hand reports is that death and 
its associates are very much part of 
the lived reality of homelessness.  

That people experiencing 
homelessness tend to have a 
complex engagement with death 
may surprise. This reaction is likely 
to reflect the social position that 
death has been allocated, not simply 
in the homelessness field, but in 
western culture more generally. For 
this reason, the subject tends to be 
abbreviated, euphemised, avoided 
or even denied. That death is not 
easily discussed, or that its presence 
is completely ignored, should 

therefore not surprise. Consultations 
with service providers confirmed 
that — just like many who experience 
homelessness — they also often 
report powerful experiences of, 
and complex feelings about, death. 
Two specific themes emerged.

The first relates to ‘finding a body.’ 
For practitioners this experience 
is, and tends to remain, startling. 
With or without notice, this 
encounter is reported to be visceral, 
evocative and shocking. Time is said 
to stand still. In these encounters, 
the ordinary pales as everything else 
recedes. Mediated by the nature of 
the relationship between the now 
dead person and the practitioner, 
the meaning of this encounter 
varies, say, between significant 
and extreme. The state of the body 
is another variable. Doubtless 
other variables are present, such 
as the practitioner’s biography 
and their length of time in the 
field. However mediated, it seems 
that there remains something 
elemental about these encounters.

The second theme concerned 
responsibility. In settings which 
have a strong relationship-based 
ethic, workers often develop a 
deep connection with service 
users and can feel great loss in 
the event of a service user’s death. 
Evident in local unpublicised deaths, 
the same intense phenomenon 
plays out publically when a well-
known character, someone who 
is not only recognized but is 
affectionately regarded, has met 
with a violent end. Convulsions 
from these losses reverberate 
through the whole sector.

In these meetings with death, there 
is the sense that more could and 
should have been done; that I, 
or we, or they, all of us, should have 
helped more, or better, or for longer. 
Expressed more or less directly is a 
mixture of remorse and helplessness, 
emptiness and yearning, and being 
left feeling impotent by the death.

At a more pragmatic level, access to 
palliative care also arose as a concern. 
Interest was particularly focused on 
the barriers that inhibit, even prevent, 
those experiencing homelessness 
from being able to access palliative 
care. This concern is also present 
in the international literature.38
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4.  What is Not Known 
— and Why?

It is not known how many premature 
deaths related to homelessness 
occur in Australia. Initially, we 
assumed the lack of reliable figures 
represented a simple arithmetical 
gap. That is, if we push a little harder, 
dig a little deeper and try for a little 
longer, we assumed a clear result 
could be found. After a period of 
active investigation, we came to a 
different view: there is a knowledge 
block, not a knowledge gap.

For example, a relatively simple 
factor is the lack of precision in how 
‘housing status’ is recorded. How is 
this relevant? In the event of the 
death of someone who is homeless, 
a number of record entry options 
are possible: the hospital system 
might default to ‘unknown’, to ‘usual 
address’, or the record may be 
retrospectively filled in by the person’s 
next-of-kin if the deceased person 
is identified and a relative located.

Similarly, decisions in relation to 
the disposition, ‘cause of death’, 
depend on a set of values that 

tend to be inconsistently applied. 
For example, the decision to 
refer a death to a Coroner, and 
perhaps for the Coroner’s Office 
to accept that this referral is a 
reportable death, is influenced by 
a mix of factors. Not least of these 
variables is the location where a 
person dies (on the street; in a 
nursing home, etc.). In different 
cases, it appears that different 
practice habits, procedures and 
protocols apply. Most likely, there 
is an interplay between these 
influences. Broadly, our contention 
is straightforward: there tends to 
be less oversight if a person is, 
or is presumed to be, homeless.

Rather than investigate whether 
or not a death was preventable 
— as is often the case with, say, 
gastric ulcers — it seems that 
the determination is more likely 
to tend towards a ‘natural cause’ 
judgment if a person is unidentified 
as ‘address unknown’/‘no fixed 
address.’ In so much as this is a 
pattern of institutional processes, 
the relationship between 
homelessness and premature death 

becomes masked and normalised. 
The current project undertook 
research to identify the relevant local 
practices. This information may not 
be secret, but to our knowledge, 
it is yet to be systematically 
aggregated or analysed. 

Vignette: George – a rough sleeper
George is a 57-year-old man. 
His body was found early one 
morning in a park on the edge of 
a metropolitan city. The jogger 
who found his body contacted the 
police, who later arrived to find 
a dishevelled looking male with 
no identification. The night had 
been cold, and though no wallet 
or other identifying information 
was found, the two police who 
attended did not think anything 
suspicious took place. Assuming 
the death was due to natural 
causes, homicide detectives were 
not summoned. George’s dead 
body was then transferred 
to the coroner’s morgue. 

At this point the body was 
given a temporary registration. 
George was eventually identified, 
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and an out-of-date address noted. 
After an on-paper review, the 
Coroner’s office did not accept 
that the death was reportable 
in terms of their interpretation 
of the Coroner’s Act. That is, no 
de novo process was undertaken 
to establish cause of death.

No one having claimed the 
body, a pauper’s funeral was 
arranged. At public expense 
George’s body was released 
to a designated funeral service 
where the body was prepared 
for burial in the designated 
area of a large metropolitan 
cemetery. Based on the received 
information, the funeral director 
completed a notice of death 
document and forwarded this 
to the Department of Births, 
Deaths and Marriages (BDM). 
The data finally registered at 
BDM’s recorded George’s correct 
name, the wrong address and an 
indeterminate cause of death. 

Comment
A number of variables are illustrated 
by this vignette. These include:

• the effect of location: if the 
death had taken place in, say, 
a nursing home rather than 
in a public park, the nature 
of the oversight, the in-play 
protocols and practices, would 
be more likely to be stringent;

• the mix of protocol and 
discretion: was it a matter 
of discretion or procedure 
— or a little of both — that 
determined whether the 
attending police officers, or 
their command, decided to, 
or decided not to, instigate an 
investigation of the death?

• identification does not 
necessarily result in an accurate 
‘housing status’ entry: If George 
had been carrying identification, 
his housing status is likely to 
default to ‘usual abode’ (which 
was an out-of-date entry). 
Alternatively, a next-of-kin 
may have been located. 
The question then is: 

• would this person be 
happy to have George’s 
address nominated as 
‘homeless’/‘no fixed abode?’

• the discretion the Coroner’s 
Office has to accept, or to 
refuse, to investigate a death 
and to adjudge this death 
the result of natural causes 
rather than as having been 
a preventable event.

In the above, no coherent, trustworthy 
chain of custody carried information 
from the time the death was verified, 
to the point at which this death 
was registered with the state Births, 
Deaths and Marriages authority. 
Why is this the case? More than 
a dozen nodes were active in the 
network that records, reviews and 
transmits the data. These entities, it 
might be said, were loosely coupled. 
This discontinuity has a serious 
effect: it is currently impossible 
to secure reliable statistics. 

5. What Can be Done?

(i) A register of deaths
How might the discontinuities 
which prevent information being 
accurately recorded be resolved?

The best option is a central register.

Different options present to auspice 
and organise a register. In Victoria, 
the Coroner administers the state 
Suicide Register and the Overdose 
Death Register. A register of 
those who die while experiencing 
homelessness could be organised 
in a similar manner. Alternatively, 
other state or national bodies could 
also be considered for undertaking 
this role, for example, the Australian 
Institute of Health and Welfare or 
the Australian Bureau of Statistics.

Less effective would be an elective 
body with an oversight function. 
This body could act as a registry point. 
Although not ideal, it is possible a 
more or less formalised arrangement 
could see all relevant agencies agree 
to systematically record, and then 
forward to this nominated body, data 
on deaths. This would encourage 
local homelessness agencies to 
commit to identifying, recording 
and collating data on deaths. In the 
current circumstances, this would 
be challenging to implement.

(ii) Reviewing causes of death
Reliably registering the number 
of deaths of people experiencing 
homelessness, is one priority. 

That each death is appropriately 
reviewed is a related, yet distinct 
need. This is a key issue in so much 
as ‘natural causes’ is the default 
attribution, given this disposition 
pre-empts preventative measures 
being envisaged, for example, 
that recommendations be made in 
relation to ‘treatable conditions.’

A number of options are available 
that could support a review and 
oversight function. Perhaps, 
the role of an Ombudsman for 
homelessness could be established. 
Such a role would have similarities 
to those in other fields, for example, 
that of the Disability Services 
Commissioner in Victoria. 

(iii) Building evidence
Consistent with the need to have a 
structured approach to data collection, 
additional quantitative and qualitative 
research could be commissioned. 
There are several Victorian cohorts 
that could potentially provide 
important data on the longer-term 
effects of homelessness, for example, 
the Journey to Social Inclusion (J2SI) 
and the Street to Home programs. 

(iv) Policy and program reform
In so much as the premature death 
of those who currently experience 
homelessness, or who have previously 
experienced significant periods of 
homelessness, is seen as a priority, 
programs should be established or 
maintained and extended to minimise 
this risk and seek to improve quality 
of life. For example, the important 
programs that focus on the nexus 
between health and homelessness. 

(v)  Humanising and 
preparing for death

Even with every effort made to 
minimise risk, death will remain a 
persistent companion to service users 
and service providers alike. Being able 
to talk about death and dying — with 
those who are homeless and with 
others working in the sector — may 
be awkward, but it is often both the 
caring and the responsible choice.

Effectively identifying, acknowledging, 
and engaging with death and its 
implications involves resourcing 
relevant programs. It also involves 
recognising what is involved non-
materially. The emotional impact 
on workers of death and more 
broadly, of the intense life and death 
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events they regularly encounter, 
needs to be acknowledged and 
responded to systematically.

(vi) Promoting awareness
While exact figures are not 
available, it is well established that 
homelessness is a killer. This fact 
could be (far) better publicised.

Conclusion
The findings from this project can 
be summarised in four points:

i. it is not known how many 
people in Australia die while 
experiencing homelessness 

ii. it is also not known how many 
deaths of people experiencing 
homelessness are premature 
and possibly preventable

iii. if the reason a person 
experiencing homelessness 
dies is said to be ‘from natural 
causes’, this determination 
works to pre-empt preventative 
other explanatory options 
being considered

iv. a clear and transparent strategy 
needs to be developed and 
implemented to provide a 
universally recognised register 
of the deaths of people who die 
while homeless and to identify 
the causes of these deaths. 
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Part 2:  
Perspectives on Homelessness Death and Dying
Homeless Memorial Eulogy in 
St Kilda Melbourne, July 20th 2019
Catherine Dyer, Outreach Program, Tenants Victoria

I respectfully acknowledge the 
Yalukit Willam Clan of the Boon 
Wurrung. I pay my respects to 
their Elders, past and present 
and emerging.  I acknowledge 
their continuing relationship to 
this land. I acknowledge any 
Aboriginal people here today.

For five years I have had the privilege 
of visiting residents in profoundly 
substandard and largely unsafe 
rooming houses in my work as the 
rooming house Outreach Worker 
at Tenant’s Victoria.

Almost all residents I work with 
have spent time living on the 
streets and in cars. 

Occasionally they will also reside in 
substandard crisis accommodation.  

All have been victims of trauma.  

All are vulnerable. 

Most are able to talk articulately 
about the profound mental health 
and physical health impacts of 
this experience.

Residents regularly tell me shocking 
stories about things they have 
experienced in rooming houses. 

Many of the stories describe the 
unexpected and premature death 
of another resident.  

Sometimes it is suicide.  

Sometimes it is complications that 
arise as a result of chronic illness.

Sometimes it is an overdose.

Sometimes it is a violent assault.

ALWAYS IT IS WAY TOO SOON

In almost every case, the residents are 
alone and unsupported.

The body is left, often in a hallway, 
after first responders attend 
the premises.  

No one knows who to speak to 
about the person. They don’t know 
where the family, loved ones or the 
community of this person are. They 
are so alone in death.  

This is devastating for other residents 
to witness and can be deeply 
traumatic for those that remain in the 
rooming house.

THESE DEATHS ARE NOT PROPERLY 
COUNTED AS PART OF THE IMPACT 
OF HOMELESSNESS.

THERE ARE MANY OF THESE DEATHS 
EVERY YEAR IN ROOMING HOUSES.

WE NEED TO DO A MUCH BETTER 
JOB OF ACKNOWLEDGING THESE 
DEATHS and RECORDING THEM in 
the CONTEXT OF HOMELESSNESS.
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Anecdotally, in the past couple of 
months, residents have described 
a number of deaths to me.

One woman in a community 
rooming house talked about a 
young woman (in her early 20s) 
who had been in hospital in relation 
to some internal bleeding.

She discharged herself from 
hospital, still very unwell and died 
a short time later in her room.

She was not found immediately. 
This occurred last month.

At a recent visit to a rooming 
house in the west, a resident 
described the death of another 
young woman. She overdosed 
and collapsed in the hallway.

‘She fell over at an awkward 
position and it looked like 
her airways might have 
been blocked off’.

She was blue when she was found 
by other residents in the house. 
Residents called an ambulance 
immediately. They worked on her 

for a long time (in the hallway) and 
they could not resuscitate her.

She died in the hallway.

The resident has been traumatised 
by this and has felt unable to use 
the bathroom since the death.

In another women only household, 
a resident moved in with profound 
mental health issues.  She had been 
released from a psychiatric hospital 
admission to the rooming house. 

