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About Hanover

Hanover is an independent welfare agency, incorposated as a nan-profit company. The
organisation is totally Independent, having no structural links with governments, institutions or
religious bodies. 1t is managed by a Board of Direclors who are elected by its members.

Hanover began in 1964, bringing together the work with Melbourne's homeless that had been
carried out for almost a century by several charitable organisations, missions and churches.
Hanover takes its name from its first location, Hanover Street, Fitzroy.

Hanover's mission is to empower homeless peaple to enable them to take greater control over
their lives and to stimulate and encourage change in Australian sociely to benefit them. It
achieves this by delivering services, conducting research, and through advocacy.

Hanover believes homelessness is being deprived of the normal supports of home - people
who care and for whom one can feel responsible, private living space, security of self and
belongings, a base from which to work a secure environiment for the development of self-
confidence and personal competencies. Itis not merely a lack of shelter,

Hanover's services assist over 400 people daily, involving the provision of meals,
accommodation, financial and material aid, counselling, budgeting, medical assmtance work
skills fraining, employment placement, and recreational opponunmes '

About the Centre for Community Child Health and Ambulétory Paediatrics

The Centre is a unit of Melbourne Universily based at the Royal Children’s Hospital.

The Centre’s mission is to provide for and promote the optimal heaith of children who use the
hospital's ambulatory sevices as well as children in the wider community,

The Centre is commitied to the notion that health care for the young is a contlnuum from the
child with the minor illness who is cared for at home through 1o those requiring inpatient care;
that hospitals and academic inslitutions have a resp0n5|bll|ty beyond treating sick children;
and that there should be integration and continuily between preventive and curative health
care and between hospitals and community-based semvices.

The Centre’s aim is to act as a bridge between hospital and community-based services by:

o making hospital-based services more responsive to the needs of consumers and
community-based health professionals, whilst also

= working with community agencies to promote high quality services that are informed by
research and are supported by good data collection and ongoing evaluation.

The Centre’s goals are:

¢ 1o provide outstanding clinical semvices to children and their families who attend the
Centre, and support such sevices in the community.

to develop and provide a range of appiopriate health education resources for parents,
¢hildren and families.

to develop, distribute and manage ongoing educational programs in chitd health for
professionals involved with children.

L]

to foster and enhance hospital/community Ilalson and extend co-operative programs to
the community,

to develop and maintain multi-disciplinary training programs in child health for
professionals,

to undertake multi-disciplinary research to inform the Centre's efforts in clinical seivices,
teaching, and advocacy.

to advocate changes and influence public policy as it relates o children and familics,
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This picfure was also drawn by Belinda. It shows
an outing to the park with the children’s support
worker. Happily the sun has found a way to shine.



Summary of Findings, Issues and Policy Challenges

This study presents the findings and implications of research condudied jointly by |
Hanover and the Royal Chridrens Hosprtal into the health status of children in
homeless famlires

In the 18 months between July 1994 and December 1995 Hanover was contacted by
2,613 families in housing crisis. Of these, 1400 with over 2,000 accompanyrng
children, were either literally without shelter or without appropriate safe’
accommodation. Hanover was able to accommodate 234 or 17% of these famrlze_s
The followmg findings are based on a sample of 51 children, chosen at random from
31 of the families. N

Fin_'dings

. Chrldren in homeless families are clearly affected psychologically by the"cnsrs of
' houselessness and the complex issues that have led up foit :

'-.-_ .___Over one—Thrrd of chridren in the study had srgmﬁcant behavroural drsturbance as
- “1ated by their parent(s). There was a relationship between the number of home
rnoves and the degree of behavioural disturbance. Hei

"« Onarival at Hanover accomimodation, the chrldren had ex’rrernely Irmrted sodial
* interactionis: The follow-up study suggested that after six months housrng stability,
children were successful in increasing social interaction opportunrtres However
their academic and aclivities scores were still of concern

o These children are at major risk of educational drsadvantage The frequent
' changes in school documented in this study compounds other envrronrnental and
behavioural impediments to learing.

o Mothers in the study had hlgh rates of psychological symptoms, particularly
anxiety and depression. Some improvement was noted in the follow-up study.
However, it would also be important to consider the high incidence of famity
violence and sexual abuse in the families accommodated by Hanover

¢ The physical health of these children appears to be less compromised than that of
childrent in homeless families in North Ameiica and Europe. This may be due to
better nutritional status, Australia’s less severe ciimate and more extensive income
and health 'safety nets. Despite this, children had higher than average
frequendes of asthma, ear infections, skin problems and developmental defays.
Incomplete immunisation schedules were also higher than state averages,

» Medical assistance tends to be sought on an acute needs basis, rather than
through health maintenance and prevention. Families perceive transport and
treatment costs as barriers to accessing the health care system.



