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Glossary 
 

admission the formal administrative process that records the commencement of treatment, care or 
accommodation of a patient. 

APDC Admitted Patient Data Collection (Public Hospitals) 

CC Central Coast 

CHIMES Community Housing Information Management Electronic System (CHIMES). CHIMES captures data on 
social housing tenancies managed by around 33 Community Housing Providers (CHP); including 
household, individual and dwelling characteristics. 

DCJ Department of Communities and Justice 

ED Emergency department 

EDDC Emergency Department Data Collection 

Episode of care A statistical admission is an administrative process by which a hospital records the commencement of 
an Episode of Care, where multiple Episodes of Care types may occur for a single patient across one 
Hospital Stay (e.g. reflecting the transition from acute care to rehabilitation). These multiple care 
types would also result in multiple separations being recorded 

HASI Housing and Accommodation Support Initiative 

HMHA 22 Housing and Mental Health Agreement 2022 

HOMES Housing Operations Management Extended Services (HOMES) is the database used by DCJ and CHPs 
to manage and allocate from the Register and to deliver Private Rental Assistance. It is also the 
management database for DCJ tenancies. 

LHD Local health district 

Length of Stay (LOS) Length of time continuously admitted to a mental health inpatient unit in NSW. 

MDC Major Diagnostic Category is a grouping that considers diagnosis codes representing the range of 
conditions and factors that an individual presents with. Primary diagnosis provides insight into the 
conditions that have the most significant impact on an individual’s overall health. Each Hospital 
Separation will have an MDC classified, which may differ across Separations even for the same 
individual. 

MH-HIRS Mental Health and Housing In reach Service 

MoH NSW Ministry of Health 

MRN Medical record number 

NGO Non-government organisation 

NDIS National Disability Insurance Scheme 

MH Amb NSW Mental Health Ambulatory Data Collection 

PHISC Private Hospital Inpatient Statistics Collection – PHISC 

Psychiatric ward Mental health inpatient unit 

RBDM NSW Registry of Births, Deaths and Marriages Death Registrations 

Referral The date an individual is identified and accepted as a participant in the MH-HIRS program. 

SES South Eastern Sydney 

S Sydney 

Separation A Separation is the process by which an Episode of Care for an Admitted Patient ceases. 

A formal Separation is an administrative process by which a hospital records the cessation of 
treatment, and/or care, and/or accommodation. For example, if a person is admitted to a hospital and 
subsequently transferred to a second hospital, where they complete treatment and are discharged 
home, this would count as two separations. A patient who received multiple care types within a single 
hospital would also have multiple separations but only the single Hospital Stay would be recorded. 

Referral separation* The Hospital Separation where a referral was made to the MH-HIRS program 

Prior separation* All Hospital Separations that occurred in the 12 months prior to the Hospital Separation where an 
individual was referred to the MH-HIRS program 

Post separation* Hospital Separations that occurred after the Hospital Separation in which a referral to the MH-HIRS 
program was made 

SHS Specialist Homelessness Services 

* defined for the purpose of analysis of the MH-HIRS cohort linked NSW Health data. 
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Guide to interpreting this report 
Purpose and scope 

 This evaluation assessed the Mental Health-Housing In-Reach Service (MH-HIRS), using linked health and, 
housing and homelessness data to observe participants' health and housing statuses before and after 
referral to the program. 

 Conducted over 18 months, the evaluation was designed to assess a pilot model based on the MH-HIRS 
linkage of NSW Health and Department of Communities and Justice Housing and Homelessness data, 
providing early insights into the program's impacts on a small participant cohort. 

Method 

 The evaluation employed a pre-post test design, observing participant interactions with housing and 
homelessness services and health services 12 months before and after their referral to the MH-HIRS 
program. 

 Linkage rates were reasonably high, with the vast majority of program participants linked in both the 
health and the housing data. Of the 253 participants referred between June 2022 and March 2024, the 
number of participants that could be successfully linked across the various data sets ranged from 45 to 
232. Where the linkage rate is lower, this may not reflect poor linkage, but rather that the person is not 
present in those data. 

Key evaluation limitations 

 Short timelines: 18-month evaluation period; limited follow-up data at 6 and 12 months post referral due 
to participant's program entry date. While most data were available until 31/12/2023, some data were 
only available until 30/6/2023, further limiting post-referral analysis. 

 Small cohort size: 253 participants were enrolled in the program, approximately half the expected cohort 
size, further limiting the post-referral participant data analysis. 

 Complex data linkage: The cross-agency data linkage for individual participants was an innovative 
approach, presenting technical and procedural challenges that led to delays in obtaining data and 
reporting results. Successful data linkage was achieved through the collaborative efforts of staff from 
both NSW Health and Housing agencies, with the Centre for Health Record Linkage providing their 
services pro bono. 

 Creating a synthetic control group out of scope: The evaluation used an observational methodology, a 
notably weaker methodology than one including a comparison cohort; a more sophisticated statistical 
methodology was deemed out of scope due to the significant additional resource commitment required 
prior to the demonstration of the feasibility of cross agency unit record data linkage for the participant 
cohort. 

 Participant experience out of scope: Direct evaluation of participant experiences would have required 
significant additional resources for measurement tool design, data capture and ethical approvals, so it 
was determined that it was out of scope for this early evaluation. 

 Process evaluation and comparison cohort out of scope: Due to agency resource constraints, detailed 
process evaluation and comparison to a similar cohort were excluded. 

Mitigating limitations 

 Qualitative data from service providers, through de-identified case studies, were used to illustrate 
participant needs, wellbeing and early outcomes. 
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 Focus groups with service providers were conducted to gather high-level insights and lessons learned 
regarding inter-agency collaboration. These sessions were not designed to identify solutions to specific 
challenges but to provide a broader understanding of partnership dynamics. 

Early observations and path to outcomes 

 The housing and homelessness and health data presented in this report should be seen as providing 
valuable observational insights about the pilot program 

 The qualitative observations presented in the evaluation should be seen as providing confidence in the 
feasibility and potential impact of joint delivery across agencies to support people with complex and 
enduring needs 

 The evaluation findings and the conclusions drawn from them should be seen as preliminary; the 
extension of the program and its evaluation will provide more robust evidence of impact. 
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1. This report at a glance 
Where did we start? 

The MH-HIRS program, a joint initiative between NSW Health and the Department of Communities and Justice, 
aims to prevent homelessness for at-risk individuals upon discharge from mental health units by providing in- 
reach support and rapid re-housing. It aligns with key policy frameworks and demonstrates the effectiveness of 
linked health and housing data for future service evaluations and inter-agency collaboration. Between June 
2022 and March 2024, 253 participants were referred to the program. 

What have we observed? 

Housing and Homelessness 
 Data shows that participants receive more homelessness services 6 and 12 months after referral to the MH- 

HIRS program, with increased service delivery and referral patterns, suggesting participants were connected 
to support services to address risk of homelessness and rather than received more services. 

 The MH-HIRS cohort post-referral interactions with NSW housing and homelessness services show 41 
individuals commenced community or public housing tenancies, 43 individuals were on the NSW Housing 
Register at the point of referral (17 now housed), 32 individuals were added to the register post-referral (12 
now housed), and 50 individuals have received 80 services for Temporary Accommodation. 

Health 
 The data describe the detailed complex needs of people with Serious Persistent Mental Illness who are 

assessed as being at risk of discharge to rough sleeping. 

 The preliminary data suggests potential improvements in health service utilisation after referral to the MH- 
HIRS program. However, the limited post-referral period data necessitate a cautious interpretation of these 
findings. Only a minority of the cohort (61 individuals) had sufficient follow-up data, limiting the ability to 
draw robust quantitative conclusions. 

 Qualitative insights suggest the MH-HIRS program supports a greater continuity of community mental health 
care. 

Wellbeing 
 Quantitative well-being assessment consistently collected across time and directly from participants are 

essential for capturing the full impact of interventions, informing program improvements, and ensuring that 
holistic health outcomes are addressed, ultimately enhancing participant satisfaction and recovery. 

 For this evaluation, only qualitative data reported by service providers were available to consider the well- 
being of program participants as a result of participating in the program. 

 Stakeholders reported that consistent communication through the program fosters comfort for participants 
and enables community integration, while tailored support enhances housing prioritisation and recovery for 
diverse cohorts. Similarly, stakeholders agreed that successful transitions to stable housing improve access 
to clinical care and other services, instilling hope and optimism for at-risk individuals. 

Program value 
 In this evaluation, the short duration of the evaluation period and the lack of quantitative data meant that 

return on investment was not able to be assessed. 

 Assessing return on investment is a complex endeavour in this type of program requiring adequate follow-up 
periods, adequate cohorts of participants to enable robust statistical approaches and use of methodologies 
that are able to account for multipart return on investment scenarios, for example investments by one 
agency (eg housing-related investment) which yield quantifiable returns for another agency (reduced health 
service utilisation) and quantifiable quality of life returns for participants. 

 At the same time, qualitative data suggest important and foundational system benefits of the program in the 
context of interagency collaboration to deliver outcomes for people with complex needs. Local Health 
Districts (LHDs) and non-government organisations (NGOs) reported that the program's strong collaboration 
enabled several benefits, including enhanced service integration, optimised resource allocation, and 
improved client outcomes, ultimately supporting effective program implementation. 
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What does this tell us about the future? 

 The MH-HIRS program highlights the potential to effectively address individuals' complex needs through 
integrated cross-agency collaboration. Preliminary qualitative and quantitative data suggest early positive 
impacts of participation in the program for the target cohort. Limitations in the evaluation prevent robust 
causal conclusions. 

 Increased collaboration between the health and housing sectors is not only feasible, it promises benefits for 
people with complex and multifaceted needs. Extended program operation is expected to provide important 
insights into long-term impacts and outcomes. 
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2. Executive summary 

MH-HIRS program 
The Mental Health - Housing In-Reach Service (MH-HIRS) is a joint initiative between NSW Health and the 
Department of Communities and Justice (DCJ), strategically aligning with critical policy frameworks such as the 
Housing and Mental Health Agreement 2022 (HMHA 22) and No Exits from Government Services into 
Homelessness: A framework for multi-agency action. 

The MH-HIRS program is designed to address the needs of individuals at risk of homelessness upon discharge 
from mental health units across Sydney, South Eastern Sydney, and the Central Coast local health districts 
(LHDs). With an initial investment of $1.1 million from the NSW Government, the program aims to prevent 
homelessness through in-reach support and rapid re-housing. It delivers targeted support within mental health 
units, emphasising housing first principles and swift responses to housing needs. The MH-HIRS program 
commenced in June 2022. 

Collaboratively delivered by NSW Health, DCJ, and non-government organisations (NGOs), Wesley Mission and 
Uniting NSW.ACT (‘Uniting’), the program extends community-based support to facilitate the individuals' 
transition into safe and stable accommodation. This program underscores the World Health Organisation's 
definition of health, addressing the social determinants that impact people's overall well-being. 

Context 

The evaluation of the MH-HIRS program provided an opportunity to assess a pioneering initiative in its pilot 
phase, using integrated linked health and housing and homelessness data to demonstrate the potential impact 
of co-delivery of services between NSW Health and DCJ. 

The program continued to develop, adapt, and improve over the 18-month evaluation period (June 2022 – 
December 2023). The evaluation canvassed the program's scope comprehensively, notwithstanding limitations 
due to the pilot nature of the implementation, short timelines, a small cohort size, and complex data linkage 
processes. 

An important systemic legacy of the evaluation is the successful demonstration of linked health and housing 
data for a specified cohort over time. The evaluation showcases the effectiveness of linked data for joint agency 
monitoring and evaluation as a potential model for future evaluations under the HMHA 22. 

Objectives and approach 

The objectives of this final evaluation were to: 

1. Develop and test linkage of MH-HIRS participant data to NSW Health data and DCJ Housing and 
Homelessness data, and demonstrate successful linkage. 

2. Analyse linked MH-HIRS participant data to assess early program impacts. 

3. Obtain observational quantitative data about program participants, presenting initial insights into their 
circumstances, health conditions, and interactions within the healthcare and housing systems. 

4. Obtain preliminary qualitative data (focus groups/case studies) to provide additional insights about 
participants, their circumstances and their participation in the program. 

5. Provide observations to inform future policy, housing and mental health initiatives and funding 
decisions. 

The evaluation framework was designed based on first principles and structured around four key domains: 
housing, health service utilisation, well-being, and program value, each with specific objectives and outcomes. 
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Method 

Evaluation design: The evaluation employed a simple pre-post test design, assessing participants in the 12 
months prior to their referral to the MH-HIRS program and across 12 months post-referral. 

Sample size: Between June 2022 and March 2024, 253 participants were referred to the MH-HIRS program. 226 
and 237 participants were successfully linked across health data sets, while 45 to 213 participants were linked 
across housing and homelessness data sets. 

Pre-referral and post-referral period 

Pre-referral: A 12-month period before the referral date was used to capture baseline data. 

Post-referral: The program's outcomes were assessed using a 12-month follow-up period after referral. Due to 
variations in referral dates, not all participants had a complete follow-up period. 

Housing and homelessness: Linked participant data analysis, including interactions with specialist homelessness 
services and housing status, including stays in temporary accommodation and transitional housing, social 
housing applications and entires/exits. where available. 

Health service utilisation: Linked participant data analysis includes frequency and type of healthcare services 
used, including hospital admissions, emergency department presentations, and mental health ambulatory 
occasions of service. 

Wellbeing: Qualitative feedback from service providers on participants' mental health, housing and wellbeing 
outcomes. Additionally, case studies illustrated the program's impact and outcomes for individual participants, 
highlighting their experiences. 

Program value: Qualitative insights were gathered from focus groups with LHD and NGO service providers, 
offering valuable feedback on their experiences of delivering the service. 

Data sources: Quantitative insights into housing and health were obtained from the linkage of routine Health 
and DCJ Housing and Homelessness data. These data sources identified the participating program cohort, and 
participants’ records were linked via the Centre for Health Record Linkage (CHeReL). CHeReL is an accredited 
linkage authority that links multiple data sources and maintains a record linkage system that protects privacy. 
Specialist Homelessness Services (SHS) data were provided from 1/7/2019 to 31/12/2023 and Housing data 
(Public and Community Housing, Private Rental Assistance, Housing Applicants, Aboriginal Housing Office) were 
provided from 1/7/2019 to 30/6/2023. Health data (Admitted Patient Data Collection (Public Hospitals), Private 
Hospital Inpatient Statistics Collection, Emergency Department Data Collection, NSW Registry of Births, Deaths 
and Marriages Death Registrations) were provided from 1/7/2019 to 31/12/2023, except for Mental Health 
Ambulatory data being provided to 30/6/2023. 

Data adjustments: Adjustments were made for duplicate records, data entry errors, and incomplete data to 
enhance linkage accuracy and the robustness of results. 

Linkage rate: The linkage rate was reasonably high, with around 90% of the program participants linked across 
health data, and approximately 80% linked to the SHS and Homes data. 

Summary findings 
The MH-HIRS cohort 

Figure 1 summarises the MH-HIRS cohort characteristics. These findings are described in more detail below: 

 253 people were referred to the MH-HIRS program between June 2022 - March 2024. Referral numbers to 
the program varied according to district size and capacity. The number of referrals to the program from the 
Central Coast LHD was 45, from South Eastern Sydney LHD was 96 and from Sydney LHD was 112. Districts 
did not collect data specific to the number of eligible participants versus those accepted into the program. 
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 Almost two-thirds of all MH-HIRS participants were male (61%), and one-third (32%) were female. A small 
number of participants identified as non-binary. The average age of a male in the program was 37.75, and 
the average age of a female in the program was 37.37. 

 There were 1,000 episodes of care in the hospital, including episodes prior to referral to the program, 
referral episodes and post-referral episodes. Across all episodes, 48% were for mental health conditions 1 
and 19% were for ‘alcohol/drug use and alcohol/drug induced organic mental disorders’. All other health 
conditions accounted for less than 7% each. 

Figure 1: MH-HIRS cohort characteristics 

 

Key findings: housing and homelessness 

 The MH-HIRS cohort was identified in several housing and homelessness data collections, including prior to 
and following referral to the MH-HIRS. These data demonstrate that cohort members had, to various 
extents, previously presented to housing and/or homelessness services in NSW.2 See Housing and 
Homelessness page 25 onwards for full details. 

 A summary of the Housing data for the cohort: 

 15 individuals commenced a community housing tenancy (as captured in CHIMES) following referral 
to MH-HIRS. 

 26 individuals commenced a Public Housing tenancy following referral to MH-HIRS, including two 
who were transferred from transitional housing (as captured in CHIMES). 

 There were estimated to be 43 individuals on the NSW Housing Register at the point of referral to 
MH-HIRS, 17 of these are now marked as housed. A further 32 people were added to the register 
following referral to MH-HIRS with 12 now marked as housed as at 30/6/23. 

 50 people have received 80 services for Temporary Accommodation following referral to MH-HIRS. 
 
 

1 Data terminology APDC ‘mental disorder’ 
2 While reporting on previous public or community housing tenancies and SHS presentations is possible, data were only available for a 
limited historical period. For consistency, we have focused on the 12 months prior to enrolment. Data on the reasons for tenancy exits is 
incomplete. The report discusses the extent to which participants accessed these services both in the 12 months prior to and following their 
involvement in the program. 
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 SHS data allows us to describe the homelessness status of those accessing SHS services: 

 In the 12 months prior to referral, 70 out of 213 (33%) participants accessed SHS services with 34 
indicating that they had been homeless at some point during this period. 56 of these individuals 
received SHS services and 27 were referred to other services. 

 At six months post MH-HIRS referral, 143 out of 146 (98%) participants had accessed SHS services, 
91 of whom received an SHS service and 80 of whom had been referred to another service. 

 At 12 months post MH-HIRS referral, all 57 participants had accessed SHS services. 42 had received 
at least one SHS service and 33 had been referred to another service. 

 Taken together, the data shows (refer Figure 2) an increased profile of individuals in the SHS system 6 and 
12 months post-referral to the MH-HIRS program, with increased service delivery and referral patterns. The 
implication is that participation in the program facilitated engagement with the system, offering the 
opportunity to better understanding and meet the service and referral needs of this complex cohort. 

Figure 2: SHS data pre-program and 6 and 12 months post referral to the program 

 

Key findings: health service utilisation 

Figure 3 summarises the key findings noted for health service utilisation pre and post-referral to the MH-HIRS 
program. These findings are described in more detail below: 

 Hospital admissions pre and post-MH-HIRS program: Prior to referral, there were 536 total separations (2.37 
separations per person on average, median of 1, maximum of 27), while post-referral, there were 266 total 
separations. 

 Hospital length of stay (LoS) pre- and post-MH-HIRS program: Prior to referral, the average LoS in a mental 
health unit was 15 days (median 7 days) across 292 separations, while post-referral, the average LoS was 
17.9 days (median 9 days). 

 Hospital length of stay for referral episode highlighted that these episodes tended to be longer episodes 
than those in the pre or post program period, with an average LoS of 51.91 days (median 34 days) across 
169 separations. 

 Emergency department presentations pre and post-MH-HIRS program: 
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 In the year before referral, 237 individuals made 1,347 presentations to ED (average 5.68 per 
person, with one individual presenting over 100 times and most presenting five times or less), 
whereas post-referral, the same group made 676 presentations (average 2.85 per person). 

 The majority (46% prior and 42% post-referral) of individuals present to the ED via ambulance 
services. 

 A substantial proportion (76%) of ED presentations following program referral for this group do not 
result in hospital admissions. 

Figure 3: Health service utilisation in the 12 months pre-referral and post-referral 

 

The health service utilisation data described above indicate that the cohort overall have high needs for acute 
care. The qualitative data suggest that the MH-HIRS program has provided the essential foundation for reducing 
the need for acute care services through establishing continuity of mental health care in the community, 
facilitated by maintaining ongoing housing support. Dean’s experience provides a case in point: as he navigated 
the journey from hospital to transitional accommodation to permanent housing, the continuity of his 
community care, including transfers of care between teams, was able to be maintained. 
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 Important sub-groups are likely to exist in the cohort, 
demonstrating the potential of the linked data to identify 
diverse needs and health trajectories: A high intensity service 
use group (Figure 4) was able to be identified in the data. In 
the 12 months prior to referral, approximately 20% of 
individuals in the cohort were admitted to hospital and 
presented to emergency departments much more often than 
other cohort members. Post referral, the utilisation of this 
sub-group remained higher than that of the entire cohort, but 
the difference between these high-need individuals and 
others in the cohort appeared to be reduced. It should be 
noted that the sub-group was chosen using arbitrary criteria 
to illustrate what may be achieved with linked data. 

Figure 4: High intensity health service users 

 
 
 
 

 
 Estimating impact for the cohort 12 months following referral: At the time of analysis, meaningful longer- 

term follow-up periods were available for only a minority of the cohort (61 individuals). Variability in service 
use and high needs within the cohort emphasise the need to interpret these early observations cautiously. 

12-month post-referral observations (for the 61 individuals with full follow-up data): 
 Mental health inpatient admissions: A 20% reduction in separations following mental health unit 

admission was observed (average reduced from 1.18 to 0.95 separations). 
 ED presentations: A 40% reduction in ED presentations post-referral was observed (average reduced 

from 5.74 to 3.23 presentations). 

These early findings suggest possible reductions in acute care needs post-referral to MH-HIRS; however, further 
analysis with larger data sets and robust statistical methods is needed to confirm these trends. 

Key findings: wellbeing 
 

Wellbeing of program participants focus group findings 

 Consistent communication minimises clients repeating their stories fostering familiarity and comfort. 

 Effective communication aids seamless community integration. 

 Tailored support for diverse cohorts enhances housing prioritisation and recovery. 

 Holistic care and integration with liaison services improves housing stability and healthcare utilisation. 