The residents called the police 
and requested that they arrange 
a mental health check.

Police attended and the 
woman managed to convince 
police she was OK.

A few days later she set fire to 
herself in the kitchen. One of the 
residents used a fire-extinguisher 
to put out the fire.

She had severe burns to the upper 
half of her body and had been in 
an induced coma for three weeks 
when this story was relayed to me.

There are so many stories like this.

Lives are lost quietly.

They are lost early.

It is always tragic.

So much could be done to 
prevent these deaths.

An increase in safe, secure 
and affordable housing for 
people on low incomes is 
fundamental if these premature 
deaths are to be prevented.

Support for people in these 
houses is also useful but will not 
keep vulnerable people safe.

These two things need 
to sit together.

I will now light a candle for 
the many rooming house 
residents who have died in 
terrible circumstances. It is really 
important for me to remember 
and acknowledge their lives.

Thank you…
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Premature Deaths: 
More than Just Numbers
Dr Andrew Hollows, General Manager, Research and Service Sector Reform, Launch Housing

Alan Jordan was the first social 
worker employed by Hanover Welfare 
Services, one of Launch Housing’s 
predecessor organisations. In 1969, 
he completed his Master’s thesis on 
men experiencing homelessness 
in inner-city Melbourne. One part 
of his study highlighted the large 
disparity in the mortality of these 
men, which was three to five times the 
average mortality rate in Victoria.1

This article shows that the mortality 
rate among people experiencing 
homelessness remains depressingly 
high.  In particular, homelessness 
continues to be a significant 
contributor to health inequality 2 and 
should be regarded as an important 
and modifiable predictor of mortality.3 
There is a moral challenge for 
the homelessness sector, and the 
community generally, to remedy 
this injustice and significantly 
reduce these premature deaths.

In early 2019, exactly 50 years 
later, I conducted a literature 
review to explore the nature and 
rate of — and identify the causes 
and contributing factors to — the 
mortality and premature deaths of 
people experiencing homelessness. 
Much of this review has subsequently 
informed the project ‘Homelessness, 
Death and Dying’, auspiced by the 
Council to Homeless Persons.

What is the mortality rate 
among people experiencing 
homelessness?
There is an extensive overseas and 
a more limited Australian-specific 
literature about the mortality of 
people experiencing homelessness.

The level and pattern of deaths 
among this cohort is strikingly 
different and higher than the general 
population according to numerous 
overseas reports including a recent, 

extensive study by the Office of 
National Statistics in the United 
Kingdom.4 Likewise, the United States 
National Health Care for the Homeless 
Council 5 notes that individuals 
experiencing homelessness have 
greater morbidity and mortality rates 
than the general population and 
experience more co-morbidities 
than their housed counterparts.

The limited research from Australia 
mirrors these trends. One study 6 
suggests that the mortality risk 
exceeds that of housed people 
by up to six times. To help fill 
this gap in our data, I have 
estimated the likely number of 
pre-mature deaths in Victoria.

This estimation is based on a lot 
of variables and qualifications– 
but it conservatively suggests 
that in Victoria, among those who 
sleep rough and use specialist 
homelessness services, about 
80 people will die prematurely each 
year. I hope to be proven wrong 
and welcome an independent 
estimation — something that is 
currently lacking in Australia.

If we conservatively assume a 
lower limit mortality rate for people 
experiencing homelessness as three 
times the general population, the 
level of deaths for this cohort would 
be 120 annually in Victoria alone.

This is based on a few data points. 
Firstly, this estimate is based on the 
2016 ABS Census which indicated 
that 6,204 people were both rough 
sleeping and using Specialist 
Homelessness Services (SHS) in 
Victoria. To determine the level 
of premature deaths, we would 
need to subtract the number 
of expected deaths. This is the 
mortality rate consistent with 
the general population.

Additionally, according to the 
Australian Institute of Health 
and Welfare (AIHW) there is a 
death rate of 6.5 deaths per 
1,000 persons for the general 
population. When we apply this 
crude death rate to the cohort of 
people rough sleeping and using 
Specialist Homelessness Services, 
this translates into 40 expected 
deaths annually. The difference 
between the overall death rate (that 
is, 120 annually) and the expected 
death rate (that is, 40 annually) 
generates the estimation of the 
level of pre-mature deaths in 
Victoria of around 80 each year.

Of course, the estimated incidence 
of premature deaths annually will 
vary if we change the assumptions. 
For example, if we included people 
couch surfing in the number of 
people at risk of premature death 
(that is, the size of the cohort 
increases from 6,204 to 9,926) 
the number of estimated premature 
deaths increases to 130 annually 
based on a mortality rate three 
times the general population. 
Likewise, if we use a higher mortality 
rate of six times the general 
population (as indicated in some 
overseas research), the number 
of premature deaths even for 
people rough sleeping and using 
Specialist Homelessness Services is 
estimated to be 200 per annum.

Reduced Life Expectancy
The ‘age of death’ 7 for someone 
experiencing homelessness is 
much lower than the broader 
community. In Canada, for instance, 
a study for British Columbia found 
that the median age of death 
for a person who is homeless 
is between 40 and 49 years, 
almost half the life expectancy 
for someone in the general 
population, which is 83 years.8



16

Crisis, a London-based charity, 
found the average life expectancy 
for homeless individuals in the 
United Kingdom is 47 years. 
Similarly, the National Health Care 
for the Homeless Council reports 
an average life expectancy for the 
homeless population in the United 
States of between 42 and 52 years.9

Homelessness as an 
Independent Risk Variable
What is particularly striking from the 
research is how homelessness is 
independently associated with high 
mortality.10 This means the actual 
experience of homelessness directly 
contributes to premature death. 
There is compelling international 
research evidence that homelessness 
is an independent risk factor for 
death and is more hazardous than 
living in ‘conventionally’ deprived 

socio-economic circumstances.11 
In one study, it was observed that 
there was excess mortality associated 
with homelessness and marginal 
housing beyond that associated 
with low income alone.12

This was also the finding from 
a large Danish study 13 which 
concluded that homelessness was 
independently associated with high 
mortality, even when adjusting for 
a range of health issues. Likewise, 
a significant Scottish study 14 
concluded that homelessness 
was an independent risk factor 
for death. After adjustment for 
age, sex and morbidity requiring 
hospitalisation, individuals 
experiencing homelessness 
had a mortality hazard 1.4 times 
greater than residents of the most 
socio-economically deprived areas.

Summary
This article briefly highlights the 
ongoing tragedy of premature deaths 
of people experiencing homelessness. 
The broader tragedy is that most 
homelessness-related mortality is 
largely preventable if adequate 
housing and health supports are 
provided.15 Housing circumstance, 
rather than the characteristics of 
an individual, is a marker of socio-
economic disadvantage and 
associated life changes including 
morbidity and mortality.

It is tragic enough that people 
experiencing homelessness are 
largely invisible to society. It is even 
more tragic when our fellow citizens 
continue to die from preventable 
causes — sadly, a point made 
by Alan Jordan 50 years ago.

Endnotes
1. Jordan A 1994, Going bad: homeless 

men in an Australian city, Council to 
Homeless Persons, Melbourne.

2. FEANTSA 2016, Policy Statement: 
Average Age at Death of People 
Who Are Homeless, September.

3. Nilsson S F, Laursen T M, Hjorthøj C and 
Nordentoft M 2018, ‘Homelessness 
as a predictor of mortality: an 11-
year register-based cohort study’, 
Social Psychiatry and Psychiatric 
Epidemiology, no. 53, pp. 63–75.

4. Office for National Statistics 2018, Deaths 
of homeless people in England and 
Wales: 2013 to 2017, statistical bulletin.

5. National Health Care for the Homeless 
Council 2018, Fact Sheet: Suicide 
and Homelessness Data Trends in 
Suicide and Mental Health Among 
Homeless Populations, May 2018.

6. Arnautovska U, Sveticic J and De Leo 
D 2014, ‘What differentiates homeless 
persons who died by suicide from other 
suicides in Australia? A comparative 
analysis using a unique mortality 
register’, Social Psychiatry and Psychiatric 
Epidemiology, no. 49, pp. 583–589.

7. See FEANTSA 2016, op cit, and Office 
of National Statistics 2018 op cit, for 
the use of the term ‘average age of 
death’ rather than life expectancy.

8. Condon S and McDermid J 2014, Dying 
on the Streets: Homeless deaths in British 
Columbia, Street Corner Media Foundation

9. Ibid.
10. Nilsson et al 2018, op cit.
11.  Morrison D S 2009, ‘Homelessness 

as an independent risk factor for 
mortality: results from a retrospective 
cohort study’, International Journal of 
Epidemiology, no. 38, pp. 877–883

12. Hwang S et al 2009, ‘Mortality Among 
Residents of Shelters, Rooming Houses, 
and Hotels in Canada: 11 Year Follow-up 
Study’, British Medical Journal, no. 339.

13. Nilsson et al 2018, op cit.
14. Morrison D S 2009, op cit.
15. Condon S and McDermid J 2014, op cit.



Improving Health and Preventing Mortality: 
Homelessness, Criminal Justice Involvement 
and Substance Use Issues
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Health and Homelessness
People who experience homelessness 
are a diverse and socially marginalised 
group who often have complex health 
issues that can lead to an early death. 
Homelessness can include living 
on the street; living in temporary 
accommodation; staying with friends 
or family; or living in substandard 
housing.1 Given that unstable housing 
is both a cause and a consequence of 
poor health,2, 3 it is not surprising that 
people experiencing homelessness 
have worse health and higher rates of 
death than the general population.4 
In high-income countries like Australia, 
people experiencing homelessness 
are between two and five times 
more likely to die than the general 
population.5 Premature death among 
people experiencing homelessness 
is often attributed to preventable 
causes, including infectious disease 
(for example, HIV, tuberculosis), 
ischaemic heart disease, substance 
use, injury, suicide and homicide.6, 7, 8 
For example, in Queensland, the 
suicide rate for people experiencing 
homelessness is two times higher 
than that of housed people.9

The increased risk of death among 
people experiencing homelessness 
can be partially explained by the high 
prevalence of morbidity (for example, 
infectious and cardiovascular 
disease).10 However, homelessness 
has also been found to increase the 
risk of death, independent of poor 
health.11 Therefore, reducing this 
excess risk of death requires urgent 
action to redress both health and 
social inequities experienced by 
people experiencing homelessness. 
Most of the information we have 
on death among people who 
experience homelessness is based on 
research from the United States.12, 13 
Developing a clear understanding 
of the health and premature death 
of this population in Australia, 

including for Aboriginal people who 
experience homelessness, should be 
an urgent priority for future research.

Achieving long-term health 
improvements among people who 
experience homelessness will require 
accessible, coordinated health and 
social services. Poor health issues, 
and the social issues underpinning 
the rates of premature death, are 
issues compounded by the barriers to 
accessing community health services 
for people who are homeless.14 
In high-income countries such as 

Australia, people who are homeless 
use emergency services at higher rates 
and have longer hospital stays than 
the general population.15 High use 
of these costly acute services may 
be an indicator of low engagement 
with community healthcare. 

Homelessness may be a barrier to 
accessing community healthcare due 
to stigma from health practitioners 
and difficulties in maintaining 
a regular general practitioner. 
This can result in a lack of accurate 
health records due to transient 
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circumstances.16 The cost, location 
and design of community services 
may be prominent structural 
barriers as most services are 
designed for housed people. 

Given emergency department and 
hospital discharge among people 
experiencing homelessness is 
associated with an increased risk of 
death,17, 18 they may be accessing 
these services when they are in 
dire need of healthcare and social 
support. Improving the access of 
people experiencing homelessness 
to community healthcare and 
better coordination with social 
support systems would likely reduce 
health inequities, premature death, 
public expenditure and the strain 
on acute healthcare services.

Homelessness and 
Substance Use
The overlap between homelessness 
and substance use is considerable 
 — both groups experience social 
exclusion. 19, 20 In Australia and other 
high-income countries, alcohol 
and other drug dependence is the 
most common mental disorder 
among people experiencing 
homelessness, that is, people who 
use homeless shelters or hostels, 
live on the streets, or are sleeping 
rough, with an estimated prevalence 
of between nine per cent to 
58 per cent for alcohol dependence 
and five per cent to 54 per cent for 
drug dependence.21 This is between 
two and four, and three and nine 
times higher than in the general 
population, respectively.22 Substance 
use increases the risk of all-cause 23 
and injury-related death 24, 25 among 
people experiencing homelessness. 

Thus, alcohol and other drug use 
contributes disproportionately to 
the high rates of premature death 
among people experiencing 
homelessness in high-income 
countries, like Australia.26, 27 

Engaging with alcohol and other 
drug treatment is therefore 
crucial to improving health and 
reducing preventable deaths. 

People experiencing homelessness 
often visit community alcohol and 
other drug services in the days 
before their death.28 This suggests 
people who are homeless are 
accessing these services when 

they are in dire need of healthcare. 
Increasing earlier engagement with 
community alcohol and other drug 
treatment may be a key opportunity 
to reduce premature mortality.

