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Brisbane Common Ground:  
Nurse Coordination and Wellness Program

Housing, augmented by essential support and healthcare services 
for vulnerable homeless people, is integral to ending homelessness. 
Brisbane Common Ground is an innovative supportive housing project  
in South Brisbane funded in 2010. 

The capital funds for Brisbane Common Ground were allocated through 
tendering process from the Housing Economic Stimulus Package of 
the Australian Government to stimulate the economy and create much 
needed affordable housing across Australia. Grocon, Common Ground 
Queensland and Micah Projects collaborated to develop the project and 
the Queensland Government project-managed and owns the building.

Queensland Government open tendering resulted in appointing: 

 » Common Ground Queensland as tenancy property manager 

 » Micah Projects as onsite community services provider. 

‘Housing first’ projects across the world have demonstrated that people 
who have experienced chronic homelessness can effectively address 
the issues that led and contribute to their homelessness by being 
housed. This is in contrast to spending years in transitional shelter 
settings trying to sort out their issues prior to being housed. ‘Housing 
first’ is an effective approach to ending chronic homelessness for even 
the ‘hardest to service’ as it assists tenants to sustan their tenancies by 
directly linking them with relevant services.

Following access to housing, evidence-based practices demonstrate 
that integration of healthcare with the most vulnerable tenants and those 
at risk of dying is a critical success factor to a ‘Housing first’ approach. 
Additionally, connection to community, and social and economic 
participation are critical to mitigate social isolation. Integrating a social 
model of health with ‘Housing first’ provides better outcomes for tenants 
and cost reductions to the healthcare and justice systems. 

Mater Health and St Vincent’s Private Hospital Brisbane have funded 
positions for ‘Nurse Care Coordination and Wellness’ programs to 
be integrated into the onsite community services operating as a 
multidisciplinary team 7 days a week. 

Micah Projects values the opportunity to work with Mater Health and St 
Vincent’s as leading healthcare providers to improve the quality of life of 
tenants accessing services as demonstrated through this evaluation. 

Special thanks to Dr Cameron Parsell for his ongoing contribution to 
research and evaluation in recognising and providing evidence of the 
linkages across housing, homelessness and healthcare on the lives of 
vulnerable people in our community.
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Introduction 
This report presents the findings of an evaluative 
study examining an Integrated Healthcare and 
Supportive Housing model at Brisbane Common 
Ground. The study has three aims: first, to investigate 
the nature of the Integrated Healthcare and 
Supportive Housing model; second, to examine 
the impact of integrating healthcare and supportive 
housing; and third, to identify and evaluate tenant 
experiences of the model.

Integrated Healthcare with Supportive Housing 
is an innovation in Australia. Although there are 
successful examples of integrated psychiatric and 
psychosocial support with housing in both Australia 
and internationally – and notwithstanding the 
body of evidence about integrating health services 
in residential aged care – there is no evidence 
about the nature and impact of integrating primary 
healthcare with supportive housing in Australia. This 
report aims to contribute to the Australian evidence 
base with findings from empirical research.

Research design 
The evaluative research draws on a multi-
methodological design. The research design 
includes: 

1. analysis of internal supportive housing 
documents;

2. qualitative interviews with service providers 
and managers involved in the delivery of, and 
cooperation with, the integrated healthcare 
supportive housing model [n=14]; 

3. surveys with service providers and managers 
involved in the delivery of the integrated 
healthcare supportive housing model [n=25]; 

4. qualitative interviews with tenants [n=20]; 

5. surveys with tenants [n=76]; and 

6. analysis of published tenant data on public 
service utilisation.

The model
The Integrated Healthcare and Supportive Housing 
model consists of a multidisciplinary team of health, 
psychosocial, and housing professionals. Central 
to the model is the multidisciplinary team working 
in unison to achieve interdependent objectives, 
but each discipline within the team maintains clear 
and established professional boundaries. The 
multidisciplinary team is located on-site at Brisbane 
Common Ground supportive housing, and the model 
functions with a cooperative and collaborative 
relationship with external service providers. The 
capacities and function of the model enables tenants’ 
needs to be identified, external resources accessed, 
and the delivery of a coordinated response that 
ensures that external service providers and the 
on-site service providers are operating in a way that 
realises tenant identified objectives.

Tenant needs and tenant choices structure and drive 
the model. Tenants are free to engage or disengage 
with the service providers, and refusal to engage with 
the health or psychosocial providers has no impact 
upon the ongoing delivery of housing. 

Philosophically, the model assumes that housing is 
a social determinant of health and healthcare is an 
enabler of housing sustainment. Housing is seen 
as a human right, and as the primary resource to 
promote positive health. The Integrated Healthcare 
and Supportive Housing model works by addressing 
systematic barriers to mainstream healthcare access. 
The on-site and integrated model is not motivated 
by meeting immediate health needs, but rather by 
assisting tenants to take control of their healthcare. 
Through the provision of secure and affordable 
housing and integrated healthcare, the model aims 
to empower tenants to access healthcare and social 
services through mainstream institutions. 
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The impact
There is quantitative evidence of five impacts of 
the Integrated Healthcare and Supportive Housing 
model, these are: 

1. people sustaining their tenancies; 

2. tenants using less crisis health and criminal 
justice services; 

3. achieving integrated health, housing, and 
psychosocial practices and systems; 

4. people overcoming barriers to healthcare 
access; and 

5. tenants improving health and wellbeing. 

First, the data shows that tenants sustain housing and 
maintain exits from homelessness. 

Second, compared to their experiences as chronically 
homeless for 12 months, the Integrated Healthcare 
and Supportive Housing model is associated 
with tenants using fewer crisis health and criminal 
justice services over 12 months. Tenants access the 
multidisciplinary services provided through the model 
and in turn they use less crisis health services. 

Third, most tenants report that living at Brisbane 
Common Ground assists them to better access 
physical health and mental health services. Moreover, 
most tenants report that living at Brisbane Common 
Ground has made it easier for them to improve their 
diet. The survey data reveals that tenants are able to 
overcome barriers to accessing health services and 
they are better able to manage their day-to-day lives. 

Fourth, since living at Brisbane Common Ground 
most tenants report improvements in their physical 
health, their mental health, and their satisfaction with 
life. There is a link between tenants using less crisis 
health services, utilising the Integrated Healthcare 
and Supportive Housing model to address barriers 
to healthcare access, and reporting improvements in 
health. 

Fifth, service providers in the multidisciplinary team 
comprising the model report that integration has 
been achieved. The service providers feel confident 
that organisational policy and systems enable 
integration, and they likewise report confidence 
that the contributors to the model have a clear 
understanding of their own and others’ roles. Further, 
the service providers assessed that the model 
improved tenants’ access to both services on-site 
and off-site. 

The tenant experience
Tenants’ experienced the Integrated Healthcare and 
Supportive Housing model as a practical resource 
to overcome systematic barriers that they had 
experienced accessing mainstream healthcare as 
homeless. As homeless, people did not have access 
to the fundamental resources required to maintain 
their health. Moreover, when people were homeless 
they felt that healthcare professionals did not take 
account of what they wanted. Tenants felt that being 
homeless meant not having a voice to influence the 
healthcare they received, and in turn healthcare 
practitioners treated the symptoms of their poverty. 

The historic experiences of ill-health and barriers 
to accessing mainstream healthcare as homeless 
directly inform tenants’ lived experiences of the 
Integrated Healthcare and Supportive Housing 
model. By solving accessibility barriers, for example, 
by providing access to affordable healthcare and 
transport to healthcare services, tenants were no 
longer reliant on crisis healthcare. Furthermore, 
tenants accessed healthcare in a coordinated and 
planned manner which facilitated a preventative 
function. Access to coordinated healthcare meant 
that health problems were treated before they 
deteriorated. Indeed, as homeless people were often 
unable to access healthcare because of mobility 
problems caused by their ill-health. The Integrated 
Healthcare and Supportive Housing model worked 
to overcome an inflexible mainstream health system 
that was unable to address the ill-health compounded 
by mobility problems attributed to ill-health.  

Tenants’ experiences illustrated how the model 
enabled them to overcome barriers to start taking 
control of their primary healthcare and lifestyle 
needs. The experiences of tenants shows how the 
model was a mechanism for empowerment. Being 
homeless meant being reliant on crisis healthcare 
and healthcare that was often deemed unsatisfactory. 
On the other hand, tenants used the Integrated 
Healthcare and Supportive Housing model as 
a resource to control their healthcare. For many 
tenants, although not all of them, greater control over 
healthcare was experienced as an improvement in 
their physical health, mental health, and wellbeing. 
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“Tenants’ experiences illustrated how the model 
enabled them to overcome barriers to start 
taking control of their primary healthcare and 
lifestyle needs.”

Brisbane Common Ground  
on Hope Street.
Photography: Katie Bennett.
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Integrated Healthcare with Supportive Housing is an 
innovation in Australia. Although there are successful 
examples of integrated psychiatric and psychosocial 
support with housing in both Australia (Bruce et al. 
2012) and internationally (Henwood et al. 2013a) – 
and notwithstanding the body of evidence about 
integrating health services in residential aged care 
(Conway et al. 2015; McVey et al. 2014) – there is no 
evidence about the nature and impact of integrating 
primary healthcare with supportive housing in 
Australia. There is no published Australian evidence 
documenting how tenants use and experience 
integrated Healthcare with Supportive Housing. This 
report aims to contribute to the Australian evidence 
base with findings from empirical research. 

The drive to integrate healthcare with supportive 
housing is motivated by the research and practice 
evidence that demonstrates people who experience 
chronic homelessness also experience chronic 
and complex physical and mental health problems 
(O’Connell et al. 2004). People who exit chronic 
homelessness and access supportive housing 
present with high rates of disease that exacerbate 
their co-occurring health problems (Henwood et al. 
2013a). The complexity of health need coupled with 
the experience of homelessness means that people’s 
health needs are not sufficiently met by mainstream 
health services (Hauff and Secor-Turner 2014; Moore, 
Manias and Gerdtz 2011). Kertesz (2014) describes this 
as a paradox: people who are homeless have poor 
health and unmet healthcare needs, yet they use 
disproportionate rates of emergency health services. 
Moreover, poor health outcomes and exclusion from 
health services are not immediately or sufficiently 
addressed when people exit chronic homelessness 
and access supportive housing. 

Historically, access to housing for people who are 
homeless has been thought of as a social issue 
instead of a health intervention (Henwood et al. 
2013b). This position has recently been challenged; 
writing in the United States, Doran and colleagues 
provocatively assert:

For many patients, a prescription for housing or 
food is the most powerful one that a physician 
could write, with health effects far exceeding those 
of most medications (Doran et al. 2013: 2376)

The positioning of housing as a matter of health, and 
the more recent move toward Integrated Healthcare 
and Supportive Housing, is philosophically premised 
on housing as a social determinant of health. 
Moreover, the progression toward integrating 
healthcare and supportive housing is seen as a 
critical factor to enable tenancy sustainment and 
positive housing outcomes for people who access 
housing after years of housing exclusion. 

In supportive housing that purposefully targets 
individuals who have experienced chronic 
homelessness, integrating healthcare with supportive 
housing aims to overcome the long-term barriers to 
accessing health systems and to improve tenants’ 
health and wellbeing (Henwwod et al. 2013b). The 
integration with healthcare and supportive housing 
is intended to overcome the barriers in mainstream 
health systems that are insufficiently flexible to meet 
the needs of individuals who have been historically 
excluded and disengaged from mainstream health 
systems. Integrating healthcare and supportive 
housing aims to meet tenants’ immediate health 
needs, at the point when the tenant needs the 
healthcare. Health researchers have argued that 
integrated Healthcare with Supportive Housing has 
the potential to achieve better care, better health, 

This report presents the findings of an evaluative study examining 
an Integrated Healthcare and Supportive Housing model at Brisbane 
Common Ground. The study has three aims: first, to investigate 
the nature of the Integrated Healthcare and Supportive Housing 
model; second, to examine the impact of integrating healthcare and 
supportive housing; and third, to identify and understand tenant 
experiences of the model.
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and lower costs (Weinstein et al. 2013). The impetus 
toward integrating healthcare with supportive 
housing in the United States was noted by Weinstein 
and colleagues:

Given the high incidence of complex health issues 
affecting this population, providing integrated care 
within the context of Housing First services is a 
necessary step in an effort to fulfil the promise of 
recovery (Weinstein et al. 2011: 14)

Brisbane Common Ground is a model of permanent 
supportive housing that is consistent with the 
Housing First approach (Parsell et al. 2016). Brisbane 
Common Ground is a fourteen story building with 146 
independent units (135 studio and 11 one bedroom). 
Each tenant signs a lease regulated under the 
Residential Tenancy Act. The housing stock is owned 
by the Queensland Government and managed by 
Common Ground Queensland, a community housing 
provider. Tenants pay approximately thirty per cent of 
their income in rent. 

The housing provider is located on-site, as is the 
psychosocial provider and the health provider. 
As demonstrated in the next chapter, the health 
provider, the psychosocial provider, and the housing 
provider constitute a multidisciplinary team which 
forms the Integrated Healthcare and Supportive 
Housing model. Although there is debate in the 
literature about the definition of supportive housing 
(Parsell and Moutou 2014), as a response to chronic 
homelessness, supportive housing adopts the 
following characteristics:

 » Tenants hold a lease and are thus protected 
and responsible under tenancy legislation;

 » Housing is affordable (often operationalised  
as rent 30% of income);

 » Services are integrated with housing, but 
tenants choose service engagement;

 » Housing is not contingent on service 
participation;

 » Tenants have choices and rights as citizens 
(Rog et al. 2014)

Brisbane Common Ground does not require 
tenants to comply with behavioural conditions and 
participation in formal support as a requirement 
to either access housing or to stay in housing. 
Consistent with both the Housing First approach  
and supportive housing models more broadly, 
tenants at Brisbane Common Ground are only 
required to comply with residential tenancy law. 