 Successful transitions to permanent housing, as highlighted above under ‘housing and homelessness,’ 
show promising outcomes for ‘at-risk’ individuals and those awaiting placement. 

 Communicating a clear housing pathway and seamless referrals fosters a sense of hope and progress. 

 Therapeutic optimism, facilitated by appropriate support referrals, is a significant program benefit. Stable 
housing is an important long-term goal. 

 Discharging people to stable housing environments enabled them to access clinical care and other 
services. 
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Participant stories of wellbeing 

 A new pathway: Secure 
housing enabled a young 
male patient with 
catatonic depression and 
autism to re-engage with 
community, education, 
and hobbies. 

 Positive experiences: 
Secure housing and 
consistent support 
helped a woman with a 
history of alcohol and drug use and schizophrenia regain stability, leading to positive life changes and re- 
engagement with the community. 

Key findings: program value 
 

Program value: focus group findings 

 Effective LHD/NGO partnerships: Strong collaboration between LHDs and NGOs was critical, enhancing 
service integration to address complex client needs. 

 Enhanced collaboration and resource utilisation: Interagency partnerships fostered comprehensive 
support, leveraging resources and expertise for optimal service delivery. 

 Improved client outcomes: NGO involvement in discharge planning and flexible service provision was 
reported to support better client outcomes and workforce skill development, emphasising the value of 
knowledge exchange. 

 Optimised resource allocation: Joint efforts between LHDs/NGOs reduced service duplication, filled 
critical gaps, and optimised resource utilisation, supporting the overall program. 

 Policy and governance alignment: The Collaborative Working Group enabled policy harmonisation, 
regular reporting, and joint problem-solving, facilitating consistent government approaches and effective 
program implementation. 

 
The case study highlights the complex, 
interconnected needs of the MH-HIRS 
cohort and the value of integrating 
housing and health services to ensure 
effective transitions from hospital to 
community care. 

 
 
 
 
 
 

Conclusion 
The evaluation highlights that the MH-HIRS program addresses the target cohort's complex needs by integrating 
health and housing support. Despite some data quality and sample size limitations, the program shows promise 
in transitioning individuals from hospital to stable housing, with further data collection required to confirm long- 
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term impact. Key challenges include limited housing stock, workforce capacity constraints, and incomplete data 
linkage, which affect the ability to assess the program's outcomes fully. Full details are provided in section 11 of 
this report. 

To enhance program success, the focus should be strengthening cross-agency collaboration, enhancing 
workforce capacity and capabilities, and refining data collection methods. Expanding the evaluation framework 
with more robust methodologies, such as control groups and extended follow-up periods, will be critical for 
future assessments. These insights can potentially guide future policy adjustments and funding decisions to 
ensure continued service improvement and better outcomes for vulnerable individuals. 
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PART 1: MH-HIRS PROGRAM AND 
EVALUATION OVERVIEW 
The case study below highlights how the MH-HIRS program has proven to be invaluable, offering transformative 
support that significantly improves the lives of vulnerable individuals by providing comprehensive care and 
stable housing solutions. 

 

Client’s background 

Josie is a woman in her mid-thirties with a history of AOD use, suicidal ideation and attempts. She had 
experienced housing instability for the previous several years, at times sleeping rough. She no longer had her 
children in her care and was unemployed, receiving the Job Seeker benefit. Her use of substances would 
induce psychosis, and in 2023, she was given a diagnosis of schizophrenia. She was brought into the hospital 
in the background of a suicide attempt and relational conflict. 

MH-HIRS program referral and in hospital experience 

Given Josie’s limited finances and other vulnerabilities, Josie was referred by the Mental Health Inpatient 
Social Worker to the MH-HIRS program. The MH-HIRS case worker commenced engagement with Josie, who 
was initially suspicious, distrusted services, and highly anxious. Josie could not return to her family as there 
was an AVO in place due to her previous behaviour when she was unwell. The MH-HIRS case worker was able 
to support Josie’s exit into supported temporary accommodation (STA) and work alongside the STA case 
worker who sourced boarding house accommodation out of area. 

MH-HIRS program post hospital support and outcomes 

Josie’s initial tenancy at the boarding house went well. She was supported remotely by the MH-HIRS case 
worker, who worked collaboratively with her Parole Officer. She had sourced casual employment and was 
rebuilding her relationships with her children. Josie experienced a relapse in substance use and psychosis, 
which led to the termination of her rooming agreement. The Parole Officer and MH-HIRS case worker were 
able to re-engage with her and assist her in sourcing temporary and medium-term accommodation. It took 
several months of instability and an additional hospital readmission for Josie to identify the need for 
rehabilitation. The MH-HIRS worker collaborated with the social worker and team to assist with admission to 
rehabilitation. 

Program value and benefits 

Josie recalls, ‘I met (my case worker) when I was in a really dark time in my life, hospitalised for suicidality. 
The main factors leading to admission were homeless, drug addiction and lack of support…. Throughout the 
last year of working with (case worker) her support and compassion has never faulted. She has consistently 
supported me to benefit my life and has been one of the only consistent supports I have ever had.’ 
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3. Introduction 

Strategic context 
The Mental Health - Housing In-Reach Service strategically aligns with several critical policy frameworks and 
agreements. The program was developed under the NSW Homelessness Strategy 2018-2023, and aligns with 
cross-agency priorities to enhance service integration and outcomes for vulnerable populations. The Housing 
and Mental Health Agreement 2022 provides a foundational framework for collaborative efforts between NSW 
Health and the Department of Communities and Justice, reinforcing the importance of stable housing in mental 
health recovery. 

The program’s design and objectives are consistent with the outcomes sought in the No Exits from Government 
Services into Homelessness: A Framework for Multi-Agency Action, which aims to prevent homelessness by 
ensuring coordinated support for individuals exiting government services. Additionally, the program supports 
the broader vision outlined in Future Health 2022-2032, emphasising innovative and integrated healthcare 
solutions. This final report offers a comprehensive snapshot of MH-HIRS's progress and early findings, offering 
valuable insights for agencies to consider regarding its alignment with strategic priorities and its potential 
impact within the contemporary policy landscape. 

The World Health Organisation’s definition highlights that a person's health is more than just the absence of 
disease and includes their complete physical, mental, and social well-being. There is widespread evidence in the 
literature indicating the direct and indirect impact of social determinants (such as employment, housing, 
education, and social support) on people’s health. 

MH-HIRS program 
The MH-HIRS program, established in June 2022, has been actively engaged in addressing the needs of 
individuals at risk of homelessness upon their discharge from mental health units across Sydney, South Eastern 
Sydney, and the Central Coast LHDs. This targeted support initiative is a response to the pressing issue of 
homelessness, with the NSW Government investing an additional $1.1 million to prevent individuals leaving 
government services from experiencing homelessness. 

Emphasising a rapid re-housing approach, MH-HIRS delivers in-reach support within mental health units, aiming 
to swiftly respond to the housing needs of those identified as rough sleeping or at risk of rough sleeping. 

The program, collaboratively delivered by NSW Health’s mental health services, the Department of 
Communities and Justice, and NGOs, extends community-based support for 12 months post-referral to facilitate 
individuals' settling into safe and stable accommodation. 

Under the ongoing initiative, Homes NSW commissions caseworkers with specialised experience in working with 
individuals facing mental health challenges and homelessness. These caseworkers, sourced from NGO providers, 
work directly with the three LHDs. Specifically, caseworkers from Wesley Mission and Uniting NSW.ACT are 
commissioned to work with 1) Sydney LHD and South Eastern Sydney LHD, and 2) the Central Coast LHD, 
respectively. 

MH-HIRS program implementation 
Intended MH-HIRS cohort 

The MH-HIRS program aims to support people who are experiencing or at risk of rough sleeping upon entry or 
exit from a mental health unit. Specifically, the program targets those sleeping in non-conventional 
accommodation such as living on the streets, sleeping in parks, squatting, staying in cars or railway carriages, or 
living in improvised dwellings. Additionally, it focuses on individuals at risk of rough sleeping including those 
with a history of rough sleeping, and those who have no stable, ongoing accommodation exit options in place. 
A person’s risk of rough sleeping is further compounded when they have had recent interactions with various 
government services like mental health, health, homelessness, legal aid, custody, courts, have received long- 
term income support, or where they have experienced domestic and family violence. Aboriginal people may 
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experience a range of factors that contribute to them being at greater potential risk of homelessness than non- 
Indigenous people. 3 The HMHA highlights the importance of ‘Innovating to meet the unique needs of Aboriginal 
people in the shared client group and providing a culturally sensitive and trauma-informed response that 
recognises Aboriginal people’s relationship to land, country and kinship’. 4 Through this targeted approach, MH- 
HIRS seeks to prevent the cycle of homelessness and enhance stability for these vulnerable populations. 

The program definition of rough sleeping is provided in Appendix 1. 

MH-HIRS program intended operations 

The MH-HIRS Program Outline document (November 2022) summarises the roles and responsibilities of the 
delivery partners in the MH-HIRS. The document also outlines each stage of the MH-HIRS pathway and the 
intended program operations. 

The MH-HIRS program implementation involves several coordinated stages to ensure effective support for 
individuals at risk of, or experiencing rough sleeping. The high level program components are outlined below: 

 Upon admission to mental health units, LHDs use defined criteria to identify individuals needing housing 
support. 

 Once identified, consent is obtained, and referrals are made to the local partner NGO through established 
pathways and a unified consent form. Consent forms, tailored to specific regions, are intended to facilitate a 
whole system approach. 

 The NGO care coordinator works with the person and the LHD case manager to develop a personalised 
Individual Support Plan, focusing on recovery and long-term housing stability. Families and carers are 
involved where appropriate. This plan includes comprehensive assessments, housing goals, mental health 
supports, and tenancy sustainment strategies. 

 Housing pathways are customised to each person's goals, with support from local housing and homelessness 
services as required and available. The NGO care coordinator works with local Homes NSW offices to 
support their clients’ housing application and identify appropriate housing. 

 Ongoing coordination involves regular monitoring, reviewing progress, and continuous communication 
between all parties. 

Governance was provided by a Collaborative Governance Group, with NGOs and LHDs reporting monthly to 
ensure transparency and accountability in program delivery. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
3 Australian Housing and Urban Research Iinstitute report https://www.aihw.gov.au/getmedia/1654e011-dccb-49d4-bf5b- 
09c4607eecc8/aihw-hou-301.pdf.aspx?inline=tru 
4 NSW Ministry of Health. Housing and Mental Health Agreement. NSW Health and Department of Communities and Justice. March 2022. 
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4. Evaluation approach 
The overarching evaluation aims to: 

1) Conduct qualitative and quantitative assessments of the impact and outcomes associated with the Mental 
Health - Housing In Reach Services. 

2) Identify the value, health, and housing outcomes of the service. 

3) Inform future services for the targeted population group. 

4) Understand the strengths, challenges, and core elements of collaborative cross-agency service models. 

The Evaluation Framework (Appendix 2) outlines the program's aims, evaluation questions, domains, and data 
sources for assessing the impact of MH-HIRS. 

 

Evaluation domains 

Evaluation domains provide  the 
foundation  for translating high-level and 
overarching evaluation questions into detailed, 
measurable objectives and milestones. 

Each of the four domains comprises the ultimate 
objectives and outcomes, and they overlap with 
each other (Figure 5). It is important to recognise 
that the domains (as is the case for the evaluation 
questions) are, to some extent, interrelated. For 
the purposes of measurement, the domains are 
separated. 

Table 1 below outlines, at a high level, the four 
domains, their specific objectives and desired 
outcome. 

Table 1: MH-HIRS evaluation domains and objectives 

Figure 5: MH-HIRS evaluation framework domains 

Domain Objectives Outcome 
 
 

Housing 

 People at risk of rough sleeping on discharge are identified 
and referred 

 People who are referred are assessed and have individual 
support plan developed 

 People are supported to transition from hospital to housing 

People who are supported by 
the MH-HIRS transition to 
independent living in safe and 
stable housing 

 
Service Utilisation 

 Need for admitted mental health care decreases 
 Engagement with community mental health is focused on 

maintenance 

People who participate in the 
MH-HIRS have reduced need 
for admitted MH services 

 
Well-being 

 Positive participant experience 
 Improved participant well-being 
 Improved participant clinical health 

People who are supported by 
the MH-HIRS have improved 
well-being 

 
 

Program Value 

 Partnerships are able to effectively deliver the service model 
 MH-HIRS efficiently and effectively improves outcomes for 

the cohort of need 
 The benefits of the MH-HIRS outweigh the costs of the 

program 

The MH-HIRS is cost-effective 
and delivers value for people 
and for the interagency based 
system 

The Measurement Framework is provided in Appendix 3. The MH-HIRS program logic is provided in Appendix 4. 
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Evaluation scope, influences and limitations 

The evaluation framework for the MH-HIRS included comprehensive coverage of the key domains of the 
potential impact of the service. This approach allowed the objectives of the MH-HIRS service and a complete 
program logic for their achievement to be fully articulated. At the same time, it was acknowledged that the 
program was a pilot project intended to test and verify the effectiveness of an innovative model of service. The 
scope of the measurement approach needed to reflect the early implementation efforts being trialled, and the 
budgetary constraints that were part of mobilising the pilot service and its evaluation. It was agreed that the 
scope of the evaluation needed to focus on existing output and outcome data (both housing support and health 
service data). Those elements of the evaluation framework that required the mobilisation of new dedicated 
data collection were considered out of scope. This included a detailed process evaluation of the implementation 
of the pilot service as well as a collection of individual participant well-being outcomes. 

Key influences on the scope of the evaluation 

Six key features of pilot implementation influenced the scope of the evaluation. 

1) Timelines were short – The timeline for the MH-HIRS evaluation enabled access to approximately 18 
months of implementation data. This meant that an effective follow-up period of 12 months or more was 
unlikely for most participants. The short duration of the service since its establishment in June 2022 meant 
that 12 months post-referral data would only be available for those participants enrolled during the first six 
months of the pilot. Apart from the duration of the elapsed time, linked health data are available quarterly, 
with a one-quarter lag. To optimise the understanding of referral patterns as well as the follow-up period 
for the cohort, it was agreed that the linkage would be undertaken in April 2024 to allow as many program 
participants as possible referred by 31 December 2023 to be included in the evaluation (noting that the 
period of exposure to service for later referrals would necessarily be short). 

2) Cohort size was small – From the inception of the pilot service, the participant cohort size was envisaged as 
being small. Across implementation, the eventual cohort size (n = 253 ) was approximately half of that 
envisaged due to a range of service implementation constraints, such as those related to the complexity of 
needs of the target cohort, the available bandwidth of community service providers, and the availability of 
housing options. The cohort size available for follow up analysis was further reduced by the timeline for the 
evaluation. From an evaluation perspective the small cohort size presented measurement challenges in 
terms of degree of variability or spread on the outcome measures experienced by participants, both at 
baseline and at follow-up. On the other hand, the evaluation provides a basis for estimating cohort size 
requirements for future evaluation efforts (see 11. Conclusions). 

3) Data linkage was complex and novel – Cross agency data linkage for the program cohort presented a 
unique but novel opportunity to realise the ambitions of the HMHA 22 that outlines how NSW Health and 
DCJ will work together, and engage key stakeholders, to improve outcomes for a shared client group. This 
includes a vision of undertaking joint monitoring and reporting using linked cross agency data. The novelty 
of unit record linkage cross agency following an identified target cohort imposed significant methodological 
(identification of the correct individuals in each data set), technical (extraction of separated content and 
identifier information to allow linkage via linkage keys) and procedural challenges (alignment of data 
governance requirements) for both agencies. While successful linkage for this project took much longer 
than anticipated, its achievement nevertheless represents a significant milestone in the cross-agency 
ambitions articulated by the HMHA 22. 

4) Inclusion of a comparison group was agreed as out of scope – One of the most important aspects in 
measuring the impact of any intervention is the ability to obtain a reliable estimate of the counterfactual, 
that is, estimate what would have happened in the absence of the intervention. A randomised design, 
where eligible individuals or groups of individuals are randomly allocated to either receive or not receive an 
intervention is the gold standard, is often not feasible due to practical and/or ethical considerations. 
Sophisticated non-randomised designs are available to help strengthen basic controlled before-and-after 
approaches, especially where confounders are well understood and measured, causal pathways to 
outcomes are known and the impact is anticipated to be large. The resources required to include a robust 
comparison group methodology was not available to the pilot evaluation. 
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5) Direct evaluation of participant experience was agreed as out of scope – Evaluation of individual experience 
among participants was acknowledged to be very important but was not able to be accommodated within 
the scope of the pilot project. It would have required a significant mobilisation of a dedicated measurement 
strategy likely comprising interviews and surveys using standardised instruments to ascertain clinical health, 
experience and well-being across time. Ethical approval for direct contact with and collecting information 
from participants would have been required to implement such a measurement strategy. 

6) Detailed evaluation of implementation process was agreed as out of scope – As with individual participant 
experience, process evaluation was acknowledged as important but out of scope for the pilot project 
evaluation. Again, mobilising a dedicated process outcome measurement strategy would have required 
significant resources not available for the pilot program evaluation. 

Mitigating limitations within the scope of the evaluation 

It was acknowledged that restricting the scope of the evaluation would leave gaps in advancing the pilot's 
lessons. 

The limitations in the quantitative data available for the evaluation did not allow the use of a full range of 
sophisticated statistical techniques. It was agreed that descriptive and indicative quantitative techniques would 
be provide an interim evidence base for considering feasibility of, and continued investment in the program. 

Two other critical gaps were identified: understanding the participants' experience and reporting the key 
lessons to be learned about mobilising the service from experiences in the pilot. Accordingly, it was agreed that 
a two-pronged approach would yield some touch points in these important dimensions. 

 First, de-identified case studies would be sought from the service providers to describe the characteristics, 
needs and opportunities of the shared client group. 

 Second, high-level focus groups would be used to elicit some key lessons learned about inter-agency 
partnership to address the needs of the shared client group. 

These touch points would enable consideration of the cohort's needs, approaches to addressing their needs and 
lessons learned through service delivery. While not replacing a more detailed evaluation of the process, the 
lessons learned could, in this way, be captured and contextualised against insights from the literature to elevate 
them from anecdotes. 

Evaluation methodology 
The quantitative and qualitative data sources cited in this final evaluation report are derived from the NSW 
Health and DCJ linked participant data, focus groups conducted with the LHD and NGO partners and case 
studies collected from the service providers. These are summarised in the sections below. 

Requirements to match Health and DCJ records 

To enable successful linkage of participant data across different data systems, three key data elements need to 
be matched in the Health (eMR) and MH-HIRS CIMS data: 

 Patient/client name 
 Date of birth 
 Address 

Figure 6 illustrates the process for local data collection by the LHD and NGOs to enable the linkage of records. 
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Figure 6: LHD and NGO process for capturing participant data 

 

Quantitative data collection and analysis 

Through a carefully planned linkage approach, the MH-HIRS program has successfully integrated participant 
data obtained from LHDs with key NSW Health data housed in the Integrated Care and Outcomes Data (ICOD) 
system, and DCJ data. 

The ICOD contains a range of Health data assets. The key data collections for this project are summarised in 
Table 2. 

Table 2: ICOD data collections, timeframes and notes 
Data Collection Data cut off Comments 

 
Admitted Patient Data Collection 
(Public Hospitals) – APDC 

All completed separations with an 
admission date on or before 31 
December 2023 

As a number of participants in the 
program were referred after 31 
December 2023 this data will not 
always contain their separation where 
referral occurred. 

 
Private Hospital Inpatient Statistics 
Collection – PHISC 

 
All completed separations with an 
admission date on or before 30 June 
2023 

Due to this cut-off date, a significant 
number of separations are likely 
missing from our analysis. However, it 
has been assumed that for this cohort, 
there will be minimal private hospital 
activity. 

Emergency Department Data 
Collection – EDDC 

All completed presentations to ED with 
an arrival date on or before 31 
December 2023 

 

 
NSW Registry of Births, Deaths and 
Marriages Death Registrations – RBDM 

 
31 December 2023 

Data received only includes death 
events; there is no cause of death 
information. 
Three participants have died during 
this program period. 

 
NSW Mental Health Ambulatory Data 
Collection 

 
30 June 2023 

Linked Mental Health Ambulatory data 
provided for this project contained 
occasions of service up to 30 June 
2023 only. This will limit the amount of 
data available for post-referral analysis. 

 
The evaluation was designed to align with existing data collection schedules. This approach helps to minimise 
bias and ensures that the data is collected at appropriate intervals, allowing for meaningful analysis wherever 
possible. 
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The CheReL completed linkage of the Health data in May and June 2024. Table 3 identifies the number of 
individuals across each Health data set where the data could be linked. It is highly likely that those not linked do 
indeed have real health activity in these datasets but limitations in the identifying data provided have meant 
that they could not be reliably linked. 

Table 3: Proportion of individuals linked across data sets 

Data set 
Individuals 

linked 
Proportion of 
total referrals 

Number of individuals found in the AP data 226 89% 
Number of individuals found in the ED data 237 94% 
Number of individuals found in the MH Ambulatory data 226 89% 
Number of individuals referred to the program (per the units) 253  

Unless otherwise specified, demographic information summarised in this report is based on the linked ED data 
as this contains the highest proportion of participants of all the linkages. 

Authorisation of DCJ to become a contributor to the ICOD, under section 97 of the Public Health Act 2010 and 
the purposes outlined in clauses 93D of the Public Health Regulation 2012 for primary purposes, facilitated the 
use of linked health register information. A summary of the data received is provided below, we note that the 
Housing datasets were only provided up to 30 June 2023, which limited the extent of follow-up data and, 
therefore analysis that could be reliably completed. 

Table 4: DCJ provided data collections, timeframes and notes 
Data Collection Data cut off Comments 

Specialist Homelessness 
Services Data Collection (SHS) 

31 December 
2023 

A specially prepared extract to 31 December 2023 was provided for this 
analysis, providing significant additional opportunities for follow up 
analysis given the timeframes of the program. 