Interventions, such as case 
management and opioid replacement 
therapy, have been shown to reduce 
harmful substance use among 
people who are homeless.29, 30 
Take-home naloxone programs which 
incorporate training, are effective at 
reducing overdose deaths among 
other socially excluded populations. 
However, this intervention has not 
been specifically evaluated for people 
who experience homelessness.31 
Most interventions offering housing 
support for people who are homeless 
and have substance use issues, follow 
a ‘Treatment First’ model where 
housing is dependent on abstinence 
from substance use.32 This model has 
been criticised for excluding access 
to housing to those not ready to 
abstain,33 possibly compounding their 
poor health and their risk of mortality. 
In this context, the appropriateness 
of substance abstinence as a primary 
goal for these interventions, is 
the subject of much debate.34

An alternative is the ‘Housing First’ 
model that provides access to 
individualised mental healthcare and 
alcohol and other drug treatment, 
and incorporates individual choice 
in accessing health and social 
services.35 This evidence-based 
approach is consistent with the 
principles of harm minimisation 
and has no treatment engagement 
or abstinence from substance use 
requirements.36 While the Treatment 
First model is more effective than 
Housing First for achieving abstinence 
from substance use,37 this model’s 
requirements may select people 
who are more willing to abstain. 

Conversely, the Housing First 
model for people experiencing 
homelessness with substance use 
issues enables them to access 
housing quicker, retain that housing 
and stay in alcohol and other drug 
treatment for longer, compared 
to the Treatment First model.38 
The Housing First model has been 
found to be cost-effective in the 
United States, leading to decreased 
emergency department presentations, 
hospitalisations, and criminal justice 
involvement among homeless 

people.39 In Australia, limited 
pilot studies have shown that the 
Housing First model is cost effective 
(Figure 1) with a high proportion of 
participants accessing and retaining 
housing.40, 41 However, more rigorous 
cost-analysis and evaluations of the 
model with comparison groups 
are needed in Australia, especially 
given the difference between 
the United States and Australian 
health and welfare systems.
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Figure 1. Cost savings from a Housing 
First Program in Australia, 2010-2013
Adapted from: Mission Australia. From Homelessness 
to Sustained Housing 2010–2013: Mission Australia, 
2014.

The Intersection of 
Homelessness, Substance Use, 
and the Criminal Justice System
People who experience 
homelessness and use substances 
are substantially overrepresented 
in the Australian criminal justice 
system (Figure 2 and 3).42, 43 In 
2018, approximately one in three 
people entering prison in Australia 
were homeless in the month 
prior to incarceration, and half of 
people leaving prison expected 
to be homeless when released.44 
Additionally, between 55 per cent 
and 76 per cent of people in 
Australian prisons have a substance 
use disorder,45, 46 which is between 
eight and 11 times higher than the 
general Australian population.47 
Substance use among people 
experiencing homelessness is 
associated with an increased risk 
of imprisonment and enduring 
homelessness.48, 49 Thus, the criminal 
justice system may amplify housing 
instability among vulnerable people.
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Figure 2. 
Homelessness and substance 
use among people entering 
prison in Australia, 2018
Data source: Australian Institute of Health and Welfare. 
The health of Australia’s prisoners 2018. Canberra: 
AIHW, 2019.
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Figure 3. Homelessness and 
substance use among people 
leaving prison in Australia, 2018
Data source: Australian Institute of Health and Welfare. 
The health of Australia’s prisoners 2018. Canberra: 
AIHW, 2019.

People released from prison are 
at a substantially increased risk of 
death.50 Substance use is an important 
predictor of these premature 
deaths.51 People released from 
prison are between four and 12 
times more likely to die from drug-
related causes than their community 
counterparts.52 This profound 
inequality highlights the health 
inequities experienced by people 
experiencing homelessness, and how 

substance use issues and criminal 
justice involvement compound this 
disadvantage. Despite this, both 
in Australia and globally, there 
are no publicly available, reliable 
estimates of the number of people 
who experience homelessness, 
criminal justice involvement and 
substance use issues. This limits the 
capacity of social, alcohol and other 
drug, and criminal justice services 
to develop a coordinated and 
evidence-based service response 
commensurate to the needs of 
people who experience these risk 
factors for premature mortality.

A lack of an effective cross-sectoral 
response in Australia limits our ability 
to prevent the needless loss of life 
among people who experience 
homelessness, substance use issues, 
and criminal justice involvement. 
Experiencing more than one type of 
social marginalisation can increase 
health inequities and premature 
death. In Australia and other high-
income countries, people who are 
homeless, use substances and who 
are involved in the criminal justice 
system, are approximately ten times 
more likely to die prematurely 
than the general population.53 
In the United States, people who 
experience both incarceration and 
homelessness have a higher risk of 
all-cause and drug-related death, 
than those who experience only 
incarceration or homelessness.54

The risk of premature death is 
particularly high among people 
who experience multiple and 
brief periods of incarceration and 
homelessness.55 Many people 
cycle rapidly through periods of 
incarceration and homelessness, 
likely indicating a serious failure of 
social and health systems.56 Periods 
of transition, such as after release 
from prison and homeless shelters, 
are key times to engage people 
with housing and other community 
health services, ensuring continuity 
of care and support. However, for the 
vast majority, transitions from these 
settings are neither coordinated 
nor continuous, creating gaps in 
service provision for those who 
need it most and when their risk 
of death is highest.57, 58 ‘Step-up/
step-down’ models where people 
in the community can ‘step-up’ 
to access additional community-
based support, or ‘step-down’ from 

residential/in-patient treatment into 
community-based support, have 
been successful in mental health 
treatment in Australia.59 Evaluation of 
these models for people experiencing 
homelessness and substance 
use issues is urgently needed.

Engaging people released from 
prison with stable housing reduces 
substance use,60 future criminal 
justice contact 61, 62 and their risk of 
injury-related mortality.63 For people 
who experience homelessness, 
access to stable housing after hospital 
discharge (for example, the Pathway 
Model in the United Kingdom 64) can 
decrease subsequent substance 
use and relapse, and improve 
health outcomes.65 Continuity of 
care between the social, alcohol 
and other drug, and criminal justice 
systems, is critical to redress the 
health inequities and premature 
death experienced by people 
who experience homelessness. 
The exclusion of people in Australian 
prisons from Medicare is a prominent 
barrier to accessing evidence-based 
pharmacological treatment for 
substance use issues and federally-
subsidised consultations from 
psychiatric and addiction medicine 
specialists.66 This is an avoidable 
barrier to continuity of care, which 
given the costs to accessing services, 
is likely to disproportionately 
impact upon people who have 
experienced homelessness. A service 
response which is coordinated and 
accessible is likely to improve health 
outcomes, increase public safety, 
and reduce public expenditure.67, 68

Improving Health and 
Reducing Mortality
The fragmentation of social, alcohol 
and other drug, and criminal justice 
services in Australia is an avoidable 
barrier to access to these services. 
This fragmentation means that 
vulnerable people with complex 
social and health needs are required 
to navigate an extremely complex 
system.69 Services that provide 
coordinated support and treatment 
for multiple health and social 
issues (for example, mental health, 
substance use, housing, legal issues) 
are more effective at improving the 
health of this population than siloed 
approaches to care.70, 71 A service 
response which is coordinated, has 
effective communication between 
services, is appropriately funded, 
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has adequately trained staff who 
have a non-stigmatising professional 
demeanour and utilises skills of 
people with lived experience, is likely 
to be effective in achieving good 
health for marginalised people.72

People with lived experience should 
be involved in the design, delivery, 
and evaluation of such a coordinated 
service response. This involvement 
is an effective means of engaging 
marginalised populations in 
services.73, 74 Without a coordinated 
service approach to providing secure 
and stable housing, addressing 
substance use issues, and preventing 
or providing alternatives to criminal 
justice-involvement, people 
experiencing homelessness will 
continue to die prematurely.

Currently, most of the information 
on effective services for people who 
are homeless, use substances, and 
are involved in the criminal justice 
system is based on research from 
the United States.75, 76 Developing a 
clear understanding of the health 
and social issues experienced 
by this population, and how they 
use services, should be an urgent 
priority in Australia. This remains a 
challenge, as these marginalised 
populations are often not adequately 
captured in routinely collected 
information.77 For example, people 
who experience homelessness are 
excluded from the Australian Institute 
of Health and Welfare’s National 
Drug Strategy Household Survey.78

This challenge can be overcome 
by health and social services jointly 
planning, sharing, and publicly 
disseminating information on the 
health and wellbeing of their clients.79 
In addition, high quality and routinely 
linked administrative records on 
co-occurring social and health-
related outcomes could be used to 
evaluate services and improve service 
provision.80 Through the ongoing 
efforts of the Population Health 
Research Network we now have the 
capacity to routinely link social, health, 
and criminal justice information, while 
protecting the privacy of individuals.81

Consideration should be given to 
the unique needs of women and 
young people who experience 
homelessness as they have a higher 
risk of death than the general 
population.82 However, the majority 

of evidence is currently based on 
adult men.83, 84 This avoidable gap in 
knowledge means interventions that 
are based on needs of adult males 
are likely being applied to young 
people and women, without knowing 
if the interventions are effective or 
appropriate for these groups.

To address the increased risk of death 
among marginalised members of our 
communities, we need more effective 
prevention efforts that address 
the root cause of homelessness, 
substance use issues, and criminal 
justice involvement (that is, poverty 
and unaffordable housing).85 
Such prevention efforts should be 
designed to benefit all people in 
society and prioritise those who are 
most disadvantaged and at risk.86, 87 
Alleviating health and social inequities 
is an effective means to improve 
quality of life, health and wellbeing, 
and thereby reducing premature 
mortality among the marginalised 
members of our communities.

* Justice Health Unit, Melbourne School 
of Population and Global Health, 
The University of Melbourne
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The Disposition 
of the Destitute
Michael Arnold, Bjorn Nansen, Tamara Kohn, Martin Gibbs, Hannah Gould1

The final disposition is a term used 
by people in the funeral industry to 
refer to the burial or cremation of a 
dead person. The final disposition 
is a profoundly important event, 
not simply a pragmatic or material 
process, and its significance is 
expressed through ritualised 
performances. The disposition and 
its rituals are shared and communal, 
involving ceremonies attended 
by the deceased’s family, friends, 
and community, whilst less indirectly 
the disposition is shared by wider 
social norms and values around the 
proper treatment of the deceased 
body. Although the disposition is 
common to us all, then, it is also 
a personalised event in which 
the particularity of the life lived is 
recognised. Similarly, the place of 
interment, whether body or ashes, 
is named and marked to recognise 
the individual life of the deceased. 
Places of interment are thus not only 
identified, but are also accessible 
to family, friends and community, 
for the purpose of ongoing 
visitation and remembrance.

We do it in respect of our immediate 
connectedness to the deceased, 
through intimacy, kinship, friendship 
or community, or where this is absent, 
in acknowledgement of our shared 
humanity and mortality. But where 
does this leave the homeless and 
the destitute? What is the current 
situation for the disposition of 
the destitute in Australia?

The short answer to the question 
is mixed, confused, and confusing. 
Throughout Australia, arrangements 
for the final disposition are 
typically made by the next-of-kin. 
The average cost of a traditional 
burial is $19,000, the average cost 
of a cremation is $7,420,2 and 
cheapest commercial option, a 
direct cremation, that is, a cremation 

without a ceremony of any kind, 
costs around $1,950 in most states. 
This expense is clearly beyond the 
means of many people. In Victoria 
for example, there are around 
40,000 deaths per annum of which 
5,000 require some form of financial 
assistance for the final disposition.3

Where the next-of-kin is unknown, 
uncontactable, unwilling or unable 
to pay, arrangements may be 
made by: a hospital employee, 
an employee of a charitable 
organisation such as the Salvation 
Army or the Brotherhood of St 
Laurence, by an employee of 
the Department of Justice or 
the Department of Health and 
Human Services, or by the Police. 
If the death was ‘notifiable’ and 
subject to a Coronial Inquiry, the 
Coroners Court may make the 
arrangements. If the deceased was 
known to have been a member of 
the armed services, the Department 
of Veterans Affairs and/or the RSL 
may contribute. If the deceased 
was a member of a union, a 
member of a Church or other 
faith organisation, or a member 
of a club such as a football club or 
Rotary, then these organisations 
may be asked to contribute.

In recent times, online crowdfunding 
sites have been used, particularly 
where the death has been 
‘high profile’. If the deceased 
was a recipient of Centrelink 
payments, then Centrelink may 
offer a lump sum to subsidise 
the cost, but again, the exact 
sum will depend on numerous 
variables. The contribution 
made by these organisations 
thus depends on many factors 
that are difficult to navigate.

If the deceased is Aboriginal, then 
arrangements will often be made 

by organisations established to 
meet the cultural requirements 
of the community. In the 1960s 
in inner Melbourne Aunty Edna 
Brown established the Aboriginal 
Funeral Benefits Fund, Victoria’s 
first Aboriginal funeral fund.4 
In 1992, the Weeroona cemetery 
was established in Greenvale, 
Melbourne, to meet the need 
for an affordable and culturally-
appropriate resting place for 
Aboriginal community members.5 
Today, Victorian Aboriginal Funeral 
Services operate through the 
Aboriginal Advancement League in 
Thornbury and offer low and no-cost 
funerals. The Central Lands Council 
covers costs in central Australia up 
to $1,650.6 Similar assistance to 
Aboriginal and Torres Strait Islander 
people operates in other states.