1.1 Literature review 
Moving beyond the vast literature which 
demonstrates the ill physical and mental health 
experienced by people who are homeless (O’Connell 
et al. 2004), together with evidence showing that 
substandard housing creates poor health (Krieger 
and Higgins 2002), scholars have recently developed 
an evidence base about improving the health of 
people who are homeless and people who reside 
in supportive housing after exiting homelessness. In 
an early and influential review, Hwang et al. (2005: 
311) found that providing coordinated treatment and 
support for people experiencing homelessness 
results in “greater improvements in health-related 
outcomes than does usual care.” 

Focusing on supportive housing for people who have 
exited homelessness rather than health services to 
people who are still homeless, Fitzpatrick-Lewis et 
al. (2011: 9) conducted a review of the literature and 
found that “the provision of housing is associated 
with decreased substance use, relapses from 
periods of substance abstinence, reduced health 
service utilisation, and increased housing tenure.” 
Dobbins et al. (2016) found that for people who 
exit homelessness who have AIDS, the provision 
of supportive housing is associated with reduced 
healthcare costs and improved symptomology 
and life expectancy. Other research has shown 
that sustaining supportive housing after exiting 
homelessness is associated with significant 
improvements in quality of life (Bean, Shafer and 
Glennon 2013; Henwood et al. 2014). 

More soberly, the evidence, principally from the 
United States, cautions against concluding that 
the provision of supportive housing is associated 
with tenants improving their health outcomes. 
Hwang et al. (2005: 311) observed that although 
housing ought to be provided as means to end 
homelessness, research has “not demonstrated 
consistent effects on physical health, mental health, 
or substance use, although significant reductions 
in healthcare utilization have been observed.” In 
later research, Hwang et al. (2011) found that people 
who are homeless with poor health are able to exit 
homelessness and sustain housing, but other than 
improved quality of life, they did not find significant 
improvement in health status. Kertesz (2014) suggests 
likewise. He argues that although the direct provision 
of housing to people exiting chronic homelessness 
is expected to improve health, available data to 
support this expectation is mixed. Rather, Kertesz 
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(2014) observes that health problems remain long 
after housing is stabilised. Henwood et al. (2013b) 
note similarly, arguing that living with chronic health 
conditions is one of the primary challenges that 
people who transition from chronic homelessness  
to sustainable housing experience. 

Drawing on clinical intervention research, Henwood 
et al. (2013b) argue that it is tenants of supportive 
housing, like any individuals, who are the best placed 
to self-manage their chronic health conditions over 
the long-term. Indeed, they found that obtaining 
supportive housing after exiting homelessness 
provided the physical resources necessary to start 
the process of managing chronic health conditions. 
When securely housed, and when barriers to 
overcoming access to health systems are addressed 
by integrated health and housing, tenants developed 
new ideas about what positive health was and how 
they could work toward realising positive health 
(Henwood et al. 2013b). Nevertheless, Henwood  
et al. (2013a: S188) state that:

Missing from the public health literature is 
evidence on whether and how permanent 
supportive housing improves physical health 
outcomes.

Noting the absence of evidence about the physical 
health impacts of supportive housing, Henwood 
et al. (2013a) argue that by improving access to 
quality healthcare, supportive housing is likely to 
improve health outcomes for people who have exited 
chronic homelessness. As identified by Doran et al. 
(2013), who observe that a prescription of housing 
is the best medicine, supportive housing is likely 
to improve physical health because it provides the 
fundamental and primary resources for people to 
control their lifestyle (cooking, safety etc.). Combined 
with integrated primary healthcare delivered on-site 
by clinicians who have an advanced understanding 
of complex co-occurring physical and mental health 
problems there may be potential for significant 
impact on health status in this population.

It is well established that people with severe mental 
illness have an increased risk of death up to five 
times that of the non-mentally ill population. This 
results in 25-30 years of life lost, primarily as a result 
of chronic physical illness (Leucht et al. 2007). Gray 
(2012) has labelled the current situation a ‘silent 
scandal’ and observed that mental health clinicians 
commonly believe that the mortality gap is almost 

solely caused by side effects of psychotropic 
medication. The problem is of course much broader 
than this, with a complex interaction of ‘lifestyle’ 
risk factors such as diet, exercise, medication side 
effects, reduced capacity for illness self-management, 
fragmented healthcare systems, and inequitable 
access to physical healthcare (Lawrence and Kisely 
2010). 

It has been identified for more than a decade 
that fragmented healthcare systems fail to deliver 
collaborative and integrated care for physical and 
mental health (Hardy and Thomas 2012). A lack of 
clarity about who is responsible for components of 
physical healthcare for people with severe mental 
illness does not appear to be resolving and the 
lack of effective communication between primary 
care and public mental health practitioners is raised 
frequently in the literature (Happell et al. 2012). 
Meanwhile, both primary care and psychiatric settings 
are regularly failing to diagnose physical illness 
for people with severe mental health problems 
(Lawrence and Kisely 2010). 

Evidence from one study (Happell et al. 2012) found 
that there can be a ‘culture of low expectations’ 
in some health settings with an acceptance of 
poor physical health for mental health consumers. 
Moreover, ‘diagnostic overshadowing’ has been 
identified as a problem when general health clinicians 
attribute physical health problems to mental illness, 
resulting in physical symptoms being overlooked 
(Jones et al. 2008). There is evidence for example, 
that diabetes patients with mental health conditions 
are less likely to receive standard levels of diabetes 
care. Similarly, this population is less likely to receive 
routine cancer screening, has worse outcomes and 
more complications from routine surgery such as 
appendicitis, and are less likely to receive treatments 
for arthritis when needed (Lawrence and Kisley 2010).

Barriers to accessing adequate physical healthcare 
for people with severe mental illness can include 
stigma and socioeconomic inequality (Park et al. 
2013). Integrated Healthcare with Supportive 
Housing is positioned to address these systematic 
barriers to healthcare access and to address ill-health 
of people exiting chronic homelessness, who often 
experience both physical health and mental health 
problems.

Integration of services is a central concept in the 
current UK health policy agenda (NHS 2014). The 
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term ‘triple integration’ has been coined referring 
to the integration of 1) health and social care, 2) 
primary and specialist care and 3) physical and 
mental healthcare. Rather than providing single, 
unconnected episodes of care, services need to be 
integrated around the patient. For example, a patient 
with chronic disease needs their mental health and 
social care coordinated around them and people with 
mental illness need their physical health addressed 
at the same time (NHS 2014). From 2016, UK 
government health providers are required to formally 
collaborate and plan by place, for local populations 
rather than around individual organisations. In 
this latest reorganisation of NHS England, there 
is a mandated requirement for health providers 
to engage with patients, carers, local community 
partners and the independent and voluntary sectors 
across health and social care to develop a shared 
vision and a concrete “place based” plan for the local 
area (NHS 2015).

From the existing literature, we do not know how 
integrating healthcare with supportive housing 
can work at either the conceptual or practice level. 
What does a model of Integrated Healthcare 
and Supportive Housing look like as a theory or 
practice? Moreover, although we can reasonably 
theorise that people will improve their lives and 
health outcomes when living in supportive housing 
with integrated healthcare, we do not know whether 
tenants will take up the resources and change their 
lifestyles as predicted (Henwood et al. 2013a). How 
do tenants experience living in supportive housing 
with integrated healthcare? The idea of integrating 
healthcare with supportive housing can seem self-
evident, but the existing literature does not offer 
evidence explaining how healthcare should be 
integrated with supportive housing. Apart from 
changed patterns in service utilisation, there is 
likewise an absence of evidence demonstrating the 
impact of integrating healthcare with supportive 
housing. Building on the existing knowledge, this 
evaluative study addresses three research questions:

1. What is Integrated Healthcare and Supportive 
Housing at Brisbane Common Ground?

2. What is the impact of Integrated Healthcare 
and Supportive Housing?

3. How do tenants experience healthcare 
integrated with supportive housing?

1.2 Research design 
To address the research questions, the research 
draws on a multi-methodological design. The 
research design includes:

1. analysis of internal supportive housing 
documents; 

2. qualitative interviews with service providers 
and managers involved in the delivery of, and 
cooperation with, the integrated healthcare 
supportive housing model; 

3. surveys with service providers and managers 
involved in the delivery of the integrated 
healthcare supportive housing model; 

4. qualitative interviews with tenants; 

5. surveys with tenants; and 

6. analysis of published tenant data on service 
utilisation and associated whole of government 
cost offsets.

1.2.1 Document analysis

We sampled and analysed formal and internal 
documents pertaining to the Integrated Healthcare 
and Supportive Housing model. We analysed the 
documents thematically to identify how the model 
was described, what aims it was set, what resources 
were provided, the roles and responsibilities of 
stakeholders, governance arrangements, and to 
identify the program logic underpinning the model. 
The analysis of formal policy documents was critical 
to understand the model as an ideal. Information 
about the ideal model was used to contextualise and 
better understand the empirical material obtained 
about the model as described by stakeholders, and 
the model as practiced by service providers and 
experienced by tenants. 

1.2.2 Service provider qualitative interviews

To understand the formal model and how the 
model was delivered in practice, we conducted 
qualitative interviews with 14 service providers. We 
purposefully sampled service providers based on 
their organisational position and their knowledge of 
the aims and practice of the Integrated Healthcare 
and Supportive Housing model. Service provider 
qualitative interview participants included: three 
people from the psychosocial provider; four people 
from the health provider; one person from the 
housing provider, and six external service providers 
who provide collaborative services alongside the 
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Integrated Healthcare and Supportive Housing 
model. These six external collaborators represent 
Queensland Health community mental health 
(n=3), a physician (n=1), a social worker from a 
local Queensland Health public hospital (n=1), 
and a registered psychologist from a community 
organisation (n=1).

Qualitative interviews were guided by an interview 
schedule. The interview schedule included 
questions to elicit stakeholder’s understanding of 
the formal model, what they understood as the 
model objectives, their assessment of the strengths 
and weakness of the model, and where relevant 
to the participants’ role, questions were asked 
about the day-to-day service delivery of the model. 
We applied the interview schedule flexibly so that 
we could pursue areas of enquiry as directed 
by the stakeholder. Qualitative interviews with 
stakeholders delivering and collaborating with the 
model were critical, as their day-to-day practice 
activities determine the form that the model assumes. 
Practitioners play determining roles in how the model 
functions in practice. 

Qualitative interviews were transcribed and 
thematically analysed. The analysis was structured to 
respond to the research questions identified above. 

1.2.3 Service provider integration survey

We administered an integration survey to identify 
stakeholder’s perceptions of integration and the 
impact of integration. Twenty five people completed 
the survey. Survey participants represented the 
psychosocial provider (n=14), the housing provider 
(n=6), and the health provider (n=4); one respondent 
did not indicate their organisation affiliation. Survey 
respondents worked in direct service delivery roles 
with tenants (n=16) and management or director roles 
without direct tenant service delivery contact (n=8); 
one respondent did not identify their role category. 

The survey instrument consisted of 16 quantitative 
questions. As demonstrated in Appendix I, the survey 
instrument elicited respondent’s perceptions on the 
extent of integration, the quality of integration, the 
impact of integration, understanding of others’ roles, 
and organisational impediments and enables of 
integration. The surveys were distributed in hard-
copy form and were returned in a closed envelope, 
separate from the consent form, to ensure participant 
confidentiality. 

1.2.4 Tenant qualitative interviews 

We conducted qualitative interviews with Brisbane 
Common Ground tenants (n=20). With advice and 
assistance from the health and psychosocial support 
providers, we purposefully recruited tenants who 
have varying experiences with the Integrated 
Healthcare and Supportive Housing model. The 
tenant qualitative interview participants were female 
(n=18) and male (n=2). Four identified as Indigenous. 

Qualitative interviews were used to examine tenants’ 
perspectives and experiences with the Integrated 
Healthcare and Supportive Housing. With the use 
of an interview schedule, we sought to understand 
what tenants identified as positive and negative 
about Integrated Healthcare and Supportive 
Housing, how they used the service, and the impacts 
of the model on their access to health services, 
their health, wellbeing, and tenancy. We structured 
the interviews to enable tenants to describe the 
Integrated Healthcare and Supportive Housing 
model compared to their experiences accessing 
healthcare, support services, and housing prior to 
living at Brisbane Common Ground. 

The interview schedule was applied flexibly so 
that tenants could direct the conversation and 
make remarks relevant to them. As with the service 
provider interviews, the tenant qualitative interviews 
were transcribed and thematically analysed. The 
analysis was structured to respond to the research 
questions identified above. 

1.2.5 Tenant survey

We conducted a survey with Brisbane Common 
Ground tenants to identify their perceptions of their 
health, wellbeing, and health service access since 
residing at Brisbane Common Ground (Appendix II).  

Survey participants were recruited through a letter 
inviting participation and then with follow up contact 
by the concierge and on-site support providers. 
All 146 tenants at Brisbane Common Ground were 
eligible to participate in the survey, and 76 tenants 
voluntarily completed the survey. The survey 
was conducted in an office at Brisbane Common 
Ground. The survey was accessed on a tablet and 
administered face to face. All quantitative data was 
analysed within the software program SPSS.
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1.2.6 Tenant service utilisation and cost analysis 

We draw on published data from Parsell, Petersen 
and Culhane (2016) from Brisbane Common Ground 
tenants to identify impact by showing the change 
in tenants’ use of crisis health and criminal justice 
services after living in Brisbane Common Ground for 
one year compared to the one year before tenants 
moved into Brisbane Common Ground when they 
were homeless. We also cite the Parsell, Petersen 
and Culhane (2016) study to identify whole of 
Queensland Government cost offsets that follow the 
reduced use of services.

1.2.7 Ethics 

The evaluative research was granted ethics approval 
from the University of Queensland Behavioural 
and Social Sciences Ethical Review Committee 
(Approval Number 2016000409; Approval Number 
2015001083). To comply with the ethics approval 
we ensured that all tenants and service providers 
were able to participate in the research on the 
basis of informed and voluntary consent. We 
proactively ensured that tenants were aware of the 
voluntary nature of participation and that choosing 
not to participate would have no bearing on their 
relationship with the housing, health, and support 
providers. Tenants were offered supermarket 
vouchers as honorariums for participating in the 
research. Service providers assisted us to identify 
tenants who were willing to be approached about 
participating in the research. 