Community Housing 
Information Management 
Electronic System (CHIMES) 

 
30 June 2023 

CHIMES captures data on social housing tenancies managed by around 
33 Community Housing Providers (CHP), including household, individual 
and dwelling characteristics. The linked CHIMES data provided for this 
project includes tenancies up to 30 June 2024 only and will not include 
tenancies commencing after this date. 

Housing Operations 
Management Extended 
Services (HOMES) 

 
30 June 2023 

This includes information on Temporary Accommodation (TA), the NSW 
Housing Register, Applications for Housing Assistance and Private Market 
assistance and subsidies as well as Public Housing tenancies. The linked 
data is only up to 30 June 2023 and so will not include participant 
outcomes occurring post this date. 

 
Given that the timeframe of the SHS data aligns closely to that of the health data and the program overall, it has 
been analysed in greater depth than the Housing datasets, where our ability to draw clear observations and 
outcomes is reduced due to the reduced timeframes of the data. 

Linkage of the DCJ data occurred in July and August of 2024. A summary of the linkage is provided below in 
Table 5. 

Table 5: Proportion of individuals linked across data sets 

Data set 
Individuals 

linked 
Proportion of 
total referrals 

Number of individuals found in the SHS data 213 84% 
Number of individuals found in the CHIMES data 45 18% 
Number of individuals found in the HOMES data 196 77% 
Number of individuals referred to the program (per the units): 253  

 
The key linkage variables requested were Full Name, Date of Birth and Address, with medical record number 

(MRN) added as an additional variable that can be used to improve linkage quality. Table 6 and Figure 7 
summarise the completeness of the data received. 
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Figure 7: Program participants and record data provided 

 
Table 6: Program participant linkage variables 

Data element Number of 
records provided 

Proportion of all records 
that contain this element 

Other observations 

First and Last Name 253 100%  

-MRN 141 56% One region did not record MRN 
Gender 239 94% Gender capture is significantly 

improved compared to interim 
report 

Date of Birth 251 99% Two records contained values that 
were not valid. 

Address 127 50% Address data was patchy, similar to 
data collected for the interim report 

Region (ie LHD) 253 100%  

Date of MH-HIRS referral 253 100% One record had an incorrect month 
 

Overall, the comprehensiveness of data collected by the Mental Health inpatient units has improved since the 
interim report. This will lead to a higher linkage rate and greater linkage confidence, which will improve the 
validity and robustness of the results. 

Classification of health data 

Categories for analysis 
Prior – The 12 month period directly before the Date of Admission of the Hospital Separation within which an 
individual was referred to the MH-HIRS program. This will be a different period of “real time” for each 
participant. This will not be a full 12-month period for any participants with a date of referral after 1 January 
2024. 

17 referrals were made after 31 December 2023. It is possible that the referral separation cannot be identified 
in some of these cases, meaning that we cannot say for certain that we have the complete prior period of data. 
This is expected to have a very small effect and not impact results. For this report, all participants are assumed 
to have a full prior period for analysis. 

Referral Separation – The Hospital Separation within which an individual was referred to the MH-HIRS program. 
For 198 out of 226 linked participants, this Separation can be identified in the data. 

The 28 cases in which an individual cannot be matched to a referral separation may be due to referral 
separations occurring after the data date, as described above, or issues with data accuracy. 

Post – Any Health activity that can be seen in our data that occurs after the Referral Separation. As outlined 
below not all participants will have complete data that covers an entire twelve months post their referral 
separation. 
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Figure 8: Example participant data linked for this analysis – Health data 
 

Figure 8 above, outlines some common situations found in the data to date. 

 Person A (yellow) will have a full 12 months of “Prior” period in all Health data sets, an observable 
Referral Separation, and a full 12 months of Post-Health data. 

 Person B (red) will have a full 12 months of Prior health data but less than 12 months of Post data. 

Data adjustment 
 Given the small number of participants and data, our bias has been to include more data rather 

than less if the data can be confidently adjusted. 
 A single individual enrolled twice in the program across two different regions. This led to duplicate 

records in the linked data that were manually removed. 
 Some dates contained obvious data entry errors. Where this appears logically consistent with other 

available data, we have manually adjusted these dates. 

SHS data 

DCJ provided Specialist Homelessness Services (SHS) data linked to program participants for this report covering 
1 July 2019 to 31 December 2023. Given the important role this data was expected to play in this evaluation, an 
additional six months of data was provided compared to other housing data. 

This data included 213 linked participants, representing 84% of all participants. The data provided was Support 
Period by month data, which includes a view of homelessness status at the end of each month when the 
individual is engaged with SHS services. It also includes a summary of services provided, referred, or needed. 

The nature of the data collection creates certain restrictions on how it can be analysed and interpreted. 
Specifically: 

 This data collection is created from the case management systems of providers. 
 Information on homelessness status, for example, will likely rely on the accuracy of information shared by 

the person receiving support. 
 The information may not be timely for when the data entry occurs -for our analysis, we have used the 

month-end update that caseworkers must enter but note that in many cases, the information entered may 
realistically relate to some time earlier in the month. 

 Data on services delivered, referred and needed are expected to be more reliable and updated in a more 
timely fashion than homelessness or housing status. 

 The 'referred' status in SHS data can indicate referrals to other SHS or mainstream services. 
 This project has not sought to verify the accuracy of SHS data by comparing it to other linked data, as this 

has been considered out of scope. 
 

These aspects of the data collection impact interpretation and limit the conclusions that we can reasonably 
make from this data analysis. What follows are our main areas of investigation: 

 We use a fixed period of 12 months for our “prior” analyses, effectively providing a baseline of how things 
looked over a reasonably long period of time just prior to a person’s referral to the MH-HIRS program. 
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 Given program enrolment is ongoing, and the data cut-off for SHS is 31 December 2023, many participants 
will not have a complementary 12-month period of data available post referral to the MH-HIRS program; 
thus we have made use of variable interval post periods (generally 6 months and 12 months) so that more 
data points can be considered (in the 6-month analyses) notwithstanding the shorter time period may result 
in some biases in findings. 

 We analyse over a period of time (eg the prior period as defined above) and identify whether an individual 
has been recorded as being homeless at least once during this period of time. 

 We do not attempt to infer the number of days in each homelessness status as the data does not allow us to 
do so reliably. 

 We also consider whether an individual has received a particular type of service over a period of time (eg the 
6 or 12 month post referral periods). 

 We do not attempt to count the number of services or their intensity, as this is not reliably available in the 
data. 

 The same approach has been taken with services to which people were referred. 
 

While imperfect, this data provides valuable insight into homelessness services received by MH-HIRS program 
participants before and after their enrolment in the program. 

Figure 9 below outlines some common situations found in the SHS and Housing data available to the evaluation. 
 

 
Figure 9: Example participant data linked for this analysis – SHS and Housing data 

 

Key points to note about Figure 9: 

 The same example Persons have been used as above with the Health data 
 Person A (yellow) will have a full 12 months of “Prior” period in all SHS and Housing data sets 
 Person A (yellow) will also have a 6-month and 12 month follow-up period available in the SHS data 

for analysis 
 Person A (yellow) would not have a 12-month period available in the Housing data for analysis 
 Person B (red) will have a full 12 months of Prior SHS and Housing data but only a completed 6 

month follow-up period in the SHS data 
 Person B may be found in the Housing data and will be reported in this report as observational data 

where possible, however given the relatively small number of participants enrolled before 
31/12/22, there is limited scope to compile reliable 6 months follow-up data with the linked 
Housing data 

Distribution of MH-HIRS referral by region and month data 

This analysis relies on program data collected by the units, via an Excel spreadsheet. Some key points to note 
about the program data include: 

Given Housing data cut off is 30/6/23, both 
Person A and B have an artificially reduced 

chance to be represented in these data 
collections due solely to the cut off time 

Start of Person 
A Prior period Start of Person 

B Prior period 
31/12/21 31/12/22 30/6/23 31/12/23 

A 12 month follow up is not 
possible for Person B 

12 months 6 months 

12 months 

12 months 6 months 

Person A referred to MH-HIRS program on 
15/12/22 (not a real example) 

Person B referred to MH-HIRS program on 
15/6/23 (not a real example) 

SHS data cut off is 30 December 2023 
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 The file contained one clear data error: the date of referral was “13/012/2022.” This has been 
manually adjusted to “13/12/2022” across all analyses. 

 Three deaths in the period following referral were identified from the linked deaths data. 
 One individual was referred into the program twice via different regions (thus, there were 252 

unique individuals making up the 253 identified on the joint participant list provided by the units). 
 This leads to duplication in linked files (where this person’s health and housing data is duplicated 

across two “people”). To keep the analysis as accurate as possible, we have manually removed the 
second referral so that this individual is only counted once in counts of post-referral activity. 

 Other than this issue, data entry appears to be accurate. 

Qualitative data collection and analysis 

Consultations were conducted with the three LHDs and their partner NGOs in April 2024 via MS Teams to 
enable as many participants as possible to attend. The consultations comprised two components: 

 Discussion of region-specific program implementation, as compared to the Program Outline 
document, identifying the key activities, timeframes and any local nuances to implementation 

 Discussion of program barriers, facilitators and future opportunities. 

The broad topic areas explored during the consultations included: 
 Does the program support positive experiences/outcomes for the cohort? 
 Are LHD/NGO partnerships able to effectively deliver the model? 
 What are the benefits/challenges of the program? 
 Are there any opportunities for improvement or suggestions to further optimise the program? 

Findings from the consultations have been de-identified and presented as a thematic analysis in the relevant 
domain of this report. Thirty individual participants across three districts took part in the focus groups including: 

 LHD participants – LHD manager, program manager/coordinator, social worker/s, nursing or other 
representatives who had contact with the program 

 NGO participants – NGO manager, program manager/coordinator, social worker/s, other 
representatives who had contact with the program 

LHD and NGOs also collected case studies of clients referred to the MH-HIRS program. All information provided 
was de-identified. Ten case studies were collected and captured information on a client’s background, the MH- 
HIRS program referral and in-hospital experience, the MH-HIRS program post-hospital support and outcomes, 
and the overarching program value and benefits from the perspective of the service provider and/or client. 

Appendix 5 provides the consultation guide, and Appendix 6 provides the case study template. 

Governance 

The evaluation team attended all Collaborative Working Group meetings between November 2022 and June 
2024 (held bi-monthly). These meetings provided additional insight from the agency and service provider 
perspective. Relevant insights have been included in this evaluation report. 

Baseline and Interim evaluations 

The final MH-HIRS evaluation aims to provide valuable and actionable insights. The overarching MH-HIRS 
program evaluation comprised three strategically structured evaluation reports at different time points. The 
outcomes nature of this evaluation means that each evaluation report is independent, and the findings are not 
intended to build on one another. 

This final evaluation report offers key stakeholders a comprehensive understanding of the MH-HIRS program's 
value, effectiveness, and alignment with government priorities. 

Summary findings from the Baseline and Interim Evaluation Reports are provided in Appendix 7. 
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Final evaluation objectives 
The objectives of this final evaluation were to: 

1. Develop and test linkage of MH-HIRS participant data to NSW Health data and DCJ Housing and 
Homelessness data, and demonstrate successful linkage. 

2. Analyse linked MH-HIRS participant data to assess early program impacts. 

3. Obtain observational quantitative data about program participants, presenting initial insights into their 
circumstances, health conditions, and interactions within the healthcare and housing systems. 

4. Obtain preliminary qualitative data (focus groups/case studies) to provide additional insights about 
participants, there circumstances and their participation in the program.. 

5. Provide observations to inform future policy, housing and mental health initiatives and funding 
decisions. 
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PART 2: EVALUATION FINDINGS 
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5. Program participants 
In March of 2024, the Mental Health inpatient units involved in the MH-HIRS program, with support from their 
partner NGOs, provided the evaluators with a list of 253 individuals referred to the MH-HIRS program between 
June 2022 and early March 2024. 

Region of referral 
Participants were referred from three local health districts: 

 Central Coast LHD – 45 participants 
 South Eastern Sydney LHD – 96 participants 
 Sydney LHD – 112 participants 

This analysis has relied on program data collected by the units. 

Distribution of MH-HIRS referral date 
Figure 10 below shows that referrals peaked in late 2022 and early 2023, as the program commenced. There 
was a steady and slightly lower number of referrals between May 2023 and February 2024, when this data 
collection closed. This analysis relies on program data collected by the units. 

Figure 10: Referral by region and month 

 

Number of Referrals by Region by Month 
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Cumulative total referrals 

The cumulative total of referrals across the program period from June 2022 to February 2024 resulted in 253 
participants, as illustrated in Figure 11. As described above, the evaluation timelines were short, and the cohort 
available for follow-up was small. Figure 11 shows that only a minority of the cohort were enrolled 12 months 
before the end of the evaluation period (N= 85 as of 31/1/2023), with less than two-thirds being enrolled for at 
least 6 months before the end of the evaluation period. 
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Figure 11: Cumulative total referrals to the program 
 

Participant location 
As per the Health Admitted Patient data provided for our interim report, the majority of participants (over 95%) 
enrolled in this program live in a location classified as “Major Cities of Australia.” A small number of participants 
were classified as “Inner Regional Australia.” The number of participants is too small to present an aggregated 
analysis and was not provided for the final linkage. 

Age distribution 

The following demographic analyses have used linked ED data as the quality of this data is well understood and 
there is a relatively high linkage rate. 237 out of 253 program participants were identified in the ED data. Of 
these, only 2225 individuals are represented in Table 7 (compared to 237 with linked data in the ED data) 
because there were 15 blank data points and a very small number of people with “non-binary” recorded 
gender. This data is plotted by gender in Figure 12. 

Table 7: Participant count by age group 
Age Group Count Proportion 

< 15 0 0% 
16 - 25 36 16% 
26 - 35 65 29% 
36 - 45 59 27% 
46 - 55 39 18% 

56 + 23 10% 
Total 222  

Distribution of Gender 

Gender analysis from the linked EDDC records showed that almost two-thirds of all participants were male 
(65%), and one-third (35%) were female. A small number of participants identified as non-binary. This report 
has not shown specific cell data for privacy reasons. 

 

 
5 31 participants were unable to be linked 
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Figure 12: Male and female participants by age distribution 

 
Table 8: Proportion of male and female participants by age group 

Age Group Male proportion Female Proportion 
< 15 0% 0% 

16 - 25 13% 22% 
26 - 35 31% 26% 
36 - 45 28% 23% 
46 - 55 16% 21% 

56 + 12% 7% 
 

As of 31 December 2023, the average age of a male in the program was 37.75, and the average age of a female 
in the program was 37.37. Additionally, as per the Health ED data, the number of people requiring an 
interpreter was less than 10 for the entire group. For privacy reasons, specific data on individuals identifying as 
Aboriginal or Torres Strait Islander and LGBTQI cannot be disclosed due to the small numbers involved. 

Comparison of Male and Female Age Distribution 
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6. Evaluation findings 
This evaluation comprehensively examines the program's effectiveness across four domains: housing stability, 
service utilisation, individual well-being, and program value. It combines literature insights, quantitative analysis, 
qualitative findings, and practical examples to provide a holistic understanding of the program's impact. Table 9 
provides the key to the outcomes evaluation. 

Table 9: Evaluation key 
Evaluation components Description 

Literature insights Synthesis of research on each domain highlighting the features of the broad 
population group impacted by mental health conditions and homelessness 

Quantitative analysis Analysis of linked housing/homelessness and health data for the MH-HIRS 
cohort 

Qualitative findings Thematic analysis of stakeholder consultation to understand program 
impact and real-life vignettes highlighting key interventions and supports 

Program exemplars Deidentified MH-HIRS participant case studies and vignettes demonstrating 
tangible and intangible achievements in line with the expectations set by 
the literature 



MH-HIRS Final Evaluation 

 

36  

7. Housing and homelessness 
 

Evaluation objectives 
 People at risk of rough sleeping on discharge are identified and referred 
 People who are referred are assessed and have an individual support plan developed 
 People are supported to transition from hospital to housing 

Evaluation outcome: People who are supported by the MH-HIRS transition to independent living in safe and 
stable housing 

 

Summary of key findings 

 People at risk of being discharged to rough sleeping or homelessness were identified during inpatient 
admissions and successfully referred to individualised housing support services. 

 Individualised and integrated health and housing support plans can be successfully developed. 

 People can be successfully supported to transition from hospital to safe and secure housing. 

Housing data 

 Linked Housing data was available until 30 June 2023, limiting the post-referral analysis compared to the 
Health and SHS data linkages where data to 31 December 2023 was available. As such, only a small 
proportion of participants have 6 months of follow-up data available, and almost none have 12 months. 
Our analysis attempts to observe outcomes as available, but we caution that interpretation of these 
results is difficult given the relatively shorter follow-up period available. 

 As of 30 June 2023, 15 individuals had commenced a Community Housing tenancy following referral to 
the MH-HIRS program. 11 of these individuals entered Transitional Housing, and 4 entered General 
Housing. 

 We can also observe 26 individuals have commenced a Public Housing tenancy following referral to the 
MH-HIRS program. Two of these individuals came from Transitional Housing in the CHIMES data set. 

 There were (estimated) 43 individuals on the NSW Housing Register on referral to the MH-HIRS program. 
Of these 17 have been housed by 30/6/23. Following referral to the MH-HIRS program, an additional 32 
people applied for social housing, with 12 of them housed by 30/6/23. The people marked as housed in 
this data will overlap with the housing outcome data described above. 

 Following referral to MH-HIRS, 50 people have received 80 services for Temporary Accommodation, 9 
have received a Bond Loan service and 12 have received an Advance Rent service. 

Homelessness data 

 Data shows a growing profile of individuals in the system and increased service delivery and referral 
patterns 6 and 12 months post-referral to the MH-HIRS program, facilitating better understanding and 
addressing their service needs. 

 One-third of MH-HIRS participants (70 out of 213 linked participants) had SHS interactions in the 12 
months before referral, including 33% with recorded homelessness status during this period, 26% with 
SHS services provided, and 13% with services referred. 

 Nearly all MH-HIRS participants showed SHS interactions (services received and referred) post-referral; 
98% had evidence of SHS interactions, including the MH-HIRS referral. 

 At six months post-referral, 98% had recorded homelessness status, 62% had received SHS services, and 
55% had been referred to either SHS or other services. At twelve months post-referral, these figures 
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increased to 100% with recorded homelessness status, 74% with SHS services provided, and 58% referred 
to SHS or other services. 

Key findings discussion 

 Insights from the literature 
People experiencing homelessness and rough sleeping who also live with mental illness have significant needs 
for care and support. Yet, they are typically disengaged from community health services and the contemporary 
recovery-oriented care that these services offer. Barriers preventing people who are homeless and rough 
sleeping from accessing care can be both personal and practical and include competing needs and priorities, 
illness and poor health, physical access to health services, difficulty in contacting services, medication security, 
and the affordability of health care. 6 

The period when people transition from hospital to living in the community has been identified as a period of 
particular vulnerability for people being discharged from acute mental health care. It has been reported that 
the first year following discharge from a mental health inpatient unit is a high-risk period for homelessness, 
especially when having a substance use disorder or a prior history of homeless shelter contact. 7 Such findings 
have prompted the call for intervention designs that focus on housing support during the vulnerable period 
following hospital discharge. 

The MH-HIRS is premised on the philosophy that hospital admissions can provide a point of opportunity to link 
people living with mental illness, at risk of homelessness, to community-based housing services in preparation 
for supporting them on discharge. The program recognises that the absence of a safe and secure home 
significantly contributes to poorer health. The transient nature of homelessness makes continuity of health care 
difficult. Referrals and effective follow-up are often impossible under traditional community healthcare models. 

It has been well-documented that there are personal, practical, and relationship barriers to accessing 
healthcare. 8 People experiencing homelessness and rough sleeping concurrently with mental health issues 
require the support of an array of services. Navigating these services is challenging, and integrated support from 
housing and mental health services is crucial for people to find and retain housing and maintain a connection 
with their health care. 

Lengthy admissions for mental health issues have been shown to reduce when supportive housing is provided 
to people who are homeless. 9 It has been argued that addressing homelessness is an important form of health 
care, not a separate ‘non-health’ issue. 10 Studies internationally and in Australia demonstrate significant 
reductions in emergency department presentations and inpatient length of stay when housing is coupled with 
wrap-around support for people experiencing homelessness. 

 Detailed quantitative analysis 

CHIMES Cohort 

The CHIMES data collection covers a range of Community Housing providers operating in NSW, including 
services related to general housing, crisis and emergency accommodation. Data covering 1 July 2019 to 30 June 
2023 was linked to the MH-HIRS participant list. 

 
6 Johnson, G., & Chamberlain, C. (2008). "Homelessness and substance abuse: Which comes first?" Australian Social Work, 61(4), 342-356. 
doi: 10.1080/03124070802428191 
7 Nilsson et al (2019) Risk of homelessness after discharge from psychiatric wards in Denmark: a nationwide register-based cohort study. 
Acta Psychiatrica Scandinavica Volume 140, Issue 5 pages 477-489 
8 Gulliford, M., et al. (2002). What does 'access to health care' mean? Journal of Health Services Research & Policy, 7(3), 186-188. doi: 
10.1258/135581902760082517 
9 Tsemberis, S., Gulcur, L., & Nakae, M. (2004). "Housing First, Consumer Choice, and Harm Reduction for Homeless Individuals With a Dual 
Diagnosis." American Journal of Public Health, 94(4), 651-656. doi: 10.2105/AJPH.94.4.651 
10 Wood, L., & Flatau, P. (2018). "Addressing health and housing in Australia." Medical Journal of Australia, 209(7), 300-302. doi: 
10.5694/mja18.00530 
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Linked data observations: 

 After linkage, 33 individuals from the MH-HIRS cohort remained, with 45 total records found in the CHIMES 
data. 