In Victoria an organisation called 
Bereavement Assistance Limited 
offer means-tested charitable 
funerals, including free funerals, to 
all comers.7 Established in 1997, the 
company runs on a not-for-profit 
basis, cross-subsidising several 
hundred no-cost and below-cost 
services per annum with full-fee 
services and subsidised services, 
along with subsidies from a 
variety of other state government 
organisations, charitable 
organisations and private donors. 
The Department of Health and 
Human Services’ contribution is 
typically only 18 per cent of the total 
cost of the disposition of the poor.8

In addition to Bereavement 
Assistance Limited the Victorian 
State Government has contracted 
three private funeral directors to 
handle the final disposition of 
those unable to pay. In these cases 
cremation is the most common form 
of disposition, but in regional areas 
and in cases where there is good 
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reason to bury, for example where 
the deceased is Muslim or Jewish 
or has objected to cremation for 
other reasons, a burial in shared 
or common grave will occur,9 with 
up to five bodies per grave at 
Faulkner in Melbourne 10 and six at 
Rookwood in Sydney.11 Where the 
identity of the deceased is known 
an attempt may be made to contact 
family and friends and a service will 
be held. Often this does not occur, 
and the disposition takes place 
without ceremony. Cremation ashes 
will be scattered in an area in the 
cemetery set aside for this purpose, 
and though the identity of the 
deceased is recorded, no marker 
identifying the deceased is used. 
In the case of common burial at 
Faulkner Cemetery, the name, 
date of birth and date of death of 
each of those buried is marked on 
the grave, but common graves at 
Springvale Memorial Park and at 
Rookwood are unmarked, though 
identity and plot numbers are 
recorded. In Victoria cemeteries 
are managed by not-for-profit 
public trusts such as the Greater 
Metropolitan Cemeteries Trust, 
and these trusts have a budget 
allocation to cover the cost of the 
disposition of the destitute, where 
others have not stepped forward.

Arrangements vary from state 
to state. In New South Wales, for 
example, if the death occurred in a 
public hospital and the deceased 
is without means, the hospital is 
responsible for arrangements and 
the cost, after taking all reasonable 
steps to recover costs from the 
deceased’s estate and from relatives 
and friends. The Department 
of Forensic Medicine may also 
submit Form 373 to the Coroner, 
who in turn issues an Order of 
Disposal of a Destitute Person to 
the appropriate Public Health Unit 
requesting a burial or cremation 
from a State Government 
contracted funeral director, who 
then forwards the invoice to the 
Public Health Unit for payment. 
The Salvation Army also provide 
funeral services.12 In South Australia 
Funeral Assistance SA may help 
low-income families, and depending 
on the circumstances, may make a 
relatively small contribution ($625) 
or may meet the full cost of a simple 
disposition, funeral service and floral 
tribute. Queensland’s Department 

of Justice and Attorney-General 
makes arrangements through the 
Magistrates Court or the Coroners 
Court when a family applies for 
funeral assistance and where the 
person has died in Queensland. 
The Department is required 
to provide a ‘simple burial or 
cremation’ to any deceased person 
whose assets cannot cover the cost 
of their funeral. If the death occurred 
as a result of violence, financial 
assistance may be available from 
Victim Assist Queensland. In the 
Northern Territory the Indigent 
Persons Funeral Scheme will make 
arrangements for the disposition, 
and in Tasmania the Essential 
Care Funeral Package is offered to 
those without financial means.

From the above it would seem that 
dignified arrangements are possible 
in some circumstances, through 
for example, the Bereavement 
Assistance Limited, Funeral 
Assistance SA, the Aboriginal 
Advancement League, and 
no doubt others that we have 
missed. It may also be possible 
to put together an adequate 
collection of contributions from 
charitable sources and benevolent 
organisations, providing someone 
is prepared to do the complicated 
leg-work. But should we expect 
this of the bereaved, and what of 
those who have no bereaved?

Arrangements for the disposition 
of the destitute that acknowledge 
our shared humanity and 
mortality by providing for ritual, 
personalisation, participation, 
place identification, and accessible 
visitation are important, even 
in sad circumstances where 
the person in question has no 
family, no intimates, no friends, 
and no immediate community to 
experience these arrangements.

An example of an attempt to 
make such arrangements that 
were not just for the poor but 
actively engaged with the poor 
occurred at New York’s potter’s 
field in 2005, where a service 
was created to remember those 
buried there.13 Key principles 
in the arrangements were:

• Acknowledging that there is 
not one single experience of 
what it means to be poor […] 

and that being poor is merely 
one aspect of their lives.

• Plan and perform rituals 
led by poor people.

• Create a space to invite people 
to enter the lived experienced 
of poverty, to help others make 
meaning out of it and discern 
ways for everyone to respond.

• Engage in a process of 
mutuality, justice seeking 
and justice making, creativity, 
and authenticity as part of 
the whole ritual process.

• Understand that a social 
movement to end poverty 
is a ritual itself, composed 
of many ritual actions 
and performances.

It is important for the moral 
and public standing of funeral 
service providers, cemeteries 
and crematoria trusts, community 
organisations, state institutions and 
for the wider society we all share, 
that arrangements such as these 
are made in acknowledgement 
of the life and death of one of our 
own. It is not the deceased who 
is diminished in the absence of 
these arrangements, it is all of us.
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The End of the Journey: 
Opportunities for Preventing 
Death in Recently Housed Clients
Kristen Scobell, After Hours Coordinator — Operations, Launch Housing*

The rates of premature mortality 
within the homeless population 
are unquestionably shameful in a 
country as economically privileged 
as Australia. The default answer is to 
take a Housing First approach and 
seek to provide accommodation as 
quickly as possible for people with 
an experience of homelessness. 
On its own such an approach makes 
sense, even though the aspirations 
of Housing First are unlikely to 
be met under current housing 
policy settings and availability.

But what happens when a person is 
actually housed after an extensive 
period of homelessness? There is 
a worrying trend of early mortality 
for some people even when they 
finally secure independent, self-
contained accommodation.

Launch Housing’s Client Death 
Review (see article in this edition of 
Parity) found that of 47 known client 
deaths between June 2018 and June 
2019, the largest cohort were those 
in long-term housing (34 per cent). 
Another study found that Housing 
First participants in an American 
program actually had higher rates 
of mortality than their counterpart 
general homeless population. Most 
of these deaths occurred in the 
time immediately following entry to 
housing.1 This suggests that the period 
after being housed could elevate the 
risk of death for some people with 
an experience of homelessness.

On the surface such an outcome 
is counter intuitive. But a closer 
examination of the evidence begins to 
identify possible reasons. For example, 
moving into independent housing 
can be a time of profound isolation. 
We talk about the social isolation 
attached to primary homelessness, 
but perhaps we neglect to examine 
the isolation of being moved into a 

property away from an area of one’s 
choosing or known community. 
Rough sleeping, rooming houses, and 
crisis accommodation means being 
constantly surrounded by people, and 
often comes with its own community. 
Shifting out of this environment can 
be incredibly jarring, with little room 
or time for integration or processing.

Ironically, despite the unfathomably 
long waiting times for social 
housing, when you do receive an 
offer, the system requires you to 
move very quickly. Sometimes, this 
means ending 20 to 30 years of 
rough sleeping within a two-day 
turn-around. Concurrently, this is a 
time when services tend to pull back 
their support due partly to funding 
shortfalls and an ever-increasing 
population of those in urgent need of 
housing assistance. As a result, there 
is limited support available to assist 
people to navigate a new community, 
learn new living skills, and link in with 
vital health and other supports.

It is also relevant to look at the 
cumulative burden of poor physical 
and mental health, which at this point 
in the journey through homelessness 
may ‘catch up’ with a person. 
We know there are very high rates 
of tri-morbidity within the homeless 
population, with a large percentage 
suffering from a mental health issue, 
serious medical condition, and/
or a drug and alcohol addiction.2 
As a result, it is likely that there will 
be an ‘accumulation of risk’ based on 
being exposed to prolonged mental 
health traumas and stressors.3

This, in combination with high 
isolation and potential boredom, is 
likely to lead to a decline in mental 
health and may lead to a heightened 
risk of self-harm or even suicide. 
Similarly, the long-term health 
adversity associated with high rates 

of disease and poor general health 
may also increase the likelihood 
of a person dying prematurely 
from ‘natural causes’ when housed 
following an experience of long-
term homelessness.4 Some evidence 
also suggests that certain types of 
drug-taking behaviours such as 
injecting drug use may not necessarily 
decrease when a person is housed.5 



25

This means there is the potential 
for accidental overdose as a result 
of high-risk drug-taking behaviour 
or exacerbation of drug use due to 
poor mental and physical health.

In addition, it appears that parts 
of the homelessness system, 
specifically crisis accommodation, 
may under-prepare people 
with the living skills required to 
sustain, flourish and live safely in 
independent housing. Instead, crisis 
accommodation services can over-
focus on risk mitigation, which may 
in turn, mask the reality of risk levels 
associated with this client group. 
For example, having fully staffed 
accommodation services with 
processes such as 24-hour sightings 
and regular welfare checks may 
place clients at greater risk when 
they move into a community which 
is devoid of any of these safety 

nets. This also potentially limits 
opportunities for learnings gained 
through risk-taking behaviours 
and inhibits the inherent dignity of 
risk. We learn and build resilience 
through trial-and-error. Crisis 
accommodation could perhaps 
more effectively act as a safe ground 
for these learning opportunities 
that will later be utilised when living 
independently in the community.6

Given we may be able to surmise 
possible reasons for early mortality 
in clients who have recently 
been housed, we should be 
able to extrapolate this towards 
some recommendations and 
opportunities for improvement.

Firstly, we need to provide long-term, 
intensive support to clients before 
and after they are housed. Programs 
such as Journey to Social Inclusion 

(Sacred Heart Mission) and Melbourne 
Street to Home (Launch Housing) are 
good examples of the importance 
of supporting clients to gradually 
orientate to new environments, link 
in with crucial supports, and continue 
building valuable living skills.

Secondly, the high rates of disease 
and serious medical issues within 
this population also highlights 
the importance of integrating 
primary health care. Given the 
relatively high rates of death 
through overdose when in housing 
(15 per cent of Launch Housing 
client deaths between June 2018–
June 2019), harm minimisation 
initiatives such as naloxone training 
and vein care education are also 
excellent ways to prepare clients 
to live safely in an independent 
environment. Targeted support 
around living skills such as cooking, 
cleaning, budgeting and grocery 
shopping are further areas we 
should invest more in. Perhaps 
most importantly, however, is 
community-building to reduce 
isolation and acknowledge that 
housing requires more than shelter.

It is time that governments and 
policy makers focused on long-
term solutions to homelessness that 
prevent recurring homelessness, 
further trauma, and of course, 
preventable deaths.

* Kristen has now relocated 
to Western Australia.
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Part 3: End of Life Care and Dignity in Death

Advanced Care Planning 
at McLean Lodge
Amanda Campbell, Residential Site Manager, Wintringham McLean Lodge

At Wintringham we are focused on 
providing ‘a home until stumps’ for 
all people aged over 50 who are 
homeless or at risk of homelessness. 
Our philosophy of Options, Dignity 
and Rights, are at the centre of 
how we support residents to live 
life the way they want to, while also 
respecting their end of life wishes.

The Advanced Care Planning process 
gives residents the opportunity 
to choose what best represents 
their own personal expression. 
Documenting individual choices 
and values, allows for the residents’ 
voice to be heard through a 
possible palliative care stage and 
through to after their passing.

At McLean Lodge, we promote and 
encourage residents to document 
their preferences, requests, decisions 
and/or directives by completing 
an advance care directive or 
a preference and values form. 
All residents regardless of their 
capacity deserve the option to have 
personalised end of life care and 
their after death wishes respected.

Residents who have written advance 
care directives, can then also link 
this document to their mental health 
advance statements. This holistic 
approach means that our resident’s 
mental and physical health, along with 
their social and spiritual needs are 
provided for. By ensuring all key staff 
understand each resident’s wishes, 
we are safeguarding their right to 
live and die the way they choose to.

McLean Lodge is home to only 
21 residents. Having only a small 
group, many residents often say; 
‘we’re a family’ or ‘its family like’. 
We tend to find that the resident’s 
wishes are to have the other 
residents and staff be a part of 
their service once they pass.

Many residents opt for a simple yet 
personalised onsite memorial in 
our garden. This is a way for them 
to be honoured in their home, 
around their family and friends.

Options, dignity and rights have 
a powerful meaning within our 

organisation. Originally derived 
from the principals of social justice, 
it now continues to lead us to 
deliver best practice in advance care 
planning that supports residents 
with the comfort, choice and care 
they deserve, no matter what their 
end of life scenario may be.
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Care for Life and 
Care for the End of Life: 
The HammondCare Story
Allison Rowlands, Research Fellow, HammondCare

Introduction
HammondCare’s roots are grounded 
in the alleviation of homelessness: 
in 1932 Canon Robert Hammond 
established Pioneer Homes, a rent-
purchase program on land near 
Liverpool, for families evicted from 
their inner-Sydney rented homes 
during the Great Depression. 
Subsequently, HammondCare has 
grown to an organisation of over 
4,300 employees and volunteers, 
specialising in aged and dementia 
care, palliative care, rehabilitation, 
older person’s mental health and 
younger-onset dementia. The 
organisation provided care to 
approximately 17,000 people in 2018.

