
 

HOMELESSNESS 

 

“Homeless”, Sir Thomas Kennington, oil on canvas, 1890, Bendigo Art Gallery, Victoria. 

 

 



“I was assaulted several years ago while having no fixed address. I was admitted to the 

Accident and Emergency department of a major hospital bruised and battered and with 

two sprained ankles. There was no avenue for effective after care. Who has ever heard of 

a hospital admission for sprained ankles! For somebody with a safe and secure home, 

limited use of both legs can be a major inconvenience. For somebody who has no secure 

home, limited use of their legs can be a serious threat to their continued well-being”. 

 

Matt Gleeson, Obstacles to Surviving Homelessness,  

13(10) PARITY 7, 7 (2000). 

 

“I have got no health care for my children. I dread every sniffle and cough because I 

cannot afford to go to the doctor and, if I do go to the doctor, I cannot afford to pay for 

the prescriptions that they are going to need when I am finished. We may be at the top 

end of the poverty scale but we are on the downward slide and, if something is not fixed, 

then that is where we will end up”. 

 

Senate Community Affairs References Committee, supra note 15, at 174. 

See also Chris Reynolds,  

Public Health Law in Australia, 1995. 

 

“The term “homeless” is actually a catch word, a misnomer that focuses our attention on 

only one aspect of the individual’s plight: his lack of residence or housing. In reality, the 

homeless often have no job, no function, no role within the community; they generally 

have few social supports. They are jobless, penniless, functionless, and supportless as 

well as homeless”. 

 

Lipton, F.R. and Sabatini (1984). P 156.  

Constructing Support Systems for Homeless Chronic Patients. The Homeless Mentally Ill: 

A Task Force Report of the American Psychiatric Association,  

American Psychiatric Association, Washington, DC. 

 

“One of the biggest obstacles in the lives of people with mental illness is the absence of 

adequate affordable and secure accommodation. Living with a mental illness - or 

recovering from it –is difficult even in the best circumstances. Without a decent place to 

live it is virtually impossible”.  

 

Human Rights and Equal Opportunity Commission,  

1993, p.337 

 

 

 

 

 

 

 

 

 

 

 

 



HOMELESSNESS 

 

Introduction 

 

Homelessness is not only a social problem; it also has a significant impact on both 

mental and physical health. 

 

It is important to recognize the strong impact homelessness has on health issues, both 

physical and mental. 

 

Whether short or long term, homelessness is one of the most severe forms of 

disadvantage and social exclusion that a person can experience. 

 

Homelessness, poverty and health are all strongly inter-related. 

 

It should be noted that health and homelessness have a relationship of both cause 

and effect. 

 

Homelessness should be considered as a “red flag” ED presentation. 

 

Homelessness is more than just a simple case of a lack of a “physical roof”. It should also 

include situations in which housing is unsafe, inadequate or insecure. 

 

When managing patients in the ED, all medical decisions need to be tempered in the light 

of the patient being without a safe, secure or adequate home. 

 

Issues of compliance, disposition and follow-up become extremely important (and 

extremely complex) in the overall management of the patient. 

 

A recent study by Olav B Nielssen at al. looking at the characteristics of people attending 

psychiatric clinics in  inner Sydney homeless hostels found that a high proportion of 

people attending clinics in Sydney homeless shelters were previously in either 

institutional care or in public housing, which suggests a failure of government policy in 

meeting the needs of people who are vulnerable to becoming homeless. The loss of what 

should be secure public housing tenancy reveals the need for more supported 

accommodation for people whose social skills are limited by severe psychiatric and 

intellectual disabilities. The numbers of people released from prison and psychiatric 

hospitals to homelessness indicate that better discharge and pre-release planning is 

needed. 6 

 

Government agencies need to understand that the homeless generates health and other 

costs that probably exceed the cost of providing suitable housing! More emergency 

housing for the temporarily homeless is urgently needed, as well as a new model of 

supported units for the chronically homeless. 6 

 

Definition 

 

There is no one generally agreed on definition of homelessness, however useful 

definitions include: 

 

1. Australian Bureau of Statistics Definition: 



 

Homelessness Australia currently uses the Australian Bureau of Statistics (ABS) 

statistical definition of homelessness. 1 

 

The ABS statistical definition states that when a person does not have suitable 

accommodation alternatives they are considered homeless if their current living 

arrangement: 

 

● Is in a dwelling that is inadequate. 