Issues

« The research study has highlighted the need for senvices, working with children in
families who experience homelessness, to include health, in its broadest sense, as
- part of the casewoik intervention.

o Children’s opportunities and development are being put at significant risk due to a
cycle of transience and housing crises of families.

o Families seeking assistance from homeless persons senvices often have complex
needs, are sodally isolated and highly transient in their lifestyle. It is critical that
the level of support is fimely and effective to meet the needs of the children as well
as the parents. Such agencies are invariably the only services with an opportunity
to identify problems and provide appropriate intervention. -

»  Many families are having to endure a number of short-term moves in _expensive
or unsuitable accommodation due to the fack of either temporary or permanent
housing, . ' o

o Finandal assistance is a critical tool to assist children to regain a sense of purpose
and belonging through having adequate clothing, play matérials and educational
necessities, : ‘ -

e The physical heafth of children in homeless families in Victorta is relatively well
looked after Families, even in crisis, appear able to access health sevices. This
reflects the benefits of Australia’s universal health and welfare system.



Policy Challenges

o Policy makers must give higher priority to reducing unemployment and to
increasing the supply of affordable housing in order to lower the prevalence of
family homelessness and its consequences for accompanying children.

« The poverty associated with long-term unemployment renders many families
vulnerable to homelessness. The provision of education and training to the most
disadvantaged in the labour market is essential to provide these families with the
opportumty to escape the cycle of poverty.

o For families in housing cisis, it is essential that suitable temporary

- accommodation, such as emergency and supported housing, is available to meet
presenting needs. Reductions in the number of housing moves is critical to
lessening the adverse 1mpact on accompanylng children’s health and
deve]opment . : .

¢ Family violence is one of the major causes of homelessness. The challenge for
governments is to strengthen the available range of education, preventa‘uve and
crisis response programs. : :

o Access o early intervention. and support services for families and children has
been restricted due to funding cuts and policy shifts over recent years. This trend
leads to further disadvantage for those children, whom this study has found to
already be at serious dnsadvantaga The government's commitment to the
provision of a broad range of community supports for families and their children
needs to be strengthened,

 The Supported Accommodation and Assistance Program (Victoria) has been
developing guidelines for workers assisting children and integrated case
management policies. However, policy will remain as rhetoric unless resources are
given a high priority so that service providers are able to meet children’s complex
and urgent needs. To assist in service delivery, the authors have developed a
practical assessment tool and information guide for use by service providers.
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“This picture was drawn by a four year-old girl living
in a situation of family violence. Note how ‘Emma’
herself has no features and how large Daddy is in
comparison to Mummy.



1. Introduction

The composition of the homeless population in Australia is changing. Whereas ance
consisting of older single males, today an increasing proportion of the people who
experience. homelessness are families with children. Families account for over a
quarter of the clieits accommodated oft any night under the Supparted _
Accommodation Assistance Program (Commonwealth Department of Holising and
Regional Development 1994 -In Victoria, 31% of clierits in the period July 1994 - June
1995 weere accompanied by children; that is, 4839 parents accompaied by 10914
children were accommodated or supported by SAAP services, (Mctortan SAAP Client

Data Coilection. 1995). |

The Supported Accommodation Assistance Program (SAAP 3) is expected 16 place
increased emphasis.on service delivery to meet the specific needs of children in
families experiencing housing crisis. About one third of all residents in SAAP funded
supported housing programs are children and adolescents, The Natiahal Evaluation of
SAAP recommiéended priority be given to strategies that would address tfre needs of
accompanying children and stated that o

It |s imperative thét SAAP semvices focus upon the speaalneeds of
- this group as one means of breaking the cyde of homelesshess and
- general deprivation.* (Lindsay, 1993, p41) Lot