Supporting people who are 
marginalised, have cognitive 
decline, are dying, or are homeless 
or at risk of homelessness, is part of 
HammondCare’s mission. In response 
to increasing rates of homelessness 
among older Australians needing 
care, HammondCare will open a new 
42-bed home in Darlinghurst for 
this vulnerable group, in late 2019 
or early 2020. This will complement 
existing residential care, which is 
centred around the creation of 
small home-like cottages, in single 
level and low-rise buildings.

Within its range of services, 
HammondCare provides a 
comprehensive pastoral care program 
that attends to the emotional and 
spiritual wellbeing of residents 
and their families. These staff aim 
to reassure and comfort through 
listening and nurturing. The program 
works especially closely with the 
multidisciplinary palliative care teams 
within HammondCare and within 
residential services. Palliative care 
teams provide expert pain and 
symptom control and help patients 
and their families cope with the 
emotional, psychological and spiritual 

distress often associated with life-
limiting illness. These specialties 
enable HammondCare to respond 
in a holistic way to dying residents 
and their families. Providing care 
with dignity is a core element 
to HammondCare’s approach. 
As well, there is a strong volunteer 
presence within the organisation.

Health and Care Needs of 
Older People at Risk of or 
Experiencing Homelessness
Numerous studies have articulated 
the complex circumstances of 
people experiencing homelessness, 
including mental health concerns, 
substance dependence, exposure 
to violence, loneliness and isolation. 
Early traumatic experiences of 
family violence, child abuse and 
separation are almost endemic. 
A persons’ education, employment 
and economic security are all 
impacted by these early traumatic 
experiences. With advancing 
age, and the presence of chronic 
and acute disease, cognitive 
impairment and palliative care 
needs become more prevalent. 
Premature ageing and premature 
death are consequences of the 
adversities inherent in living 
and sleeping rough.1, 2

In addition, repeated service 
rejections, stigma, and barriers to 
seeking help, lead to lack of trust 
and disempowerment for people 
experiencing homelessness. For 
those who experienced abuse in 
out-of-home care as children, a real 
fear of institutions remains, with 
significant reticence in moving into 
aged care.3 For many, admission 
to an aged care or health facility 
is associated with dying.

Mainstream homelessness and aged 
care services are unable to meet 
these complex needs to the extent 

that is deserved. Nationally as at 
2015 there were only 16 registered 
aged care facilities specialising 
in care for homeless people, with 
only three in Sydney.4 Recognising 
this unmet need, HammondCare 
consulted the service sector in 
enhancing the model of care for 
the new facility, to strengthen 
its existing model of care and 
foster an enabling environment. 
HammondCare will also recognise 
the strengths and resilience of older 
people at risk of homelessness, and 
those of Indigenous residents.

Model of Care
HammondCare delivers care that is 
person-centred through explicitly 
focusing on six key elements in its 
evidence-based model (see Figure 1). 
All staff prioritise the person rather 
than the task at hand. Thorough 
assessment and case management 
provide individualised care, and 
developing authentic relationships 
with residents is the foundation of 
every aspect of care. Holistic comfort 
of residents is assured through 
constantly monitoring their wellbeing 
and responding to their behaviour 
and nonverbal communication. 
Physical and social aspects of the 
home environment are intentionally 
used to maximise independence and 
the sense that it is the residents’ home. 
A focus on training, communication 
and teamwork empowers staff and 
is a key ingredient. The final priority 
is promoting residents’ engagement 
with everyday life, supporting dignity, 
autonomy and wellbeing. A range 
of tools for continual assessment, 
team communication and case 
conferencing facilitate the purposeful 
implementation of the model.

This approach is also in accord 
with the new Charter of Aged Care 
Rights which mandates concepts 
such as dignity and respect; 
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identity, culture and diversity; 
personal control over choices and 
decisions; and independence.5

The Darlinghurst Home
The high care facility will provide 
permanent aged care for men 
and women to meet their health 
and housing needs, in individual 
rooms with ensuites. The design 
will provide a sense of community, 
foster a sense of dignity and facilitate 

independence and movement:  three 
floors comprise 11 rooms and the top 
floor nine, as well as lounge, kitchen/
dining, quiet areas and balconies 
(see Figure 2). Resident outcomes 
will be evaluated to inform future 
services and potential replication 
elsewhere. The critical components 
outlined above will underpin the care 
provided in the new Darlinghurst 
home. Residents will be vulnerable, 
with a range of comorbidities and a 

history of trauma, where managing 
dignity and risk and affording 
maximum independence is complex.

Two implications immediately 
arise for HammondCare at 
Darlinghurst: staff training and 
developing relationships with 
service providers in the local area. 
Through extensive consultations, 
the input of the homelessness 
and aged care service sectors has 
been obtained. Care staff who are 
already proficient in dementia and 
palliative care, will need specialised 
input on issues such as substance 
dependence, alcohol-related brain 
injury, and managing some of the 
associated behaviours that could 
be exhibited. Enriched training 
on key mental health issues will 
also be required. Overarching this 
content will be an understanding 
of the impacts of trauma and the 
psychological consequences of the 
experience of being homeless.

Supporting the End of Life
Inevitably, these future residents 
in Darlinghurst will face death, 
and the relationship and care 
experience within the home will 
enable conversations, as appropriate, 
about preparing for death: settling 
important personal affairs and 
priorities regardless of material 
wealth, and working through 
relationships with family and friends 
who may have been severely 
damaged through the life course of 
homelessness and its consequences.

Trained staff, inclusive of palliative 
care specialists and pastoral 
care workers, will provide the 

Individualised 
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Figure 1: HammondCare Model of Care
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capability to ensure a dignified 
death, with pain management, 
psychosocial and spiritual support, 
as the resident wishes. By virtue of 
physical care, attention to medical 
needs and treatment compliance, 
the risks for homeless people of 
premature death will be somewhat 
alleviated as their physical health 
status improves and stabilises.

HammondCare has learned 
through the consultation process 
how diverse the end-of-life 
concerns are for people who 
have experienced homelessness. 
Life-limiting conditions can be 
compounded by the exigencies 
of homelessness and untreated 
mental illness, chronic diseases and 
cognitive impairment. These will 
require quality care and compassion 
from trained and supported staff. 
Fractured relationships with family 
will be supported by pastoral care 
staff in particular. Where advance 
planning can be undertaken, the 
demands on staff and family will 
be reduced, and the resident’s 
comfort, in all respects, enhanced.

Conclusion
Caring for older people who have 
been homeless calls for a life course 
lens to understand the impact of 
loss and crisis that’s contributed 
to them becoming homeless.6 
Such a perspective privileges the 
older person’s experience, and 
stage of psychosocial development. 
When confronting death, this 
stage can afford reflection on her/
his life and goals. With support, a 
sense of closure and acceptance of 
impending death may be possible.7

When safety, health, nutritional, 
psychosocial and emotional needs 
are addressed, the vulnerable 
resident is at significantly reduced 
risk of premature death attributable 
to homelessness through untreated 
medical conditions, exposure, 
violence or overdose. A values 
framework as expressed in 
HammondCare’s mission and model 
of care, guides staff in the way they 
relate to and care for residents. 
Bolstered by a trauma-informed 
framework,8 residents in Darlinghurst 
will experience a safe, inclusive and 

non-judgmental home environment, 
to live out their days in dignity.
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Doing Life and 
Death Their Way
Wintringham Clinical Care

What does person centred 
palliative and end of life care look 
like for people from a homeless 
or disadvantaged background?

Wintringham takes great pride in 
creating ‘a home until stumps’ that 
is caring, respectful of individual 
lifestyle choices, and provides tailored 
medical, emotional and psychological 
support. For many of our clients 
from a homeless background, as 
they face the prospect of death, 
it is comforting to know their lifestyle 
choices can be maintained and that 
they had a place to truly call home.

Our Goals
Our philosophy has always been to 
build trust and relationships across 
all aspects of a client’s lifestyle, 
care and personal goals; clinical 
care is no different, particularly with 
people who have been homeless. 

The aim is to make sure a person’s 
end of life is how they want it to be. 
We do this through simple things 
like asking them what recreational 
outings they’d like to do, what meals 
they’d like to eat, what favourite 
movie or TV show they’d like to watch. 
As well as more complex issues such 
as what treatments or outcomes may 
or may not be acceptable to them.

At Wintringham we very much 
see ourselves as client advocates, 
across all aspects of a client’s life 
and death decisions. Our actions 
always prioritise the client wishes, 
ahead of any other persons. 

Decision-making
The first challenge for many clients 
from a homeless background is that 
there may be questions regarding 
their cognitive capacity to complete 
Advanced Care Directives, which 
outline what actions we should 
take if they were to become 

seriously ill, i.e. ‘if my heart stops, 
I don’t want to be resuscitated.’

We provide every client with the 
opportunity to record their directions, 
preferences and acceptable outcomes 
regardless of capacity. For those 
clients with capacity it is in the form 
of an Advanced Care Directive. 

When clients cannot or choose not 
to complete an Advanced Care 
Directive, we offer and complete a 
Preferences and Values form with 
them. This outlines what clients would 
or wouldn’t like if they were unwell. 
Wintringham uses this as a guide 
for how they would like us to act 
on their behalf. Residents also have 
the right to not complete the form. 
If they have no voice at all, the form 
is given to their medical decision 
maker for completion. We review 
these forms with the clients when 
significant changes or events occur in 
their lives to ensure the written voice 
is reflective of the client’s wishes. 

We generally find that given the 
chance clients are very clear, and 
are able to articulate what they 
want really well. It can be difficult 
when they have significant mental 
health issues, but we find that 
looking for the right time to engage 
the resident in these discussions 
achieves positive conversations.  
Client wishes are always fed back 
into each individual’s care plan and 
staff are made aware of them. 

Palliative Care 
Clients enter palliative care under 
different circumstances including:

• being diagnosed with a significant 
medical condition, and deciding 
not to undergo treatment

• being diagnosed with a significant 
medical condition and the 

client and medical professionals 
agree treatment is futile 

• when a treatment regime has 
not worked or the condition is 
worsening and the client decides 
not to undergo further treatment. 

There’s no doubt that people 
from homeless backgrounds age 
prematurely, and are much more 
susceptible to illness and disease. 
However, when a client returns 
to Wintringham as ‘palliative’, we 
review this diagnosis to ensure it is 
in line with the client’s wishes and 
their personal doctor’s assessment, 
and not just because they don’t 
want to be in hospital or follow 
medical directions, especially 
around cigarettes and alcohol.  

What we don’t want is our residents 
(or others from a homeless 
background) to potentially be 
made palliative too early, rather 
than working with them on a 
mutually agreed plan, simply 
because they don’t conform to 
the ‘compliant’ patient role.

Another challenge we often 
face, is the risk associated with 
alcohol and pain relief. Our role 
is to advocate for our clients by 
providing evidence through pain 
assessments, changes in behaviour 
and our relationships with the clients 
to ensure their lifestyle choices are 
maintained and balanced with their 
changing end of life care needs. 

Instead of rationing cigarettes 
and alcohol, given many of our 
clients have a high tolerance 
threshold, we find allowing them 
to still access these things means 
they often stay mobile longer, 
maintain friendships and appreciate 
that their life-long routines and 
habits can be maintained. 
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All Wintringham staff including 
personal carers, recreation and 
clinical care work closely to ensure 
individualised palliative and end 
of life care needs are recorded 
and implemented. Focus on areas 
such as symptom management, 
psychological, emotional and cultural 
support are all covered within 
Wintringham palliative care plans.

Many of our residents don’t have 
family, so during this time we have 
extra staff on hand to be with the 
client, provide additional personal 
care, psychological, emotional 
support or just have someone sit 
with them. We do what we need 
to do; if they need to be assisted 
outside to have a cigarette, we do it. 

The frequency of visits by the 
Clinical Care team is adjusted 
regularly according to client needs. 
At the ‘end of life’ stage, our nurses 
could be at a site every day. All staff 
are very clear on what each person’s 
wishes and medical needs are.

Palliative Care Services are often 
utilised at our residential facilities 
to provide additional support to 
the client and staff to ensure a high 

level of expertise can be accessed 
24 hours a day. We have built good 
relationships with many palliative 
care services, and they’ve come to 
understand our resident group.   

For community clients living in their 
own home (this includes public 
housing or rooming houses), we’re 
reliant on community palliative care 
services. If a client’s care needs can’t 
be managed by visiting services, 
they may go into hospice care, where 
they can access 24 hour assistance, 
to get the support and pain relief 
when they need it. All community 
staff including the Case Manager and 
care and support staff play a key role 
in advocating for their clients and 
identifying changes in care needs. 

After death, our resident’s lives are 
remembered by their fellow residents, 
family, friends and staff in many 
ways. Services or morning teas are 
held at our residential facilities to 
provide a way for everybody to say 
goodbye. Staff are also provided 
support by the leadership group 
and free access to counselling 
services as Wintringham recognises 
the impact providing this intensive 
care can place on any person.  

New Voluntary 
Assisted Dying Laws
On 19 June 2019, Australian 
history was made with the 
country’s first legislation on 
Voluntary Assisted Dying 
coming into effect in Victoria.

In essence, the idea of Voluntary 
Assisted Dying is very much in 
line with Wintringham’s ethos 
and philosophy, and that is 
people should have the ‘rights, 
dignity and options’ to choose.