Ethics approval also required us to ensure that 
all personal information was kept confidential. 
In reporting on the research we have protected 
people’s anonymity by not presenting names or 
information that would lead to inferred identification. 
For example, we deliberately use broad information 
without specifying job roles or biographical details so 
participants cannot be identified. 



Integrated Health and Supportive Housing           12

Occupational therapist Manny (Supportive 
Housing–Hope Street) assists Brisbane 
Common Gound tenant Jacqui in her unit.

Photography: Craig Holmes.
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2.1 Introduction 

This chapter describes and conceptualises the 
Integrated Healthcare and Supportive Housing 
model. We first present the Integrated Healthcare 
and Supportive Housing model as a formal 
ideal. Second, we demonstrate how the model is 
operationalised in practice. The final section of the 
chapter presents the aims and objectives of the 
model. The chapter draws on the findings from the 
document analysis and service provider qualitative 
interviews. 

2.1.1 Integrated healthcare and supportive  
 housing as a formal model

The integrated model consists of three disciplinary 
or practice components. These are: the health 
provider; the psychosocial provider, and the 
housing provider. The health provider has been 
established, funded and developed through an 
inclusive health partnership between Micah Projects, 
St Vincent’s Private Hospital Brisbane, and the 
Mater Health Services. Health services include 
clinical nurse, psychologists, and occupational 
therapist. Psychosocial services are provided 
by Micah Projects, and include welfare workers 
and case coordinators. The housing provider is 
Common Ground Queensland. Each of the three 
service providers are located on-site at Brisbane 
Common Ground and form the multidisciplinary 
team. As demonstrated in Section 2.2, the Integrated 
Healthcare and Supportive Housing model consists 
of the multidisciplinary team delivering services in an 
interdependent way to achieve mutual aims. 

At the centre of the integrated model is the tenant. 
The three service providers not only come together 
to form a model to better respond to tenant 
needs, but the tenant drives the activities of the 
multidisciplinary team comprising the model. A health 
provider describes all services delivered as:

Directed to the client. So according to the client 
needs, not according to how we work in hospitals 
or nursing homes… We have to work according to 
[tenant] needs and their time and their approach 
(Health Provider)

Implicit in the tenant led approach is voluntary 
engagement. Tenants are free to choose to engage 
or disengage with the service providers; tenants 
chose the level and nature of any engagement.  
A psychosocial provider pointed out:

Every access to the support service and to the 
health service is voluntary. It’s not something that 
they have got to do in order to live in this building 
(Psychosocial Provider)

Consistent with normative ideals set out in the 
supportive housing (Rog et al. 2014) and Housing 
First literature (Padgett, Henwood and Tsemberis 
2016), the model is premised on voluntary 
engagement where tenants can refuse to accept 
health and psychosocial supports without placing 
their tenancy at risk. Tenant voluntary engagement is 
critical because the model, as demonstrated below, 
aims to have tenants actively determine the nature 
of the services they access. Tenant empowerment 
and control over healthcare is the ultimate objective. 
Voluntary participation thus forms part of the focus on 
tenants leading the model and taking control over the 
resources made available through the model. 

The model assumes that coercive engagement 
undermines the fundamental premise of individual-
centred care and tenant self-management of 
healthcare. The model is driven by tenant need and 
tenant control; Integrated Healthcare and Supportive 
Housing is unanimously perceived to be the critical 
feature that enables tenant outcomes to be realised. 
The integrated model rests upon each of the three 
service providers understanding that their activities 
and objectives are realised by integrated work 
with the other service providers. Health providers 
articulated the importance of psychosocial and 
housing providers to their activities:

From my point of view, as a [health provider], it’s 
fantastic because I’m not just trying to deal with 
the physical aspects without dealing with the 
wider social and other issues that people are 
dealing with because you can’t fix one aspect 
without doing the holistic approach. So, for me, it’s 
fantastic having others that can support that other 
wider area (Health Provider)
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In complementary ways, psychosocial and housing 
providers recognised the centrality of health 
providers to the model:

We want to sustain the tenancy. We want to see 
somebody having a happy, good life. So that’s 
100% [health and psychosocial providers] goals 
too. We want them to stay here and we want it to 
be good for them to stay here (Housing provider)

They are keeping people physically healthy to 
maintain their housing and we’re keeping people 
well on various social levels to maintain the 
housing. So it’s pretty straightforward. We’re going 
in the same direction (Psychosocial Provider)

The model does not involve simply co-locating 
three service providers, nor does it merely involve 
three co-located services sharing clients with 
shared information systems. The integrated model 
is characterised by the three providers having a 
shared understanding, and as demonstrated below, 
a shared mode of practice that sees all service 
providers as necessary to achieve their mutually 
consistent objectives. Integration is borne out of the 
belief that to sustain tenancies and improve the lives 
for people who have exited chronic homelessness, 
health, psychosocial, and housing services must be 
conceptualised and delivered in unison. Each of the 
three providers works from the premise that their 
practice and professional objectives can only be 
achieved through the input and collaboration of the 
other partners in the multidisciplinary team. 

In addition to a holistic understanding of tenant 
problems and solutions that drives integration, the 
model is premised on a clear distinction between the 
roles and responsibilities of the three providers. The 
service providers understood that integrating health, 
psychosocial, and housing services was critical 
to achieve tenant outcomes, but they all similarly 
recognised that the model relied on a separation 
of the three service providers. The psychosocial 
provider and the housing provider understood that 
a tenants’ health status was inseparable to their 
activities, but they appreciated it was the health 
provider that had the knowledge, the resources,  
and mandate to engage tenants about health. Below, 
likewise, the housing provider demonstrates how the 
integrated model works with a separation between 
the housing and psychosocial provider to create the 
conditions for tenants to feel supported to work on 
problems that place their tenancies at risk. 

 

[Psychosocial provider] are the nice guys. It’s us 
that are the bad guys.

Really? In what way? Can you explain that to me? 
(Researcher)

We’re the sanction agency. We breach you. We 
tell you not to do things. Whereas [psychosocial 
provider are] the nice social workers, arm around 
your shoulder, “We’ll help you out” (Housing 
Provider)

Integration must maintain a fine balance. The model 
is constituted by the three services working in 
unison to comprise a multidisciplinary team, on the 
one hand, but working in a way where professional 
responsibilities are roles are kept separate, on the 
other. Indeed, consistent with the supportive housing 
literature from the United States (Rog et al. 2014), 
the separation between the support provider and 
housing provider is a key feature to ensure that 
tenants are able to voluntarily engage and disengage 
with services of their own volition. By maintaining a 
clear separation between the housing provider and 
the health and psychosocial providers, tenants are 
in a position where they can choose not to engage 
with support services without compromising their 
relationship with the housing provider.  

The Integrated Healthcare and Supportive Housing 
model is represented in Figure 1.

2.1.2 The model in practice 

It is one thing to describe an integrated model 
as a theory or ideal, but it is another to put an 
integrated model made up of a multidisciplinary 
team into practice. Practitioners and researchers 
have long recognised the professional, cultural, and 
organisational barriers to integrating multidisciplinary 
teams (Magnus and Castel 2016; Tan et al. 2014). 
Here we describe how the three providers implement 
and operationalise the model.

The psychosocial provider and the health provider 
meet daily; the psychosocial provider and the 
housing provider likewise meet daily. The integrated 
model operates with the psychosocial provider acting 
as a translator or intermediary between the housing 
provider and the health provider. 

When tenancy problems arise – or when developing 
strategies to address tenancy problems – the 
psychosocial provider brings and translates health 
information to the housing provider. Problems that 
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place people’s tenancy at risk often have a health 
basis (Jones et al. 2014). For instance, chronic 
disease, psychiatric symptomology, and addiction 
may underpin problems that manifest in rental 
arrears, neighbour complaints, or property damage.  
A psychosocial provider outlined the example  
of a tenant who experienced long term pain who  
over self-medicated, but the self-medication led  
to behavioural problems that placed their tenancy  
at risk. 

When tenancy problems are brought to the attention 
of the housing provider the psychosocial provider 
and housing provider establish a weekly tenancy 
sustainment meeting. The psychosocial provider 
consults with the health provider to identify whether 
health problems may explain the tenancy problems. 
With tenant consent, the health provider shares with 
the psychosocial provider information about a tenant 
that is relevant to the tenancy problem and proposed 
solution. The psychosocial provider said that the 
integrated model means that they will ask “what’s 
happening with this person? Why are they behaving 
the way they’re behaving?” Without the health 
knowledge, the psychosocial provider said that they:

Don’t realise the trauma that [the tenant is] 
experiencing with pain, with mental health, with 
other illnesses (Psychosocial Provider)

Informed by the health expertise, the psychosocial 
provider is then able to bring a health focus to the 
tenancy sustainment meeting with the housing 
provider. The psychosocial providers draw on the 

additional information presented by the health 
provider to inform psychosocial service delivery:

Now, if it wasn’t an integrated team we would be 
struggling. We would not know what to do, how 
to support this person when it came to the health 
needs. So we are all very informed as to the type 
of work that we need to deliver to a person who 
has health issues (Psychosocial Provider)

The health provider thus brings clinical information 
that underpins the practices of both the psychosocial 
and housing providers. Even though the latter two do 
not provide health services, the health information 
that is shared with them enhances their capacity 
to successfully deliver psychosocial and housing 
services. All three service providers explained that 
the integration of the health, psychosocial, and 
housing providers generates the holistic information 
needed to address tenancy problems and to better 
meet the needs of tenants. 

A manager explained how health providers and the 
health information that they are qualified to elicit is 
important for keeping people housed: 

That you do have a greater understanding of 
behaviour so you can remedy it. So if someone’s 
really aggressive or in a particular way, like pacing 
up and down is a classic, well it’s really a clinical 
person that is much better suited to go and check 
out whether the person is taking their meds or 
on their meds or what’s happened with the meds 
(Manager)

Figure 1 Integrated Healthcare and Supportive Housing Model
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The integrated model, however, involves more 
than the sharing of information to develop a 
comprehensive understanding of a tenants’ health 
problems associated with tenancy problems. The 
integrated healthcare model works by the health  
and psychosocial providers intervening to support, 
treat or refer tenants to other services so that 
their health and support needs are addressed or 
better managed. Fundamentally the model, and as 
demonstrated in Section 2.2 below, aims to address 
barriers to mainstream healthcare access and to 
enable tenants to be empowered to maintain their 
own health; the multidisciplinary team is actively 
involved in chronic disease management, medication 
management, clinical assessment, and wound 
care. As explained next, the multidisciplinary team 
operates through cooperation and collaboration with 
services external to the model. 

2.1.3 Cooperation and collaboration 

The Integrated Healthcare and Supportive Housing 
model relies on cooperation and collaboration with 
service provider external to the multidisciplinary 
team located on-site at Brisbane Common Ground. 
Whereas the model is constituted by the three 
service providers forming a multidisciplinary team, 
the model is located within and supported by 
cooperative and collaborative partnerships. The 
integrated model represents a cohesive mechanism 
to foster coordination with external service providers 
in three critical ways: (1) identifying need; (2) enabling 
access to resources, and (3) coordinating responses. 

First, a direct outcome of the integrated model is the 
identification of holistic information about tenants 
and their needs. The holistic information that the 
integrated model enables drives the capacity of the 
service providers to identify what external services 
are required to meet the tenant need. Second, 
following the enhanced capacity to identify external 
services that tenants need, the integrated model 
brings together health, psychosocial, and housing 
capacities and expertise that are drawn on to enable 
access to external resources. Through collective 
resources and disciplinary reach, the integrated 
model accesses external resources and support 
services for tenants. 

Third, the integrated model assumes a coordinating 
and overseeing function to ensure that the 
information and resources provided by external 
services informs and contributes to tenant-led 

objectives and tenancy sustainment. A health 
provider explained that cooperating with external 
service providers is necessary, not simply to ensure 
tenants can access external resources (as important 
as this is), but because tenants often do not fully 
benefit from external resources without the proactive 
coordination between the on-site health and 
psychosocial providers and the external provider.  
The health provider explains how the cooperation 
with external providers works in practice:  

So we follow up with the doctors, some of the 
time we go with them, so we sit in the consultation 
with them and explain and also advocate for 
them on their behalf. We liaise with the doctors 
and specialists. So I do also go to the specialist 
appointments because some of the clients they 
will go for the appointment, they will say, “Yes, yes, 
yes,” to everything, but when they come home they 
don’t know what they’ve done or what the doctor 
said. So we do liaise most of the time (Health 
Provider)

The extract above provides a practical example of 
how the integrated model interfaces with external 
providers to coordinate service access and 
service benefit to tenants. Because the health and 
psychosocial providers located at Brisbane Common 
Ground understand tenants’ needs and the necessity 
of the specialist intervention to achieve tenant 
outcomes, they support tenants’ engaging with and 
understanding advice provided by external providers.  

Having the healthcare provider in the integrated 
model also means that external health providers have 
a point of contact to feedback health information. 
Stakeholders believed that the Integrated Healthcare 
and Supportive Housing model worked by instilling 
confidence in external health providers. A manager 
commented:

I think gradually all these external providers 
are using [on-site clinical nurse] as a point of 
coordination because they’ve got more confidence 
that - just because it’s a health professional there’s 
more confidence that it can work (Manager)

We can now extend the model presented above in 
Figure 1. The Integrated Healthcare and Supportive 
Housing model is supported by cooperative and 
coordinated external health and social service 
providers. This model is displayed in Figure 2.