 

● Has no security i.e. in tenure, or if their initial tenure is short and not 

 extendable 

 

● Does not allow them to have control of, and access to space for social 

 relations 

 

It is important to note that the ABS definition of homelessness is informed by an 

understanding of homelessness as “home” - lessness, not necessarily “roof” - 

lessness 

 

2. Mackenzie and Chamberlain’s cultural definition of homelessness: 

 

This definition was adopted by the Commonwealth Advisory Committee on 

Homelessness in 2001 and is widely used in the homelessness sector. 

 

It recognizes 3 main categories of homelessness: 

 

Primary homelessness: 

 

● This is experienced by people without conventional accommodation (e.g. 

 sleeping rough or in improvised dwellings). 

 

Secondary homelessness: 

 

● This is experienced by people who frequently move from one temporary 

 shelter to another (e.g. emergency accommodation, youth refuges, “couch 

 surfing”). 

 

Tertiary homelessness: 

 

● This is experienced by people staying in accommodation that falls below 

 minimum community standards (e.g. boarding housing and caravan parks). 

 

3. United Nations definition of homelessness: 

 

The United Nations identifies homeless people under two broad groups: 

 

Primary homelessness (or rooflessness): 

 

● This category includes persons living in the streets without a shelter that 

 would fall within the scope of living quarters. 



 

Secondary homelessness: 

 

● This category may include persons with no place of usual residence who 

 move frequently between various types of accommodations (including 

 dwellings, shelters and institutions for the homeless or other living 

 quarters). 

 

This category includes persons living in private dwellings but reporting 

“no usual address” on their census form. 

 

4. FEANTSA definition of homelessness: 

 

FEANTSA, the European Federation of National Organisations Working with the 

Homeless, is an umbrella of not-for-profit organisations in Europe.   

 

Their definitions of homelessness include: 

 

Rooflessness: 

 

● Without a shelter of any kind, sleeping rough. 

 

Houselessness: 

 

● With a place to sleep but temporarily in institutions or shelter. 

 

Living in insecure housing:  

 

● Threatened with severe exclusion due to insecure tenancies, eviction, and 

 domestic violence. 

 

Living in inadequate housing:  

 

● In caravans on illegal campsites, in unfit housing, in extreme 

 overcrowding. 

 

Epidemiology 

 

Counting the Homeless (2003), estimated the number of homeless people in Australia 

using 2001 Census data. The study suggested that 100,000 people were homeless across 

Australia on Census night and that many of the homeless people move from one form of 

temporary shelter to another with: 

 

● Nearly half, 49%, staying temporarily with other households. 

 

● 14% were in improvised dwellings, tents or sleeping out. 

 

● Another 23% were staying in boarding houses  

 

Fourteen per cent were accommodated in SAAP agencies, including for example, hostels, 

refuges, night shelters and other types of emergency accommodation. The traditional 



view of the homeless person as an older single male has been challenged by this report 

with a significant proportion of people (36%) aged between 12-24 years.  

 

Amongst people aged 35 years or older men outnumber women three to one however the 

overall proportion of women is 42%, a substantial group compared with that of thirty to 

forty years ago (Chamberlain & MacKenzie, 2003).  

 

Families although a minority (9%) still constitute a sizable proportion (comprising 9,543 

parents and 13,401 children).  

 

The study reported that on Census night between 60% and 70% of homeless people had 

been homeless for six months or longer.  

 

The study also suggested that the assertion that the homeless population is fairly evenly 

spread across the country is incorrect. The census data indicates that there are between 40 

to 50 homeless people per 10,000 of the population residing in the Southern States.  