We have developed our own 
policies in line with the new 
legislation to support both 
clients and staff. No Wintringham 
client will be denied access to 
explore their options and no 
staff member will be asked to 
do anything they object to. 

At Wintringham, person centred 
palliative and end of life care 
for people from a homeless or 
disadvantaged background 
looks like the client wants it 
to, supported by committed 
and skilled staff who can 
advocate, adapt and always see 
their clients as individuals.
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Barriers to 
End of Life Care
Claire Dowling, Team Coordinator/Registered Nurse, 
Bolton Clarke Homeless Persons Program and HIV Program

Bolton Clarke Homeless Persons 
Program (HPP) is a holistic, primary 
health care response, which utilises 
an assertive outreach model to 
persistently engage and link people 
experiencing homelessness, to 
specialist and generalist services.1 
A wider service aim is to advocate 
for ongoing links to community 
and support networks that 
provide an effective contribution 
to achieving self-determined 
positive health outcomes.2, 3

It is widely acknowledged that 
homelessness is a predictor of ill 
health,4, 5 often compounded by 
childhood and enduring trauma 
and adversity. Structural and social 
determinants of health influence 
the person’s life trajectory and their 
ability to navigate complex health and 
service system, especially in instances 
of advancing ill health and terminal 
illness.6, 7, 8 It is for this reason that 
many of the clients visited by HPP, 
experience such incongruent health 
disparity and social exclusion that a 
positive health outcome is not always 
achievable.9 HPP is therefore often at 
the forefront of providing support with 
end of life health care, to those most 
vulnerable clients whose complexities 
proliferate and are unfamiliar to 
mainstream service providers and 
that do not fit service criteria.

This cohort seek health promotion, 
prevention or primary care at a 
reduced rate and present with 
disease and illness, often at an 
advanced stage.10 Many clients, in 
addition to a terminal illness are 
experiencing cognitive and physical 
disability, problematic substance 
use and psychiatric illness.11

Research from the Netherlands, itself 
a leader in end of life choice and the 
ideal that palliative care is generalist 
and should be provided equitably, 

reflects that palliative care given to 
those experiencing homelessness 
is often provided too late or not 
given at all,12, 13 and that the care 
given is of inferior quality to that 
offered to a general population.

The ability to discuss death and 
dying and access such service 
provision to enable end of life choice, 
including place of death, is made 
more challenging and complicated 
by a lack of stable accommodation, 
finances and paucity of social 
support.14, 15, 16 As health deteriorates, 
the obstacles to care are further 
amplified, as is the expression of 
the desire to be in a familiar place 
and with significant others, receiving 
similar compassion and empathy.17

Case Study
James was 52 and had been 
sleeping in a tent in his friend’s 
garden for two years. Being a single 
male on Newstart he was not able to 
access most of the options available 
to him and with a history of trauma, 
mental illness and substance use, 
he found complex service systems 
difficult to navigate. Compounding 
his housing unaffordability was 
his resolve to maintain financial 
support to his wife in Malaysia, who 
had been deported just prior to his 
homelessness. HPP visited James 
who presented with increasing 
pain and recent severe weight 
loss for which he had attended 
an emergency service, multiple 
times over the past few months.

Due to his fear and mistrust of medical 
services, investigations were not 
completed, and treatment options 
not explored. HPP supported James 
to attend for investigations and he 
was diagnosed with terminal lung 
cancer with multiple metastases. 
At this stage, palliative chemotherapy 
was an option and despite advocacy, 

HPP informed this was ‘not offered to 
homeless people’. James continued 
to live between the garden and couch 
surfing with sporadic adequate pain 
management and a continuing distrust 
of medical services. When it came 
to decision making his choices were 
limited by an inability of a service 
system to adequately resource end 
of life care and with little flexibility to 
offer a response to an individual with 
complex needs. Palliative ‘home care’ 
was not an option as he did not have a 
home and Hospice care inaccessible 
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due to the perceived risks that his 
social and health history posed. 
James remained in a precarious living 
situation for several months until his 
emergency transfer to hospital where 
he died, with his son by his side.

Dr James O’Connell identifies 
one health framework that aims 
to minimise health disparity 
and offer innovative insight and 
solutions.18 Included within this 
framework is a medical respite 
unit which offers an equitable 
assessment and treatment centre, 
which bridges the gap between 
primary and secondary care, thus 
facilitating care options with access 
to a multidisciplinary team of allied 
health and housing professionals.

Where premature morbidity and 
mortality is increased for those 
experiencing homelessness, service 
reform is needed to sophisticate 
health care provision to this vulnerable 
population and provide quality of care 
in life and an end to suffering in death.
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Dignity in Life and in Death: 
The View from Melbourne Street 
To Home at Launch Housing
Rosemary Dodd, Coordinator, Inner South Outreach, Launch Housing

Dignity in death is a strong, emotive 
term especially when applied to 
people experiencing homelessness. 
But these are real, visceral, daily issues 
for clients and staff in programs such 
as Melbourne Street To Home (M2SH).

MS2H is delivered as a partnership 
between Launch Housing, the 
Salvation Army and Bolton Clarke. 
MS2H utilises a Housing First 
approach and explicitly targets the 
most vulnerable people sleeping 
rough, who are therefore at risk 
of premature death. MS2H has 
a focus on addressing people’s 
health needs, and uses an assertive 
outreach approach to engage with 
those people who are the hardest 
to reach. MS2H provides people 
with intensive support before they 
access housing and continues 
support for up to 12 months 
after housing has been secured.1 
In the Launch Housing MS2H team 
there are three case managers 
and one Bolton Clarke nurse.

Successful programs like MS2H 
certainly play a part in preventing 
avoidable deaths of people sleeping 
rough. It is not possible to put a ‘hard 
and fast’ figure on this as we do not 
necessarily know about the deaths 
of former clients. However, we know 
that the absence of M2SH would 
mean that many people with chronic 
physical health issues, substance 
use and mental health concerns, 
are at a greater risk of death.

What I can share is our experience 
working with clients who have 
died while supported by MS2H 
and a narrative about their lives. 
At the very least, this is something 
we can do to respect their life and 
memory. I believe these stories 
provide clear examples of how their 
lengthy histories of homelessness 
continued to negatively impact them 

once they were housed and despite 
intensive support, were contributing 
factors to their premature deaths.

Stevie2

Stevie was referred to MS2H after 
exiting crisis accommodation and 
had a long history of rough sleeping. 
Stevie had some physical health 
conditions that were exacerbated 
by exposure to the elements, and 
had been engaging in high risk 
polysubstance use since her teens. 
As a result, once she was housed 
in a transitional property, MS2H 
linked her in with the Bolton Clarke 
nurse to assist her to engage with 
outpatient health supports and 
attend regular General Practitioner 
(GP) appointments. Stevie had 
experienced significant trauma 
beginning in childhood and 
horrific family violence as an adult, 
which understandably impacted 
her mental health, for which she 
was not receiving treatment or 
support. In combination, Stevie 
was at very high risk of death. 

The impact of disrupted attachment 
was evident when Stevie struggled 
to be alone, and to see herself 
independently from others. This 
impacted her tenancy, as she was 
a very social person and loved to 
be with others, regularly inviting 
people to stay. Once housed, 
Stevie had few positive social 
connections and struggled to 
prioritise prosocial interests over 
deeply ingrained coping strategies. 

Despite her incredibly challenging 
history and ongoing circumstances, 
Stevie lived a full life and made a 
lasting impression on those she 
met. She was a passionate animal 
lover, would have been an amazing 
punk rocker and had a unique 
fashion sense. She regularly had 
me in hysterics and had a very dry 

wit. Stevie found all the local fruit 
trees to pilfer from immediately after 
moving in, and had a bountiful, if 
unlawfully gained, fig harvest.

Tragically, Stevie passed away aged 
34, just months before the Melbourne 
Safe Injecting Room opened, which 
hopefully will continue its great work 
preventing premature deaths.

Bill
Bill was referred to MS2H from the 
Rough Sleepers Initiative, who had 
engaged with him on outreach in 
the community. Bill had a significant 
history of rough sleeping, and his 
primary support needs related 
to his physical health. As a result, 
Bill was case managed by the 
Bolton Clarke nurse in MS2H.

A particularly important support 
in Bill’s life was the GP practice he 
attended, who went above and 
beyond to provide a flexible and 
respectful service. Despite their 
good relationship with him while 
rough sleeping, Bill struggled to 
be compliant taking medication 
for two of his diagnosed major 
health conditions. These continued 
to have serious, negative impacts 
on Bill’s general health.

As an older person and in recognition 
of his premature aging Bill received 
public housing not long after 
engaging with MS2H. While he 
appeared to struggle settling in, 
telling workers he planned to only 
stay for a few months then move 
on, Bill remained and appeared to 
enjoy the property. Apart from some 
supportive locals in the area he 
slept rough, Bill had been socially 
isolated. However, once he was 
housed, he reconnected with a 
family member who he had not had 
contact with for a long time, and 
who was eager to support him.
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Throughout working with Bill it was 
apparent to all who met him that 
he was a fiercely independent, 
resilient and likeable man. Bill 
passed away at home aged 62.

Their Legacies
Both Stevie and Bill had very 
supportive GPs, and had significant 
wrap-around supports to try and 
assist them to stabilise in housing 
and link them into their communities. 
Both stories illustrate the challenges 
for people to overcome past 
experiences. Without putting words 
in their mouths, I think both Stevie 
and Bill had their trust in others 
broken and struggled to build new, 
positive relationships as a result.

The death of a client necessarily 
has an impact on staff. In particular, 
programs like MS2H often provide 
a support relationship for this 
client group which by its nature is 
intensive and close. There is a level 
of grief and loss that accompanies 
the death of a client and is a 
further feature of the vicarious 
trauma that staff are exposed to.

In the case of Stevie, myself as her 
MS2H case manager and another 
Launch Housing staff member were 
contacted when she was taken to 
hospital as she had no next of kin in 
Australia. We both visited on many 
occasions while Stevie was in intensive 
care; while this was incredibly 
confronting and upsetting, I was 
glad to be around and assist doctors 
to locate family overseas. It was a 
very profound experience and I am 
sure is not an isolated experience 
for staff supporting this cohort.

Throughout my social work education, 
the dialogue around death, loss 
and grief has related to supporting 
clients with their own experiences 
of managing these emotions. 
We learnt about the stages of grief, 
and resources and services to 
provide to clients dealing with loss. 
There is still a gap in the curriculum 
and literature about preparing future 
practitioners to manage their own 
grief and loss, and acknowledge 
that the death of those people we 
support may be a part of our work.

Reviewing my old university texts, 
I feel the death of clients can 
represent disenfranchised grief that 
Doka 3 has written about extensively. 

This is a grief that ‘is not openly 
acknowledged, socially validated, 
or publicly observed’ for a variety of 
reasons.4 Specifically, I think the client-
worker relationship is not recognised 
by society and may not be seen as 
a significant loss for a staff member. 
After Stevie’s death, it took time to 
find a space to file away that loss and 
make meaning of the relationship 
we had shared and understanding 
the role I had played in her life.

Dignity in death matters. Given the 
tri-morbidities that clients of MS2H 
have and their lengthy histories of 
homelessness, premature deaths 
will unfortunately still occur for this 

cohort, despite the intensive support 
we provide. But in providing this care, 
support and housing we can at least 
contribute to a more dignified death.

Endnotes

1. Most of this material in this housing section 
is taken from, Johnson G and Chamberlain 
C 2012, Evaluation of the MS2H program: 
Baseline report, FAHCSIA, Canberra.

2. The names used in the following 
case stories are fictitious and details 
of each story have been changed 
to protect their anonymity.

3. Doka K J (ed) 2002, Disenfranchised 
grief : new directions, challenges, 
and strategies for practice, Research 
Press, Champaign, Illinois

4. Ibid.
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Archie’s Story — 
Doing it His Way
Wintringham

Options, Dignity, Rights — 
Wintringham’s values don’t just 
apply in life, but also in death.

This was recently displayed upon the 
passing of Archie (not his real name) 
a resident at Wintringham’s highest 
care site, Ron Conn in Avondale 
Heights Victoria. Archie had a long 
history of living on the streets, 

and moved into Wintringham 
accommodation almost 30 years ago.

Here, Duane Bell, Ron Conn Site 
Manager and Czearen Cowling, 
Ron Conn Clinical Supervisor 
share with us Archie’s story.

‘Archie lived at Ron Conn for 11 years 
and had made many friends, but 

sadly he had no contact with family 
in the past five years.  Archie had 
talked about his children on a 
few occasions to numerous staff, 
however did not provide much 
detail other than their first names.’

‘His advanced care plan was 
completed with the team, and through 
this process Archie requested a 
Roman Catholic burial, a celebration 
of his life at the home (Ron Conn), 
and he also requested that if possible 
his children attend the funeral.

‘When Archie was deteriorating we 
set to the task of sifting through old 
files and other archived information 
to see if we could find a contact 
number for one of his children 
to discuss his situation and see if 
reconnection would be possible. 
Sadly, we could not locate anyone.

‘When Archie eventually passed 
it was a difficult time for all at the 
home. He like many other residents 
we care for had made a strong 
impression on us all. He was a real 
character. He had a distinctive 
laugh and an endearing ability to 
engage with people. As with all 
our residents we wanted to ensure 
Archie’s last wishes were respected.