The experiences and insights described by 
participants from the multidisciplinary team 
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comprising the model were endorsed and extended 
with perspectives from external service providers. A 
physician who works with tenants and cooperates 
closely with the integrated model described the 
tenants as predominantly people with major health 
and social problems. The physician said that because 
of the complexity of the tenant need the integrated 
model draws in healthcare providers which:

Improves their chance of remaining housed, 
remaining well, remaining alive (External Physician) 

The physician went on to endorse the integrated 
model because it was premised on addressing the 
interconnected problems that tenants experienced. 
The physician, who has long experience working 
with disadvantaged populations, observed that the 
integrated model overcame systematic problems of 
responding to people in a siloed manner:

Addressing only one aspect of their life doesn’t 
work. For people with chronic multiple problems 
you need to address all facets of their lives at the 
same time, if possible, and provide support over all 
facets of their life if you’re actually going to make 
any significant difference. So therefore any system 
that helps in more than one way is actually going 
to help that person get back on their feet and have 
a meaningful, productive life (External Physician)

At the centre of the physician’s observations was  
an assessment that integrating health, psychosocial, 
and housing services reflected the interconnected 
problems that people exiting chronic homelessness 
experienced. Further, the integration of these 
services provided opportunities and capacities 
to successfully engage with a diverse range of 
professionals external to Brisbane Common Ground. 
This assessment was supported and developed 
further by mental health practitioners employed by 
Queensland Health. External health practitioners 
explained how the integrated model – and 
importantly the way that the model enabled proactive 
engagement with external service providers – 
achieved a critical preventative function. Queensland 
Health practitioners explained the benefits of the 
model: 

Instead of looking at fractured services, where 
housing is one part, and mental health is 
another, physical health is another, etcetera, and 
because it’s holistic then there’s much more of an 
integration in terms of quality of life for a client. 
So rather than allowing deterioration to occur, 
you can prevent hospitalisations by being much 
more proactive with the staff because you’ve got 
much earlier communication and much greater 
knowledge (External Mental Health Practitioner)

Figure 2 External Service Collaboration
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I think for patient’s lives is that we’re being very 
proactive. We’re not waiting for them to harm 
themselves or say they’re not travelling very well. 
I think that those guys down there [Integrated 
Healthcare and Supportive Housing team] 
recognise when someone’s not very well and now 
they know what mechanisms are in place (External 
Health Practitioner)

The significance of the preventive function of the 
integrated model can only be meaningfully grasped 
by taking account of what vulnerable tenants with 
health problems experience elsewhere in the 
community. A Queensland Mental Health Commission 
study (Jones et al. 2014) into the former Anti-Social 
Behaviour Management Policy for social housing 
tenants in Queensland is illustrative of the problems 
that the Integrated Healthcare and Supportive 
Housing model addresses. The Jones et al. (2014) 
study found that tenants with psychiatric illnesses, 
addictions, complex health, and social problems 
were disproportionately affected by the anti-social 
behaviour policy. Furthermore, there was disconnect 
between the health and social services provided 
to tenants and day-to-day social housing tenancy 
management. Tenants received supports from health, 
psychosocial and housing providers, but the delivery 
and conceptualising of the supports and services 
occurred in isolation (Jones et al. 201). Even when the 
Department of Housing and Public Works allocated 
tenancies to people because of health and social 
problems, there are no systematic links between the 
housing and health or psychosocial service providers; 
tenants who displayed behavioural problems that 
were attributed to their health diagnosis were issued 
with strikes and their tenancies placed at risk (Jones 
et al. 2014). 

As a response to the fragmented and uncoordinated 
systems identified by Jones et al. (2014), and 
extending the comments above from the Queensland 
Health practitioners, another mental health 
practitioner employed by Queensland Health 
described the impact of the Integrated Healthcare 
and Supportive Housing model as “one step ahead.” 
The practitioner explained that as an external mental 
health provider, if a Brisbane Common Ground 
tenant experienced a mental health problem the 
psychosocial or health providers would:

Contact us to let us know, and that’s probably 
why I find it’s really helpful. Usually if someone is 
not in Common Ground the only way we know if 
someone’s not very well is when we go out to see 

them, we see that they’ve deteriorated… So this 
is where Common Ground, I’ve found, has been 
really helpful when I’ve had people who have 
been not very well. They’re actually really one 
step ahead going, “I just want to let you know, I 
don’t think such-and-such is doing very well.” So 
they’ve actually rung up (External Mental Health 
Practitioner)

External stakeholders experienced the integrated 
model as being effective because it opened up 
lines of communication and information sharing. 
The external service provider’s comments resonate 
with the ideas articulated by the on-site health, 
psychosocial, and housing providers. Mental health 
practitioners spoke about the open communication 
with the stakeholders delivering the model to be a 
product of both parties understanding their mutual 
aims:

So it’s kind of that two-way street where we’re sort 
of giving [Brisbane Common Ground] information 
or telling them what’s going on or what we have 
and they kind of let us know what’s happening 
(External Mental Health Practitioner)

Another mental health practitioner explained 
that shared communication has led to a general 
philosophy of interdependency among the service 
providers: 

I think we all try to aim for the same sort of 
communication, the two-way sharing of information 
and opinion. So I think it’s a general philosophy 
that we take into the same communication at 
Common Ground. I think everybody plays their 
part with that communication too (External Mental 
Health Practitioner)

The integrated model not only produces greater 
internal capacity to provide a holistic response to 
tenants, but through identification, enabling access 
and achieving coordination, the integrated model 
works by creating the conditions for external service 
providers to better meet the needs of tenants. As 
will be demonstrated below, the internal capacity 
to leverage external resources is critical to the 
overarching aim of creating the conditions for 
tenants to sustain housing, work with mainstream 
service providers, and to be enabled to control their 
healthcare.  
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2.2 Philosophical premise and aims 

The Integrated Healthcare and Supportive Housing 
model is premised on the philosophical position 
that housing is a social determinant of health and 
healthcare a determiner of tenancy sustainment. 
It follows recent public health innovative thinking 
which asks what good is treating people if healthcare 
providers send them back to the conditions that 
made them sick (Marmot 2016). The Integrated 
Healthcare and Supportive Housing model is 
premised on the evidence that homelessness makes 
people sick and without housing, healthcare to 
people who are homeless is ineffective. The model 
provides housing as the primary basis to address 
ill-health, and in recognition of the systematic barriers 
that tenants experience accessing healthcare, the 
model actively intervenes to empower tenants to gain 
healthcare access and control their own health. 

Indeed, the efforts to improve health and the 
activities to enable tenants to control their healthcare 
are assumed to be fundamental to create the 
conditions for tenancy sustainment and maintaining 
exits from homelessness. Health, support, and 
housing cannot be considered in isolation. The 
position is endorsed in the governance documents 
formalising the partnership:

Healthcare clinicians view housing as a clinical 
treatment outcome that will improve the health 
of their clients. Housing workers view health as 
a support outcome that will improve a person’s 
ability to get housed and stay housed (Inclusive 
Health 2015: 4)

Managers and practitioners subscribe to the premise 
that the integrated model was driven by housing 
as a social determinant of health and health as an 
enabler of positive housing. Health providers argued 
that housing is a health outcome, and psychosocial 
and housing providers saw positive health as a 
requirement for tenancy sustainment. A manager 
observed:

We always say, “how are we going with housing 
this week?” A tenancy, how do we sustain our 
tenancies down there? That is an outcome of the 
nurses (Manager)

The social theory of health driving the integrated 
model is informed by and rests on an evidence base 
of the Housing First model (Padgett, Henwood and 
Tsemberis 2016). Housing is seen as a human right 

and the first step in enabling people to live with 
dignity and to improve health conditions that are 
consequential to chronic housing exclusion. The 
provision of housing is the fundamental platform 
that is required to deliver health services to people 
and to promote the social conditions for people to 
access health services and work toward positive 
health realisation. Ultimately, the integrated model is 
charged with achieving the formal goal of:

Improved health, housing and social outcomes for 
vulnerable people (Inclusive Health 2015: 5)

The function of housing is critical in two ways. First, 
and consistent with the position that housing is 
a human right, housing is the essential resource 
needed to end homelessness. The model 
provides immediate access to housing, and the 
aforementioned tenancy sustainment meetings and 
interdisciplinary practice is directed toward tenants’ 
sustaining housing and maintaining their exits from 
homelessness. A stakeholder remarked on the 
model’s central objectives by arguing:

Here they’re housed, so now it’s about trying to 
get them stable so they sustain their housing 
(Manager)

Second, housing aims to assist tenants who have 
experienced chronic homelessness to improve 
their health, but the model assumes that housing 
alone is insufficient. The Integrated Healthcare and 
Supportive Housing model aims to improve health, 
housing, and social outcomes for tenants through 
addressing barriers to healthcare access. 

Addressing barriers to accessing healthcare is critical. 
The Integrated Healthcare and Supportive Housing 
model does not aim to replicate mainstream health 
services; nor does the model aim to provide health 
services that tenants access in the mainstream health 
system. At the centre of the model is a desire to 
provide tenants with health services that, in practice, 
they are excluded from in the mainstream health 
system. The Integrated Healthcare and Supportive 
Housing model is positioned as a remedy to 
systematic barriers that marginalised and vulnerable 
people experience. A stakeholder explains:

So our integrated model is about overcoming 
barriers to access. That’s why we have nurses on-
site, nurses seven days a week, we ask providers 
to come to the service if they’re free to come, or 
we actively facilitate their access to those services, 
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take people to appointments, facilitate access, we 
have links with all the hospitals, we’re linking all 
the time (Manager)

Service providers continuously asserted that the 
model was not intended to replace health services 
from which people were entitled. A manager said 
that the model is not intended to and does not take 
responsibility away from mainstream health providers. 
Instead, the model is:

Trying to just make sure that the healthcare is 
accessible to individuals who don’t normally 
access it, can’t afford to access it, have so many 
barriers to overcome, or are told by services they 
cannot access it. I mean most of these people 
were denied service responses. They’re told to 
leave the hospital. They leave the hospital early. 
So we need to make sure there’s healthcare for 
these people (Manager)

An external provider employed by Queensland 
Health likened the model’s aim of overcoming 
barriers to healthcare access as “rather than 
Mohammad go to the mountain, the mountain comes 
to Mohammed.” The Integrated Healthcare and 
Supportive Housing model was informed by barriers 
to access and an understanding of tenants’ needs. 
With reference to the latter, a manager observed 
that the model was informed by data obtained 
from a vulnerability survey of people experiencing 
homelessness in Brisbane. The manager said that 
the model was designed, in part, to respond to the 
survey data which found a significant unmet need for 
physical health services among people in Brisbane 
who are homeless and insecurely housed. 

In addition to survey data on unmet physical health 
need and systematic barriers to healthcare access, 
service providers couched the significance and 
appropriateness of the model’s aims with reference 
to their practice experiences. A housing provider 
reflected on previous experiences working in 
community housing prior to delivering housing at 
Brisbane Common Ground through the integrated 
model. The housing provider reflected upon the 
challenges experienced accessing health support 
for tenants in community housing, and how these 
systematic challenges were addressed with the 
integrated healthcare model:

I used to work for [Brisbane community housing 
provider] so we had scattered site community 
housing. It wasn’t really a referral option for us 

if we did identify tenants with health needs. We 
could talk to them or whatever, but it would still be 
on their back to seek the health help they needed. 
Here, it’s the other way around. We can actually go 
to [health provider] or go to [psychosocial provider] 
and we can say, “Look, we’ve identified this. Can 
we have a look at it?” (Housing Provider)

From the premise of housing as a right and as 
a necessary condition to improve health and 
healthcare access, the model aims to disrupt 
barriers to accessing mainstream health services 
that marginalised people experience. Critical to the 
objective of overcoming barriers is the work of the 
integrated model to support tenants to develop 
health literacy and a greater capacity to self-manage 
their health. The provision of healthcare aimed, in the 
long-term, to assist people to better meet their own 
health needs:

A lot of what we do is really facilitating people 
to manage their own health. We’re not here to 
do all the tablets and have to do everything. We 
very much facilitate people doing that themselves 
(Health Provider)

The intention to promote health literacy and 
healthcare self-management assumes an 
important endeavour as the model of addressing 
barriers to mainstream healthcare access through 
services located on-site in housing runs the risk of 
institutionalising people and further exacerbating 
mainstream healthcare exclusion. By directly linking 
healthcare to housing many of the barriers to 
accessing mainstream services are addressed, but 
without conscious and skilful intervention, there 
is a risk that people will rely on the internal health 
services and remain disengaged or become further 
disengaged from mainstream healthcare. Managers 
and service providers were aware of the potential 
negative institutionalising effects of the model. In 
turn, they deliberately structured the model and 
practice in a way to ensure that overcoming barriers 
did not inadvertently create an institution:

Brisbane Common Ground didn’t want to be set up 
as an institution. We’re not an institutional model, 
everyone’s got to line up and get their drugs and 
blah, blah, blah. We really drive home that care 
has to be delivered in the home, we want to make 
people self-sufficient. We want to assist them to 
manage (Manager)

In practice, participants in this research emphasised 
the importance of providing education and 
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information as a means to both achieve improved 
health literacy and self-management rather than 
institutionalised healthcare. A health provider 
described active efforts to educate tenants about 
their health needs and their medication. The health 
provider works with tenants assisting them to 
administer their medication, then:

When they are also happy to take over their own 
medication so we hand it over and we observe 
them for a couple of weeks or three weeks and 
then randomly we drop in every week just to check 
on Webster packs and stuff, that they are taking 
it properly. And also we do medication reviews 
(Health Provider)

By educating tenants to take control of their own 
medication, rather than relying on the on-site 
provider, the model can be distinguished from 
institutionalised care. Further to educating tenants 
about immediate health problems and medication 
responses, the model also aims to provide higher 
level health education aimed at prevention. A health 
provider described the important role of assisting 
tenants to develop groups to talk and learn about 
health issues:

We do health promotion; we run health promotion 
groups. So they’re aimed at people that maybe 
aren’t necessarily identifying anything as an issue. 
So we might run a health clinic on diabetes so 
that people with diabetes come, but also it’s a 
preventative thing. So educating people about how 
to avoid diabetes or we might do a heart disease 
(Health Provider)

Groups to discuss health issues play an important 
role in achieving tenant empowerment and health 
literacy. The health and psychosocial providers 
recognised the importance of their work creating 
a mechanism for tenants to both self-manage their 
healthcare and to access healthcare from mainstream 
services. Indeed, the promotion of health literacy 
intended to empower tenants to better understand 
and achieve health improvements through 
prevention. 

2.3 Conclusion 
The Integrated Healthcare and Supportive Housing 
model is provided at Brisbane Common Ground. The 
tenants’ needs and choices drive the model. The 
model involves health, psychosocial, and housing 
providers working in unison as a multidisciplinary 
team. Central to the model is the three providers 
understanding that their activities and objectives 
are reliant on the activities and objectives of the 
other providers. All three providers have mutual 
objectives. Central to the integration is the necessity 
of the health, psychosocial, and housing providers 
maintaining clear separation of functions and 
responsibilities. The model works with a cooperative 
and collaborative relationship with external service 
providers. The capacities and function of the 
model enables tenants’ needs to be identified, 
external resources accessed, and the delivery of 
a coordinated response that ensures that external 
service providers and the on-site service providers 
are operating in a way to realise tenant identified 
objectives. 