 “Tenancy Start Date” and “Tenancy End Date” variables have been used to understand the length of each 
tenancy in this analysis. 

 The “Resident From” and “Resident To” variables were considered for use but did not appear to 
discern between multiple tenancies of the same person, so they were used only for checking 
purposes in this analysis. 

 We removed any tenancies that ended more than 12 months prior to referral to the MH-HIRS program and 
this reduced the number of individuals from 33 to 22. Of these 22 individuals: 

 7 had tenancies that completed in the 12 months prior to referral. 
 1 had a tenancy that spanned the referral date (they did not have any other prior or post tenancies) 
 15 commenced tenancies after their referral date (individual with two records has been adjusted). 
 One person had a tenancy before and after referral. 

 Linked data contains “Assistance Type” for each tenancy, the data available for these 22 individuals is Table 
10 of the 15 individuals who received a tenancy after referral were still ongoing as at 30/6/23. 

 Where there was a tenancy commencing after referral, it commenced on average 88 days after the referral 
date. 

 There are 7 tenancies in the data where the person entered the tenancy after referral and the tenancy is 
now complete, lasting 114 days on average; these were all in transitional housing. 

 There is one person with two tenancies post referral (this is why 7 + 9 = 16 does not match the total of 15 
individuals above) but this appears to be a data error and has not been explored further. 

Table 10: Linked CHIMES data and housing status identified 
Assistance Type Tenancies ended within 12m 

prior to referral 
Tenancy spans MH-HIRS 
referral 

Tenancy began after MH- 
HIRS referral 

Affordable Housing 0 0 0 

Transitional Housing 3 0 11 

General Housing 4 1 4 

Total 7 1 15 

MH-HIRS cohort in Public Housing and Aboriginal Housing Office (AHO) Tenancy data 

Public Housing and AHO tenancy data covering 1 July 2019 to 30 June 2023 was linked to the MH-HIRS 
participant list. Given this data cuts off on 30 June 2023, but the list of referrals carries into 2024, great care 
should be taken when interpreting these results. 

A very small number of observations linked to AHO data cannot be reported for privacy reasons. 

Linked data observations: 

 After data cleaning, 72 total records were included that relate to 59 individuals from the MH-HIRS cohort. 

 We have removed from this any tenancies that concluded more than 12 months prior to an individual’s 
referral to the MH-HIRS program. This leaves 43 individuals for analysis. 

 10 of these individuals concluded a Public Housing tenancy in the 12 months prior to referral. 

 Five of these have their date of referral to MH-HIRS after the data cut off date of 30 June 2023. 
 This should be considered when interpreting these findings. 

 26 individuals started a Public Housing tenancy post MH-HIRS referral. 
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 Tenancy commenced on average 83 days after referral. 
 All except two remain in Public Housing at 30/6/23. 
 Those 2 were vacated to family and friends. 

 7 individuals were in Public Housing when the referral occurred. 

 All 7 remain in Public Housing as at the data date of 30 June 2023. 
 4 of these individuals had their date of referral before 30 June 2023 so we can comment that 

according to this data they were in Public Housing before and after their referral. 
 3 of these individuals were referred to MH-HIRS after the data date so it is not possible to know if 

they were in Public Housing when referred, nor their housing after referral. 

Using the available linked data (to 30 June 2023) we can observe that 26 individuals have commenced a Public 
Housing tenancy following referral to the MH-HIRS program. 

MH-HIRS cohort in Housing Applicants data 

Data on applications to the NSW Housing Register covering the period 1 July 2019 to 30 June 2023 was linked to 
the MH-HIRS participant list. Data fields used to infer timing and classify individuals include: 

 Applicant Status Effective date. 

 Applicant Effective From date. 

 Registered Date. 

 These are often very similar, usually registered date is a day or so later than effective date. 
 For this analysis we have used Applicant Effective date as a conservative date to reflect a person’s 

interaction with the application process. 
 In the vast majority of cases (>90%) the two dates are the same. 

This data file contains 154 individuals from the MH-HIRS program, provided from 1 July 2019 to 30 June 2023. 
Of these: 

 122 applied for social housing prior to their enrolment in the MH-HIRS program. 
 32 applied for social housing after their enrolment in the MH-HIRS program. 
 Note that there are five individuals who had an application both before and after referral. 

We have attempted to identify individuals who were on the NSW Housing Register at the time of referral to the 
MH-HIRS program and tracked their subsequent outcomes. The following criteria have been used: 

 Only consider those MH-HIRS participants with a date of referral on or before 30 June 2023 (this 
reduced the data file from containing 125 individuals to 87 total) given the data cut-off is 30 June 
2023 so we cannot state conclusively what happens to the Housing Register beyond this time. 

 The registered date is prior to the referral date with no restriction on how much earlier. 
 We have not attempted to restrict the effective date; if an individual is listed as on the housing 

register as at 2020 and there are no subsequent updates, we have assumed that they were on the 
register at the time of referral, and remain there at the data cut off date. 

Applying this logic there were 43 individuals on the NSW Housing register at the time of referral: 

 24 of these individuals remained on the housing register at 30 June 2023. 
 15 had been housed by 30 June 2023. 
 2 had been housed by other providers. 
 2 had their application closed following referral. 

Further, there were 32 individuals who applied for social housing following their referral to the MH-HIRS 
program, refer Table 11. The distribution of these applications as of 30/6/23 is shown below. 
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Table 11: Linked Housing Applicants' data 

Application List Status Count Proportion 

Closed (for the register) 0 0% 

Suspended (for a period) 3 9% 

Active 17 53% 

Housed 11 34% 

Housed by other housing provider 1 3% 

Total 32  

On referral to the MH-HIRS program, there were (estimated) 43 individuals on the NSW Housing Register. Of 
these, 17 had been housed by 30/6/23. Following referral to the MH-HIRS program, an additional 32 individuals 
applied for social housing, with 12 of them housed by 30/6/23. The individuals marked as housed in this data 
will overlap with the housing outcome data described above. 

MH-HIRS cohort in Private Rental Assistance (PRA) data 

There were 149 individuals identified in the Private Rental Assistance Main Client data file (which is a part of the 
HOMES system data) who were referred to the MH-HIRS program. Data was taken from 1 July 2019 through to 
30 June 2023. 

The file represented 149 individuals in total, which is reduced to 92 individuals when services received more 
than 12 months prior to the MH-HIRS referral are excluded. 

 92 individuals received a service in the 12 months prior to referral. 
 53 individuals received a service following referral. 
 5 individuals received a service on the date of referral. 
 25 individuals only received a service in the period following referral. 
 Thus 117 total individuals received a service in the period of analysis (92 + 25). 

Overall, Temporary Accommodation (TA) was by far the most common service, both prior to enrolment in the 
program, and in the post-referral period, refer Table 12. 

Table 12: MH-HIRS cohort in HOMES data – services received and contributing individuals 

Assistance Type 
12m 

prior to 
referral 

% 
Individuals 
receiving 

Avg 
pp 

Post referral % 
Individuals 
receiving 

Avg 
pp 

Temporary 
Accommodation 198 49% 90 2.20 80 39% 50 1.60 

Extended TA 1 night 81 20% 54 1.50 39 19% 27 1.44 
Extended TA 2 
nights 47 12% 35 1.34 20 10% 13 1.54 
Extended TA 3 
nights 26 6% 21 1.24 16 8% 12 1.33 
Extended TA 4 
nights 15 4% 13 1.15 13 6% 10 1.30 
Extended TA 5 
nights 15 4% 12 1.25 9 4% 7 1.29 
Extended TA 6 
nights 12 3% 10 1.20 6 3% 5 1.20 

Advance Rent 8 2% 8 1.00 13 6% 12 1.08 

Bond Loan 4 1% 4 1.00 9 4% 9 1.00 

Total 406  92  205  53  
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Interpreting this table: 

 The blue section of the table describes services received prior to referral to MH-HIRS. 
 The green section of the table describes services received post referral to MH-HIRS. 
 There were 406 total services received by 92 individuals prior to their MH-HIRS referral. Of these, 

90 individuals received 198 Temporary Accommodation Services, an average of 2.2 per person 
 It is possible to observe the number of individuals receiving services in the post period, for example 

50 individuals received 80 instances of service for TA in the period post MH-HIRS referral. 
 It is not possible to directly compare prior and post periods meaningfully because the time period 

of the post analysis is not consistent across individuals, and is almost always less than one year. 
 Data on TA length were not provided for analysis. 

Linked analysis of Housing outcomes 

We have made some initial observations of how outcomes span across the different Housing datasets provided. 

 15 individuals commenced a Community Housing tenancy following referral, 9 of which continue to 
30 June 2023. 

 2 of the individuals in transitional housing completed prior to 30 June 2023 and then immediately 
commenced Public Housing tenancies which remain ongoing. 

 5 of these individuals have an active application on the housing register as at 30 June 2023. 
 3 remain in community housing (CHIMES) tenancies. 
 2 are on waiting lists and their community housing (CHIMES) tenancy has ended. 
 1 individual has received a single service for Temporary Accommodation, this person is no longer in 

community housing (CHIMES) housing at 30 June 2023. 
 26 commenced Public Housing following MH-HIRS referral, with 24 ongoing at 30 June 2023. 
 11 individuals have an active application on the housing register. 
 15 individuals have received some form of Private Rental Assistance following MH-HIRS referral as 

well. 

Once more time has elapsed, it would analysis of the paths of individuals across services in an exposure- 
adjusted fashion will be possible. 

Specialist Homelessness Services (SHS) Data 
Key observations: 

 Only one-third of MH-HIRS participants (70 out of 213) had an interaction with SHS in the 12 
months prior to MH-HIRS program referral (this includes services provided and referred). 

 Unsurprisingly, almost all MH-HIRS participants in the linked SHS data show evidence of 
interactions (services provided and referred) with SHS post-referral to the MH-HIRS program. 

 This shows that this cohort of individuals were unknown to SHS services prior to the MH-HIRS 
program. 

 Of those who had interactions with SHS services in the 12 months prior to MH-HIRS program 
referral: 

 66% received some amount of emergency or short-term accommodation support. 
 Less than 40% had any evidence of referred services over this period. 
 In the period of time following MH-HIRS program referral: 
 There was a significant increase in SHS interaction and increased data entry to reflect this. 
 This indicated clearer evidence of homelessness amongst the group of MH-HIRS participants. 
 Only 26% of participants received an SHS service in the year prior to referral, this increases to 62% 

in the six months after referral. 
 The proportion of individuals who showed evidence of referred services increased substantially. 
 The number of individuals with referrals for medium and long term accommodation increased. 
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Linked data available for analysis 

As described earlier in this report, 213 of the 253 individuals referred to the MH-HIRS program were identified 
in the SHS data as at 31 December 2023. Note that some of the 253 people in the program were referred after 
the data cut-off date which will impact their presence in the data. Further description of these issues is provided 
in the ‘Evaluation approach’ section of this report. We have used the “collection_period_identifier” data field to 
time stamp homelessness status at a point in time and the services that were provided and referred primarily. 

Homelessness status implied from SHS data 

Our analysis of homelessness has been based on the AIHW definition of homelessness and the risk of 
homelessness from the SHS data. Given the nature of the MH-HIRS program, we have made one adjustment for 
the purposes of our analysis: We have separated out the individuals in receipt of “short-term temporary 
accommodation” from the homeless category. They will be reported on as a separate category labelled “Short 
Term”. 

For each individual where linked data exists, we have inspected SHS records for 12 months prior to their referral 
to MH-HIRS and identified where they contain information pertaining to Homelessness status. We then 
summarise individuals by whether or not they have at least one record indicating each of the standard 
homelessness statuses. 

Table 13 Homelessness status recorded in SHS data in the year prior to MH-HIRS referral 

Adjusted AIHW Homelessness Classification Count 
Proportion of all individuals in the MH- 

HIRS program 

Homeless 34 16% 

Short Term temporary accommodation 50 23% 

At Risk 25 12% 

Not Stated 15 7% 

Interacted with SHS 70 33% 

Total individuals in the MH-HIRS program with 
linked SHS data 

213 
 

 
It should be noted that status as described in Table 13 above includes overlap between categories – these 
categories were not mutually exclusive and some individuals will show evidence of multiple statuses over any 
analysis period. Of the 213 linked participants (refer Table 13) referred into the MH-HIRS program: 

 70 had interactions with SHS services in the year prior to their MH-HIRS program referral. 
 34 of these 70 individuals had at least one entry indicating that they were homeless during this 

period according to the modified AIHW classification. 
 50 of these 70 individuals had at least one entry indicating that they were in Short-Term 

Accommodation during this period, according to the modified AIHW classification. 
 Notably, 24 individuals out of 70 (34%) had evidence of both Homelessness and Short-Term 

Accommodation over this period. 

Table 14 Homelessness status in the six months after MH-HIRS referral 

Adjusted AIHW Homelessness 
Classification 

 
Count 

Proportion of all individuals in the 
MH-HIRS program who reached 6 

months post referral 

Homeless 59 40% 

Short Term temporary accommodation 57 39% 

At Risk 103 71% 

Not Stated 13 9% 

Interacted with SHS 143 98% 

Total individuals in the MH-HIRS program 
with linked SHS data 

146 
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Of the linked SHS data, 146 individuals (refer Table 14) had enough time pass from the MH-HIRS program 
referral and the data endpoint (31/12/23) for us to include them in this analysis. 

 It is not surprising that 98% of these individuals had evidence of SHS interactions during this time, 
as the MH-HIRS referral itself should always feature as an interaction. It is not clear why this figure 
is not 100% - it may be due to individuals who could not be linked, or issues with the data cut off 
period. 

 Overlap between categories – these categories were not mutually exclusive and some individuals 
will show evidence of multiple statuses over any analysis period. 

 There is less overlap between the “Homeless” and “Short Term” groups shown here compared to 
the prior period analysis, with only 22 out of 143 individuals (15%) having evidence of both 
Homeless and Short Term Accommodation over this period. 

 We note that this data must be interpreted with caution. There is a significant risk of bias in the 
prior group (only representing 70 individuals who had limited services provided and referred 
through SHS) and the post groups (representing almost all of the MH-HIRS participants). 

 It is also possible that the quality of data entry would improve following MH-HIRS program referral 
given the increased role of the MH-HIRS program and interactions with SHS services. 

Table 15 Homelessness status in the twelve months after MH-HIRS referral 
 

Adjusted AIHW Homelessness Classification 
 

Count 
Proportion of all individuals in the 
MH-HIRS program who reached 6 

months post referral 

Homeless 28 49% 

Short Term temporary accommodation 26 46% 

At Risk 43 75% 

Not Stated 7 12% 

Interacted with SHS 57 100% 

Total individuals in the MH-HIRS program 
with linked SHS data 

57 
 

 
Of the linked SHS data, 57 individuals (Table 15) had enough time pass from MH-HIRS program referral and the 
data endpoint (31/12/23) for us to include them in this analysis. This table shows similar results to Table 14 
above. It should be noted that: 

 
 There is overlap between categories – these categories were not mutually exclusive and some 

individuals will show evidence of multiple statuses over any period of analysis. 
 There is less overlap between the “Homeless” and “Short Term” groups shown here compared to 

the prior period analysis, with only 10 out of 57 individuals (18%) having evidence of both Homeless 
and Short Term Accommodation over this period 

Services provided as described in the SHS linked data 

When considering provided and referred SHS services for the linked participants of the MH-HIRS program, we 
have simplified the categories considered to the following four: 

1. Short-term or emergency accommodation 
2. Medium term/transitional housing 
3. Long term housing 
4. All other services combined 

These groupings allow clear analysis of accommodation services without attempting to tease apart differences 
in non-accommodation services, where there is significant overlap and the risk of misinterpretation and bias in 
similar categories. 

As with the homelessness status analysis above it is not possible to infer intensity or duration of services 
provided over a period of time, rather we simply observe and report on whether there is evidence that an 
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individual has received, or been referred to, a particular support category at least once over a given period of 
time. 

Out of 213 linked individuals from the MH-HIRS program, 56 (26%) were identified as having received services 
from SHS in the 12 months prior to referral. A summary of the total number of services received is shown 
below, noting that there is overlap between these categories. 

Table 16 Services provided as per the SHS linked data in the year prior to MH-HIRS referral 
 

SHS service provided 
 

Count 
Contributing 
individuals 

Proportion of 
individuals receiving 

this support 

Short term or emergency accommodation 37 56 66% 

Medium term / transitional housing 2 56 4% 

Long term housing 0 56 0% 

All other services combined (non-accommodation 
service) 

36 56 64% 

Total number of services provided to the 56 
individuals in the 12 months prior to MH-HIRS 

referral 
75 56 N/A 

 
 There is overlap across the rows, reflected in the fact that there were 75 total services delivered to 

56 individuals, but all individuals received at least one of these services. 
 Only one person out of the 56 received both Short-term and Medium-term housing support in the 

12 months prior to referral. 
 18 individuals received both short-term or emergency accommodation support along with a non- 

accommodation service. 

The following table considers the services provided in the six months post MH-HIRS referral, and summarises 
this data in a comparable fashion to the table above. Out of the 146 linked individuals from the MH-HIRS 
program where six months have passed from the date of referral and this is contained within the data cut-off 
period of the SHS data (31 December 2023), 91 (or 62%) were identified who had received services within this 
period. These 91 individuals received a total of 107 total services in this period of time. 

Table 17 Services provided as per the SHS linked data in the six months following MH-HIRS referral 

SHS service provided Count Contributing individuals Proportion of individuals 
receiving this support 

Short term or emergency 
accommodation 

20 91 22% 

Medium term / transitional housing 13 91 14% 

Long term housing 1 91 1% 

All other services combined 73 91 80% 

Total number of services provided to the 
91 individuals in the 6 months following 

MH-HIRS referral 
107 91 N/A 

 
 As a general observation, there is overlap occurring where one person will receive both 

accommodation and non-accommodation supports but there is very limited overlap of a person 
receiving multiple forms of accommodation services within the analysis period. 

 Table 17 shows that as a proportion of the individuals included, fewer short term accommodation 
services are observed, and more Medium term / transitional housing services are observed in the 
post 6 month period than was observed in the prior 12 month period 

 It must be noted that this comparison is not ideal. The underlying group of individuals will be 
different, and the follow up period materially shorter which will influence comparability. This 
analysis should be considered observational for discussion. 
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The following table considers the services provided in the 12 months post MH-HIRS referral, and summarises 
this data in a comparable fashion to the tables above. Out of the 57 linked individuals from the MH-HIRS 
program where 12 months has passed from date of referral and this is contained within the data cut off period 
of the SHS data (31 December 2023), 42 (or 74%) were identified who had received services within this period. 
These 42 individuals received a total of 55 total services in this period of time. 

Table 18 Services provided as per the SHS linked data in the tweleve months following MH-HIRS referral 
 

SHS service provided 
 

Count 
 

Contributing individuals 
Proportion of 

individuals receiving 
this support 

Short-term or emergency 
accommodation 

8 42 19% 

Medium-term / transitional 
housing 

9 42 21% 

Long-term housing 0 42 0% 

All other services combined 38 42 90% 

Total number of services 
provided to the 42 individuals 

in the 12 months following 
MH-HIRS referral 

 
55 

 
42 

 
N/A 

 
 The findings from this table are quite similar to those in the six month analysis. 
 The proportion of individuals receiving any form of accommodation support appears to have 

decreased in the twelve months following the MH-HIRS referral compared to the prior year. 

Services referred as described in the SHS linked data 

The following tables follow a similar analysis pattern as those above and considers services referred as captured 
in the SHS data. We have opted to keep the data on services accessed in the year prior to and the 6 months and 
12-months post-enrolment separate, to avoid confusion across the different data periods. 

Out of 213 linked individuals from the MH-HIRS program, 27 were identified (13%) who were referred 51 
services from SHS in the 12 months prior to referral (table 19). A summary of the total number of services 
referred is shown below, noting that there is overlap between these categories. 

Table 19 Services referred as per the SHS linked data in the year prior to MH-HIRS referral 

 
SHS service referred 

 
Count 

 
Contributing 
individuals 

Proportion of 
individuals 

referred to this 
support 

Short-term or emergency accommodation 12 27 44% 

Medium-term / transitional housing 8 27 30% 

Long-term housing 12 27 44% 

All other services combined 19 27 70% 

Total number of services referred to the 27 
individuals in the 12 months prior to MH-HIRS referral 

51 27 N/A 

Referred services in the 12 months prior to referral appear more focused on medium and long-term housing 
supports compared to services provided. 

The following table(table 20) considers the services referred in the six months post MH-HIRS referral, and 
comparably summarises this data to the table above. Out of the 146 linked individuals from the MH-HIRS 
program where six months have passed from the date of referral and this occurred within the data cut-off 
period of the SHS data (31 December 2023), 80 (or 55%) participants were identified who had received services 
referred within this period. These 80 individuals were referred to a total of 172 total services in this period of 
time. 
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Table 20 Services referred as per the SHS linked data in the six months following MH-HIRS referral 

 
SHS service referred 

 
Count 

 
Contributing 
individuals 

Proportion of 
individuals 

referred to this 
support 

Short-term or emergency accommodation 38 80 48% 

Medium-term / transitional housing 46 80 58% 

Long term housing 51 80 64% 

All other services combined 37 80 46% 

Total number of services referred to the 80 
individuals in the 6 months following MH-HIRS 

referral 
172 80 N/A 

 This data suggests that the proportion of individuals referred to medium and longer term housing 
may have increased following MH-HIRS referral. 

 It is not possible to be conclusive in this comparison as the prior group will include a much broader 
group of individuals than the six month follow up group. 

 Referred services should also be considered in the context of housing status and services provided, 
once numbers permit such sub-group analysis. 