 

In Western Australia and Queensland between 65 and 70 per 10,000 people have been 

estimated as homeless.  

 

The Northern Territory continues to have the highest rate of homelessness in the country, 

288 per 10,000 people, largely due to indigenous people living in improvised dwellings.  

 

This rate is substantially lower than in 1996 when it was reported as 523 per 10,000 

people; this reduction was largely due to a change in the definition of what constitutes an 

improvised dwelling (Chamberlain, 1999; Chamberlain & MacKenzie, 2003). 

 

See also Appendix 2 below. 

 

Predisposing factors 

 

Health and homelessness have a relationship of both cause and effect. 

 

Well recognized factors associated with homelessness include: 

 

Most commonly: 

 

1. Psychiatric illness: 

 

  Including: 

 

 ● Post-traumatic stress disorder 

 

 ● Schizophrenia   

 

 ● Drug induced psychosis  

 

 Mental illness is strongly correlated with homelessness 

 

2. Drug, substance and alcohol abuse 

 



3. Domestic Violence  

 

4. Childhood abuse /early life trauma. 

 

5. Recent release from prison, or discharge from a psychiatric hospital: 

 

In the 2018 Sydney study of Olav B Nielssen et al more than one-quarter (28%) of 

recently homeless clinic attenders reported release from prison into homelessness, 

in part because of the high rate of offending associated with using illegal drugs, 

and the lack of social supports for many people released from prison.  

 

Ex-prisoners are more vulnerable to homelessness than the general population 

because of discrimination when attempting to secure accommodation, because 

there are long waiting lists, and because eligibility criteria for public housing can 

be difficult to satisfy.  

 

In addition, prisoners often lose accommodation through the breakdown of 

relationships or the loss of tenancy after arrest.  

 

The institutional setting itself can make it difficult for those completing long 

prison sentences to adjust to the demands of life in the community, including 

finding accommodation and accessing other services.  

 

Recidivism (i.e. the tendency of a convicted criminal to reoffend) is higher among 

homeless former prisoners, possibly because of their increased visibility and 

contact with police while living in the open.  

 

Moreover, 5-7% of prisoners in New South Wales have schizophrenia, many of 

whom simply rotate between prisons and the homeless sector.  

 

Graded release and increased financial and psychological support around the time 

of release might reduce the rate of homelessness in this population, and also the 

rates of recidivism. 

 

Less commonly: 

 

6. Economic disadvantage: 

 

● Poverty and unemployment.  

 

● Lack of affordable housing as well as  a chronic shortage of affordable and 

 available rental housing 

 

In addition to those experiencing homelessness, it is estimated that up to 

35 % of low income people experience housing stress, meaning that their 

housing costs are so great relative to their income as to jeopardise their 

ability to meet other basic needs. 5 

 

7. Intellectual disability: 

 

 ● Including acquired brain injury. 



 

8. Physical illness / disability 

 

9. Personality disorders. 

 

10. Problem gambling 

 

11. Cultural causes: 

 

● Such as the provision of culturally inappropriate housing or support 

 services to indigenous communities. 

 

Health Issues  

 

There are strong associations between homelessness, poverty and poor public health 

outcomes. 

 

FEANTSA states the following: 2 

 

According to the WHO definition, “Health is a state of complete physical, mental and 

social well-being and not merely the absence of disease or infirmity.”  
 

Given that being homeless will certainly affect at least one of these spheres of health, 

homelessness may, by its very nature, be considered as a state of ill-health. 

 

There is a range of factors, which may lead to a person eventually becoming homeless 

and often health issues are among them.  

 

Health and homelessness have a relationship of both cause and effect: illness (such as 

mental illness, substance abuse or illness leading to loss of employment) may be among 

the trigger factors that lead to homelessness. 

 

Moreover, health is a vital factor for social inclusion. Good health is a prerequisite to 

reintegration and is a crucial factor in being able to access and maintain employment and 

housing. 

 

Consequences of homelessness 

 

The consequences of homelessness are wide ranging and significant. 