‘Once again we set to the task of 
searching for a family member’s 
contact number. Miraculously this 
time we located an old phone number 
recorded some four years earlier, 
which was Archie’s daughters. She 
then contacted the other siblings 
and Archie’s last wish for his children 
to attend his funeral was granted.

‘A touching service was also held at 
the home just as Archie requested, 
staff and fellow residents who had 
gotten to know Archie attended the 
celebration and were able to speak 
of their time and memories of him.’



37

VICTORIAN
HOMELESSNESS

CONFERENCE

2019

MELANIE REDMANDR. STEPHEN GAETZ

SHAPING THE FUTURE

CHOOSE YOUR AGENDA FROM
OVER 15 SESSIONS

FOR 2 DAYS 
AT THE MELBOURNE

CONVENTION &
EXHIBITION CENTRE

FEATURING: 
A  SPECIALISED
YOUTH STREAM

PRESENTING
INTERNATIONAL KEYNOTES:

PRESENTING: 
THE INAUGURAL
HOMELESSNESS
MEDIA AWARDS

PRESIDENT & CEO OF THE
CANADIAN OBSERVATORY

ON HOMELESSNESS

PRESIDENT AND CEO OF A
WAY HOME CANADA

www.chpconference.com.au @CHPVic@Counciltohomeless

LEARN FROM AND BE
INSPIRED BY LEADING-EDGE
KEYNOTES

NETWORK AND ATTEND THE
VICTORIAN HOMELESSNESS
AWARDS

14–15 OCTOBER

WWW.CHPCONFERENCE.COM.AU

#ENDHOMELESSNESS

REGISTER NOW

CHP MEMBERS ARE ELIGIBLE FOR DISCOUNTS.
CHP.ORG.AU/MEMBERSHIP-PORTAL
FOR HOW TO BECOME A MEMBER.



38

Part 4: Consumer and Client Perspectives

The Last Mile of the Way: 
Homelessness, Death and Dying
John Kenney, Graduate, Council to Homeless Persons, Peer Education and Support Program

When experiencing homelessness 
and sleeping rough, dying becomes 
much more heartbreaking than 
when you have a home. Rather 
than being surrounded by loved 
ones who care for you and dying 
peacefully and with dignity, you find 
yourself alone, in a cruel world.

I used to feel surprised every morning 
that I woke up, when I slept on the 
streets. Some 
people I knew who 
were rough sleeping 
were thankful they 
had lived to see 
another morning. 
Not me, I just saw it 
as a curse, that I had 
to suffer through 
another day.

The death of 
someone sleeping 
rough becomes 
extra work for the 
police. The cause of 
death is unknown, 
so it is treated as a 
crime scene. You 
don’t usually have 
this problem if 
you have a home, 
unless your death 
is suspicious. We 
become more work 
for people, just 
because we don’t 
have a home.

Most of the time the 
death of someone 
without a home 
goes unnoticed. It 
is often not known 
by family or anyone 
who knows them. It 
is not reported on in 
the paper, no notice 
is placed in the 
death notices and 

there is usually no service. I just found 
out someone I knew, who didn’t 
have a home, died two years ago. 
Someone can disappear and you 
don’t know if they have gone away or 
if something has happened to them.

There are some people who work 
in homelessness services who will 
organise a service for people if they 
find out they have died. The problem 

is, sometimes people don’t show 
up for a week or two but there is no 
way of knowing if they are alive or 
dead. If the deaths were reported, we 
would know when someone needed a 
service planned. In that case, I’m sure 
more funeral services would be held 
for people who didn’t have a home 
when they died. When people do 
have a service held for them, often 
there are people who knew them, 

who sleep on the 
streets and are 
unable to attend 
the service because 
they can’t get there 
by public transport.

I’d like to see a 
memorial for people 
who have died 
while experiencing 
homelessness. 
People could 
go there to pay 
their respects 
and consider the 
struggles of people 
sleeping rough. 
They fought battles, 
survived freezing 
temperatures and 
soaring heat and 
faced the hardship 
of everyday life. 
They deserve to 
be remembered.

If we are to turn this 
around, we need 
to make sure that 
people have a home 
and that they receive 
support when they 
need it. You’d find 
a lot less people 
die prematurely. 
I was lucky I lasted 
so long, considering 
my long history of 
rough sleeping.
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Survivor
Nigel Damon

I survived homelessness and a broken heart.

Now I have a chance to restart,

I survived trying to kill myself,

And now I no longer feel left up on the shelf.

I survived being being so alone 

which is more of a killer than is currently known.

I now have a life that I love

And a community I feel a part of.

All these things make me feel more ‘normal’ each day

in every possible way.

One day to be free from

Depression

Pain

Anxiety

and 

Shame

Is what I dream about when I’ve escaped.
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Opinion 1

Bryan Lipmann, am
CEO and founder of Wintringham

Wintringham: 
‘A Home ‘til Stumps’
For such a positive and optimistic 
organisation, it might surprise some 
people to know that one of the most 
powerful motivating factors in the 
establishment of Wintringham was 
death: the death of so many old and 
frail homeless people who were 
living in Melbourne’s night shelters.

I have often tried to describe to 
people who have never worked or 
visited the night shelters just how 
terrible these places were, and 
how unimaginably inappropriate 
they were for elderly people. 
Acts of wanton kindness were 
punctuated with murders, rapes 
and bashings. The elderly were 
not immune to that violence.

In some ways the loneliness that 
the elderly endured was perhaps 
even worse than the conditions 
under which they lived. While 
many of the younger residents had 
mates or groups they hung around 
with, many of the older people 
sat alone as the hours passed.

And eventually they died. And it was 
very rarely a good death. Cumulatively 
adding together old age, loneliness 
and the constant threat of violence, it 
is hard to imagine a worse way to die.

One of the core values at Wintringham 
is Dignity: clients, residents and staff 
should all be treated with dignity. 
Their life as far as possible, should be 
a dignified life. But so too should their 
death – and that is something that only 
very rarely happened to a homeless 
elderly person living in the shelters.

Having shared their last breath 
with countless people as they died, 
including both my parents, it is hard 
to know what goes through their 
minds at the time. For many they 
are probably so insensate that 
they are unaware of what is 
happening and who they are with. 
But certainly for some people, they 
have been so frightened that they 
have clung to my hand or arm.

I struggle to imagine how frightening 
it is for these people to die alone.

One day at Gordon House where 
I worked we received news that 
an elderly man had been found 
dead under the West Gate Bridge. 
The police reported that there 
were no suspicious circumstances 
of his death nor had he suicided. 
It turned out that he was one of 
the guys who occasionally stayed 
at the Gordon. We knew him but 
not well. I thought at the time, what 
a terrible death for an old man — 
to die alone under the bridge.

Sometime after that, I arranged to take 
my parents to Circus Oz. On the night 
we were due to go, two old men 
suffered heart attacks at the Gordon. 
I rang my wife and asked if she 
could pick up my parents and take 
them to Circus Oz. I told her I would 

meet her there once I had taken the 
men to Prince Henry’s Hospital.

Prince Henry’s was our closest 
hospital, but unfortunately there was 
not a good relationship with Gordon 
House or with our homeless clients. 
Nevertheless, the urgency of the 
men’s condition instinctively led us to 
the nearest hospital. I can’t remember 
why an ambulance didn’t come to 
help, but I remember well how I and 
Craig, a fellow worker, took both 
men to the hospital and how we 
had to argue with the emergency 
staff to admit our residents.

Eventually and reluctantly the men 
were admitted and I went off to join 
my wife and parents at Circus Oz. 
Incredibly, during the performance, 
my Dad also had a heart attack.

The ambulance was called and he 
was rushed to St Vincent’s Hospital 
where he stayed for a week or so. 
His care was wonderful and he 
lived on for another eight years.

When I got back to work the 
next day, both the men I had taken 
to Prince Henry’s were dead in their 
rooms. One of them looked like he 
had died a particularly bad death 
struggling in his last moments in 
a pile of sheets, shit and vomit 
having fallen in the small gap 
between his bed and the wall.

Both men had been discharged on 
the night we had them admitted to 
Prince Henry’s, with one man returning 
to Gordon House before I had even 
arrived at Circus Oz. Anyone who 
thinks that there is equal access to 
quality aged care or health care 
in Australia lives in cuckoo land.

Wintringham was established out of 
a righteous sense of anger — and 
speaking for myself at least, that 
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anger has not dissipated over the 
years. Why should mainstream 
services be allowed to discriminate 
on the basis of poverty?

Still not all stories of death are as grim 
as the ones I have just described. 
In 1990, I had the opportunity to 
acquire land in Williamstown on 
which we eventually built an aged 
care facility and some years later, 
60 one-bedroom housing units.

The only problem with the land was 
that it abutted the Williamstown 
Cemetery. Readers may be 

pleased to learn that political 
correctness is not just a recent 
phenomenon, but also existed 
in the 1980s. According to the 
theories of Normalisation (one of 
the never-ending quack social 
theories imported from America) 
it was considered a most terrible 
thing to locate aged people 
near a cemetery. (Proponents of 
normalisation once complained 
to me that an aged care provider 
was sending death messages to 
their elderly residents because they 
had a small marble-topped coffee 
table in the foyer of their facility!).

So when I mentioned to some people 
that I was thinking of acquiring the 
land for an aged person’s home 
I was strongly ‘cautioned’ against it. 
Somewhat bemused by this notion, 
I door knocked surrounding residents 
of housing near the cemetery to 
ask what it was like living next to 
a cemetery.

I got the predictable lines such as 
‘the neighbours are quiet’, but the 
best one was from an elderly local 
woman who told me that: ‘It’s not the 
dead ones you’ve got to worry about 
Mr Lipmann’.
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Opinion 2

Angela Raguz
General Manager Residential Care, HammondCare

It is commonly accepted that most 
Australians want to die at home,1 
but what does that mean for those 
who don’t have a secure home? 
Where and how do you die, who is 
with you and what kind of death is it?

Will it be despairingly lonely in a 
boarding house, a car, or a bus 
shelter? Or will it be amidst the 
impersonal rush and confusion 
of a well-meaning ambulance 
or emergency department?

The reality is, as we are learning 
in this important issue of Parity, 
too little is known about the 
end-of-life experiences of older 
people who are homeless or at risk 
of homelessness. And if we don’t 
know what is occurring, how can 
we provide services that support?

While there is a reasonably 
strong focus on provision of 
palliative care more broadly in 
society, does this reach those 
with uncertain addresses, few 
or no family members and who, 
perhaps, carry a residual suspicion 
of institutions and their staff?

So while we need more research 
into this important area, as 
Parity is highlighting, we at 
HammondCare do know one 
thing that will help — creating a 
safe home matched with complex 
care to cater for a population 
facing increased burdens of 
ageing and premature death.2

HammondCare has for decades 
focused on developing expertise 
in dementia care and more 
recently in palliative care. We 
believe in avoiding trying to 
be all things to all people but, 
rather, in specialising and striving 
for excellence in the areas we 
can do most good and where 
there is the most need.

With HammondCare Darlinghurst, 
our first aged care home for 
older people experiencing or at 
risk of homelessness, we have 
deliberately chosen to take our 
areas of expertise and extend 
them in a targeted way to perhaps 
the most vulnerable older people 
we could ever encounter.

In doing so we are reconnecting 
with our origins in which our 
founder Canon Robert Hammond 
established a housing project for 
destitute families during the Great 
Depression which resulted in more 
than 110 families being housed, 
and becoming home-owners.

We have re-entered this area of care 
because we know the following:

• Rates of homelessness in those 
aged 55 and above are rising, 
particularly among older women.3

• Older people who are 
homeless experience many 
barriers preventing them from 
accessing aged care services.4

• The conditions of homelessness 
often cause premature ageing 
and increased health burdens. 
Those who are experiencing 
premature ageing are missing 
out on needed service provision.5

• More dedicated aged care 
services for people who 
are homeless or at risk of 
homelessness are needed. 
General homeless shelters 
and services do not meet the 
needs of older people.

It has not been an easy journey — 
but then neither is being homeless. 
To develop HammondCare 
Darlinghurst, in the inner city of 
Sydney where homelessness 
is concentrated, has only been 
possible because of a supportive 
partnership with St John’s 
Darlinghurst that decided it wanted 
to use the parcel of land next to 
their church to complement its 
mission to serve the community, 
including homeless people.

It took a determination from 
HammondCare and from our 
donors and supporters, to step 
through a serious of financial and 
development challenges, beyond 
what we might normally experience.

We have learned that a more 
sustainable model of operational 
funding for specialist residential aged 
care services, based on the unique 
costs of care, should be implemented.

We also know that capital grants from 
the Commonwealth Government, 
buy in from State Government and 
social impact investment are needed 
to support the growth of specialised 
aged care services for the homeless.

And now that our 42 place 
aged care home is nearing 
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completion, we face the challenge 
and privilege of implementing 
our vision to provide high 
level care for older people 
who are homeless or at risk of 
homelessness with complex care 
needs. Part of this will certainly 
be palliative care where we 
are able to provide a dignified 
death for those who might 
otherwise die alone and apart.

So we have some work to do, 
and importantly, we need to 
speak loud by our actions. Too 
often there is a disconnect 
between discourse and action 
for older homeless people. 
We don’t want to add to that, 
we want to do the opposite.