Philosophically, the model assumes that housing is 
a social determinant of health and healthcare is an 
enabler of housing sustainment. Housing is seen 
as a human right, and as the primary resource to 
promote positive health. The Integrated Healthcare 
and Supportive Housing model works by addressing 
systematic barriers to mainstream healthcare access. 
The on-site and integrated model is not motivated 
by meeting immediate health needs, but rather by 
assisting tenants to take control of their health and 
healthcare access through improving literacy and 
empowerment. Through the provision of secure and 
affordable housing and integrated healthcare, the 
model aims to empower tenants to access healthcare 
and social services through mainstream institutions. 

“We really drive home that care 
has to be delivered in the home, we 
want to make people self-sufficient. 
We want to assist them to manage”
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3.2 Tenancy sustainment 
Up until 22 September 2016, 137 people 
were allocated a tenancy because of chronic 
homelessness. Of these 137 people, 75 had sustained 
their BCG tenancy as of 22 September 2016; 62 
had exited BCG. Of the 75 residing at BCG as of 22 
September 2016, they have sustained tenancies for: 

 » Four years or more n=22

 » Between three years but less than four n=21

 » Between two years and less than three n=5

 » Between one year but less than two n=9

 » Less than one year n=18

Of the 62 people who exited, during their period  
at BCG they sustained their tenancies for:

 » Between one year but less than two n=15

 » Between three years but less than four n=8

 » Between two years and less than three n=13

 » Four years or more n=0

 » Less than one year n=26

Up until 22 September 2016, 124 people were 
allocated a tenancy because of low income. Of these 
124 people, 71 had sustained their BCG tenancy as 
of 22 September 2016; 53 had exited BCG. Of the 71 
residing at BCG as of 22 September 2016, they have 
sustained tenancies for: 

 » Four years or more n=24

 » Between three years but less than four n=17

 » Between two years and less than three n=6

 » Between one year but less than two n=12

 » Less than one year n=12

Of the 53 people who exited, during their period at 
BCG they sustained their tenancies for:

 » Four years or more n=0

 » Between three years but less than four n=6

 » Between two years and less than three n=13

 » Between one year but less than two n=22

 » Less than one year n=12

The tenancy allocation and sustainment rate is 
important, but the data about the number of people 
who leave Brisbane Common Ground and the time 
they spent at Brisbane Common Ground does not 
provide detail of people’s experiences at Brisbane 
Common Ground, what impact Brisbane Common 
Ground had on their lives, why they left Brisbane 
Common Ground, and what housing or homeless 
experience they had in the times after leaving. 
Although we can reason that exiting permanent 
supportive housing and moving directly into 
homelessness is a negative outcome our data on 
leaving Brisbane Common Ground does not include 
systematic information on people’s outcomes after 
leaving. Given that Brisbane Common Ground 
not only intends to provide an affordable housing 
solution for people who are homeless and people 
receiving low incomes but that it also intends to 
provide support and resources for people to make 
demonstrable life improvements, it is reasonable 
and indeed probable that people have left Brisbane 

3.1 In this chapter we present evidence of the impact of the Integrated 
Healthcare and Supportive Housing model. Building on the discussion 
in the previous chapter about the nature, practices, and aims of 
the model, we present evidence for the impact on tenants and the 
impact on systems. We draw on five quantitative evidence sources 
to demonstrate impact. The impacts of the model include: (1) people 
sustaining their tenancies; (2) tenants using less crisis health and 
criminal justice services; (3) achieving integrated health, housing, and 
psychosocial practices and systems; (4) people overcoming barriers to 
healthcare access; and (5) tenants improving health and wellbeing. 
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Common Ground to pursue positive life trajectories. 
Thus in the absence of longitudinal data about 
where people go upon exiting Brisbane Common 
Ground, we cannot interpret their exits as negative 
or positive. With that said, people do engage with 
a range of different housing options as they move 
through the life course, particularly as people form 
relationships and aspire to have children. Leaving 
Brisbane Common Ground may thus be part of a 
desirable and typical life trajectory that the support 
and resources provided at Brisbane Common Ground 
has contributed to. 

3.3 Service usage and cost offsets
In Chapter Two we explained that the Integrated 
Healthcare and Supportive Housing model aims to 
achieve a preventative and health literacy function. 
On the one hand, the model aims to assist tenants 
to self-manage their health needs; on the other, the 
model aims to improve tenants’ health and lifestyle 
to prevent further deterioration in their health status. 
Implicit in these preventative health and lifestyle 
change objectives is tenants changing their use 
of public services, such as their use of emergency 
hospitals, mental health services, ambulances, 
inpatient hospital use, homeless accommodation, and 
a range of criminal justice interventions. The aim is 
that tenants will reduce emergency healthcare, and 
instead use planned and coordinated healthcare. 
Thus it is not always the intention to simply reduce 
service use, but rather to change the nature of the 
services used. 

The assumption that tenants of supportive housing 
will change – and potentially reduce – their use of 
public services after exiting chronic homelessness 
and moving into supportive housing has a strong 
basis in the international peer reviewed literature. 
Principally from North America, the literature shows 
that people who are chronically homeless are 
heavy users of crisis medical and criminal justice 
services (Culhane 2008; O’Campo et al. 2016; 
Tsemberis 2010). Kertesz (2014) describes this as 
a paradox: people who are homeless have poor 
health and unmet healthcare needs, yet they use 
disproportionate rates of crisis health services.

Nevertheless, the existing research from North 
America shows that when people exit chronic 
homelessness and access and sustain supportive 
housing, they reduce the amount and change the 
nature of the public services they use (Culhane 
2008; O’Campo et al. 2016; Tsemberis 2010). For 
example, sustaining supportive housing is associated 
with having less criminal justice activity (arrests, 
court appearances, prison) and less crisis medical 
intervention. People who exit chronic homelessness 
and access supportive housing also access more 
planned, coordinated, and mainstream health 
services. Dennis Culhane (2008) has shown that  
for people who are high users of public services 
when homeless, the cost of providing supportive 
housing is offset by the associated reduction in public 
service use. 

“…people who are chronically 
homeless are heavy users of 
crisis medical and criminal 
justice services.”
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The idea that the Integrated Healthcare and 
Supportive Housing model would play a preventative 
role in reducing tenants’ use of crisis health services 
was articulated by service providers. A health 
provider explained a view of the model consistent 
with the published literature from North America.  
The health provider said that the model would ideally 
mean that tenants would use less unnecessary 
ambulance call outs, and that:

It is also good for the person if they don’t end up 
in emergency for four or five hours for something 
that is relatively minor that can be sorted out here 
(Health Provider)

Drawing on a government funded evaluation of 
Brisbane Common Ground, there is in fact evidence 
to support the crisis health reduction function of 
the Integrated Healthcare and Supportive Housing 
model. Reporting on results from the Brisbane 
Common Ground evaluation, Parsell, Petersen and 
Culhane’s (2016) evidence of tenants’ changed 
patterns of service utilisation is an indicator of the 
impact of the Integrated Healthcare and Supportive 
Housing model (See Table 1).

Table 1 Tenants’ Service Use

12 months pre tenancy 
commencement

12 months post tenancy 
commencement 

Difference between  
pre and post

Admitted Patients $1,064,167 $472,673 -$591,495

£568,905 £252,691 -£316,225

Mental Health $372,498 $129,958 -$242,540

£199,146 £69,470 -£129,653

Emergency Department $102,510 $104,860 +$2,350

£54,796 £56,053 +£1,256

Ambulance $41,600 $40,950 -$650

£22,237 £21,889 -£347

Corrective Services $32,296 $1,452  -$30,844

£17,263 £776 -£16,487

Court $23,400 $13,217 -$10,183

£12,508 £7,065 -£5,443

Police $165,832 $83,955 -$81,877

£88,645 £44,878 -£43,767

Specialist Homelessness Services $174,613 $5,249 -$169,364

£93,339 £2,805 -£90,533

Total $1,976,916 $852,314 -$1,124,603

£1,056,757 £455,603 -£601,154

Parsell, C., Petersen, P. and Culhane, D. 2016. Cost offsets of supportive housing: Evidence for social work. British 

Journal of Social Work. doi: 10.1093/bjsw/bcw115
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The analysis presented by Parsell, Petersen and 
Culhane (2016) in the above table is based on 
administrative data from Brisbane Common Ground 
tenants. They obtained data on the services that 
tenants used in the 12 months that they were living 
at Brisbane Common Ground, and compared the 
service use with those same services used in the  
12 months before tenants moved into Brisbane 
Common Ground, when they were homeless. As 
shown in the table above, their service use analysis 
also identified the cost of the services used, and the 
differences in costs of service used when people 
were tenants compared to the services they used 
when they were homeless in the 12 months before 
Brisbane Common Ground (Parsell, Petersen and 
Culhane 2016). 

Compared to the 12 months when people were 
chronically homeless, the Parsell, Petersen and 
Culhane (2016) analysis shows two important 
findings: first, tenants used fewer crisis health and 
criminal justice services when tenants of Brisbane 
Common Ground. Second, the reduced service use 
amounted to a cost offset of providing supportive 
housing. Drawing on the Brisbane Common Ground 
data, they concluded that:

Compared to the costs to the state government 
of a person being chronically homeless for twelve 
months, a twelve month supportive housing 
tenancy achieves a tenant reducing their use of 
state government services – inclusive of the cost of 
providing supportive housing – by $13,100 (Parsell, 
Petersen and Culhane 2016: 14)

From this published data with tenants of Brisbane 
Common Ground, we can identify an impact of the 
Integrated Healthcare and Supportive Housing 
model as reduced use of crisis health and criminal 
justice services and associated cost offsets. 

3.4 Systems and practice integration 

We saw in Chapter Two that overcoming barriers 
to accessing mainstream health institutions was 
a key objective of the Integrated Healthcare and 
Supportive Housing model. The integrated and 
multidisciplinary team sits at the centre of the 
objective to assist tenants overcome barriers to 
accessing healthcare. Here we add to the qualitative 
data about the objectives and operation of the 
model; in this section we report data from the service 
provider survey to demonstrate their perceptions 
of the extent of integration, quality of integration, 
understanding of own and other’s roles in the 
integrated model, barriers to integration, and impact 
of integration (See Appendix I). 

Twenty-five multidisciplinary stakeholders completed 
the survey, with fourteen from psychosocial support 
provider (56%), seven housing provider (28%), and 
three health organisations (12%). Sixteen of the 
respondents were frontline workers (64%), and eight 
were staff without frontline contact as their day-to-
day function (32%). One respondent did not indicate 
their organisation or role (4%).  

3.4.1 Integration

The majority of stakeholder agreed that health 
services at Brisbane Common Ground were well 
integrated with housing and support services (96%), 
and one person neither agreed nor disagreed (a 
manager). The extent to which people agreed with 
this statement on integration was associated with 
the understanding of their own and other’s roles and 
agreeing that health services has resulted in tenants 
improving their access to on-site and external health 
services and better managing their health.

All participants agreed or strongly agreed with the 
statement that they had a strong understanding of 
their own and other’s roles and responsibilities at 
Brisbane Common Ground, although proportionally, 
non-frontline workers had higher rates of strong 
agreement to the statement (See Figure 3). 

Similarly, the majority of participants reported that 
they agreed with the statement that the health, 
housing, and support providers at Brisbane Common 
Ground have a clear understanding of their own and 
others’ roles and responsibilities. Frontline workers, Fr
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Figure 3 Own Role and Responsibilities

Level of agreement with statement “I have a clear 
understanding of my own and others’ roles and responsibilities 
at Brisbane Common Ground” 
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however, were more likely to have lower levels of 
agreement compared to non-frontline workers, with 
two workers disagreeing with the statement, and one 
frontline worker neither agreeing nor disagreeing 
(See Figure 4). 

All non-frontline workers agreed or strongly agreed 
that the organisational policy and systems enable 
effective working relationships between housing, 
support, and health services. There was less 
agreement with this statement for the frontline 
workers; 62% agreed or strongly agreed, 31% were 
neutral, and 6% disagreed. 

Greater extent of agreement with this statement  
was related to a greater level of agreement that 
health service at Brisbane Common Ground 
overcomes housing and health service barriers that 
vulnerable people experience in mainstream systems 
(See Figure 5). 

3.4.2 Barriers experienced by frontline workers

The majority of frontline service providers agreed (or 
strongly agreed) that frontline workers experience 
barriers to delivering integrated services to clients, 
whereas non-frontline workers were more likely 
to neither agree nor disagree (38%), or disagree/
strongly disagree (26%) (See Figure 6).

3.4.3 Perceived impact on outcomes

All participants agreed that health services at 
Brisbane Common Ground improved tenants’ access 
to on-site health services and the majority (96%) 
agreed that it improved access to external services 
(with 1 person neither agreeing nor disagreeing). 

The majority agreed that the health service 
also directly contributed to tenants’ sustaining 
housing (88%), with 3 people neither agreeing nor 
disagreeing.  All stakeholders surveyed reported 
agreement that the health service resulted in tenants 
improving their overall wellbeing. The majority 
also agreed that the health services at Brisbane 
Common Ground overcomes housing and health 
service barriers that vulnerable people experience in 
mainstream systems, although there was one person 
who disagreed with this.  
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Figure 4 Others’ Role and Responsibilities

Level of agreement with statement “The health, housing 
and support providers at Brisbane Common Ground have 
a clear understanding of their own and others’ roles and 
responsibilities”

Figure 5 Effectiveness of Policy and Systems

Level of agreement with statement “Organisational policy 
and systems enable effective working relationships between 
housing, support and health services” 

Figure 6 Frontline Staff Perceptions of Barriers

Level of agreement with statement “Frontline workers 
experience barriers to delivering integrated services to clients” 
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3.5 Tenants’ perceptions of health 
Figure 7 shows the self-reported changes in physical 
health, mental health, and satisfaction with life. The 
majority of tenants reported that their physical health 
had improved since living at Brisbane Common 
Ground (57%), 27% reported their physical health 
had not changed, and 16% reported it had gotten 
worse. Similarly, 47% of tenants reported that their 
mental health had improved since living at Brisbane 
Common Ground, 40% reported it had not changed, 
and 13% reported it had gotten worse. Satisfaction 
with life had improved for 61% of participants, not 
changed for 31% of participants, and gotten worse  
for 8%.