 

They can include: 

 

1. Physical illness: 

 

● Drug and alcohol abuse (both a cause and an effect) 

 

● Poor nutrition/ Supressed immunity 

 

 ● Poor dentition. 

 

 ● Lack of access to health care 



 

● Environmental exposure related illness, (hypothermia, heat stroke) 

 

● Increased risk of infectious disease, in particular, tuberculosis, HIV,

 hepatitis B & C, skin infections, respiratory infections. 3, 5 

 

2. Mental illness: 

 

● Depression 

 

● Suicide 

 

● Anxiety 

 

 ● Loneliness 

 

● Emotional and behavioral problems 

 

3. Social issues: 

 

 ● Discrimination and social marginalisation. 

 

● Poverty/ Loss of employment  

 

● Safety issues with vulnerability to control, manipulation, violence 

 (including sexual abuse and rape). 

 

 ● Social isolation: 

 

♥ Homeless people are often excluded from participating in social, 

 recreational, and cultural opportunities in their community. 

 

 ● Destruction of family units 

 

● Prostitution 

 

● Criminality 

 

It is important to recognize that there are few ways for the homeless to meet immediate 

emotional needs other than in potentially damaging ways - through smoking, alcohol 

consumption, drug use, and sometimes criminal activity.  

 

The incentives to be “healthy” are hardly evident to people who are oppressed by their 

marginal social status, (Professor Ian Webster for the Public Health Association of 

Australia). 

 

Clinical assessment 

 

Homeless people who present to the ED should be considered as a “high-risk” or 

“red flag” group of patients. 

 



There should be an assessment of not only physical illness, but also for possible mental 

illness. 

 

Discharge planning and follow-up arrangements are particularly important and may be 

particularly problematic. 

 

Medical decisions will need to be tempered by consideration of the type of homelessness, 

(i.e considerations of lack of roof, lack of security, lack of adequacy). 

 

Financial factors may need to be considered with respect to patient medications. 

 

Management 

 

Management will largely revolve around issues of safe disposition, as well as follow-

up on medical, social, psychological or psychiatric issues. 

 

Follow-up (for any issue) is particularly problematic.  

 

The threshold for admission for seemingly “trivial” medical conditions, must be 

considerably lowered.  

 

For immediate crisis situations of accommodation, a safe place will need to be arranged: 

 

This may be via: 

 

● Trusted friends/ relatives. 

 

● Refuges, women’s or youth. 

 

● Hospital admission: 

 

♥ There will be a duty of care to provide a safe shelter for vulnerable 

 patients.   

 

 When suitable accommodation cannot be immediately found, then hospital 

 admission, into a Short Stay Unit (or similar) will be required, especially 

 in cases that present after hours, until such time as Social Work can 

 review the patient, and make alternative arrangements.    

    

Where dependent children are involved, the situation is more complex. Safe 

arrangements will also need to be arranged for them, again by hospital admission if 

necessary.   

 

All cases should be referred to the Hospital Social Worker. 

 

In less acute situations “transitional” arrangements may be able to be arranged, via 

Supported Accommodation agencies.    
 

Longer term, arrangements may eventually require the provision of government housing. 

 

 



Resources 
 

Homelessness Australia. 

 

● www.homelessnessaustralia.org.au/ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 1 

 

 

Total number of patients attending psychiatric clinics in inner Sydney homeless hostels : 

=  2388. The number of people not included in A, B, or C was 2017.  

 

A: Psychosis (1222; 51%)  

 

B: Substance Abuse (1587; 66%) 

 

C: Homeless for more than one year (1388; 585).  

 

The interplay between psychosis, substance use disorder, and chronic homelessness from 

a large study by Olav B Nielssen et al, which  looked at the characteristics of people 

attending psychiatric clinics in inner Sydney homeless hostels, from 21 July 2008 to 31 

December 2016. 

 

 

 

 

 



Appendix 2 

 

 

Homeless figures for the state of Victoria, by age group, (Australian Bureau of Statistics).   
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