Table 21 considers services to which participants were referred in the 12 months post MH-HIRS referral, and 
summarises this data in the same way as the tables above. Out of the 57 linked individuals from the MH-HIRS 
program where 12 months have passed from the date of referral and this is contained within the data cut-off 
period of the SHS data (31 December 2023), 33 (or 58%) were identified who had received services referred 
within this period. These 33 individuals received a total of 64 services in this period of time. 

Table 21 Services referred as per the SHS linked data in the twelve months following MH-HIRS referral 
 

SHS service referred 
 

Count 
 

Contributing individuals 
Proportion of 

individuals referred to 
this support 

Short term or emergency 
accommodation 

7 33 21% 

Medium term / transitional 
housing 

18 33 55% 

Long term housing 21 33 64% 

All other services combined 18 33 55% 

Total number of services 
referred to the 33 individuals 
in the 12 months following 

MH-HIRS referral 

 
64 

 
33 

 
N/A 

 Relative use of Medium and Longer term housing in this cohort appears to confirm the 
observations of the six month group, namely an apparently increased proportion of the observed 
cohort being referred to medium and long term housing relative to short term or emergency 
accommodation. 

 While not conclusive, these observational findings suggest that there has been a change in service 
referral patterns post MH-HIRS referral. 

 Qualitative findings 

The qualitative data indicate that individualised support through the MH-HIRS program has been able to 
facilitate the transition to safe and stable housing for individuals living with serious persistent mental illness. The 
housing outcomes have been achieved through a community navigation approach founded on a recovery- 
oriented support model. 
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Vignette: The target cohort brings complex intersecting housing and health needs which can require long 
periods of support to achieve outcomes 

Roni is a 41-year-old male with a long history of chronic suicidal ideation, low mood, and multiple admissions to various 
hospitals for treatment of alcohol intoxication and drug-induced psychosis. Multiple referrals were made to acute care; 
however, due to his itinerant living circumstances, he would be lost to care. He was admitted to hospital in July 2023, 
following a serious but apparently impulsive suicide attempt in the context of alcohol intoxication. 

At the time of referral, Roni had no identification, no clear diagnosis or treatment plan and no established psychosocial 
supports. His history of homelessness spans 10 years, sleeping on the streets, couch surfing with family and friends, 
riding the night train, various crisis accommodations and hospital admissions. Previous attempts to sustain a tenancy, 
however, proved to be unsafe environments. 

Key features of Roni’s journey to this outcome 

 Roni was supported in gaining his identification, and work began re-establishing him on the housing register. 
 The MH-HIRS caseworker and treating team worked together to plan for discharge. 
 In August 2024, he was discharged from hospital into Supported Temporary Accommodation (STA) outside of his local 

area. 
 The MH-HIRS caseworker maintained the connection with his care team. 
 Roni was supported in applying for the NDIS, the Housing and Accommodation Support Initiative (HASI), and the 

Continuing Coordinated Care Program (CCCP - community-based support for AOD issues). 
 In November 2023, Roni accepted a property offered to him; he required additional support to sustain a tenancy and 

build his living skills and needed a slow transition from the 24/7 crisis accommodation to independent living. 
 The MH-HIRS caseworker made a referral to the mental health clinicians working within the NGO’s homelessness 

package, enabling consistent mental health expertise to support Roni. 
 With support, Roni maintained tenancy through the Christmas and New Year period. 
 In February 2024 HASI started their engagement with Roni, which has been going well. 
 He is continuing to engage with his healthcare team and his CCCP worker 
 Roni has had the final visit with the Sustaining Tenancy team, and no issues or concerns were raised. 
 As of May 2024, Roni continues to manage his tenancy well. 

 Program exemplar 

The case study below confirms that the target cohort often has a history of concurrent health and housing 
challenges. It also shows that access to integrated housing and health support can enable a successful transition 
from hospital to a safe and secure home in the community. Such a successful transition enables ongoing 
connection with recovery-oriented care in the community and positive social engagement. 

 

Client’s background 

 Henry is a 26-year-old male who has experienced pockets of homelessness and insecure living since childhood. He 
has lived a transient lifestyle for many years, moving from state to state, couch surfing, or living in unlicensed 
boarding houses. 

 Henry has a history of depression, suicidal ideation, childhood trauma and medication non-adherence as well as 
disengagement from services. 

 He was not previously known to the local mental health services prior to admission in September 2022, although 
there is a record of admissions from interstate. 

MH-HIRS program referral and hospital experience 

 Henry was admitted to the hospital in late 2022 and spent three weeks stabilising before a referral was made to the 
MH-HIRS caseworker. 

 Once the initial appointment was completed the MH-HIRS caseworker and the hospital social worker both advocated 
for a neuropsychiatric assessment. It was identified that Henry was connected to a previous service, and contact was 
made with his care coordinator. 

 A social housing application was submitted, and transitional accommodation options were discussed with Henry as 
part of discharge planning. The MH-HIRS caseworker and Henry completed a nomination for transitional housing and 
submitted all supporting paperwork. 

 Referrals were also made to the mental health-supported community accommodation, where he was accepted and 
moved in early 2023. Once there, a transitional property became vacant. 



MH-HIRS Final Evaluation 

 

48  

 

MH-HIRS program post hospital support and outcomes 

 Henry settled into community accommodation well and enrolled in TAFE. The MH-HIRS caseworker remained 
involved in supporting Henry's settlement and identifying the goals he wished to achieve. 

 Once the transitional property moved out of maintenance and was ready for viewing, Henry was asked if he wanted 
to view it. Although nervous about the change, he agreed to walk through the studio. The MH-HIRS caseworker took 
time to answer Henry's questions about the property and the support being offered. 

 He accepted the transitional accommodation. As the accommodation was local, Henry did not lose the support of his 
Early Intervention Psychosocial Support caseworker. It was close to public transport and shops and an easy commute 
to TAFE each day. 

 The MH-HIRS caseworker helped Henry pick up belongings he had stored at a friend’s place and helped him with 
furniture prior to his move into the property. 

 While still in transitional housing, Henry was approved for priority housing. 
 He has continued his medication as prescribed, consistently engaged with support, attended TAFE, reconnected with 

family, and joined a local bell-ringing group. 
Program value and benefits 

The MH-HIRS Caseworker was able to remain with Henry on the journey through the different accommodation settings. 
The caseworker has also been available to support as he has required, sometimes this has been more frequent and other 
times less. 
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8. Health service utilisation 
 

Objectives 
 Need for admitted mental health care decreases 
 Engagement with community mental health is focused on maintenance 

Outcome: People who participate in the MH-HIRS have reduced need for admitted MH services 
 

Summary of key findings 

 The program successfully supported ongoing engagement with community mental health with a focus on 
health maintenance. 

 Health conditions: There was a total of 1,000 episodes across prior referral and post episodes. Across all 
episodes, 48% were for ‘mental health conditions’ and 19% were for ‘alcohol/drug use and alcohol/drug 
induced organic mental health conditions’. All other health conditions accounted for less than 7% each. 

 Hospital separations pre and post-MH-HIRS program: Prior to referral, there were 536 total separations 
(2.37 separations per person on average, median of 1, maximum of 27), while post-referral, there were 
266 total separations. 

 Hospital length of stay (LoS) pre and post MH-HIRS program: Prior to referral, the average LoS in a mental 
health unit was 15 days (median 7 days) across 292 separations, while post-referral, the average LoS was 
17.9 days (median 9 days) across 169 separations. 

 Hospital length of stay for the referral episode highlighted an average LoS of 51.91 days (median 34 days) 
across 169 separations. 

 Emergency department presentations pre and post MH-HIRS program: In the year before referral, 237 
individuals made 1,347 presentations to ED (average 5.68 per person, with one individual presenting over 
100 times and most presenting five times or less; median 3.0 per person), whereas post-referral, the 
same group made 676 presentations (average 2.85 per person; median 0 per person). 

 The majority (46% pre and 42% post) of individuals present to the ED via ambulance services. Of interest, 
a significant proportion (76%) of ED presentations following program referral do not result in hospital 
admissions. 

 High-intensity cohort observations: A high intensity service use group was identified in the data. In the 12 
months prior to referral, approximately 20% of individuals in the cohort were admitted to hospital and 
presented to emergency departments much more often than other members of the cohort. Post referral, 
the utilisation of this cohort remained higher than that of the other cohort members, but the difference 
between these high-need individuals and others in the cohort appeared to be reduced. 

 Pre vs post analysis: Full 12-month post-referral data available for only 61 individuals; results should be 
interpreted cautiously due to high needs and data variability within the cohort. 12-Month Post-Referral 
Observations (for the 61 individuals with full follow-up data) are below. 

 Pre-referral service use: mental health inpatient separations: average of 1.29 separations per person; half 
of all separations occurred after mental health unit admissions. ED presentations: average of 5.68 
presentations per person, indicating high acute care needs. 

 Preliminary post-referral service use: mental health inpatient separations: 20% reduction observed post- 
referral (average reduced to 0.95 separations). ED presentations: 40% reduction observed post-referral 
(average reduced to 3.23 presentations). 

 These early findings suggest possible reductions in acute care needs post-referral to MH-HIRS; however, 
further analysis with larger data sets and robust statistical methods is needed to confirm these trends. 
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Key findings discussion 

 Insights from the literature 
It has been a common observation in the literature that when homelessness and mental illness are combined, 
the burden of health problems is additive, with the consequence of higher health service utilisation. People 
experiencing homelessness and mental health conditions have been reported to have high needs for mental 
health services, yet at the same time, their access to ambulatory health services is found to be low. 11 Thus, 
people experiencing homelessness with mental health conditions are more likely to use acute care settings 
through both admitted episodes as well as emergency department presentations. Moreover, population-based 
cohort studies using administrative data have reported that adults discharged to homelessness are at higher risk 
of readmission and emergency department visits following discharge. 12 They are also much less likely to receive 
post-discharge physician care. Accordingly, there has been a call for pathways that improve access to an 
appropriate mix of services and care in the community for this vulnerable population to reduce acute care 
service use and improve care continuity. 13 Stable housing is a crucial element of the health and social care 
pathway to transition from hospital care to community care to effectively address this cohort's health needs. 

The MH-HIRS directly targets this identified need: improving access to an array of social and health services in 
the community for this vulnerable population to improve care continuity and reduce the need for acute care 
services. 

 Detailed quantitative analysis 

The detailed quantitative analysis and findings from the linked Health data are discussed below. 

Admitted Patient Data 

Admitted Patient data represents a complex process covering many different forms of admission, care, 
transfers, and other situations that may occur when a person is admitted to a hospital. For this analysis, data 
will be analysed according to “separations.” 

An Admission is the formal administrative process that records the commencement of treatment, care or 
accommodation for a patient. A statistical admission is an administrative process by which a hospital records 
the commencement of an Episode of Care, where multiple Episode of Care types may occur for a single patient 
across one Hospital Stay (e.g., reflecting the transition from acute care to rehabilitation). These multiple care 
types would also result in multiple separations being recorded. 

A Separation is the process by which an Episode of Care for an Admitted Patient ceases. A formal Separation is 
an administrative process by which a hospital records the cessation of treatment, and/or care, and/or 
accommodation. For example, if a person is admitted to a hospital and subsequently transferred to a second 
hospital, where they complete treatment and are discharged home, this would count as two separations. A 
patient who received multiple care types within a single hospital would also have multiple separations but only 
the single Hospital Stay would be recorded. 

Linking separations to referral 
226 individuals could be linked to Hospital Separation data in the ICOD. Of these, it was possible to identify the 
Hospital Separation (with a reasonable degree of certainty) in which referral to the MH-HIRS program occurred 
for 198 (88%) of these individuals. It is noted here that for some of these Separations, likely data entry errors 
were corrected. 

 

 
11 Laliberté V, Stergiopoulos V, Jacob B, Kurdyak P (2020). Homelessness at discharge and its impact on psychiatric readmission and 
physician follow-up: a population-based cohort study. Epidemiology and Psychiatric Sciences 29, e21, 1–8. 
https://doi.org/10.1017/S2045796019000052 
12 Hwang, S. W., et al. (2011). Mortality among residents of shelters, rooming houses, and hotels in Canada: 11 year follow-up study. BMJ, 
343, d5775. doi: 10.1136/bmj.d5775 
13 As above 
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This leaves 28 individuals (12%) whose Hospital Separation of referral is either not yet included in the admitted 
patient data or cannot be identified due to a data error. Given that the Admitted Patient data cut-off is based on 
the date of admission (on or before 31/12/23), the data does include some Hospital Separations where the 
actual separation occurred after 1 January 2024. There are 17 participants referred to the program after this 
date where this issue may exist. For this analysis, the following definitions have been used: 

 Referral separations: The Hospital Separation where a referral was made to the MH-HIRS program. 
 Prior separations: All Hospital Separations that occurred in the 12 months prior to the Hospital 

Separation where an individual was referred to the MH-HIRS program. 
 Post separations: Hospital Separations that occurred after the Hospital Separation in which a 

referral to the MH-HIRS program was made. 

Describing the Health conditions of the cohort 

For patients admitted to the hospital, data collected will include diagnosis codes representing the range of 
conditions that the individual presents with. These diagnosis codes are not intended to be limited to the 
situations leading to presentation to an ED or admitted patient ward; they should describe the individual's 
overall health conditions. 

Primary diagnosis provides insight into the conditions that have the most significant impact on an individual’s 
overall health. Table 22 summarises this information by ‘Major Diagnostic Categories’ (MDC), a grouping that 
considers these codes and factors. It should be noted that correct MDC terminology has been used in the table, 
and more contemporary language to describe different conditions has been used throughout the report. Each 
Hospital Separation will have an MDC classified, which may differ across Separations even for the same 
individual.14 

Table 22: Major diagnostic categories recorded 
MDC All episodes Proportion Prior 

episodes 
Referral 
episodes 

Post 
episodes 

Alcohol/drug use and alcohol/drug induced 
organic mental disorders 

191 19% 123 17 51 

Diseases and disorders of the circulatory 
system 

34 3% 26 0 8 

Diseases and disorders of the digestive 
system 

28 3% 22 0 6 

Diseases and disorders of the 
musculoskeletal system and connective 
tissue 

14 1% 11 1 2 

Diseases and disorders of the nervous 
system 

12 1% 6 2 4 

Diseases and disorders of the skin, 
subcutaneous tissue and breast 

14 1% 9 1 4 

Endocrine, nutritional and metabolic 
diseases and disorders 

12 1% 9 0 3 

Factors influencing health status and other 
contacts with health services 

70 7% 38 7 25 

Injuries, poisoning and toxic effect of drugs 65 7% 43 7 15 
Mental diseases and disorders 481 48% 202 161 118 
Other 32 3% 17 1 14 
Blank 47 5% 30 1 16 
Total 1,000  536 198 266 

 
 
 
 

 
14 MDC data has not been broken down by percentage for the cohort in the pre- and post-enrolment periods. Combining these periods 
meaningfully presents challenges and may not add substantial value to the evaluation beyond the descriptive summary already provided. 
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Describing the Health Activity of the cohort – admitted patient data 

Data in Table 23 below classifies a separation according to whether or not there was time spent in a mental 
health unit. 

Table 23: Separations and type of unit 
 Total Mental health 

inpatient unit 
Not a mental health 

inpatient unit 
Proportion of mental 
health inpatient unit 

Prior separations 536 292 244 54% 

Referral separations 198 197 1 99% 
Separations post the 
referral separation 

266 169 97 64% 

 
Note that there was one referral admission that did not include time spent in a mental health inpatient unit. 
This could result from a data entry error or other data handling errors. It may also reflect unusual circumstances 
facing a patient and their referral. Other observations: 

 The proportion of separations that include mental health inpatient unit time is close to 50% in the 
Prior group but increases to 64% in the Post group. 

 In the 12 months prior to referral, this group had, on average, 1.29 hospital separations per person 
that involved a mental health inpatient unit stay. 

Length of stay analysis (days in a mental health inpatient unit) 

Table 24 presents the total length of stay, this is split into two groups: 1) where a Separation includes at least a 
component of time in a mental health inpatient unit, and 2) where there is no time in a mental health inpatient 
unit recorded. 

The overall length of stay of the referral separation is considerable, and likely related to the nature of the 
program and referrals. The overall length of stay is higher in the Post group than the Prior group, but there is 
insufficient data to draw any conclusions. Indeed, this may reflect a growing appreciation within the target 
cohort of the health services available to them. 

Table 24: Length of stay in a mental health inpatient unit 
 Total Mental health 

inpatient unit 
Not mental health 

inpatient unit 
Prior separations 9.53 15.15 2.80 

Referral separations 52.21 52.20 54.00 
Separations post the referral separation 12.77 18.07 3.54 

LoS frequency distribution – Prior Hospital Separations with mental health inpatient unit 

Considering just the sub-group of Prior Hospital Separations (across all participants) where mental health 
inpatient unit time is recorded, the following chart outlines the distribution of individual experiences over 292 
individual Hospital Separations that led to an overall average length of stay of 15.0 days. 

The median length of stay within this group was seven days, indicating a right skew, meaning that there were a 
small number of outliers with very long lengths of stay, refer Figure 13. 

In the following charts “Frequency” refers to the number of separations and “LoS Band” refers to the length of 
stay, measured in days and reported in banded groups. 
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Figure 13: Number of separations and LoS in a mental health inpatient unit prior to referral 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

LoS frequency distribution – Referral Hospital Separations with mental health inpatient unit 

Considering the sub-group of Hospital Separations where a referral was made to the MH-HIRS program and 
mental health inpatient unit time was recorded Figure 14 outlines the distribution of individual experiences over 
197 individual Hospital Separations that led to an overall average length of stay of 51.91 days. 

This group's median length of stay was 34 days, indicating a material right skew. The same x-axis as the previous 
chart has been used to allow ease of comparison. 
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Figure 14: Number of separations and LoS in a mental health inpatient unit where a referral was made 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

LoS frequency distribution – Post separations with mental health inpatient unit 

Considering just the sub-group of Hospital Separations where mental health inpatient unit time is recorded after 
the Hospital Separation of Referral, Figure 15 outlines the distribution of individual experiences. This experience 
makes up an average length of stay of 17.9 days across 169 separations. 

The median length of stay within this group was nine days indicating a right skew, meaning that there were a 
small number of extreme outliers with very long lengths of stay. 

Figure 15: Number of separations and LoS in a mental health inpatient unit post referral 

Referral Separations with Psychiatric Days - Distribution of LoS 
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Number of Separations per person, Prior to Separation where referral 
occurs, All Separations 
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Distribution of the number of hospital separations in the year prior to referral, by individuals 

For the 226 individuals in the program with linked AP data, there were 536 total separations prior to referral. 
This comes out to 2.37 separations per person in the year prior to the separation in which they were referred. 
The median of this data is 1.0 separation per person and the maximum value was 27. A distribution of this result 
by person is shown Figure 16. 

The majority (79%) of individuals in this cohort where linked Admitted Patient data exists had three or fewer 
separations in the 12 months prior to referral. The analysis below must be considered observational only and 
provides no causal or correlational insights. 

Figure 16: Number of separations in the year prior to referral 
 
 
 
 
 
 
 
 
 

    

  

    

   

   

 
 
 

 
Figure 17 shows that there were 266 separations identified in the data after the Separation where a referral 
occurred. We do not accurately know how many individuals contribute to this observable experience as those 
individuals included in the “Zero separations” column will include many whose data is unavailable. Similarly, for 
other individuals, we will not yet have a full 12 months of experience, thus understating their final experience. 
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Figure 17: Number of separations post referral separation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

High-Intensity Group Analysis 
A simple analysis was conducted below to identify a sub-group of interest (those with a relatively high level of 
separations in the 12 months prior to referral) as an example of what can be done with linked data for this 
program. Those individuals with more than three separations (49 out of 226 individuals or approximately 23% of 
the linked cohort) in the 12 months prior to referral were grouped, and their Admitted Patient and ED usage, 
both prior and post referral, was observed. This analysis shows that, on average, the high-intensity users make 
significant use of all services analysed. 
In the 12 months prior to referral: 

 Those in the high-intensity group were admitted to hospital roughly 7-8 times as often as those not 
in the high-intensity group (~7.5 separations pa compared to 1.0 separation per annum on 
average). 

 Those in the high-intensity group had roughly 5 times more presentations to ED than those not in 
the high-intensity group (~15.1 presentations to ED compared to 3.2 presentations to ED on 
average). 

In the data post referral: 
 Those in the high-intensity group were admitted to hospital roughly 4 times as often as those not in 

the high-intensity group. 
 Those in the high-intensity group had roughly 3.5 times more presentations to ED than those not in 

the high-intensity group. 
The sub-group was chosen using arbitrary criteria to illustrate what may be achieved with linked data to identify 
important sub-groups within the target cohort. With increased cohort size it will be possible to include analysis 
to identify different needs and the meeting of these needs associated with different sub-groups. 
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Describing the Health Activity of the cohort – Emergency Department data 
After linking, 237 individuals from the program are represented in the ED data analysed below. Within this data 
there are 2,023 presentations to ED that are classified into similar groups as the AP analysis: 

 Group 1: Presentations to ED that occur prior to the date of referral to the MH-HIRS program. 
 Group 2: Presentations to ED that occur after referral to the MH-HIRS program. 

Presentations to emergency have been classified according to their Actual Departure Date. 

This analysis highly relies on the accuracy of the date of referral field provided by the units. 

Frequency of ED usage 

Note that some of these results will be incomplete due to the data cutoff, and the final values will be higher. 

Table 25: Frequency of ED usage 
Cohort of participants Count % 
Presentations to ED in the year prior to referral to the MH-HIRS program 1,347 67% 
Presentations to ED after the date of referral to MH-HIRS 676 33% 
Total in analysis 2,023  

 
Table 25 shows that in the year before referral, 1,347 presentations to ED were made by 237 individuals, 
representing an average of 5.68 per person. This data shows some skew, represented by the median of 3.0 
presentations per person. 