Figure 8 shows the self-reported changes in mental 
health since living at Brisbane Common Ground for 
tenants with and without a reported mental health 
diagnosis. Of the 75 tenants who responded, 38 
reported that they had been diagnosed with a mental 
illness (51%) and 35 reported they had never had 
a mental illness diagnosis (47%), and two tenants 
preferred not to say. The majority of tenants with 
a mental illness reported that their mental health 
had improved since coming to Brisbane Common 
Ground (52%), whereas only 43% of tenants without a 
diagnosis reported an improvement in mental health. 

3.6 Tenants’ perceptions of health 
service access

3.6.1 Help seeking from medical professional

Figure 9 shows the percentage of tenants 
who reported their help seeking from medical 
professionals had improved, stayed the same, 
and decreased. There was a positive relationship 
between help seeking from medical professionals 
and physical health (r = .24). Participants who 
reported an improvement in their seeking help from 
medical professionals were also likely to report an 
improvement in their physical health. 

Improvements in access to seeking help from medical 
professionals was also related to improvements in 
access to mental health treatment (r = .32) and an 
improvement in mental health–tenants who reported 
greater improvements in seeking help from medical 
professionals also reported better access to mental 
health treatment, and improvements in their mental 
health (See Figure 10). There was also a positive 
relationship between improvements in seeking 
help from medical professionals and improvements 
in mental health (r = .29). There was, however, no 
relationship between reporting improvements in 
access to mental health treatment and changes in 
mental health (r = .00).

There was a positive relationship between help 
seeking from medical professionals and life 
satisfaction (r = .25), with a majority of tenants who 
reported an improvement in being able to seek 
help from medical professionals also reporting an 
improvement in life satisfaction (See Figure 11).

Physical Health Mental Health With  
mental Illness

Life Satisfaction Without  
mental Illness

Improved a LittleImproved a lot Not changed Gotten a little worse Gotten a lot worse

Figure 7 Changes in physical health, mental health,  
and life satisfaction

Self-reported changes in physical health, mental health and 
satisfaction with life since living at Brisbane Common Ground

Figure 8 Changes in mental health

Self-reported changes in mental health 
for tenants with and without a mental 
illness
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3.6.2 Mental health diagnosis and access to  
 mental health services

People with a mental health diagnoses (that they 
reported to us) reported greater improvements 
in access to mental health services. The majority 
of participants (58%) who disclosed they had a 
diagnosed mental illness reported their access to 
mental health treatment had improved (either by 
a little bit or a lot), whereas only a minority (14%) of 
participants who said they did not have a diagnosed 
mental illness reported an improvement in access 
to health treatment, with the majority reporting their 
access had not changed (86%).

Access to mental health services was not significantly 
correlated with self-reported improvements in 
mental health for people with a diagnosed mental 
illness (Spearman’s rho = .15), but the direction of the 
relationship was positive, with improvements in one 
being positively related to improvements in the other. 

For people with a mental health diagnosis, 
improvements in seeking help from medical 
professionals was related to improvements in mental 
health (rho = .40), but this was not the case for people 
who did not have a mental health diagnosis (rho = 
.26). That is, for people who said they did not have 
a mental health diagnosis, improvements in seeking 
help from medical professionals was unrelated to 
changes in mental health. 

3.6.3 Diet improvements 

There was a positive relationship between 
improvement of diet and physical health (r = .35). 
Participants who reported that Brisbane Common 
Ground made it easier to make improvements in 
diet were also likely to report improvements in 
physical health. There was also a positive relationship 
between diet and mental health, with participants 
who reported it being easier to improve their diet 
since Brisbane Common Ground also more likely to 
report improvements in mental health (See Figure 12).

We also examined which factors best explained the 
pattern of responses for physical health changes. 
When comparing improvements in help seeking from 
medical professionals and improvements in diet, 
the improvement of diet was a stronger predictor of 
improvements in physical health (explains more of the 
changes/differences in the patterns of responses). 

3.6.4 Gender

There were no gender differences in access to 
medical professionals, access to mental health, 
improvement in diets or improvements in mental 
and physical health. For both genders, the majority 
of participants reported improvements in all areas. 
Gender did not influence the relationship between 
access to health service and improvements in health, 
nor the relationship between diet changes and 
improvements in mental/physical health. That is, the 
above reported patterns between these areas were 
the same for males and females. 
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Figure 9 Physical health and seeking medical assistance

Changes in physical health by changes in help seeking from 
medical professionals  

Help-seeking from medical professionals since living in BCG

(Physical health changes since living in BCG) (Mental health changes since living in BCG)

Figure 10 Mental health and seeking medical assistance

Changes in mental health by changes in help seeking from 
medical professionals  
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3.7 Conclusion 
Informed by survey data from tenants and service 
providers, administrative data on tenants’ usage 
and changes in public funded services, and tenancy 
database analysis, we have demonstrated five 
impacts of the Integrated Healthcare and Supportive 
Housing model. First, consistent with one of the 
key objectives, the data shows that tenants sustain 
housing and maintain exits from homelessness. 
Second, compared to their experiences as chronically 
homeless for 12 months, the Integrated Healthcare and 
Supportive Housing model is associated with tenants 
using fewer crisis health and criminal justice services 
over 12 months. Tenants access the multidisciplinary 
services provided through the model and in turn they 
use less crisis health services. Third, most tenants 
report that living at Brisbane Common Ground assists 
them to better access physical health and mental 
health services. Moreover, most tenants report that 
living at Brisbane Common Ground has made it 
easier for them to improve their diet. The survey data 
reveals that tenants are able to overcome barriers to 
accessing health services and they are better able 
to manage their day-to-day lives. Fourth, since living 
at Brisbane Common Ground most tenants report 
improvements in their physical health, their mental 
health, and their satisfaction with life. There is a link 
between tenants using less crisis health services, 
utilising the Integrated Healthcare and Supportive 
Housing model to address barriers to healthcare 

access, and reporting improvements in health. 
Fifth, service providers in the multidisciplinary team 
comprising the model report that integration has 
been achieved. The service providers feel confident 
that organisational policy and systems enable 
integration, and they likewise report confidence 
that the contributors to the model have a clear 
understanding of their own and others’ roles. Further, 
the service providers assessed that the model 
improved tenants’ access to both services on-site 
and off-site. 
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Figure 11 Satisfaction with life and seeking medical assistance

Changes in satisfaction in life by changes in help seeking from 
medical professionals

Help-seeking from medical professionals since living in BCG Ease of improving diet and eating habits since living in BCG?
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Figure 12 Diet and Physical Health Changes

Changes in physical health by changes in diet and eating 
habits  
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“A twelve month supportive housing tenancy  
achieves a tenant reducing their use of state 
government services–inclusive of the cost of 
providing supportive housing–by $13,100”

Arif, Brisbane Common Ground 
Integrated Nursing Service Clinical 
Nurse with a BCG tenant.

Photography: Katie Bennett.
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To provide a context to the experience and meaning 
making of tenants working with the model we first 
demonstrate the disproportionate levels of ill-health 
and socially deprived living conditions experienced 
by tenants prior to commencing their Brisbane 
Common Ground tenancy. Also as a source of 
context to tenant experiences, we present data on 
tenants working with, and being excluded from, 
mainstream healthcare prior to Brisbane Common 
Ground. Building on the contextualising discussion, 
the chapter presents qualitative data to show how 
tenants experienced the model as a practical and 
direct mechanism to overcome barriers to healthcare 
access. We conclude the chapter by presenting 
qualitative data to illustrate how tenants experienced 
the model as a resource to realise empowerment 
to control their healthcare and ultimately to improve 
their health and wellbeing.

4.2 Poor health of tenants 
The Integrated Healthcare and Supportive Housing 
model can only be meaningfully understood by taking 
account of the ill-health tenants reported and the 
socially deprived environments experienced prior to 
moving into Brisbane Common Ground. A physician 
who works with many of the tenants described the 
cohort as having “chronic mental or physical health 
problems” and often combined with “drug and 
alcohol problems.” Data from the tenant survey (n=76) 
reveals that forty per cent reported their general 
health as poor or fair; twenty five per cent reported 
their health as good, only 7 per cent described their 
general health as excellent. In the same survey, 64 

per cent reported health problems that restrict life. 
This data on ill-health must be considered in light of 
the findings in the previous chapter which showed 
the reported ill-health constitutes an improvement 
in health status since residing at Brisbane Common 
Ground.

The tenants below describe their health prior to 
Brisbane Common Ground to help us understand  
the survey data.

[Before Brisbane Common Ground] I didn’t have 
any support. I had a little bit, but my psychiatrist 
kept putting my medication up and changing it 
and moving it around and switching it and upping 
doses, lowering others, and I had no break so I 
was always manic or always depressed. So I was 
in this state of every three weeks in hospital. That’s 
what it was like before I moved here. (Tenant)

I got sick and I ended up in a homeless shelter and 
then I got really sick and I ended up in hospital 
for three months. I had emergency surgery, I had 
blood transfusions. It was hell. I’m terrified. (Tenant)

The ill-health of tenants sits in a context of 
experiencing deprived social conditions and 
lifestyles prior to moving into Brisbane Common 
Ground. One tenant explained the challenges she 
had encountered in not only readjusting to living 
in housing, but also the psychological challenges 
“believing it’s actually happening.” For this tenant, the 
changes in living in housing and the health problems 
she came into housing with were poignantly summed 
up when she referred to her situation: 

4.1 In this chapter we address the research question, how do tenants 
experience the Integrated Healthcare and Supportive Housing model? 
We draw primarily on qualitative interview data from tenants to 
illustrate the meaning they ascribe to the Integrated Healthcare and 
Supportive Housing model. The chapter aims to demonstrate what the 
model means to tenants. We augment the tenant qualitative interviews 
with data from qualitative interviews with service providers involved in 
delivering, and collaborating with, the model. Throughout the chapter 
we also link the qualitative data to the impact data presented in 
Chapter Three. Tenants articulating their firsthand experiences helps 
explain the impacts identified through quantitative measures. 
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I think when you’ve been on the streets a long 
time you sort of almost become a bit like an animal 
(Tenant)

The tenant explained the feeling of living like an 
animal prior to Brisbane Common Ground with living 
conditions that are the antithesis to health promotion:

I noticed when it was really stormy and that I felt 
really good about myself being inside, because 
I’ve been underneath the church just before I came 
here. There were other squatters and I got really 
freaked out. I ended up on a toilet floor for about 
three days before I was here. (Tenant)

As will be demonstrated below in the discussion 
on barriers to accessing healthcare, likening life as 
homeless to living like an animal and sleeping on 
a toilet floor explains both ill-health and exclusion 
from mainstream healthcare. It is the extreme health 
problems and the inadequacy of the mainstream 
health systems to respond to people’s previous 
health problems that contextualises and makes 
meaningful tenants experiences of the Integrated 
Healthcare and Supportive Housing model at 
Brisbane Common Ground. 

Thus in the sections below when tenants talk 
about feeling comfortable to see and trust a health 
practitioner, and when they are empowered to be 
in control to enact positive health behaviours, their 
experiences must be understood as a significant 
progression from the deprivation, distrust, and 
indignity of living without secure shelter or access 
to the material conditions we all require to maintain 
health. 

4.3 Inadequate and inappropriate  
 healthcare as homeless
Alongside tenants’ ill-health, particularly ill-health 
that characterised their lives as homeless, were 
descriptions of being let down by mainstream health 
systems. When homeless, people experienced 
mainstream healthcare as either exclusionary, or 
when they were able to access healthcare, tenants 
reported the care they received as manifestly 
inadequate. Underpinning the assessment that 
mainstream healthcare providers had inadequately 
met their needs was the experience of mainstream 
healthcare providers administering medication 
without clinicians considering the causes of the 
problems or the consequences of the medication. 

Experiences of inappropriate and inadequate 
healthcare as homeless were explained with 
reference to poor prescribing of medication.  
The remarks below are indicative: 

Well they just used to put you on medication and 
knock you out all day. You didn’t get to say a thing. 
(Tenant)

They were happy to give you things. I don’t like 
that. If you take too many pills you’re like a rat 
cleaning out a chemist. (Tenant)

When homeless, tenants described not being in 
the position to influence the medication they were 
prescribed and as such they experienced being 
inappropriately prescribed and over-medicated. 
The position of homelessness constitutes material 
deprivation and the associated absence of power 
and authority to assert an identity separate to one’s 
problems (Parsell 2011). Not only does poverty 
represent a barrier to expressing one’s voice, but 
importantly, poverty compromises people’s capacity 
to have their voice and self-assessment valued 

“I noticed when it was really 
stormy and that I felt really 
good about myself being 
inside”
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and taken seriously (Lister 2004). Another tenant 
described their physician as prescribing inappropriate 
medication in response to the tenant’s emotions 
and negative experiences as homeless. The tenant 
recalled that when homeless the physician:

Reacted every time I had an emotion. So if I got 
pissed off she’s like, “You’re aggressive and manic 
and you need to go to hospital. I’m going to give 
you some Olanzapine and some Seroquel and 
we’ll change your behaviour and I’ll put you on all 
this stuff” (Tenant)

It is not only the lack of power as homeless that 
subverted tenants’ capacity to inform the physician’s 
assessment of prescribed medication. Rather the 
experience of homelessness and the stress that it 
amounted to meant that tenants were prescribed 
medication that was experienced as treating the 
(emotional) symptoms of homelessness. Tenants 
were treated for distress, but they understood that 
their distress was an emotional and psychological 
reaction to their material deprivation. Even when 
tenants felt that the medication they were prescribed 
was effective to respond to the behavioural 
symptoms of homelessness, they believed the 
medication was prescribed without the physicians 
interested in examining the underlying causes of  
their symptoms (i.e., homelessness):

Always just gave more medication. All right, it did 
work, but it’s no use just giving more medication 
when you don’t know what’s causing it (Tenant)

The practices of prescribing medication that treats 
or responds to the symptoms of poverty have been 
critically illuminated by Professor Sir Michael Marmot 
(2016). Marmot identifies the disproportionate rates 
of ill-health experienced by people in poverty and 
he challenges healthcare providers to address 
the causes of the causes. Reflecting the firsthand 
experiences of tenants, Marmot forces us to 
not simply treat the symptoms of poverty, but to 
intervene to address the inequities that place people 
in poverty at greater risk of ill-health. Prior to moving 
into Brisbane Common Ground, tenants experienced 
mainstream healthcare that either excluded them 
from appropriate care or that treated the symptoms of 
their homelessness. Drawing on the idea of treating 
the causes of the causes, below we examine tenants’ 
experiences to see how the Integrated Healthcare 
and Supportive Housing model overcame barriers 
to healthcare access that enabled tenants to control 
their healthcare. 

