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Abstract
Objectives. The aims of the present study were to examine tenants’ experiences of a model of integrated health care

and supportive housing and to identify whether integrated health care and supportive housing improved self-reported
health and healthcare access.

Methods. The present study used a mixed-method survey design (n= 75) and qualitative interviews (n= 20)
performed between September 2015 and August 2016. Participants were tenants of permanent supportive housing in
Brisbane (Qld, Australia). Qualitative data were analysed thematically.

Results. Integrated health care and supportive housing were resources for tenants to overcome systematic barriers to
accessing mainstream health care experienced when homeless. When homeless, people did not have access to resources
required to maintain their health. Homelessness meant not having a voice to influence the health care people received;
healthcare practitioners treated symptoms of poverty rather than considering how homelessness makes people sick.
Integrated healthcare and supportive housing enabled tenants to receive treatment for health problems thatwere compounded
by the barriers to accessing mainstream healthcare that homelessness represented.

Conclusions. Extending the evidence about housing as a social determinant of health, the present study shows that
integrated health care and supportive housing enabled tenants to take control to self-manage their health care. In addition to
homelessness directly contributing to ill health, the present study provides evidence of how the experience of homelessness
contributes to exclusions from mainstream healthcare.

What is known about the topic? People who are homeless experience poor physical and mental health, have unmet
health care needs and use disproportionate rates of emergency health services.
What does the paper add? The experience of homelessness creates barriers to accessing adequate health care.
The provision of onsite multidisciplinary integrated health care in permanent supportive housing enabled illness self-
management and greater control over lifestyle, and was associated with self-reported improved health and life satisfaction in
formerly homeless tenants.
What are the implications for practitioners? Integrated health care and supportive housing for the formerly homeless
can improve self-reported health outcomes, enable healthier lifestyle choices and facilitate pathways into more appropriate
and effective health care.
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Introduction

People who are homeless experience poorer physical and mental
health than the broader population.1–3 They are also at greater risk

of premature mortality.4 As homelessness endures, health dete-
riorates.5 Moreover, poverty driving homelessness means that
health care is unaffordable6,7 and homeless people experience
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unmet health care needs.8 Kertesz et al.9 describe a paradox:
homeless people have poor health and unmet health care needs,
yet they use disproportionate emergency health services. Draw-
ing on administrative data, Australian research shows that people
who move from chronic homelessness into supportive housing
use less emergencyhealth care, and reducedhealth care offsets the
costs of supportive housing.10

Reflected in the observation that it is pointless to treat a
homeless patient and send them back to the social conditions
that make them sick, housing is a social determinant of health.11

Housing is themost powerful prescription a physician couldwrite
for a homeless person.12

However, when people exit chronic homelessness and enter
housing, they report onlymodest improvements in health.9,13 The
complexity of ill health and previous experience of homelessness
means that people’s health needs are not sufficiently met by
mainstream health care.14

Integrated health care provided by an onsite multidisciplinary
team combined with permanent supportive housing (PSH) for
people who exit chronic homelessness aims to overcome long-
term barriers to accessing mainstream health care.15 In Australia
and internationally, PSHwith integrated health care is adopted as
a solution to chronic homelessness.16 However, the existing
evidence does not demonstrate if and how people who exit
chronic homelessness into PSH will use integrated health care.2

From the perspectives of tenants, the present study contributes
to knowledge in two ways: first, by demonstrating how home-
lessness is experienced as a barrier to adequate healthcare; and,
second, by examining how people exiting homelessness use and
benefit from integrated health care and supportive housing.

Methods

Between September 2015 and August 2016, a mixed-methods
studywas conductedwith a sample of tenants fromone single-site
PSH building in Brisbane (Qld, Australia). A survey (n= 75) was
conducted first, followed by in-depth qualitative interviews
(n= 20).