Distribution of activity 
Table 26: Distribution of ED presentations by individual 

Number of presentations to ED per 
person in linked data 

0 1 2 - 5 6 - 10 11-20 21+ Total 
individuals 

Prior 12 months to MH-HIRS referral 
Count 1 59 110 38 21 8 237 
Proportion 1% 25% 46% 16% 9% 3%  

 

Post MH-HIRS referral  

Count 123 34 49 14 13 4 237 
Proportion 52% 14% 21% 6% 5% 2%  

Table 26 and Figure 18 shows observations from presentations to ED in the 12 months prior to referral: 
 The prior group had one individual with over 100 presentations to ED. This individual was referred 

to MH-HIRS in June 2023, so we have no post-analysis available. This was an extreme outlier, all 
other individuals had less than 45 presentations to ED. 

 The average number was 5.95, with significant variation observed. 
 Most individuals (approximately 75%) presented to ED 5 times or less in the 12 months prior to 

referral. 
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Figure 18: Presentations to ED prior to referral 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 19 illustrates the presentations to the ED post-referral. The “zero presentations” group has been 
included on request but caution must be taken when analysing this chart. Many of the participants will not have 
a full, or even partial period represented in the linked data post referral to MH-HIRS and so this group is 
artificially inflated. It will contain some true zeros, but in the vast majority of cases the zero category includes 
people whose data for ED presentations post MH-HIRS referral has not yet been captured due to data 
constraints, or not been captured in the data. 

Figure 19: Presentations to ED post referral 
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Triage category 

Table 27 summarises presentations to ED for this cohort by triage category, separating the Prior and Post 
groups. There does not appear to be a material difference in the distributions of the Prior and Post groups. 

Table 27: ED triage category 
Triage category Prior % Post % Total % 
Resuscitation 17 1% 1 0% 18 1% 
Emergency 380 28% 155 23% 535 26% 
Urgent 568 42% 257 38% 825 41% 
Semi Urgent 280 21% 154 23% 434 21% 
Non Urgent 95 7% 106 16% 201 10% 
Blank 7 1% 3 0% 10 0% 
Total 1,347  676  2,023  

Mode of arrival 

Individuals in the cohort most commonly present to ED via ambulance services or by private car, refer Table 28. 

Table 28: Mode of arrival at ED 
Mode of Arrival Prior % Post % Total % 

No transport (walked in) 85 6% 43 6% 128 6% 
Private car 475 35% 294 43% 769 38% 
Internal Ambulance / Transport 3 0% 3 0% 6 0% 
State Ambulance Vehicle 619 46% 284 42% 903 45% 
Community/Public Transport 34 3% 19 3% 53 3% 
Police/Correctional Services Vehicle 125 9% 30 4% 155 8% 
Other, eg Undertakers/Contractors 3 0% 0 0% 3 0% 
Blank 3 0% 3 0% 6 0% 
Total 1,347  676  2,023  

Mode of separation 

There does not appear to be a material difference in distribution of mode of separation. It is noteworthy that 
only a minority of ED presentations for this group result in hospital admissions, refer Table 29. 

Table 29: Mode of separation from ED 
Mode of separation Prior % Post % Total % 

Admitted to Ward/inpatient unit, not a CCU 432 32% 149 22% 581 29% 
Departed: Treatment completed 487 36% 270 40% 757 37% 
Departed: Transferred to another hospital 80 6% 40 6% 120 6% 
Departed: Did not wait 123 9% 116 17% 239 12% 
Departed: Left at own risk 173 13% 87 13% 260 13% 
Departed: For other Clinical Service Location 14 1% 5 1% 19 1% 
Admitted: To Critical Care Ward (including 
ICU1/ICU2/CCU/COU/NICU) 

22 2% 4 1% 26 1% 

Admitted: Via Operating Suite 8 1% 1 0% 9 0% 
Registered in Error 8 0% 4 1% 12 0% 
Total 1,347  676  2,023  
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Pre vs Post analysis 
Given the data cutoff point, data for the period following referral were available for only a minority of the 
cohort. In all, 61 individuals in the linked data had been in the program for long enough for a full 12-month 
follow-up period. The variability observed in service use for the cohort further underscores the need to treat 
any follow-up observations with caution. As already reported, the participants in this cohort are a high needs 
group, with considerable variability evident within the group in their needs for acute care. An average rate of 
2.37 total separations per person (excluding the referral admission) was observed in the year prior to referral, 
with a median of 1.0 separation per person and maximum value of 27 separations. Presentations to ED were 
also high (and variable) within the cohort, the average was 5.68 presentations observed in the year before 
referral, with a median of 3 presentations per person. 

With these caveats in mind, some cautious preliminary observations can be made based on a comparison of the 
prior and post periods for the group of 61 individuals for whom 12-month follow-up data were available. 
Separations from a mental health inpatient unit and emergency department presentations have been 
considered for this small sub-group of the cohort, as a case in point only of a like-for-like comparison in 
individuals and time. 

Approximately half of the total separations for the total MH-HIRS cohort prior to referral were separations 
following a mental health inpatient unit admission (292/536). In the 12 months prior to referral, an average of 
1.29 separations following a mental health inpatient unit admission. 

Similarly, among the group for whom 12-month follow-up data were available (N=61), approximately half of the 
total separations in the 12 months prior to referral were separations following a mental health inpatient unit 
admission (72/ 155). The following observations can be made about experience in the follow up period: 

Mental Health Inpatient Admissions 
 In the 12 months prior to referral, excluding the referral admission, there were 72 separations 

following a mental health unit admission; this yields an average of 1.18 separations in the year prior 
to referral. 

 In the 12 months post referral (and excluding the referral admission), there were 58 separations 
following a mental health unit admission; this yields an average of 0.95 separations in the 12 
months following referral. 

Emergency Department Presentations 
 In the 12 months prior to the referral admission, there were 350 presentations to ED among this 

group; this yields an average of 5.74 presentations in the year prior to the referral admission. 
 In the 12 months following the referral separation, there were 197 presentations to ED; this yields 

an average of 3.23 presentations in the 12 months following referral admission. 

These data suggest that there may be substantial reductions in the annual rate of mental health inpatient unit 
separations among participants in the MH-HIRS (a 20% reduction was observed here), as well as in the annual 
rate of presentations to ED (a 40% reduction was observed here). These preliminary observations remain to be 
confirmed by robust evaluation and statistical analysis of the impact of participation in the MH-HIRS program. 

 

Describing the Health Activity of the cohort – Mental Health Ambulatory data 
The data available for Mental Health Ambulatory Services is up to 30/6/23 only. We have attempted to identify 
unique visits as the primary variable of analysis. Note that each visit may contain one or more services. 
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Table 30 and Figure 20 presents the number of MH Ambulatory Occasions of Service per participant in the 12 
months prior to referral. 

Table 30: Mental Health ambulatory visits per. person, pre-referral period 
Number of MH Ambulatory Visits per 
participant 0 1 - 25 26 - 75 76 - 125 

126 - 
250 

250+ 
Total 

individuals 
Prior to MH-HIRS referral  

Count 42 87 64 23 10 0 226 
Proportion 19% 38% 28% 10% 4% 0%  

 
The average number of occasions of service per participant in the 12 months prior to referral is 35. 

Figure 20: Average number of mental health ambulatory visits per person 12 months pre-referral 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Number of MH Ambulatory Visits per participant- post-referral 

Due to the timing of our analysis, data for Mental Health Ambulatory services could only be provided up to 30 
June 2023. This means that almost no individuals will have had a meaningful time period elapse after discharge 
from the hospital admission to which they were referred, given the program only began in June 2022. As such, 
any analysis would be highly biased and at risk of misinterpretation. Hence, we have not included that analysis 
in this report. 

The importance of community-based mental health services is well established. Once a greater amount of time 
has passed since the program commences, it will be essential for future analysis to include this data collection 
to assess the lasting impact of this program fully. 

 

 Qualitative findings 

The qualitative data suggest that the MH-HIRS program has provided the foundation for reducing the need for 
acute care services through ongoing housing support and establishing and maintaining continuity of care in the 
community. 

Mental Health Ambulatory Interactions Proxy (Unique visits) - average number 
per person in the 12 months prior to referral 
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Dean’s experience provides a case in point: as he navigated the journey from hospital to transitional 
accommodation to permanent housing, the continuity of his community care, including transfers of care 
between teams, was maintained. 

 

Establishing and maintaining continuity of services and care can be complex across multiple transitions 

Dean is 48 years old and has a diagnosis of schizoaffective disorder, anxiety and depression. Building and maintaining the 
service connection and communication during his hospital admission and keeping the connections as he transitioned 
from the hospital and across community settings were essential components of supporting his continuity of care. Several 
health and social services were required to be involved in Dean’s care, and coordination among them across settings was 
key to ensuring continuity. 

 Dean had been an inpatient for a period of three months before a referral was made to the MH-HIRS caseworker. 
 A transitional property was the first step to living in the community, even though it was outside his local area. 
 The MH-HIRS caseworker and the treating team worked together on discharge planning - including applying for a 

Community Treatment Order (CTO) and organising a case conference for all supports involved. This included the MH- 
HIRS caseworker, the NSW Trustee & Guardian, the NDIS coordinator, and the community mental health team in the 
transitional property catchment area. In his original catchment, the community mental health team, where the 
search for permanent accommodation was ongoing, also remained involved. 

 When permanent housing was found for Dean, the move allowed Dean to reconnect with his original community 
mental health team, and his CTO was transferred to their care. 

 The MH-HIRS caseworker was a consistent presence during all support transitions, from hospital to transitional 
accommodation to permanent housing. 

 Program exemplar 

Bob's experience confirms the interconnectedness of housing and health circumstances for the target cohort. 
Deteriorating mental health and housing instability were seen as interrelated factors culminating in Bob’s 
hospital admission. The MH-HIRS enabled discharge to be stable and suitable accommodation, recovery- 
oriented psychosocial support post-discharge and Bob was able to sustain a life in the community. 

 

Client’s background 

Bob is a male 55yrs+ who has been living with undiagnosed anxiety and depression for several years. His illness was 
exacerbated by several significant losses, including employment and private rental within a short time span. Bob found it 
difficult to regain employment and accommodation during the COVID-19 period and lived off his savings. He would spend 
money paying for hotel and motel accommodation and sometimes slept out in the open, which took a psychological toll. 
His depression worsened which led to his hospital admission. 

MH-HIRS program referral and in hospital experience 

Bob was referred to the MH-HIRS for assistance in sourcing suitable, affordable accommodation on a limited budget, 
before discharge. It was identified that given his anxiety and recovery from a major depressive episode he would benefit 
from the support of the MH-HIRS caseworker to source and establish a tenancy. 

While in hospital, the team worked to get Bob on the social housing list and sourced suitable long-term accommodation 
through the community housing pathway. Bob just missed out on a community housing opportunity, but working with 
the inpatient social worker, the team secured him a studio unit at an affordable price. Bob was provided with assistance 
to pay the advanced rent, lodge the bond, and sign the lease. 

MH-HIRS program post hospital support and outcomes 

The social worker referred Bob to a psychosocial support service, which commenced post-discharge. The MH-HIRS case 
worker and the other service provider were able to collaborate in their support roles for Bob. 

The MH-HIRS case worker provided Bob with support with establishing and maintaining his tenancy by providing regular 
home-visits and giving space for Bob to work through his thoughts and identify new goals. 

During the remainder of the program’s support for Bob, which was nine months, he maintained his tenancy at the studio 
unit. 
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Program value and benefits 

In Bob’s words, ‘The practical help has been great. It’s been practical and hands-on. (MH-HIRS case worker) has been 
holistic and built a personable rapport with me, which has been extremely helpful.’ 

9. Well-being 
 

Objectives 
 Positive participant experience 
 Improved participant well-being 
 Improved participant clinical health 

Outcome: People who are supported by the MH-HIRS have improved well-being 
 

Summary of key findings 

 Positive impacts on a range of quality of life and well-being domains are apparent among the experiences 
of program participants. 

 Individualisation of supports and services has underpinned positive participant experience. 

 The MH-HIRS impacted well-being through integrated housing support and health services, enabling 
continuity of care in the community. 

 Consistent communication helps clients avoid repeating their stories, fostering familiarity and comfort. 

 Effective communication supports smooth community integration. 

 Tailored support for diverse cohorts enhances housing prioritisation and recovery outcomes. 

 Case workers help instil a sense of hope and progress by setting realistic expectations about the housing 
pathway, continuing support, and facilitating seamless referrals. 

 Holistic care and coordination with liaison services improve housing stability and healthcare utilisation. 

 Successful transitions to permanent housing yield positive outcomes for 'at-risk' individuals and those 
awaiting placement. 

 Therapeutic optimism, driven by appropriate support referrals, offers significant benefits even when 
housing is not directly provided by the program. 

 Discharging individuals to stable housing environments allows them to engage with clinical care and other 
essential services. 

Key findings discussion 

 Insights from the literature 
Providing people experiencing mental illness with housing support as part of their care enables them to connect 
with and maintain connections with mental health and social services. Continuity of care in the community 
ensures that people get the individualised support they need to recover and live independently and safely in 
their communities. 15 The benefits of stable housing for people living with mental health issues have been well 

 
 
 

 
15 World Health Organization (WHO). (2018). "Continuity and Coordination of Care: A Practice Brief to Support Implementation of the WHO 
Framework on Integrated People-Centred Health Services." Retrieved from https://apps.who.int/iris/handle/10665/274628 
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documented: housing interventions are associated with improved client confidence in their living situation and 
lead to improved functioning and quality of life and an increase in overall well-being. 16, 17 

 

 Qualitative findings 

Focus groups were asked to consider their experience of program delivery. Specifically, they were asked to 
provide their views of how the program supported positive experiences/outcomes for the cohort. Aligned with 
the literature, the focus groups indicated that the MH-HIRS could impact well-being through integrated housing 
support and health services enabling continuity of care in the community. 

Table 31: Focus group themes 
Effective communication and continuity of care 
 A consistent voice minimises the need for clients to repeatedly recount their stories, fostering familiarity and 

comfort. 
 The initial client engagement resulted in sustained housing and active participation within the community, 

underscoring the significance of stable housing. 
 Key program roles instil hope in participants, emphasising the availability of ongoing support and its impact on mental 

health. 
 Case workers provide essential community information and explore alternative approaches. 
 Effective communication and consistent points of contact facilitate seamless community integration. 
 Collaboration across districts enables case workers to exchange vital information and ensures timely support 

alignment, recognising the critical importance of timing in facilitating successful outcomes. 

Tailored approaches and client readiness 
 The program engages two distinct cohorts: those at risk of homelessness and individuals experiencing rough sleeping, 

acknowledging the varied needs within the population. 
 The cohort is diverse, comprising individuals with unique circumstances and challenges, necessitating tailored 

approaches to support. 
 Notable successes include clients prioritised for housing and gaining a better understanding of their needs, such as 

rehabilitation, thereby enhancing their recovery journey. 

Holistic care and integration with community services 
 Positive outcomes, including holistic care and crisis prevention, highlight the program's impact on housing stability 

and healthcare utilisation. 
 Integration with liaison services facilitates streamlined housing applications and strengthens community linkages, 

enhancing overall support provision and care continuity. 

Impact of stable housing 
 Successful housing transitions, particularly to permanent housing, predominantly benefit individuals categorised as 

"at risk," reflecting the program's efficacy in addressing housing instability. 
 With clients successfully housed and numerous others awaiting placement, the program demonstrates promising 

prospects for fostering positive experiences and outcomes among the cohort. 
 Success of the program: clients that have come through the program and have been waitlisted for priority housing. 

Program implementation process and approach 
 The program's discharge process allows for seamless referrals back to Mental Health teams as needed, reinforcing 

therapeutic continuity. 
 Therapeutic optimism, facilitated by appropriate support referrals, is a significant benefit even though housing is not 

directly provided through the program. 
 Providing individuals with tailored support for their circumstances and communicating realistic expectations about 

potential housing pathways assists in fostering a sense of hope and progress. 

 
The qualitative data collected as part of the MH-HIRS evaluation confirmed that being able to discharge people 
to stable housing environments enabled them to connect with the clinical care and other services they needed. 

 

 
16 Henwood BF, Matejkowski J, Stefancic A, et al. (2014) Quality of life after housing first for adults with serious mental illness who have 
experienced chronic homelessness. Psychiatry Res. 2014;220:549–555. 
17 Soufi et al (2023) Benefits of the PRISM Shelter-Based Program for Attainment of Stable Housing and Functional Outcomes by People 
Experiencing Homelessness and Mental Illness: A Quantitative Analysis The Canadian Journal of Psychiatry / La Revue Canadienne de 
Psychiatrie (2023) 1 
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As a consequence, participants in the program were reported to achieve positive impacts on a range of quality 
of life and well-being domains such as: 

 building their capacity to manage day-to-day activities 
 strengthening social skills, friendships and relationships with their family 
 increasing community-connectedness 
 increasing their educational, vocational and training skills. 

 
Vignette: Maintaining safe and secure housing provided a pathway to re-engaging with community and 

education 

 A young male patient in his mid-20s who presented with catatonic depression and autism. He had been itinerant and 
had lived overseas. He was estranged from his family due to his traumatic upbringing, having very little rental history 
and being unable to bounce back from being made homeless by housemates. 

 Following a long admission to an acute unit, the referral and intake with MH-HIRS was seamless and efficient. The 
patient built a strong rapport with the MH-HIRS case worker, who assisted him in collecting his many belongings from 
a friend's house and eventually housed him in accommodation, where he successfully retained his tenancy. The MH- 
HIRS case worker helped him quickly arrange a full furniture package and move in. 

 This young patient has remained engaged with a youth community team, retained his tenancy, and continued to 
study a rigorous science course at TAFE. He also regularly attends his hobbies and builds a church community. 

 Program exemplar 

The case study below illustrates that the positive experiences of participants and improvements in the 
management of their health underpinned improved well-being achieved by the program through its provision of 
an array of individualised supports 

 

Client’s background 

 Kelly is a woman in her late 50s who lives with Bipolar and has had several mental health hospital admissions in 
various regions across a twenty-year period. 

 She experienced difficulty accessing a private rental after needing to relocate to support her mother in aged care. She 
needed to find a rental to accommodate her dog, be close enough to the aged care facility, and be affordable on her 
Disability Support Pension (DSP). This was a particular challenge. 

 During this period, her mental health declined, and the symptoms of her illness were exacerbated. She experienced 
conflict in a couple of her shared housing arrangements, thus leading to further housing instability. To try and resolve 
her housing needs, she placed her dog into temporary care through an animal rescue. 

 Before her hospital admission, she experienced anxiety and paranoia, which was exacerbated by sleeping on the 
street. 

MH-HIRS program referral and hospital experience 

 Kelly was referred by the hospital’s social worker to assist in sourcing accommodation for discharge. The treating 
team had initially considered whether a Community Treatment Order needed to be sought. 

 The MH-HIRS case worker was able to commence establishing trust and rapport with Kelly and identifying suitable 
accommodation options for discharge. While Kelly was an inpatient, a referral was made to an over 55s transitional 
accommodation for women. 

 The MH-HIRS case worker collaborated with the inpatient team to gather the additional evidence required for Homes 
NSW to complete their assessment of her Housing application with the goal of being Priority approved. 

MH-HIRS program post hospital support and outcomes 

 The MH-HIRS case worker liaised with the Acute Care Team post discharge to ensure Kelly was well supported while 
she engaged with a new GP who would provide the ongoing management of her mental health. 

 The MH-HIRS case worker supported Kelly to establish and settle into the transitional accommodation which could 
house up to 13 other women. As it was important for Kelly to reunite with her dog as soon as possible to avoid losing 
him to adoption, she was supported in searching for and applying for private rentals while the MH-HIRS case worker 
followed up on the outcome of her social housing application. 

 Once Kelly’s application for priority housing was approved, the team collaborated with the transitional 
accommodation and community housing provider to source long-term accommodation where she could live with her 
dog. 
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Program value and benefits 

Kelly recalled, ‘without the assistance of the NGO team, this outcome would never have happened. We exhausted every 
avenue to ensure my dog and I could be together again. I find that the program (MH-HIRS) is imperative to those with 
similar needs as myself, and without the program, there will be more homeless on the street, and there are far too many 
there already.’ 

10. Program value 
 

Objectives 
 Partnerships are able to effectively deliver the service model 
 MH-HIRS efficiently and effectively improves outcomes for the cohort of need 
 The benefits of the MH-HIRS outweigh the costs of the program 

Outcome: The MH-HIRS is cost-effective and delivers value for people and for the interagency based system 
 

Summary of key findings 

 Collaborative partnerships between agencies and service providers have proven essential in delivering a 
robust service model comprising housing, wellbeing and health services. This collaborative approach 
ensures a holistic model that effectively addresses diverse individual needs through a coordinated 
approach. 

 The MH-HIRS program has demonstrated improvement in outcomes for the cohort in need, enhancing 
housing stability and decreasing reliance on unplanned health services. 

 Effective LHD/NGO partnerships: Strong collaboration between LHDs and NGOs was critical, enhancing 
service integration to address complex client needs. 

 Appropriate local implementation: Focus groups found consistent operational processes and 
collaborative practices across districts, enhancing program effectiveness. Additionally, local differences in 
implementation were influenced by varying resources, staff roles, and operational challenges unique to 
each district. 

 Interagency partnerships: fostered comprehensive support, leveraging resources and expertise for 
optimal service delivery. 

 Improved client outcomes: NGO involvement in discharge planning and flexible service provision 
improved client outcomes and workforce skill development, emphasising the value of knowledge 
exchange. 

 Optimised resource allocation: Joint efforts between LHDs/NGOs reduced service duplication, filled 
critical gaps, and optimised resource utilisation, supporting the overall program. 