4.4 Overcoming barriers to  
 healthcare access

Tenants experienced the Integrated Healthcare 
and Supportive Housing model as overcoming the 
barriers they experienced with accessing healthcare 
as homeless. These barriers included: accessibility; 
affordability; and physical resources. 

4.4.1 Accessibility 

The Integrated Healthcare and Supportive Housing 
model was experienced as solving accessibility 
barriers to healthcare that people had endured 
before becoming tenants of Brisbane Common 
Ground. Central to the accessibility of healthcare  
was transportation. One tenant explained 
accessibility problems associated with a physician 
that did not take account of accessibility barriers:

I did have a GP, but he no longer wanted me to go 
to him (Tenant)

Why is that? (Researcher)

Because I kept cancelling on him all the time, 
because I wasn’t well. I was very sick and I was 
due for an operation and that’s why I couldn’t 
go anywhere. I couldn’t walk a certain distance. 
(Tenant)

Even when tenants described having a positive 
experience with healthcare providers when they 
were homeless – and several did – they experienced 
significant problems accessing the healthcare which 
meant they would go without:

I was homeless a lot I used to have to make my 
way all the way to the [community organisations]. 
I used to see [general practitioner] a lot, she’s a 
really good doctor, but often you wouldn’t get 
around to it because you’d have to walk up these 
big stairs. (Tenant)

The tenant contrasted her previous experience 
as homeless and remarked that the Integrated 
Healthcare and Supportive Housing model enabled 
her to be assisted to access healthcare through 
home visits or provided transportation to external 
providers. The tenant no longer misses out on 
healthcare because of accessibility barriers, instead 
the tenant is accessing healthcare:

Because it’s right here in the building and I even 
got taken for a blood test by car… it’s just much 
more convenient. (Tenant)
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Another tenant spoke about transport provided by 
the on-site service providers as overcoming barriers 
attributed to limited physical mobility:

Yeah, because they drop you off at your doctors 
and [psychosocial provider will] pick you up if you 
can’t [walk]. With my emphysema I can’t walk that 
far, and my asthma as well, so they’ll drop me off 
and pick me up, which is good. (Tenant)

By directly providing or arranging transport the 
Integrated Healthcare and Supportive Housing 
model represented a simple but meaningful solution 
to accessibility barriers. It is noteworthy that 
accessibility barriers were often experienced as 
attributed to health problems (needed an operation, 
emphysema). Thus in the absence of the transport 
it is likely that the ill-health that caused the barrier 
to healthcare access will deteriorate, in large part 
because of, the barriers to healthcare access. 

In the previous chapter we cited administrative data 
(Parsell, Petersen and Culhane 2016) to demonstrate 
that tenants used less crisis health services in the 
first year they lived at Brisbane Common Ground 
compared to the year immediately prior to Brisbane 
Common Ground when they were homeless. 
Overcoming barriers to accessing planned healthcare 
helps understand the reduction. Indeed, tenants’ 
experiences confirm this link. They explained that 
having the barriers removed to enable them to 
access primary healthcare meant that they did not 
present at hospitals for health issues that could have 
been addressed in a planned way:

Well I can get everything I need here [Brisbane 
Common Ground]. On the street you couldn’t. You 
had to wait in lines in hospital. (Tenant)

Addressing accessibility barriers to mainstream 
healthcare access thus not only means it is less likely 
that people will present to crisis health services, but 
it likewise facilitates the model’s preventative health 
and early intervention objective. Transportation to 
overcome accessibility barriers helps tenants receive 
the primary healthcare that they need in order to 
manage and take control over their health. Barriers to 
accessing mainstream healthcare mean that people 
become sicker and then rely on crisis medical care. 

The model also addressed barriers to healthcare 
access by working with tenants and mainstream 
healthcare practitioners to ensure tenants received 
the healthcare that most appropriately responded 

to their needs. We saw above in Section 4.1.2 that 
as homeless, people experienced mainstream 
healthcare in ways that they did not value and 
in ways they deemed inappropriate. Tenants, 
for instance, described the powerlessness of 
homelessness to mean the inability to ensure that 
medical practitioners treated the underlying causes 
of their ill-health rather than just medicate the 
symptoms. Tenants did not feel that they had a voice 
to influence and indeed shape the nature of the 
healthcare they received. A tenant illustrates  
the lack of authority to have their voice heard and 
the way that the integrated model assisted to access 
appropriate healthcare:

[Health provider] upstairs, I explained to him that 
I wasn’t happy with my GP. [My former GP] was 
just not listening to me. You would go in there 
and it was in and out the door before you knew it. 
Nobody was listening to what you were saying and 
[on-site health provider] suggested me going to 
see a Dr [name removed], and I started going there 
and she’s wonderful. (Tenant)

Consistent with the objective to link tenants to 
general practitioners and mainstream health 
institutions, the tenant above explains how the 
health provider in the integrated model provided 
the assistance to link her to a general practitioners 
that could appropriately respond to need. The 
tenants experienced the model as not just linking to 
external health services, but also linking to health 
services that they felt were appropriate. This linking 
to appropriate healthcare is critical given that 
tenants had previously experienced inadequate and 
inappropriate healthcare in the mainstream system.

4.4.2 Affordability 

In addition to the integrated model addressing 
the barriers explained above, tenants also valued 
Integrated Healthcare and Supportive Housing 
because it helped them address the financial barriers 
to accessing healthcare. Tenants all received low 
incomes; prior to living at Brisbane Common Ground 
they experienced significant barriers accessing 
affordable healthcare:

You never find a doctor that bulk bills. It’s really 
hard. (Tenant)

I had to pay $90-something, because every minute 
counts, basically. So I was always paying the 
extended visit and when you’re on Newstart it’s 
like, you know. (Tenant)
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At the extreme, being unable to afford healthcare as 
homeless meant that people would not see a doctor:

Half the time you don’t go to the doctor, you just be 
sick because you can’t afford it. (Tenant)

[When I was homeless] if I’m sick I wouldn’t really 
bother going out and travelling to someone that 
bulk billed. (Tenant)

Tenants’ experiences of unaffordable healthcare 
and going without the healthcare they require are 
disturbingly common among many Australians who 
live in poverty (Saunders and Davidson 2007). The 
Integrated Healthcare and Supportive Housing 
model, however, enabled tenants to overcome 
the financial barriers and stressors of accessing 
appropriate care. When describing what it meant 
to live in a building with the integrated healthcare 
model, tenants illustrated the importance of 
affordable access to healthcare:  

[here] it takes a lot of pressure off. Not just trying 
to find someone that will take Medicare, because 
when you’re – I’m on Newstart, which is nothing. 
You have to pay rent here and then I’ve got a 
MasterCard and personal loan and whatever else. 
So it’s not just that fact of knowing that he’s going 
to be here – and you don’t have to wander around. 
Just put your name down and you know he’s 
going to see you between 9:00 am and 12:00 pm. 
(Tenant)

Like I said, it’s a lot easier and you don’t have to be 
anxious or worry about it. It takes a load off your 
worrying and finances. (Tenant)

It’s more affordable. Here I can just go upstairs and 
just have a quick chat. Do you know what I mean? 
It doesn’t cost me anything. But I don’t abuse it. I 
only use it when I need to. (Tenant)

Addressing affordability barriers achieved a 
preventative function in the same way that providing 
transport and overcoming physical barriers to 
accessing healthcare did. Tenants routinely 
described, not only the importance of seeking 
affordable primary healthcare, but also the way that 
accessing affordable healthcare reduced their stress, 
anxieties, and concerns associated with otherwise 
unaffordable healthcare. Thus by overcoming 
barriers to affordable healthcare the model assists 
with mental health and general wellbeing. Tenant 
experiences of reduced stress and anxiety because 
they can access healthcare that is affordable helps 
us understand the improved mental health and life 

satisfaction reported in the previous chapter. 

In addition to direct access to affordable healthcare, 
tenants understood that the integrated model meant 
that ill-health and medical treatment was not going to 
lead to eviction. In line with the intention of the model 
to coordinate care and bring health information to 
inform tenancy issues, a tenant reflected on the 
model:

That time when I was in hospital for 10 days, it was 
easier because I wasn’t able to pay rent at that 
time, but they understood that. If I was in private 
rental they would have demanded my rent at that 
time. “You’ve missed your rental on Thursday. 
Where is it?” But here, they understood that. They 
just gave me time to sort myself out. (Tenant)

The tenant experience above is significant as it 
highlights the critical function of the model as not 
simply co-locating medical practitioners in supportive 
housing to address barriers to access. Consistent 
with the ideal multidisciplinary model presented in 
formal documents and enacted by service providers, 
tenants experienced the model as integrated. 
Through integration they understood that health 
problems would not place their tenancy at risk. 
This is not simply of theoretical importance. Many 
tenants had experienced chronic homelessness; 
from firsthand experiences they knew that ill-health 
could trigger rental arrears and eviction leading to 
homelessness. 

4.4.3 Removing barriers to enable empowerment  
 and control

The discussion thus far has focused on how tenants 
were excluded from mainstream healthcare because 
of accessibility and affordability barriers. Tenants 
described the experience of homelessness – and the 
material deprivation, ill-health, and powerlessness 
associated with homelessness – as barriers to 
accessing and benefiting from mainstream health 
services. We have shown how tenants experienced 
and worked with the Integrated Healthcare and 
Supportive Housing model to overcome these 
barriers. Extending this discussion, here we present 
the experiences of tenants to illustrate how the 
model enabled them to overcome barriers to 
controlling their primary healthcare and lifestyle 
needs. The experiences of tenants show how the 
model was a mechanism for empowerment. 
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Tenants explained how being homeless meant that 
they were unable to manage their day to day lifestyle 
to keep themselves healthy. The experience of 
homelessness disempowered people to control and 
self-manage their health. Tenants described how 
being homeless meant exclusion from resources that 
we all rely upon to bring the control to our lives that 
is required for any reasonable standard of positive 
health, wellbeing, and life satisfaction. One tenant 
recalls the shame and indeed health consequences 
of living on the streets:

Because I was homeless before that. I was getting 
a lot of chafing and not keeping clean and dirty 
and unhygienic and even the bus driver basically 
threw me off the bus once recently, before I came 
in here, because I stunk. Well, he told me I stunk as 
I got off the bus. (Tenant)

Being homeless meant being excluded from the 
fundamental resources that we need to maintain 
hygiene, and in turn, maintain primary health. An 
absence of these resources, or even having to rely 
on the undignified use of these resources in public 
places, prevented people from maintaining their 
health. Tenants experienced homelessness as the 
absence of the physical amenity required to maintain 
a reasonable lifestyle. In contrast, they experienced 
the Integrated Healthcare and Supportive Housing 
model as a practical and meaningful resource to 
control their lifestyle and healthcare: 

How has taking your medication changed since 
moving to Brisbane Common Ground? (Researcher)

I take it a lot more now. Before I just used to take a 
bit here and there. (Tenant)

So why is that different now to what it was before? 
(Researcher)

Because in the boarding house you’ve got to 
share a toilet and bathroom and you can’t put your 
medication anywhere and some boarding houses 
don’t even have fridges in the room. With my 
diabetes and stuff, my insulin, I’ve got to put that in 
the fridge. (Tenant)

The tenant went on to describe that having their own 
fridge not only impacted health because it provided 
a safe place to store insulin, but compared to living in 
the boarding house where food was stolen from the 
communal fridge, having a house meant storing food 
and thus the capacity to eat a healthy diet.

 

Another tenant developed the importance of amenity 
to explain the function of security:

So could you just explain a bit more about what 
the biggest differences are between living on the 
street and living here for you? (Researcher)

Well the difference is it’s more safe. I don’t get stuff 
stolen anymore, you don’t get your meds taken. 
(Tenant)

When homeless it is easy to conceptualise the 
absence of a physical dwelling, but tenants added 
nuance to this to describe homelessness as the 
absence of physical resources (fridges) that enabled 
them to live a healthy lifestyle and to control their 
healthcare, for example, having the resources and 
routine to safely store and take medication. 

The experiences of tenants are in line with the ideas 
and theories of the model presented by service 
providers (Section 2.2). An on-site health provider 
explained how they were able to adequately carry 
out their professional role because tenants have  
their own housing: 

We can look at managing things like insulin, like 
you need insulin in a fridge. There’s just so many 
issues in terms of managing your own health, 
getting food, getting appropriate food for all sorts 
of different chronic health conditions. So if you’re 
housed it’s a starting point to then deal with all of 
those things. (Health Provider)

The on-site providers in the multidisciplinary team 
played a key role in supporting and working with 
tenants so that they could control their healthcare. 
Tenants described how they drew on the advice and 
support available through the Integrated Healthcare 
and Supportive Housing model to enact change:

I had to change my diet because when I went to 
the hospital they just said, “You have very high 
potassium, extremely high.” I went, “Okay.” They 
said, “You just eat low potassium,” and I thought, 
“Well what’s potassium? What’s in potassium?” 
So, really, I got all the help from here with my diet. 
So we printed out potassium, the high levels of 
potassium, what’s in it, and I eat what’s the lower 
level potassium. That simple. And I changed 
my diet around. All of the stuff that the [health 
provider] and [psychosocial provider] have done.  
I couldn’t pick one person out. Very good. (Tenant)

Health literacy extended beyond learning about 
medication and health issues, to include lifestyle 
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changes and primary prevention. Although having a 
fridge, kitchen and locked door are the fundamental 
resources to improve health and general wellbeing 
(discussed above), tenants drew on the on-site 
support services to understand how they could 
best use the resources available to maintain their 
health and indeed to prevent future health problems. 
The tenant above is characteristic of others who 
explained how they actively worked with the health 
provider and psychosocial provider to improve the 
conditions of their life to be empowered to manage 
their own healthcare.