In the present study we draw on normative and theoretical
literature on patients as co-designers of health care17,18 to locate
the importanceof taking seriouslypeople’sfirst-handexperiences
accessing health care. People’s positions as homeless or PSH
tenants provides a fundamental perspective on what it means to
access, or be excluded from, appropriate health care.

All 146 PSH tenants were invited to complete the survey.
Seventy-five tenants voluntarily consented and completed the
survey, administered face-to-face using an iPad (Apple) by two
authors (CP, CtH). After surveys were completed, a maximum
variation method was adopted to sample qualitative interview
participants.19 The researchers sourced a list of tenants who had
positive and negative experiences with integrated health care and
who used the service for different reasons (chronic pain man-
agement, health literacy etc.). Tenants were recruited to ensure
people with diverse experiences with healthcare were included.
Ethics approval for the studywas obtained fromTheUniversity of
Queensland’s Behavioural & Social Sciences Ethics Review
Committee (Reference 2015001083 and 2016000409).

The survey measured perceptions of healthcare access and
self-reported health, life satisfaction and autonomy. Survey items

(Table 1) were selected to generate evidence to respond to the
literature showing that people who are homeless report poor
health and limited access to healthcare, and these problems are
not immediately addressed with the provision of housing. In-
formed by survey data, qualitative interviews sought to under-
stand how people used integrated health care, what it meant to
them and how integrated health care differed from accessing
healthcare as a homeless person. One author (CtH) conducted
interviews face-to-face with tenants in a private office in the PSH
building; interviews lasted 20–60min. After 20 in-depth inter-
views, saturation was reached, whereby no new themes
emerged.20

Interviews were professionally transcribed verbatim. Two
authors (CP, CtH) read and reread the transcripts to identify
initial codes and tentative themes. These two authors (CP, CtH)
iteratively discussed themes and checked for the analytical link to
transcripts.21 Then, all four authors scrutinised and discussed the
data, explicitly searching for negative case analysis before refin-
ing themes.19 Rigour was further promoted through prolonged
engagement by one of the authors (CP) with the tenants over
3 years.20 In-depth interviews and the survey achieved method
triangulation;19 in-depth interviews add meaning to help explain
survey results.

Survey data were analysed using mean (� s.d.), zero-order
correlations and regressions. All analyses were performed in
SPSS version 23 (IBM).

Results

The characteristics of the tenants taking part in the survey are
summarised in Table 2. Of the participants taking part in the in-
depth interviews, 18 were female, 16 were non-Indigenous and
the mean sample age was age 49 years (range 22–69 years). The
survey results revealed that most tenants reported that living in
PSH, compared with being homeless, was associated with
improvements in seeking help from medical professionals, diet
and eating, physical health and life satisfaction (Table 3). Several
significant correlations were found (Table 4). Improvement in
seeking help from medical professionals was associated with
greater reported improved diet, physical health and life satisfac-
tion. Improved diet was also positively associated with improved
physical health and life satisfaction. Similarly, perceived auton-
omy was positively associated with improvements in health and
life satisfaction, such that higher levels of perceived autonomy
were associatedwith a greater perceived improvement in physical
health and life satisfaction. Perceived autonomy accounted for
9% of the variance in improved physical health. Regression
analysis found that improved diet was a stronger unique predictor
of improved physical health (b= 0.31, t72 = 2.81, p= 0.006)
compared with changes in help seeking from medical profes-
sionals (b= 0.16, t72 = 1.45, p= 0.152).

Improved physical health was a strong predictor of improved
life satisfaction, accounting for 39% of the variance in life
satisfaction improvements (b= 0.63, R2 = 0.39, F1,73 = 47.27,
p< 0.001).

Gender, age, the presence of chronic health conditions and the
length of PSH tenancy did not have an effect on the variables or
the associations between variables.
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Qualitative themes

Three themes were identified from the qualitative analysis:
(1) homelessness as a barrier to adequate health care;

(2) integrated health care solved barriers to access; and
(3) integrated health care enabled illness self-management and
control.