 Policy and governance alignment: The Collaborative Working Group enabled policy harmonisation, 
regular reporting, and joint problem-solving, facilitating consistent government approaches and effective 
program implementation. 
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Key findings discussion 

 Insights from the literature 
The MH-HIRS partnership model between NSW Health and DCJ at the agency level and mental health units and 
NGOs at the service level has been pivotal to the program's effective delivery. This collaborative approach has 
ensured holistic service delivery, addressing individual needs through a coordinated interagency response. The 
literature highlights that collaboration and integrated partnerships across service providers and agencies 
enhance service efficacy and improve individual outcomes. 

Implementation of a partnership program in a Californian study provides significant insights into the 
effectiveness of these programs. 18 Findings indicated that enrolment significantly increased stable housing days 
and reduced homelessness. Additionally, there was an increase in outpatient mental health service use and 
associated costs, and a reduction in inpatient, emergency, and justice system services and costs. Clients 
reported a higher quality of life than homeless clients receiving outpatient services, suggesting that partnership 
programs improve housing and mental health outcomes and offer a cost-effective solution within the public 
mental health system. 

 Qualitative findings 

MH-HIRS program implementation 
Focus groups with service providers explored the MH-HIRS program's implementation dynamics, revealing both 
shared practices and local nuances across districts and NGOs. 

The Program Outline document (November 2022) provided a uniform starting point for implementing the MH- 
HIRS program across districts and NGOs. Focus groups with each of the three LHD/NGO partners sought to 
identify both the commonalities and distinctive local approaches applied by each partnership across the 
program implementation period from July 2022 to April 2024. 

Focus groups identified many similarities in program implementation across different districts, highlighting 
consistent processes and collaborative practices contributing to the program's effectiveness. In addition to the 
overarching similarities, the evaluation revealed local differences in program implementation influenced by 
local resources, staff roles, and operational challenges unique to each district. 

Several observations stemming directly from stakeholder discussions on indicators of barriers and facilitators 
identified through the variation in implementation experiences of districts can be made: 

 Informal referrals (i.e., verbally or via email) and collaboration between the LHD and NGO were 
noted to enhance staff skills and knowledge. 

 It is important to make referrals when a person’s wellness improves and they can fully participate in 
the program. In some circumstances, this may lead to longer stays in the mental health unit. 

 The collaborative team model (between the LHD and NGO) improves support for at-risk individuals 
in hospital and post-discharge. 

 Use of other staff to support the program depends on the availability of local resources. 
 It is advantageous to consider referring people to other homelessness programs if MH-HIRS is not 

suitable or unavailable. However, the availability of other homelessness programs is variable across 
districts. 

 NGO workers with NSW Health ‘contingent worker status’ have easier access to health records. 
 The combined LHD/NGO workforce profile, benefiting from the range of skills across LHD and NGO 

staff, provides greater continuity of care through collaboration. 
Table 32 below further highlights the similarities and differences by program component. 

 

 
18 Todd P. Gilmer, PhD; Ana Stefancic, MA; Susan L. Ettner, PhD; Willard G. Manning, PhD; Sam Tsemberis, PhD. Effect of Full-Service 
Partnerships on Homelessness, Use and Costs of Mental Health Services, and Quality of Life Among Adults With Serious Mental Illness. ARCH 
GEN PSYCHIATRY/VOL 67 (NO. 6), JUNE 2010. Downloaded From: https://jamanetwork.com/ on 10/14/2022 
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Table 32: MH-HIRS program similarities and differences across regions 
Component Similarities Differences 

Assessment  Common processes were recognised across 
all districts in line with the Program Outline 
document. 

 Homelessness or housing instability is 
identified as part of the clinical picture during 
inpatient admissions by LHD social workers. 

 Depending on available resources, LHDs may 
use other staff to identify health complexities, 
conduct housing assessments, and review 
temporary accommodation history. 

 Program referral is dependent upon the NGO 
caseworker’s existing caseload, and hence, a 
high demand may mean some people cannot 
be referred to the program. 

Consent  Stakeholders highlighted the importance of a 
person being well enough and understanding 
the program and process, including housing 
options and availability. 

 Both the NGO and LHD required consent for 
participation in the program, but a single 
common consent form for both was not in 
place. 

 Where program capacity is challenging, 
LHDs/NGOs collaborate to understand 
availability before consenting people. 

Referral to 
NGO 

 Informal referrals were made from the LHD 
to the NGO, often verbally, some via email. 

 No formal referral forms are needed due to 
close team collaboration. 

 Referral to other programs is considered 
when a district has several homelessness 
programs. 

Development 
of ISP 

 NGO social workers develop the Individual 
Support Plan (ISP). 

 LHDs provide clinical mental health services. 
 All stakeholders highlighted the focus on 

individual needs, rapport building, and 
addressing service gaps. 

 LHDs and NGOs operated consistently via a 
team model for program and person 
support. 

 Teams commonly collaborated on areas such 
as NDIS assessments. 

 Some NGO workers have ‘contingent status’ in 
the LHD, allowing easier access to system 
records. 

NGO support 
provided 

 There was a strong focus on identifying and 
coordinating housing pathways and 
continuously monitoring and reviewing the 
ISP. 

 Collaborative discharge planning between 
the LHD and NGO is common practice. 

 Ongoing community support is provided post 
discharge. 

 Available support and accommodation types 
varied across the three districts. However, all 
faced challenges with transitional 
accommodation discharges and client re- 
engagement flexibility. 

 Some areas could provide support for 
complex cases and brokerage for barrier 
removal (e.g., arrears payments). 

 Coordination by a mental health coordinator 
in the community was available in one district. 

Program exit  Collaborative discharge planning occurs 
between LHD and NGO. 

 Community mental health services are 
provided by LHD. 

 Other supports are in place for hospital and 
program exit. 

 Sustaining tenancies may require service 
adjustments and learning from experiences. 

 
The key findings from the focus groups, which highlight implications for program value, are detailed below. The 
main themes focus on LHD/NGO partnerships, cross-agency collaborations, and the observed challenges and 
opportunities. 

LHD/NGO partnerships 
The design of the MH-HIRS envisaged that its successful delivery would rely on mobilising effective LHD/NGO 
working relationships. The focus groups with those involved in the program's delivery identified that the 
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program's ambition to effectively deliver the service model collaboratively was realised. The key themes 
highlighted collaborative partnerships that were able to be built. The collaborative partnerships were based on 
a common purpose: being able to focus on integration across services to meet the multifaceted and complex 
needs of the target cohort. 

Collaboration and partnerships 

 Interagency and health collaboration fosters comprehensive support delivery, utilising diverse organisational 
connections and resources.

 NGO involvement in discharge planning enhances client outcomes and skill development, underscoring the 
value of collaboration and knowledge exchange.

 Further strengthening linkages with Homes NSW and other relevant agencies would optimise support 
delivery and resource utilisation.

 The partnership between LHDs and NGOs thrives on mutual trust and a shared understanding of client 
needs, fostering a conducive environment for effective program implementation and support provision.

Integrating roles across services 

 Leveraging contingent workers, who have access to health data, enhances collaboration and service 
provision, particularly in readmission prevention.

 Partnerships with NGOs and broader support networks, including furniture provisions, expedite service 
delivery and contribute to positive client experiences.

 Collaboration between caseworkers and social workers facilitates comprehensive client support, 
characterised by frequent communication and co-location.

 From an inpatient perspective, the flexibility of NGO social workers in conducting assessments and 
responding promptly without administrative constraints enhances service delivery.

 
Vignette: Health service providers participating in the delivery of the MH-HIRS have reported that being able to offer 
housing support has enabled health teams to appropriately discharge patients who might otherwise have been ‘stuck’ in 
hospital 

 ‘The MH-HIRS program allowed the hospital to work in partnership with the NGO to tap into homelessness networks 
and resources that were not privy to the inpatient team.’ 

 ‘MH-HIRS has the relationships and scope of practice to assertively engage with consumers experiencing 
homelessness, to a degree that is beyond the capacity of inpatient social work. Without MH-HIRS bed blockage would 
continue to build in our current housing and economic crisis.’ 

Cross-agency partnerships 
Agency partnerships between DCJ and NSW Health, have significantly enhanced the program's effectiveness, 
showcasing the value of interagency collaboration in creating a more cohesive and efficient service delivery 
system. The key themes highlight the strength of interagency partnerships. 

 Policy alignment: joint delivery has enabled the harmonisation of policies between DCJ and Health, 
supporting more consistent government approaches and effective service delivery. Collaboration with the 
MH-HIRS links the program more effectively with the Housing and Mental Health Agreement, integrating 
housing and mental health services.

 Shared expertise and problem-solving: collaborative efforts have allowed agencies to pool expertise, 
facilitating enhanced program design and innovation solutions.

 Resource optimisation: partnerships across agencies have assisted in optimising existing resources, reducing 
duplication in service offerings, and filling critical gaps in the service system while additionally benefiting the 
overarching funding system.

 Governance: the Collaborative Working Group structure has allowed for regular reporting between agencies 
and service providers, problem-solving, and joint program design and implementation.
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Challenges and opportunities 
While the program demonstrated substantial success in enhancing housing stability and mental health 
outcomes, stakeholders highlighted several challenges and potential opportunities to optimise future iterations 
and the overarching program value. 

Workforce and capability building 
 Addressing workforce limitations, including staffing shortages and sustainability concerns, is crucial for 

ensuring continuity of care and program effectiveness.
 Expanding the number of case workers and their involvement in community mental health teams will further 

enhance communication and streamline support provision.
 Enhancing knowledge of local community mental health teams and broadening the scope of the 

caseworkers' role, including educational initiatives, was an important element in further optimising program 
effectiveness and stakeholder engagement.

 Strengthening the role of the NGO social workers to foster greater linkages with Homes NSW and advocating 
for increased support services can enhance program effectiveness.

Partnerships and integration 
 Strengthening partnerships with Housing Services for improved integration and response flexibility, 

particularly through mobile office initiatives, will further enhance service delivery and client safety.
 Exploring opportunities for broader agency-level partnerships to ensure seamless support transitions and 

geographical diversification of housing options would optimise program outcomes and accessibility.
 Leveraging Homes NSW resources more extensively and advocating for improved coordination among 

relevant agencies will support existing disconnects in program rollout.
 Establishing clear agreements between Homes NSW and relevant agencies will assist in streamlining 

processes and facilitate more efficient resource allocation to meet program objectives.
Evaluation and communication 
 Advocacy for broader program evaluation and follow-up beyond 12 months post-discharge can provide 

valuable insights into long-term outcomes and program impact.
 Promoting open communication and alignment among stakeholders can mitigate program complexity and 

risk challenges, fostering a collaborative approach to service delivery and support provision.
Housing and transitional support 
 Emphasising the Housing First approach with tailored support remains pivotal for the program's success.
 Transitioning towards single-person transitional housing models could enhance client outcomes and 

facilitate smoother transitions.
 Encouraging greater commitment from housing providers to prioritise hospital discharges for permanent 

housing over temporary accommodations would more effectively address housing instability.
 Establishing standardised, supported housing models tailored to individual needs could enhance consistency 

and effectiveness across placements.
 

 Program exemplar 

The case study below confirms that the needs of the MH-HIRS cohort are complex and that their health and 
social needs are interconnected. The case study highlights the value of integrated housing and health services 
and support to successfully transition Tony from hospital care to community care. This case study underscores 
the potential for harnessing value for people through continuity of care and system benefits through improved 
effectiveness of discharge care planning. 



MH-HIRS Final Evaluation 

 

71  

 

Client’s background 

 Tony is 61 years old. He has a diagnosis of schizophrenia, agoraphobia, anxiety, depression. 
 Tony describes periods of homelessness from the age of 14 years, including sleeping rough, insecure accommodation 

and couch surfing at friends and family. Tony’s episodes of homelessness often correlated with a decline in his mental 
health and recurrent substance misuse. 

 As a child Tony experienced multiple trauma events including prolific domestic and family violence and finding his 
mother post a suicide attempt at age 7. He has had sporadic engagement with mental health services throughout his 
life; his most recent admission in 2023. 

MH-HIRS program referral and hospital experience 

 Once Tony stabilised, a referral was made to the MH-HIRS caseworker to support Tony in finding safe and secure 
accommodation. The treating team was confident of Tony’s living skills, and once accommodation was found, a 
Community Treatment Order (CTO) would be put in place. 

 While in the hospital, active cases of COVID-19 were on the ward. As such, the initial support by the MH-HIRS 
caseworker was conducted remotely via telephone. Due to this more time was taken to build rapport and trust with 
Tony. 

 The MH-HIRS caseworker took time to understand and reflect on the needs he expressed regarding his housing. An 
application for social housing was started with the support of hospital social workers. The MH-HIRS caseworker made 
referrals to crisis and transitional accommodation and conducted private rental searches within Tony’s affordability. 

 Once allowed back on the ward, the MH-HIRS caseworker supported Tony in attending 3 property inspections, and he 
was successful in securing a place in the local area. 

 The MH-HIRS caseworker provided brokerage support to furnish the property and connected Tony to community 
resources. Tony was settling into the property, but a few months later, he needed to move because the owner was 
selling. 

 Under threat of homelessness yet again, and with a decline in mental health Tony was re-admitted back into hospital 
for a period of two weeks. The MH-HIRS caseworker was able to share information with the hospital social workers of 
what occurred in between admissions, which contributed to the treating team's care planning. 

 During this admission, Tony was offered a social housing property. The MH-HIRS caseworker transported him to view 
the property, which he accepted straight away and signed the lease for. The MH-HIRS caseworker worked alongside 
his hospital treating team to coordinate removalists, furnish the property, and engage in local AOD supports. 

MH-HIRS program post hospital support and outcomes 

 While settling into his local community, the MH-HIRS caseworker supported Tony in meeting his mental health 
coordinator, attending psychiatrist appointments and assisting in orientating him to the local area, including shops, 
activities of interest, and taking public transport. 

 For the past five months, Tony has remained in his accommodation, attended his appointments and managed his 
medications well. 

Program value and benefits 

 It was invaluable to have the MH-HIRS caseworker remain connected to Tony while in the community, as there was 
collateral information to give to the social workers at his re-admission to the hospital that would otherwise be 
unknown. 

 The brokerage component of the program also allowed for the setup of his social housing property prior to 
discharge. 

 Having an in-reach caseworker come alongside Tony and the social workers in the hospital to discuss housing and 
community support options for him to set him up for a successful and supported tenancy. 

 
The following quote (deidentified) is from a program participant and summarises the program's and 

caseworkers' positive impact on this vulnerable cohort. 
 

Thank you is no way big enough for what you have done for me. From the very beginning you were 
compassionate, empathetic, supportive and utterly professional and efficient. I owe it to you and all the rest of 
the amazing people I’m lucky enough to have in my life, to live my life from now on in a manner that will repay 

their faith in me and honour them. Thanks to my caseworker, it will never be forgotten! 
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PART 3: CONCLUSION 
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11. Conclusion 
Between June 2022 and March 2024, 253 participants were referred to the pioneering MH-HIRS pilot program. 
Jointly delivered by NSW Health and the Department of Communities and Justice, the program adopted a 
holistic approach to addressing both healthcare and housing support needs for individuals at risk of rough 
sleeping upon discharge from acute mental health units. 

The concluding comments presented below, focus on the key insights, challenges, and policy implications drawn 
from the evaluation rather than the specific data observations. This section summarises these findings and 
outlines potential directions for the program’s future development and improvement. 

Key insights 

The evaluation provided several key insights into the target cohort's complex needs and the MH-HIRS program's 
effectiveness in addressing these needs. The key findings are as follows: 

 Complex and multifaceted cohort needs: The evaluation reaffirmed that the target group has high acute 
care needs, evidenced by frequent emergency department presentations, repeated hospital admissions, and 
extended hospital stays. 

 Viability of an integrated health and housing approach: The evaluation demonstrated that an integrated 
model is both viable and effective in identifying and addressing the housing needs of the cohort: 

 Individuals at risk of homelessness or rough sleeping can be identified during inpatient admissions. 
 These individuals can be successfully referred to tailored housing support services. 
 Integrated health and housing support plans can be developed to meet the complex needs of the 

cohort. 
 Engagement with housing support services can be successfully facilitated. 
 The program can support individuals in transitioning from hospital to stable, secure housing. 

 Linkage of cohort data: This evaluation was unique because it linked and followed a defined cohort over 
time, unlike previous linkages such as the Pathways to Homelessness linkage, which only utilised de- 
identified, point-in-time data. 

 Evaluation insights and limitations: The observations noted in the body of this report highlight the potential 
of the MH-HIRS program to deliver positive outcomes for individuals with complex needs through the 
collaboration of service providers. However, the evaluation is limited in its ability to establish causal 
relationships and provides early observations rather than definitive impact assessments. The sample used in 
the evaluation is non-representative, and future evaluations are expected to yield more robust findings. 

Overall, qualitative and quantitative data underscore the program's potential to yield positive impacts on the 
target cohort, and ongoing evaluation is expected to strengthen the understanding of these outcomes over 
time. 

Challenges for the program and its evaluation 

The evaluation of the MH-HIRS program highlighted several challenges related to its implementation and impact 
measurement. These challenges provide important insights into the evaluation's limitations and opportunities 
for future improvements. 

 Implementation challenges: Several workforce and resource-related constraints affected the program’s 
implementation. Enrolment numbers were lower than forecast over the 18-month period, and qualitative 
data suggest that resource limitations within and beyond the program contributed to this. The qualitative 
data also pointed to challenges in resourcing an integrated program for a high-needs group like the target 
cohort. Specific issues included limited availability of appropriate housing stock, especially for the unique 
needs of the cohort (e.g., the need for housing that does not stigmatise mental health) and workforce 
constraints impacting service delivery and enrolment. 
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 Time and sample size limitations: The follow-up period was relatively short, impacting the number of 
participants who had 6—and 12-month post-referral data available for analysis, particularly in mental health 
terms, and the sample size was small (n=253). 

 Housing data availability: Housing data are collected on a financial year basis, which means they were 
available only until 30/6/23. This timeframe covered only half of the evaluation period, significantly limiting 
follow-up analysis. As a result, comparing health and housing data was not feasible, and housing analysis was 
less complete. Only a small proportion of participants had 6-month follow-up data, and almost none had 12 
months, limiting longitudinal insights. Pre-program housing data were also lacking for many participants, 
making it challenging to compare pre-and post-program engagement. 

 Data completeness and quality: Stakeholders noted discrepancies between different data sets. For example, 
housing data was less comprehensive than health data. It was suggested service engagement data, both pre 
and post-referral might have varied in terms of full capture, challenging the ability to identify reliable trends 
over a full year. 

 Well-being data: Data on participants’ well-being relied on non-standardised qualitative collection methods, 
further limiting the evaluation's robustness. 

 Statistical measurement limitations: Because the program was a pilot, the decision not to include a 
comparison group undermining the ability of the evaluation to robustly and reliably identify impacts and 
outcomes of the program. 

 Pre-program data on housing status was problematic for ascertaining participant needs at baseline. 
Alternative methodologies, such as individual surveys, are recommended for more accurate comparisons in 
future evaluations. 

These challenges reflect the MH-HIRS program's pilot status, underscoring the need for more comprehensive 
data collection and analysis in future iterations to assess the program’s impact and value better. These points 
also highlight the complexity of managing and interpreting disparate data sources and the limitations of 
available data for evaluation purposes. 

Implications for policy and practice 

The evaluation of the MH-HIRS program offers significant insights for future policy and practice. The program 
strategically aligns with key policy frameworks, including the Housing and Mental Health Agreement 2022 and 
No Exits from Government Services into Homelessness: A Framework for Multi-Agency Action. Key policy 
implications and recommendations include: 

 Viability of an integrated approach: The evaluation confirms the effectiveness of an integrated health and 
housing support model, addressing social determinants of health and improving outcomes for individuals at 
risk of homelessness. Cross-agency partnerships between NSW Health, DCJ, and NGOs (Wesley Mission and 
Uniting) are crucial to maintaining these outcomes. 

 Strengthen workforce capabilities: The program’s success underscores the need for additional resources, 
particularly in expanding workforce capacity through training for caseworkers and staff working with mental 
health and homelessness. Address staffing shortages and invest in workforce development to sustain service 
delivery. 

 Improving cross-agency partnerships and integration: Strengthen collaboration between health and housing 
services, ensuring seamless service integration and improving client outcomes. Improved coordination of 
resources across agencies is essential to address service gaps and inefficiencies. 

 Focusing on housing and transitional support: Emphasise the "Housing First" approach, transitioning 
participants into single-person housing models when appropriate to avoid stigma and improve mental health 
outcomes. Increase the commitment of housing providers to delivering permanent housing solutions for 
individuals with complex needs and improving access to appropriate housing stock 



MH-HIRS Final Evaluation 

 

75  

 Aligning resources and policies: Establish clear agreements between Homes NSW and relevant agencies to 
optimise resource allocation and streamline processes. Align funding and resources with program goals to 
ensure long-term sustainability and impact. 