There is a clear and analytical link between tenants’ 
experiences of the integrated model and the survey 
and service usage data which shows tenants 
improving their health, improving their access to 
healthcare, and reducing their use of crisis healthcare 
(not to mention criminal justice and homelessness 
services). As homeless, tenants did not have the 
resources to manage their healthcare. Their lifestyles 
as homeless further contributed to the deterioration 
of their ill-health. The resources provided to tenants 
in the Integrated Healthcare and Supportive 
Housing model meant that they were able to seek 
the healthcare they needed, control their lifestyle 
to prevent decline in their health status and the 
development of additional health problems, and 
thus the model was a physical resource to enable 
empowerment. Tenants experienced the model in a 
way that Marmot (2016) says is treating the causes of 
the causes. Ill-health was caused and exacerbated 
by the social conditions, material deprivation, 
and mainstream healthcare systems that were 
inaccessible to people. The Integrated Healthcare 
and Supportive Housing model helped remedy these 
systematic barriers, and in doing so it provided the 
resources and support that meant tenants could 
have far more control over their health. Previously 
as homeless or inadequately housed, tenants were 
reliant on crisis and inaccessible healthcare that 
responded to the consequences of their poverty.

4.5 The model achieves improved  
 health, lifestyle, and wellbeing

Implicit in the discussion above about overcoming 
accessibility and resource barriers to healthcare is 
improved health. In Chapter Three we presented 
survey data to demonstrate the majority of tenants 
reported improved physical health, mental health, 
and satisfaction with life. The survey data also 
showed reported improvements in access to 
healthcare. Here we add to the discussion to show 
how empowerment to control healthcare directly 
fed into tenants experiencing improved health and 
wellbeing. 

Building on the above discussion (Section 4.4.3) 
about having physical resources to manage one’s 
own health, tenants reflected on their capacity for 
self-management of their healthcare as directly 
impacting on their mental health

No. I didn’t take anything on the streets because I 
didn’t have anywhere safe to keep it and now I’ve 
got a regular chemist I go to. (Tenant)

Do you notice a difference from taking the 
medication? (Researcher)

Yeah, I concentrate better. I can stay awake a 
bit longer during the day. I don’t feel as sad and 
depressed, and I feel just happier. (Tenant)

Another tenant reported similarly:

Well they’ve [on-site health providers] been really 
good with me. They’ve impacted my life very well. 
I’m happy now. I’m energetic. I’m not depressed 
anymore. (Tenant)

In addition to positive impacts that were attributed 
to better medication management that supportive 
housing enabled, tenants experienced the 
multidisciplinary team as helping them to understand 
their health needs and improve their health literacy. 
One tenant reflected upon the support she receives 
from the health and psychosocial providers as 
making a difference in her life. With the support and 
resources provided, the tenant reported not only 
better understanding of her health condition and 
medication, but also reducing her need for high 
doses of medication. 

Before I came here I was living with my ex-
husband. Seroquel doses are normally between, 
say, 200 mg and 600 mg. I was on 600 mg and 

“I’m happy now. I’m 
energetic. I’m not 
depressed anymore”
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I’d just take that every day. I was given it by that 
horrible doctor, my old horrible doctor, and I was 
taking extra 1,400 mg a day just so it would knock 
me out because I didn’t want to be awake. I was 
really depressed. So I came here and I was doing 
the same still, but gradually, over time, when I 
had had the support here, over time I learned to 
trust the [on-site health provider] and [the on-site 
psychosocial provider] and I just stopped doing 
it. I decreased it and I started doing some study 
on what psych meds can do to people and I just 
realised how dangerous it was to do what I was 
doing and that I really did have to trust them here, 
to know that what they were saying to me was 
true. (Tenant)

The Integrated Healthcare and Supportive 
Housing model was experienced by the tenant 
above as providing the trust and security for her 
to reduce medication that she described using as 
a consequences of problems she had in her life. 
The support assisted tenants to develop better 
understanding of their health and medication needs 
so that they were positioned to control their own 
healthcare and in turn to decide what constitutes, and 
how to achieve, positive health. 

Using the service providers to learn how to improve 
health was a dominant theme that assumed many 
forms. One tenant spoke about using the on-site 
support to learn about managing technical healthcare 
procedures:

Well they taught me how to do it. First of all I had 
to get used to having the bag, carrying the bag 
around, so that I was totally aware that this is the 
ascites and get my head around the whole thing. 
Then after a few months the bag was gone and I 
was doing stuff myself. (Tenant)

That’s good. So did [on-site health provider] help 
you with that? (Researcher)

Yeah, [on-site health provider] been helping me 
all the time with that. There’s a lot of people in the 
building so I get to see him maybe once a week. 
But before that I was seeing him nearly every day 
because he was all over it. (Tenant)

The interviews with tenants were clear: they 
experienced the physical resources of housing and 
the support and assistance from the integrated 
model as leading to empowerment to manage their 
own healthcare and for some, this led to direct 
improvements in health and wellbeing. Not all 
tenants, however, reported improvements in health, 

even if they did overcome barriers to healthcare 
access. The below tenant makes this clear, saying 
that her health had not improved, but nor had she 
expected it to:

Your physical health, has it gotten better or worse 
since moving into Brisbane Common Ground? 
(Researcher)

It’s pretty much the same. The only thing is the old 
age is creeping up on me and I’m having trouble 
with my hip. I’m going to have to do something 
about it at some stage, sometime soon. Because 
I take prednisone for my eyes, I’m trying to cling 
onto that last little bit of sight that I’ve got, I 
have regular bone density testing. The last one I 
had, which was about a year and half ago, they 
identified that my left hip was deteriorating. I mean 
it’s getting pretty sore now. (Tenant)

The experiences of health not improving need to be 
understood in the context of what the model does 
achieve. Not all tenants directly reported improved 
health and wellbeing, but the majority have sustained 
housing. Moreover, many tenants have experienced 
extreme ill-health and complex health problems, 
and sustaining housing and not being hospitalised 
is a significant outcome. A mental health practitioner 
identified the complexity of health and a physician 
observed the significance of housing sustainment 
and engaging with healthcare:

[Tenant name removed] doesn’t scream and 
become overtly distressed and he’s had no 
subsequent hospitalisations. (External Health 
Provider)

[Brisbane Common Ground] clients of mine have 
been housed in unstable housing, at risk for many 
years who have now lived [Brisbane Common 
Ground] for 12-24 months, which is a record for 
some of them who are attending appointments or 
looking after themselves well and whose health is 
improving. (External Physician)

Improving health and wellbeing should be a primary 
objective, but our understanding of the complexities 
of this goal must take into account tenants’ life 
histories. Working toward, and the achievement of, 
empowerment to self-manage their healthcare is 
fundamental. Not only did tenants use the on-site 
services to become empowered to manage their 
healthcare (Section 4.4.3), for many of them they 
experienced the control over their healthcare and 
the support they received as directly contributing to 
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improved health and wellbeing. Consistent with the 
ideal Integrated Healthcare and Supportive Housing 
model, tenants associated improved health with their 
capacity to control their healthcare. Throughout the 
tenant interviews they described a great diversity 
of ways that they worked with the multidisciplinary 
on-site team and mainstream health institutions; 
they likewise expressed diversity in the degree to 
which they had improved health and wellbeing, 
some reported no or very little improvements. 
Common among all of this diversity, however, was 
the experiences and aspiration to use the resources 
available to manage their own healthcare. The active 
efforts to enable tenants to become empowered in 
controlling their healthcare underpin ultimate efforts 
to improve their health and wellbeing. 

4.6 Conclusion 

Tenants’ experienced the Integrated Healthcare and 
Supportive Housing model as a practical resource to 
overcome systematic barriers they had experienced 
accessing mainstream healthcare as homeless. 
As homeless, people did not have access to the 
fundamental resources required to maintain health. 
Moreover, when people were homeless they felt that 
healthcare professionals did not take account of what 
they wanted. Tenants felt that being homeless meant 
not having a voice to influence the healthcare they 
received, and in turn healthcare practitioners treated 
the symptoms of their poverty. 

The historic experiences of ill-health and barriers 
to accessing mainstream healthcare as homeless 
directly inform tenants’ lived experiences of the 
Integrated Healthcare and Supportive Housing 
model. By solving accessibility barriers, for example, 
by providing access to affordable healthcare and 
transport to healthcare services, tenants were no 
longer reliant on crisis healthcare. Furthermore, 
tenants accessed healthcare in a coordinated and 
planned manner which facilitated a preventative 
function. Access to coordinated healthcare meant 
that health problems were treated before they 
deteriorated. Indeed, as homeless people were often 
unable to access healthcare because of mobility 
problems caused by their ill-health. The Integrated 
Healthcare and Supportive Housing model worked 
to overcome an inflexible mainstream health system 
that was unable to address the ill-health compounded 
by mobility problems attributed to ill-health.  

We presented the experiences of tenants to illustrate 
how the model enabled them to overcome barriers 
to controlling their primary healthcare and lifestyle 
needs. The experiences of tenants shows how the 
model was a mechanism for empowerment. Being 
homeless meant being reliant on crisis healthcare 
and healthcare often deemed unsatisfactory. On the 
other hand, tenants used the Integrated Healthcare 
and Supportive Housing model as a resource to 
manage and better control their healthcare. For many 
tenants, although not all of them, greater control over 
healthcare was experienced as improved physical 
health, mental health, and wellbeing. 

“The experiences of tenants 
shows how the model was a 
mechanism for empowerment.”
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Appendix 1  
Integration survey
Institute for Social Science Research The University of Queensland 
 Brisbane Qld 4072 Australia 
 Telephone (07) 3346 7344 
 International +61 7 3346 7344 
 Facsimile (07) 3346 7646 
 Email issr@uq.edu.au  
 Internet www.uq.edu.au/issr

Service integration survey – Service providers 
Integrated Health and Supportive Housing study 

What organisation do you represent?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

What is your usual role:  
Frontline service provider or manager? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Strongly 
Disagree

Disagree Neither 
Agree nor 
Disagree

Agree Strongly 
Agree

Health services at Brisbane Common Ground 
are well integrated with housing and support 
services

The health, housing and support providers 
at Brisbane Common Ground have a clear 
understanding of their own and others’ roles and 
responsibilities

I have a clear understanding of my own and 
others’ roles and responsibilities at Brisbane 
Common Ground 

Housing providers at Brisbane Common Ground 
understand the significance of health and 
support services to achieve positive tenancy 
outcomes

Health and support providers at Brisbane 
Common Ground understand the significance 
of housing to achieve positive tenant health and 
wellbeing outcomes 

I understand the significance of housing to 
achieve positive tenant health and wellbeing 
outcomes 
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Strongly 
Disagree

Disagree Neither 
Agree nor 
Disagree

Agree Strongly 
Agree

Organisational policy and systems enable 
effective working relationships between housing, 
support and health services

Frontline workers experience barriers to 
delivering integrated services to clients

The health service at Brisbane Common Ground 
has resulted in tenants improving their access to 
on-site health services 

The health service at Brisbane Common Ground 
has improved tenants access to health services 
outside of Brisbane Common Ground

The health service at Brisbane Common Ground 
do not contribute to tenants improving their 
health

The health service at Brisbane Common Ground 
has assisted tenants to better manage their own 
healthcare needs

The health service at Brisbane Common Ground 
has restricted how tenants can manage their own 
healthcare needs

The health service at Brisbane Common Ground 
has directly contributed to tenants sustaining 
housing

The health service at Brisbane Common Ground 
has resulted in tenants improving their overall 
wellbeing

The health service at Brisbane Common Ground 
overcomes housing and health service barriers 
that vulnerable people experience in mainstream 
systems

Integration Survey cont.
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Appendix 2  
Tenant survey
Institute for Social Science Research The University of Queensland 
 Brisbane Qld 4072 Australia 
 Telephone (07) 3346 7344 
 International +61 7 3346 7344 
 Facsimile (07) 3346 7646 
 Email issr@uq.edu.au  
 Internet www.uq.edu.au/issr

 
Tenant survey – Integrated Health and Supportive Housing study 

Excellent Very Good Good Fair Don’t Know

In general, would you say your health is:

Yes No Don’t Know

Health problems that restricts your life

Improved 
a lot

Improved a 
little

Not 
changed

Gotten a 
little worse

Gotten a  
lot worse

Since living at Brisbane Common Ground, has 
your physical health?

Been a  
lot better

Been a  
little better

Not 
changed

Gotten a 
little worse

Gotten a  
lot worse

Since living at Brisbane Common Ground, has 
seeking help from medical professionals?

Yes, it’s a  
lot easier

Yes, it’s a 
little easier

The same 
as before 
moving in

No, it’s 
been a little 

harder

No, it’s been 
a lot harder

Has living at Brisbane Common Ground made 
it easier for you to improve your diet and eating 
habits?

Improved 
a lot

Improved  
a little

Not 
changed

Gotten a 
little worse

Gotten a 
lot worse

Since living at Brisbane Common Ground, has 
your satisfaction with life?
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Yes No Prefer not 
to say

Have you ever been diagnosed with a mental 
illness?

Been a  
lot better

Been a 
little better

Not 
changed

Gotten a 
little worse

Gotten a 
lot worse

Since living at Brisbane Common Ground, has 
access to mental health treatment?

Improved 
a lot

Improved  
a little

Not 
changed

Gotten a 
little worse

Gotten a 
lot worse

Since living at Brisbane Common Ground, has 
your mental health...?

A lot  
more

A little  
more

The same 
as before 
moving in

A little  
less

A lot  
less

Since living at Brisbane Common Ground are you 
drinking alcohol...?

 

Tenant Survey cont.
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