Homelessness as a barrier to adequate health care

To understand the meaning and function of integrated health
care, it is necessary to grasp the living conditions that people
experienced when homeless and how these created barriers to
accessing adequate health care. Homelessness was experienced
as a physical and symbolic assault to people’s sense of self:

I thinkwhen you’ve been on the streets a long time you sort
of almost become a bit like an animal.

I noticedwhen itwas really stormyand that I felt really good
about myself being inside, because I’ve been underneath
the church just before I came here. There were other
squatters and I got really freaked out. I ended up on a toilet
floor for about 3 days before I was here.

The descriptions of deprived living conditionswhen homeless
foregrounds people’s experiences with integrated health care.
The deprivations associated with homelessness undermined peo-
ple’s sense of self-worth. This, in turn, limited people’s confi-
dence to access health care and, importantly, to feel they had a say
in the health care they received:

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

Homelessness meant not having a voice to influence how
medical professionals saw and treated the homeless person’s
presenting problems. As homeless, people perceived medical

Table 1. List of items used in the survey
PSH, permanent supportive housing

Variable Item Scale

Physical health
changes

Since living at [name of PSH], has your
physical health?

5 = Improved a lot

4 = Improved a little
3 =Not changed
2 =Gotten a little worse
1 =Gotten a lot worse

Seeking help
from medical
professionals

Since livingat [nameofPSH],has seekinghelp
from medical professionals?

5 =Been a lot better
4 =Been a little better
3 =Not changed
2 =Been a little worse
1 =Been a lot worse

Diet and eating Has living at [name of PSH] made it easier for
you to improve your diet and eating habits?

5 =Yes, it’s lots easier
4 =Yes, it’s a little easier
3 =The same as before moving in
2 =No, it’s been a little harder
1 =No, it’s been a lot harder

Life satisfaction Since living at [name of PSH], has your
satisfaction with life?

5 = Improved a lot
4 = Improved a little
3 =Not changed
2 =Gotten a little worse
1 =Gotten a lot worse

Autonomy How much freedom of choice and control do
you feel you have over the way your life
turns out?

From 1 (no choice at all) to 10
(a great deal of choice)

Table 2. Characteristics of the survey participants (n= 75)
Data are given as n (%). A, Aboriginal; TSI, Torres Strait Islander; PSH,

permanent supportive housing

Age (years)
20–30 14 (18.67)
31–40 15 (20.00)
41–50 26 (34.67)
51–60 15 (20.00)
61–70 5 (6.67)

Gender
Male 30 (40.00)
Female 44 (58.67)
Other 1 (1.33)

A&TSI
Neither 60 (80.00)
A 12 (16.00)
TSI 1 (1.33)
Both A and TSI 2 (2.67)

Length at PSH (months)
<6 8 (10.67)
6–12 5 (6.67)
>12 62 (82.67)

Long-term health conditions
Yes 49 (65.33)
No 24 (32.00)
Don’t know 2 (2.67)
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professionals would medicate without considering the conse-
quences of housing exclusion. A tenant recalls:

. . .always just gavemoremedication. All right, it didwork,
but it’s no use just giving more medication when you don’t
know what’s causing it.

The health care accessed, even when it did treat the presenting
problem, did not consider ill health as symptomatic to homeless-
ness. With the limited social power that comes with homeless-
ness, peoplewere not in a position to advocate for adequate health
care, much less to advocate to have ‘the causes of the causes of ill
health’ treated.11

Integrated health care solved barriers to health care access

Tenants experienced integrated health care and supportive
housing as solving accessibility barriers to appropriate health
care.

Well I can get everything I need here [at the PSH]. On the
street you couldn’t. You had to wait in lines in hospital.

Yeah, because [support provider] will drop you off at your
doctor’s and they pick you up if you can’t [walk]. With my
emphysema I can’t walk that far, and my asthma, so they’ll
drop me off and pick me up, which is good.