Alongside this, we believe 
funding models need to 
change and financially stable 
models for specialist aged 
care services supporting 
homelessness must emerge to 
provide care in both community 
and residential settings.

Research and evaluation of these 
services must then form the basis 
of prevention strategies, providing 
an evidence-based approach to 
future supports and interventions.

Endnotes
1. Grattan Institute, Dying Well, September 

2014. https://grattan.edu.au/wp-content/
uploads/2014/09/815-dying-well.pdf

2. Homelessness Australia 2016, 

Homelessness and Older People, 
viewed 20 August 2018, https://
www.homelessnessaustralia.
org.au/sites/homelessnessaus/
files/2017-07/Homelessness 
per cent20in per cent20Australiav2.pdf

3. Australian Bureau of Statistics 2018, 
2049.0 — Census of Population and 
Housing: Estimating homelessness, 2016, 
ABS, viewed 12 November 2018 http://
www.abs.gov.au/Ausstats/abs@.nsf/
Latestproducts/ 2049.0Appendix12016? 
opendocument&tabname= 
Notes&prodno=2049.0 
&issue=2016&num=&view=

4. Dementia Australia 2016, Homelessness 
and Dementia, viewed 10 October 
2018, https://www.dementia.org.
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homelessness-and-dementia.pdf.

5. Lipmann B 2009, ‘Elderly Homeless 
Men and Women: Aged Care’s 
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Opinion 3

Karyn Walsh
CEO Micah Projects

Spirit of my silence I can hear you 
But I am afraid to be near 
And I don’t know where to begin 
And I don’t know where to begin

These are the opening words 
to the song Death and Dignity 
by Sufjan Stevens, written in 
reference to the Death with Dignity 
Act which was passed in Oregon 
in 1994 that allows for terminally ill 
patients to receive physician aided 
death — a debate which is only 
just beginning across Australia. 

The words resonate for me when 
I think about the topic of this edition 
of Parity, Homelessness, Death 
and Dying. The systemic silence 
around the rates of death amongst 
Australia’s homeless population 
is something we all should be 
concerned about. I am sure that 
for many of those in leadership 
positions, there is a fear of facing 
up to this reality. This is because 
the data will tell us that for so many 
Australians, it has not only been their 
life that has not been respected 
and valued, but also their death. 

From the perspective of 
homelessness, the silence around 
the many deaths we witness or 
know about needs to be broken 
so we can honour their lives. 
This silence needs to be broken so 
we can look closely at what we could 
be doing to prevent premature 
deaths from unmanaged chronic 
illness, overdoses, suicide, violence 
(including domestic violence), murder 
and accidents. More importantly, we 
need to overcome this silence so we 
better organise resources to restore 
dignity to people before they die. 

In part it is a case of not knowing 
where to begin, because there is so 
much that is known, and yet unknown, 
about the lives of the people who 
have died while homeless. At present 
we are not making the progress 
needed in order to scale up our efforts 
to house and support individuals and 
families to live with dignity in a home, 
connected to others and to participate 
in a community where their personal, 
health, social and economic needs 
can be met through access to housing, 
healthcare and community services. 

For those who die on our streets 
or in isolated housing, it has fallen 
to the homelessness sector to 
deal with giving ritual, burials, and 
contacting family and friends so that 
each person who dies is recognised 
for the individual life that they 
lived. As it is with those living the 
experience of homelessness, so it is 
with dying while homeless. It is the 
dedication of workers, rather than 
any organised system, that ensures 
that the dignity of the person is 
respected in life and in death. 

So often at funerals we hear 
alternative narratives. We are often 
witnesses to the life of individuals 
that were unknown to us. At the same 
time, we witness the restoring of 

connections to honour that life. 
We often hear stories of aspirations 
disappointed or lives upended 
due to adversity or a traumatic 
event. We give witness to lives 
trapped in a cycle of poverty, 
isolation and the life-long impacts 
of childhood trauma. We witness 
again and again, the inability of 
our systems and of policy makers 
to truly hear what people need. 

In 2018, the Bureau of Investigative 
Journalism in the United Kingdom 
ran the headline “A National Scandal: 
449 people died homelessness in 
the last year”. We could not have 
a headline like this in Australia 
because, as this edition of Parity 
points out, we don’t know the 
numbers. We should know. 

The deaths we witness in our work 
at Micah Projects are no different 
to those recounted in this edition. 
Our workers experience the same 
sadness and concerns. They ask 
whether we could have done 
something different to prevent 
the outcome or the circumstances 
around each person’s death. 

The deaths we do know about have 
been caused by many things. Some 
are the result of domestic violence, 
fear and isolation, accumulated 
trauma, despair and hopelessness 
resulting in suicide, overdoses and 
unmanaged chronic disease, cancer 
or accidents, murder or assaults. 
People who have presented at 
hospitals, but are not deemed to 
meet a threshold for treatments, 
have been sent back to an isolated 
home or back on the streets. They 
report fear of being housed due to 
unmanaged illness. They fear that no 
one will notice or respond if they fall 
into a diabetic coma so they come 
back to sleep on the streets where 
they would be noticed. Some people 



45

report wanting to go back 
to prison for safety, food 
and routine. Some die in 
prison. Late diagnoses 
of cancer leave people 
searching for ways to 
access end of life care. 
One man we met had a 
diagnosis of weeks to live 
but was still released from 
prison without a referral 
or any information about 
where he could go. 

We know in our capital 
cites that integrating 
nursing care into our 
street outreach and home visits 
when people are housed, is a 
critical success factor in enhancing 
access to healthcare and stabilising 
a person’s health through the 
transition from homelessness to 
home. Emergency care that saves 
lives also occurs on the street, in 
boarding houses and in homes. 

There are emerging practices 
across the country towards bringing 
healthcare to the homeless and 
vulnerably housed. For example, 
some specialist GPs are providing 
a medical hub. Outreach Street 
to Home teams and Supportive 
Housing workers are providing 
integrated onsite or home visiting 
health care. There are improving 
linkages between homelessness 
services and hospitals, corrections, 
and medical respite care. However, 
we do not have national or local 
systems or the integration between 
systems such as hospitals, corrections, 
homelessness and housing services, 
on the scale required to meet the 
need. We require national leadership 
and investment to ensure that these 
initiatives continue so that deaths 
do not continue to increase. 

Clearly, we need to do more. We need 
to start by understanding the causes 
of death and the role homelessness 
plays in making serious health 
conditions worse. Additionally, we 
need to learn how homelessness is 
a contributing causal factor in the 
development of significant health 
conditions. We need to see addiction 
as a significant health issue, not just a 
personal choice or deficit, and make 
visible services that can respond 
to each person’s circumstance. We 
need to take seriously the anxiety, 
despair and trauma that contribute 

to suicide and overdoses. We need 
to listen to people while they are still 
living, to hear what they are seeking 
and what they say they need.

In reviewing deaths, we need to 
understand the conditions and impact 
of life circumstances to be able to find 
better ways of prevention. We need to 
see homelessness as being equivalent 
to a disease or injury that contributes 
to events leading to death or injury 
and is thus subject to an investigation 
by the Coroner’s Office. This then 
enables a Coroner ‘wherever possible, 
to suggest ways to prevent similar 
deaths by making well informed and 
practical recommendations based 
on the evidence before them.’ 1 
This is already happening overseas. 

Homelessness needs to be seen as 
the national crisis that it is. It is not 
the fault of the individual who is 
pushed into homelessness. Rather 
it is a systemic failure to provide 
what people need when living with 
adversity, disconnection, disability 
and poor health. It is a values 
crisis for us as a country. 

Homelessness should be a rare, 
brief and non-occurring event. 
Our systems need to stop silencing 
the voices of citizens whose primary 
need is housing – both while they are 
living and when approaching death. 
The need for housing is silenced 
as their needs become reframed 
in other systems such as child 
protection, juvenile justice, domestic 
violence, corrections, hospital and 
courts. Their homelessness status 
is lost. To fully understand the 
circumstances leading to death we 
need to understand the circumstances 
a person is living in prior to death 
and this requires all our social, 

health, corrective and 
education systems 
to be able to identify 
who is experiencing 
homelessness in 
their system. 

By doing this we can 
better understand the 
needs of our vulnerable 
citizens, voices that are 
not heard or that have 
been silenced. We need 
to go further that having 
just a count of the number 
of people who die while 
homeless. We need to 

reflect on the systemic failure that 
continues to bind people into living 
lives without dignity, which then 
becomes death without dignity.  

We know what works to end 
homelessness — providing 
integrated healthcare and creating 
communities where people can 
live (and die) with dignity, and have 
their voices heard and needs met 
without the fear of being isolated. 

A colleague in Boston working at 
Healthcare for the Homeless recently 
shared that she had begun to realise 
that their innovative programs have 
taken them closer to ‘the inner worlds, 
the pain, concerns and pleas for 
help, and even the joys and triumphs 
of our patients.’ We have to keep 
listening, not just one on one, but 
formally — through local community 
systems of death review that will take 
up the challenge of knowing how 
many deaths are occurring among 
our homeless population and bring 
to light the place that homelessness 
has had as a contributing factor. 

Homelessness is not a wicked 
problem. It is a simple problem. 
It is the absence of income to pay the 
rent and the absence of affordable 
housing. It is the disconnection 
of available housing to meet the 
needs — including medical — 
of our most vulnerable citizens at 
the scale to which it is needed. 
Only when this happens will people, 
including the most vulnerable be 
able to live and die with dignity. 

Endnote

1. https://www.coronerscourt.vic.gov.au/ 
sites/ default/files/ 2018-11/ coroners%2B 
court%2B of%2B victoria%2 Bannual%2B 
report%2B 2016-17.pdf
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I need a bed 

for the night.

Where can I 

get help?

Ask Izzy is powered by
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Subscribe to Parity
Parity is Australia’s national homelessness publication and subscribers have access to information 
and resources not available anywhere else. Subscribers can also receive both print and online editions, 
as well as a 13-year online back-catalogue.   
If you are a staff member of a CHP Organisational Member, you are already entitled to free access 
to online editions. Your employer can help you activate your account.
Subscribing is easy

1. Go to chpaustralia-portal.force.com
2. Select ‘New User’
3. Choose ‘Parity Magazine Subscriber’ and fill in your details  

(it is possible to generate an invoice online before making payment)
Fees
The annual Parity subscription fees are:

• Parity Subscriber —  
12 months subscription (10 editions): $130

• Parity Concession Subscriber —  
12 months subscription (10 editions): $65.

Questions
If you have any difficulties subscribing,  
or don’t have internet access, please contact:

• Trish Westmore:  
trish@chp.org.au / (03) 8415 6215 or,

• Andrew Edgar:  
andrew@chp.org.au / (03) 8415 6207

Homelessness in Australia: 
An Introduction

Order Form
I would like to buy a copy or copies of 
‘Homelessness in Australia: An Introduction’
$55.00  per copy for CHP members 

plus $10.00 postage  
(up to 2 copies*) 
Member number: _ _ _ _

$65.00  per copy for non-members 
plus $10.00 postage  
(up to 2 copies*)

Number of copies: . . . . . . . . . . . . . . . . . .

Total: $ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   
(including postage)

*  For orders of more than two copies, please 
contact CHP — email: admin@chp.org.au

Send completed form and payment to:
Council to Homeless Persons 
2 Stanley Street Collingwood Victoria 3066
T (03) 8415 6200 F (03) 9419 7445 
Email: admin@chp.org.au

Payment Options
❏ Enclosed is a cheque/money order.

❏  Please charge my credit card. (PLEASE PRINT) 

❏ VISA ❏ Mastercard ❏ Bankcard
Card number:
_ _ _ _ | _ _ _ _ | _ _ _ _ | _ _ _ _
Name on card:  . . . . . . . . . . . . . . . . . . . . . . . . .
Expiry date: _ _ / _ _
Signature:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

❏ Please invoice me.
Please send order to:
Name:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Address:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Tel: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Fax:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Email:  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Homelessness in Australia: An Introduction 
provides thought-provoking, up-to-date 
information about the characteristics 
of the homeless population and 
contemporary policy debates.
Leading researchers and advocates from 
across Australia have come together to 
contribute their expertise and experience 
to produce a foundational resource that 
will set the benchmark for the future 
analysis of homelessness. Editors, 
Chris Chamberlain, Guy Johnson 
and Catherine Robinson are all 
recognised experts in the field.
Homelessness in Australia: An 
Introduction is published by New 
South Press in association with 
the Victorian Council to Homeless 
Persons, one of Australia’s leading 
peak homelessness advocacy bodies.
Homelessness in Australia: An 
Introduction contains 14 chapters.
Part 1 includes: an essay on 
homelessness policy from the 
start of the nineteenth century to 
recent times; a chapter measuring 
mobility in and out of the homeless 
population and a piece on the 
causes of homelessness.
Part 2 is about contemporary 
policy issues and discussions. It 
has chapters on: the debate about 
definition and counting; gender and 
homelessness; young people; older 
people; Indigenous homelessness; 
domestic and family violence; 
people with complex needs and the 

justice system; trauma as both a cause and 
consequence of homelessness; and people 
who are long-term or ‘chronically’ homeless.
Part 3 includes a piece on the ‘failure 
of the housing system’ and a chapter 
on ‘reforming the service system’.
People will find the essays in Homelessness in 
Australia both illuminating and challenging.
This important new book will be required 
reading for all people committed to 
ending homelessness in Australia.
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