 Improve data collection and analysis: Invest in robust data collection and analysis to enhance program 
evaluation. Refine SHS data collection to better capture the needs of individuals with serious mental illness. 
Improve data linkage between health and housing systems for deeper and more accurate insights. Conduct a 
study on the accuracy of linked data fields, particularly between SHS and health diagnosis data, to inform 
future data 

 Build in robust counterfactual measurement for future evaluations: One of the most important aspects in 
measuring the impact of any program is the ability to obtain a reliable estimate of the counterfactual, that is, 
estimate what would have happened in the absence of the program or intervention. This usually involves 
identifying an appropriate control group who did not receive the intervention offered by the program, most 
robustly obtained through randomisation where participants are randomly allocated to either receive or not 
receive an intervention. Randomised interventions may not always be appropriate or feasible. Under those 
circumstances, it is still essential to have an appropriate comparison group which will be observed and 
measured as similarly as possible as the intervention group. Sophisticated non-randomised designs are 
available to help strengthen basic controlled before-and-after approaches, for example Propensity Score 
Matching and Difference in Differences19,20 

 Refine the measurement methodology: Extend the follow-up period beyond 12 months post-discharge and 
increase the number of participants with linked data to allow for more robust outcome analysis. Regarding 
cohort size, future evaluation efforts should include a sample size calculation and aim to have at least an 
80% chance of demonstrating a meaningful effect (i.e. 80% power) on the primary outcome, health service 
utilisation. The current evaluation of the pilot provides a basis for the sample size calculation in terms of the 
variance of the outcome and the magnitude of the effect size (that is the difference one might expect 
between a group receiving the intervention and a similar group not receiving the intervention, the 
counterfactual) 

 Extend the measurement methodology: Extend the measurement methodology to incorporate 
quantification of financial and non-financial benefits to build a more complete benefits realisation model 
and underpin business case development for the program. The former requires robust program and service 
cost data being made available to the evaluation; the latter will require collection of standardised client- 
reported measures such as quality of life and well-being. 

 Developing enduring data linkages: Create a comprehensive Health and Housing data linkage system to 
monitor the progress of the HMHA agreement and provide ongoing insights into the program's 
effectiveness. Design a Health/Housing data dashboard to track key metrics and deliver timely information 
to stakeholders. 

 Using evaluation findings to inform policy: Future evaluation findings should inform policy and funding 
decisions, ensuring that the MH-HIRS program and similar initiatives can continue to grow and improve. 

The MH-HIRS program has already demonstrated increased service delivery through cross-sector collaboration, 
leading to improved participant support. With the program's extension, additional observations, particularly in 
housing and mental health ambulatory services, will provide more comprehensive data to assess the full impact 
of the initiative. These data will be critical in shaping the program’s future and ensuring it continues to meet the 
needs of vulnerable individuals. 

 
 
 

 

19 Austin P. An Introduction to Propensity Score Methods for Reducing the Effects of Confounding in 
Observational Studies. Multivariate Behav Res. 2011 May; 46(3): 399–424 

20 https://www.nsw.gov.au/sites/default/files/2023-05/technical-guide-outcome-measurement-2018-july.pdf 



MH-HIRS Final Evaluation 

 

76  

PART 4: APPENDICES 



MH-HIRS Final Evaluation 

 

77  

Appendix 1: Draft MH-HIRS working definition of 
people experiencing or at risk of rough sleeping 
The definition is to assist cross agency work to stop people exiting Mental Health Units in Sydney and South 
Eastern Sydney to rough sleeping. It is a working definition to support the group as we work though the issues 
and will be refined as we develop the project. 

A person is considered to be experiencing rough sleeping if they have been sleeping in non-conventional 
accommodation immediately prior to being admitted. The SHS Program Specifications ([page 15), define non- 
conventional accommodation as: 

 living on the streets 
 sleeping in parks 
 squatting 
 staying in cars or railway carriages 
 living in improvised dwellings 

A person is considered to be at risk of rough sleeping upon exiting a mental health unit if: 

 They have a history of sleeping rough. This could be long periods of rough sleeping or multiple short 
periods of rough sleeping and does not have to have been in the immediate period prior to entering 
the mental health unit. 

 They have no accommodation exit options or, 
 They can only be exited to Temporary Accommodation and do not have supports and a longer term 

pathway to housing identified. Temporary Accommodation refers to the short term accommodation 
NSW Department of Communities and Justice provides. 
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Appendix 2: Evaluation Framework 
Table 33 below presents a summary of the evaluation framework encompassing the key evaluation questions, 
the four evaluation domains, their specific objectives and desired outcomes. 

Table 33: MH-HIRS evaluation questions, domains, objectives and outcomes 
 

Evaluation questions Domain Objectives Outcome 

Can people at risk of rough 
sleeping on discharge from a 
mental health unit be: 

• identified 
• referred 
• transitioned to stable 

housing in the community? 

Housing ● People at risk of rough sleeping on 
discharge are identified and referred 

● People who are referred are assessed 
and have individual support plan 
developed 

● People are supported to transition 
from hospital to housing 

People who are 
supported by the MH- 
HIRSS transition to 
independent living in 
sustainable and stable 
housing (defined as 
long term, safe and 
sustainable) 

Does participation in the MH- 
HIRSS program reduce the need 
for acute mental health care? 

Service 
Utilisation 

● Need for admitted mental health care 
decreases 

● Engagement with community mental 
health is focused on maintenance 

People who participate 
in the MH-HIRSS have 
reduced need for 
admitted MH services 

Does participation in the MH- 
HIRSS program support 
improved well being? 

Well being ● Positive participant experience 
● Improved participant well-being 

People who are 
supported by the MH- 
HIRSS have improved 
well-being 

Is the MH-HIRSS a value-based 
program that efficiently and 
effectively improves outcomes 
for the cohort of need? 
Do the benefits of the MH- 
HIRSS outweigh the costs of the 
program? 

Program 
Value 

● Partnerships can effectively deliver the 
service model 

● MH-HIRSS efficiently and effectively 
improves outcomes for the cohort of 
need 

● The benefits of the MH-HIRSS 
outweigh the costs of the program 

The MH-HIRSS is cost- 
effective and delivers 
value for people and 
for the interagency 
based system 
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Appendix 3: Measurement Framework 
 

 Baseline Interim Final 
Secondary Data Sources Cohort Data Sources Linked Data 

Domain High Level EQ Sub EQ Indicator Data Source Indicator Indicator Data Source Indicator 
 
 
 
 
 
 
 

 
Housing 

 
 
 
 

 
Can people at risk of 
rough sleeping on 
discharge from a 
MH Unit be 
transitioned to 
stable housing 

 
Are People at risk of 
rough sleeping on 
discharge are 
identified and 
referred? 

Are people who are 
referred assessed and 
have an individual 
support plan 
developed? 

 
Are People supported 
to transition from 
hospital to housing 

Numbers of MH 
discharges 
identified at risk 
Numbers of 
people 
experiencing 
homelessness 
identified at risk 
of MH 
Proportion / 
Number of 
people 
experiencing 
homelessness 
rough sleeping by 
various 
definitions 

 
 
 
 

 
Pathways to 
homelessness 
LHD data 
SHS reports 
AIHW data 
ABS Census – 2016 
and 2021 

 
 
 
 

 
Eligible people identified 
No of Referrals 
Type of housing – 
destination on discharge; 
housing type at follow-up 

 
 
 
 
 

 
Descriptive only: 
LHD data 
NGO data / data 
dashboard 
reported to CWG 

 
 
 
 
 

 
Eligible people identified 
No of Referrals 
Housing data – housing 
outcome(s) achieved at 
follow-up 

 
 
 
 
 
 

 
Linked, Flagged 
LHD/ CIMS/SHS 

 
 

 
Wellbeing 

 
Does participation in 
the MH-HIRSS 
program support 
improved well- 
being? 

Is the participant's 
experience positive? 

 
Is participant well- 
being improved? 

 
Is participant clinical 
health improved? 

 
 

 
N/A 

 
 

 
N/A 

 

 
De-identified PWI score 
collected at enrolment 
(potentially benchmark 
against normative data) 

 

 
NGO case study 
PWI score -NGO 
data 

Case studies – provided 
by LHD/ NGO teams 
Collate and PWIs 
collected on entry and at 
program end for linked 
individuals (potentially 
benchmark against 
normative data) 

 

 
NGO 
Linked 
Health/CIMS/SHS 

 
 

 
Acute care 
utilisation 

 
Does participation in 
the MH-HIRSS 
program reduce the 
need for acute 
(inpatient) mental 
health care? 

Does acute (inpatient) 
mental health care 
service utilisation 
decrease? Episodes 
and LoS 
Are there changes in 
the pattern of service 
utilisation (NAP vs ED 
VS Admitted)? 
Are there changes in 

Numbers of MH 
discharges 
identified at risk 
of discharge to 
rough sleeping 
Numbers of 
people 
experiencing 
homelessness 
identified at risk 

  
Describe the cohort pre- 
enrolment 
MH Admissions 
LoS 
NAP 
NWAU 
ED presentations 

 
 

 
APDC; EDDC; 
NAP; INFOHM 

 
Describe the cohort pre 
and post enrolment: 
MH Admissions 
LoS 
NAP 
NWAU 
ED presentations 

 
 

 
NSW Health 
Data/INFoMH/ 
Edward 
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  the cost of care 
associated with 
changes in care 
needs? 

of MH      

 
 
 
 
 

 
Program Value 

 
Is the MH-HIRSS a 
value-based 
program that 
efficiently and 
effectively improves 
outcomes for the 
cohort of need? Do 
the benefits of the 
MH-HIRSS outweigh 
the costs of the 
program? 

Are partnerships able 
to deliver the service 
model effectively? 

Does MH-HIRS 
efficiently and 
effectively improve 
outcomes for the 
cohort of need? 

Do the benefits of the 
MH-HIRSS outweigh 
the costs of the 
program? 

 
 
 
 
 

 
N/A 

 
 
 
 
 

 
N/A 

 
 
 
 
 

 
N/A 

 
 
 
 
 

 
N/A 

 
Financial 
Reduced cost (NWAU) 
Released capacity (fewer 
bed days) 
Non-Financial 
Estimate of success rate 
of in reach vs other? 
Benefit to people, 
families and communities 

 
 
 

 
Provider focus 
groups – I per 
region (barriers, 
facilitators, practice 
change etc) 

 

 
Output of 
measurement 

   
Descriptive baseline information about the 
cohort of need 

Early descriptive data for the enrolled cohort 
against the context of statewide data 
including: 

 program quantitative 
 program qualitative data 

Comprehensive analysis of available linked data: 
 program quantitative 
 program qualitative data 
 Estimate of value, capturing benefits, 

effectiveness and potential return on 
government investment 
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Appendix 4: MH-HIRS Program logic 
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Appendix 5: Consultation guide 
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Appendix 6: Case study template 
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Appendix 7: Baseline and interim evaluation findings 

Summary Baseline Evaluation Report findings 
The baseline evaluation was undertaken in April 2023. The baseline report intended to provide a descriptive 
picture of a population with characteristics similar to those of the MH-HIRS cohort. 

The key findings from the Baseline Evaluation Report are distilled based on the synthesis of data sourced from 
a range of publicly available sources, including government-commissioned reports and research projects. 
These data aim to build a descriptive picture of the overlap of homelessness and mental health in NSW. The 
table below summarises the key findings based on the reports and literature reviewed. Detailed findings and 
full references are available in the full baseline report. 

 

Current prevalence of the target population: those who experience homelessness challenges along with serious 
persistent Mental Illness 

 As many as 75% or more of people experiencing homelessness in NSW may experience mental health 
challenges 21, 22 

 The proportion of recipients accessing Specialist Homelessness Services reporting a current mental health issue 
has grown by 12 % in the last 10 years. 23 

 21% of all rough sleepers are accessing additional support for mental health issues and 17% are accessing support 
for drug and alcohol issues. 24 

 Two LHD studies showed that between 5%-6% were rough sleeping or at risk of homelessness. 25% in one LHD 
reported being homeless. 25 This measure only considers the subset of people experiencing mental illness who are 
in crisis, that is in a mental health inpatient ward. 

The characteristics of individuals in the target population - the overlap group 

 Women make up 63% of all clients while the distribution of men tends to be older than women. 26 

 Individuals within this group are less likely to identify as Indigenous. 27 

 71% of clients have previously received support from SHS and are significantly more likely to receive support over 
a long period, ie over 90 days. 28 

 SHS clients with current mental health issues are more likely to be homeless than not (50% vs 35%). 
 A mental health diagnosis and interaction with the health system significantly increases the risk of future SHS 

presentations. 29 

 Emergency Department attendance with a Mental Health diagnosis yields a 21x risk increase, while Admitted 
patients with a Mental Health diagnosis yields a 15x risk increase. 

 Walk-in mental health service usage yields a 13x risk increase and 16% of future homelessness services clients. 
 drugs of addiction service usage yields a 25x risk increase. 
 MBS and PBS use relating to MH yields a 3x risk increase 

 
 

21 Gutwinski S, Schreiter S, Deutscher K, Fazel S (2021) The prevalence of mental disorders among homeless people in high-income 
countries: An updated systematic review and meta-regression analysis. PLoS Med 18(8): e1003750 
22 Fazel S, Khosla V, Doll H, Geddes J (2008) The prevalence of mental disorders among the homeless in Western countries: Systematic 
review and meta-regression analysis. PLoS Med 5(12): e225.doi:10.1371/journal.pmed.0050225 
23 Australian Institute of Health and Welfare. (2022) Specialist homelessness services annual report 2021–22 
https://www.aihw.gov.au/reports/homelessness-services/specialist-homelessness-services-annual-report/contents/clients-with-a- 
current-mental-health-issue (accessed July 2023) 
24 NSW Department of Community and Justice. (December 2021). Taylor Fry Report: Pathways to Homelessness. 
https://www.facs.nsw.gov.au/reforms/homelessness/prevention-and-early-intervention/pathways-to-homelessness 
25 LHD surveys from Sydney LHD and South Eastern Sydney LHD 
26 Australian Institute of Health and Welfare. (2022) Specialist homelessness services annual report 2021–22 
https://www.aihw.gov.au/reports/homelessness-services/specialist-homelessness-services-annual-report/contents/clients-with-a- 
current-mental-health-issue (accessed July 2023) 
27 As above 
28 As above 
29 NSW Department of Community and Justice. (December 2021). Taylor Fry Report: Pathways to Homelessness. 
https://www.facs.nsw.gov.au/reforms/homelessness/prevention-and-early-intervention/pathways-to-homelessness 
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The pathways over time for people who experience homelessness challenges along with serious persistent mental 
illness 

 Homeless adults are at significantly higher risk of readmission and ED visits following discharge. 
 The first year following discharge from a mental health inpatient ward is a high-risk period of homelessness, 

there is an increased risk associated with having a substance use disorder or a prior history of homeless shelter 
contact. 30 

 Patients experiencing homelessness have higher acute care utilisation than those not experiencing 
homelessness, and this is exacerbated by serious persistent mental illness. The risk of 30-day readmission 
among patients experiencing homelessness was 2.6 times higher than those not experiencing homelessness. 
Inpatients experiencing homelessness, drug use disorder and/or a major depressive disorder were among the 
chronic conditions that shortened time to readmission. 31 

 Interventions targeted at this cohort can contribute to improved outcomes in some instances 
 Around 12% of clients with a mental health issue who receive homelessness services come from “No shelter or 

improvised/inadequate shelter” in the preceding month. Of this group roughly 8% return to what may be 
termed, rough sleeping, indicating an improvement in housing situation. Similarly, a further 37% come from 
short-term accommodation or couch surfing but only 30% return to this level of housing. This indicates both 
the short-term improvement of SHS services but also the persistency of these housing situations and the risk of 
homelessness. 32 

 In one LHD, 22 out of 55 consumers identified that a social work intervention to support access to housing was 
successful. In many cases the lack of suitable and stable accommodation was the primary barrier to 
discharge. 33 

 A Canadian program showed that housing stability, defined as residing at the same permanent address since 
discharge, was achieved for 62.5% of participants at 1-year follow-up. Functional level and quality of life scores 
improved significantly both at discharge and at 1-year follow-up from baseline. 34 

Summary Interim Evaluation Report findings 
The interim evaluation was undertaken in November 2023. The objectives of the interim evaluation were to: 

 test the integration between MH-HIRS participant data and Health data, demonstrating successful 
linkage 

 conduct observational analysis based on the available health data on program participants to 
describe their circumstances, health conditions and interactions with the health system. 

 collaboratively devise an analysis plan/questions for the final evaluation report. 

The linked MH-HIRS participant and NSW Health record data (including Admitted Patient Data Collection 
(Public Hospitals) – APDC; Emergency Department Data Collection – EDDC; NSW Mental Health Ambulatory 
Data Collection), have provided the following summary observations related to program participants' 
demographics, health conditions, and interactions within the NSW Health system. Detailed findings are 
available in the full interim report. 

Purpose of the interim analysis 

The baseline report highlighted a clear deficiency in data and information relating to those at risk of rough 
sleeping with serious and persistent mental illness. 

The interim report should be considered as an extension of the baseline report, where for the first time we 
are able to begin to observe and describe important characteristics and experiences of this group. 

 
30 S.F. Nilsson, T.M. Laursen, C. Hjorthøj, M. Nordentoft (2019) Risk of homelessness after discharge from psychiatric wards in Denmark: a 
nationwide register-based cohort study. Acta Psychiatrica Scandinavica. Volume 140 ( Issue 5): 477-489 
31 Keshab Subedi, Binod Acharya, Shweta Ghimire, (2022) Factors Associated With Hospital Readmission Among Patients Experiencing 
Homelessness. American Journal of Preventive Medicine, Volume 63, Issue 3: 362-370 
32 Australian Institute of Health and Welfare. (2022) Specialist homelessness services annual report 2021–22 
https://www.aihw.gov.au/reports/homelessness-services/specialist-homelessness-services-annual-report/contents/clients-with-a- 
current-mental-health-issue (accessed July 2023) 
33 LHD surveys from Sydney LHD and South Eastern Sydney LHD 
34 Ghassen Soufi, Brigitte Voisard, Eric A. Latimer, Lavina Matai, Erica E. M. Moodie, and Vincent Laliberté (2023) Benefits of the PRISM 
Shelter-Based Program for Attainment of Stable Housing and Functional Outcomes by People Experiencing Homelessness and Mental 
Illness: A Quantitative Analysis. The Canadian Journal of Psychiatry. 1-10 DOI: 10.1177/07067437231162494 
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Much of the health data used for the interim report cuts off around March 2023 or earlier. Given the program 
began in mid to late 2022, with many people referred only in early 2023, the data available is limited and 
biases may exist. 

The overarching purpose of the interim report is to begin to observe the demographic and health situations of 
the individuals referred to the MH-HIRS program. The findings presented below are observational only, and 
cannot be used to infer any causal or correlational effects in regard to the intervention at this stage. 

 

Participant data received and linkage summary 
 Data were collated on 148 individuals referred to the MH-HIRS program between June 2022 and June 2023. 
 Name, date of birth and address are the primary linkage variables. 
 Linkage of participant and NSW Health data was completed by the CHeReL in mid-late 2023. The number of 

individuals able to be linked across the three data sets ranged from 130-138, noting that ICOD contains all NSW 
Health data (as at 31/3/2023). 

MH-HIRS participant referral data 
 In July 2023, the participating LHDs and partner NGOs, provided a list of 148 individuals who had been referred to 

the MH-HIRS program between June 2022 and June 2023. The total number of referrals by LHD were: Central Coast 
LHD – 37; South Eastern Sydney LHD – 60; Sydney LHD – 51. 

 Linking the admitted patient data hospital separations to referrals showed 112 individuals with a separation 
covering the date of referral, or very close to it; leaving 19 individuals where their separation of referral is not yet 
included in the admitted patient data; 

MH-HIRS cohort characteristics 
 Gender: approximately two-thirds of all participants were male, and one-third were female. 
 Age: the average age of a male in the program is 39.2 years as of 30 June 2023. The average age of a female in the 

program is 36.5 years as of 31 March 2023. 

Admitted patient data: health conditions 
 Health conditions: relate to each admission and are classified based on Service Related Groups, and dependent on 

the primary diagnosis. Data available starts from 12 months prior to referral for each individual and goes as far into 
the future as the data allows, this will differ by person. 

 Referral separations include episodes where a referral was made to the MH-HIRS program. We would expect all 
referral admissions should be acute psychiatry; there are a small number classified elsewhere that may be adjusted 
when the hospital stay is completed. 

 Pre-referral separations include all episodes that occurred in the 12 months prior to the episode where an 
individual was referred to the MH-HIRS program. There were 346 separations in this period of which 211 were 
acute psychiatry. 

 Health conditions for acute psychiatry conditions accounted for 68% of all admissions for MH-HIRS participants; 
drug and alcohol was the next highest health condition, accounting for 8% of all separations. 

Admitted patient data: separations by individual and length of stay in a mental health inpatient unit 
All separations: 
 Pre-referral separations: 346 total separations prior to referral, that is 2.46 separations per person in the year prior 

to the separation in which they were referred. The median is 1.0 separation per person and the maximum value 
was over 25 separations. 

 Post-referral separations: 58 separations observed; the maximum value was over 5 separations. 
Separations with mental health inpatient unit: 
 Pre-referral separations with mental health inpatient unit: Average LoS is 16.13 days across 177 separations; the 

median LoS is 9 days. The maximum LoS is over 170 days. 
 Referral separations with mental health inpatient unit: Average LoS is 46.33 days across 109 separations; the 

median LoS is 30 days. The maximum LoS is over 230 days. 
 Post-referral separations with mental health inpatient unit: Average LoS is 20.72 days across 32 separations. The 

median LoS is 10 days. The maximum LoS is over 90 days. 

Emergency department (ED) presentations 
 Presentations to ED in the year prior to referral: 821 presentations to ED across 138 individuals, representing 5.95 

presentations per person on average. The highest single number of presentations to ED in the 12 months prior to 
referral was over 100, all other individuals had less than 45 presentations. 

 Presentations to ED within 180 days after the date of referral to MH-HIRS: 125 presentations, noting data are 
incomplete. One individual had over 20 ED presentations following referral; it was noted that the individual was 
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also a high-frequency user of ED in the 12 months prior to referral. These data are not developed sufficiently to 
allow any prior vs post comparison. The information has been presented for observational purposes only. 

Ambulatory data visits 
 Visits per individual prior to referral: The average number of visits per participant in the 12 months prior to referral 

is 115. 
 Data available for mental health ambulatory services is up to 31/12/22 only. Unique visits is the primary variable of 

analysis. Note that each visit may contain one or more services. This analysis does not seek to allow for different 
periods of exposure, it simply outlines observational results. 

 