Solving accessibility barriers was critical because the con-
sequences of homelessness compounded ill health. Ill health, in
turn, further excluded people from adequate health care:

Tenant: I did have a [general practitioner], but he no longer
wanted me to go to him.

Researcher: Why is that?

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

Another tenant had a similar experience:

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

Healthcare resources located in PSH and the means by which
transport to mainstream healthcare was facilitated made a de-
monstrable difference to people. Solvingwhat are simple barriers
meant that tenants no longer went without the health care they
required. Illuminating the link between prolonged homelessness
and deteriorating health,5 ill health when homeless was experi-
enced as a barrier to health care access.

Illness self-management and control

People experienced homelessness as an inability to manage
their day-to-day lifestyle to keep themselves healthy. The expe-
rience of homelessness prevented illness self-management.
Homelessness resulted in exclusion from resources that are
necessary to achieve a reasonable standard of positive health,
well being and life satisfaction:

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

Integrated health care and supportive housing was a practical
resource for tenants to control the conditions of their lives that
directly affected the self-management of their health care needs.

Researcher:Howhas takingyourmedication changedsince
moving to [PSH]?

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

Table 3. Frequencies of reported changes since living in permanent supportive housing (PSH)

Gotten a lot
worse

Gotten a little
worse

Not
changed

Improved
a little

Improved
a lot

Physical health 4 8 21 27 16
Seeking help from professionals 1 1 31 17 25
Diet and eating habits 2 7 20 17 29
Satisfaction with life 5 1 23 15 31

Table 4. Mean (� s.d.) values and zero-order correlations for the sample (n = 75)
Note, Items 1–4were scoredon a scale of 1 (gotten a lotworse) to 5 (improved a lot); Item5was on a scale ranging from1 (no choice

at all) to 10 (a great deal of choice). *P< 0.05, **P< 0.01, ***P< 0.001

Variable Mean (± s.d.) Variable
1 2 3 4

1. Physical health improvements 3.57 ± 1.10 1
2. Seeking help from professionals improvements 3.85 ± 0.95 0.24* 1
3. Diet and eating habit improvements 3.85 ± 1.12 0.35** 0.23* 1
4. Life satisfaction improvements 3.88 ± 1.17 0.63*** 0.25* 0.29* 1
5. Autonomy 6.64 ± 3.05 0.29* 0.18 0.12 0.33**
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Researcher: So why is that different now to what it was
before?

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

The tenant explained howhaving a refrigerator affected health
not only by providing a safe place to store insulin, but also by
providing a place to safely store food, and thus the capacity to eat a
healthy diet, compared with living in a boarding house, where
food was stolen.

Another tenant highlighted the importance of physical
resources to promote security to self-manage their illness:

Researcher: So could you just explain a bit more about the
biggest differences between living on the street and living
here?

Tenant:Well the difference is it’smore safe. I don’t get stuff
stolen anymore, you don’t get your [medications] taken.

Integrated health care enabled tenants access to knowledge so
they could use the physical resources to control their health:

I had to changemy diet because when I went to the hospital
they just said, ‘You have very high potassium, extremely
high.’ I went, ‘Okay.’ They said, ‘You just eat low
potassium,’ I thought, ‘Well what’s potassium?’ I got all
the help from here with my diet. We printed out potassium
[information], the high levels of potassium, what’s in it. I
now eat lower level potassium. That simple. I changed my
diet around.

Integrated health care worked to translate information so
tenants could act on specialist medical advice.

Tenant: I don’t understand all doctors [but the integrated
health care provider] comes to my appointments.

Researcher: Why does he come to the appointments?

Tenant: Just so he can listen in, because sometimes I don’t
understand it fully. He explains it on theway home because
I don’t always understand everything my specialist says.
It’s a bit hard for me.When we come back here he explains
everything to me and then I understand it better.

Whenhomeless, it is easy toconceptualisehowexposure to the
elements damages health and, in turn, how shelter is protective,15

but tenants added nuance to explain how homelessness meant
exclusion from resources necessary to live a healthy lifestyle.
Integrated health care was a resource actively used to access and
benefit from healthcare professionals.

Discussion

In addition to the material deprivation of homelessness directly
contributing to ill health, the present study provides evidence of
how homelessness contributes to exclusions from mainstream
healthcare. Developing the evidence about affordability barriers

to accessing health care,6,7 homelessness was experienced as a
devalued identity with limited power to be heard22 and thus to
access and benefit fromappropriate health care.9 Fromadevalued
social position, being homeless meant that medical professionals
treated the symptoms of their poverty, for example, treatment did
not take account of how the social conditions of homelessness
caused the ill-health. Perversely, the ill health exacerbated by
homelessness5 constituted physical, often mobility, barriers to
accessing mainstream healthcare. Ill health and homelessness
worked in unison to prevent people from using mainstream
healthcare.

Althoughwe sought to have diverse tenants represented in the
present study, our analysis is biased by including people engaged
with integrated health care andwho chose to participate. Thus, the
data are not able to draw conclusions about people who are not
engaged with integrated health care and for whom integrated
health caremaynot address access barriers. Further, despite being
advised that the research was interested in participants’ experi-
ences, both positive and negative, in responding to the survey and
interview questions participants may have felt compelled to offer
positive and socially desirable reports of integrated health care
and supportive housing.

Empowerment to control one’s life requires people to be
enabled to access appropriate health care. The present data show
how tenants actively used the resources available in integrated
health care and supportive housing to access mainstream health-
care. Thepattern of results in the quantitative analyses correspond
to and reflect the themes of the qualitative analysis. Matching the
in-depth interviews, most survey participants reported improved
access to medical professionals, which predicted improved phys-
ical health and life satisfaction. Further, the finding that improved
dietwas a key predictor of physical health outcomes is reflected in
the theme that integrated health care allows greater control over
aspects of an individual’s life and self-management. In addition,
having a sense of autonomy and control, a key theme in the
qualitative analysis, was quantitatively related to increases in
physical health and life satisfaction.23

The resources provided through integrated health care meant
that people were no longer reliant on emergency or inadequate
health care; rather, they were enabled to take control to manage
their health needs. Integrated health care worked by acting as a
conduit between tenants and mainstream healthcare systems.
Coupled with the resources that housing enables, by providing
transport, access tomedical practitioners, advice and understand-
ing of health care directions, integrated health care created the
conditions for tenants to control their day-to-day lives and health
care needs.

Autonomous decision making is an individual action enabled
or constrained by the social context. Promoting autonomous
health care decision making requires healthcare professionals to
actively support patients rather than to leave them tomake choices
independently.24 In addition to the need to structure a persona-
lised healthcare system to meet the needs of people with chronic
and complex conditions,25 designing healthcare informed by the
social position of marginalised groups is fundamental to enable
them to take responsibility for their health care. Tenants were not
passive recipients of health care services and their agency and
experienceneed to informhowhealthcare canbedesigned tomeet
their needs.17
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Given that the conditionsof homelessness are sodetrimental to
health, integrating health care with homelessness practice
responses that do not end homelessness will be inadequate.
Contemporary approaches that provide people living on the
streets with basic hygiene resources, such as laundries and
showers, aremanifestly inadequate and perpetuate their devalued
social position. As a social determinant of health, housing is a
critical factor, but in the absence of mechanisms to address long-
termexclusions, peoplewhoexit chronic homelessnesswill likely
experience ongoing barriers to accessing mainstream healthcare.
Integrating health care with supportive housing is a practical
resource to address systematic barriers; the resources provided
through integrated health care create the conditions for people to
self-manage their health care.
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