Hanover Welfare Semvices, an independent welfare agency, has béen providing services
to homeless people in Melboume for over 30 years. Hanover seeks to empower
homeless people to take greater control over their lives. in 1989, Hanaver established
a spedalist family service in recognition of the emerging needs of homeless families,
In the 18 months between July 1994 and December 1995, Hanover was contacted by
2,613 families. Of these, 1,400 families with over 2000 accompanying children were
literally without shelter or appropriate safe accommodation, Hanover was able to
accommodate 234 or 17% of these families. (This is due to the limited resources
available)

[n 1991, Hanover commissioned the Australian Institute of Family Studies to undertake
research into homelessness amongst families. Where Now? (McCaughey, 1992)
acknowledged the health difficulties experienced by many of the children in homeless
families, however, investigation of the issue was outside the scope of that study,

Studies in North America have suggested that childrer in homeless families
experience a range of health problems, with significantly higher prevalence than poor
children living in stable homes.

Preliminary investigations indicated a lack of quantitative data on the health status of
these children, and of their utilisation of health services, in Australia. It was important
to gain objective benchmark information on the Key health issties and needs of a
sample of homeless children in Australia, in order to develop effective service provision
and to maximise leng-term outcomes,

11



The research study aimed to collect this information, and to assess the need for
supported accommodation and assodiated agendes to recognise and work to achieve
change in the health and well-being of these children over time. In this context health
is considered in terms of physical, mental and social well- bemg rather than merely the
absence of disease or infirmity. (World Health Organisation 1973)

The specific aims were _

* 0 :determine. if {he health status of children in homeless families
differs from that of children in the general population. ' '

e To assess aftitudes towards, and utilisation of health services

 Ta measure any changes in the health status and well -heing of
- chlldren during their stay in supported accommodation.

o To develop a tool for use by welfare agencies to assess the health

and well-being of children, with a view to supportlng parents to
seek health care for their children.

The research projectWas jointly auspiced by Hanover Welfare Services and the Centre

for Community Child Health and Ambulatory Paediatiics at the Royal Children’s
Hospltal Melbourne.

The research focuses speaf cally on the health needs of a sample of children
accompanying their parents into Hanover's supported accommodation sepvices. This

report draws together the research findings with Hanover's semvice provision data and
experience.

12
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2.2

Background

Government's Response to the Needs of Children
in SAAP Services

The numbers of children as a proportion of all Victorian SAAP senvice users
has been steadily increasing since 1990. In Mictoria alone, between July 1994
and June 1995, 10,914 children accompanied their parents who were
accommodated and/or supported by SAAP services. (Victorian SAAP Client
Data Collection {1995}, Health and Communlty Services Annual Report, p8)

Periodic reviews since 1988 have reiterated the importance of developmg
strategies which address the particufar needs of children in families. In 1988,
the national review of SAAP ‘Homes Away from Home; (Chesterman 1988),
recommended that children be taken into account in the allocation of
resources, while in 1993, the National Evaluation of SAAP ‘Maoving Forward
(Lindsay 1993), recommended that strategies to address the-needs of
accompanying children should be given priority in each state plan. There has
been gradual recognition that chlidren have needs in their own right,
requiring a spedfic focus as part of casework support.

In Victoria, new guidelines are being introduced by Victorian SAAP for working
with children in SAAP services (Working with Children in SAAP Senvices -
Framework and Gwdellnes Jan, 1996 - Draft). These quidelines help to
reinforce the need for the program to be responsive to the needs of children.

Hanover’s Services for Families in Housing Crisis

Hanover has operated a supported accommodation service for families since
1987. The original service, Family Care, was the first service to be initiated as
part of the redevelopment of Gordon House, Hanover's 285 bed night shelter,
which was finally closed in June 1994. Hanover now has a fully integrated
supported accommodation seivice for families, known as Hanover Family
Semvice, which indudes:

o two very short-term crisis units

e eight short-term units

o twenty-one medium-term units.
Hanover Southern with outlets in Moorabbin and Dandenong, also provides
sewvices to families in housing crisis. Services offered include:

e medium term units

e Chisis and referral assistance.

A total of 43 families can be supported and accomimodated through Hanover
at any one time.

13



Figure 1 shows the different transitional pathways through the service
programs.

Figure 1 - Hanover Family Services - Service User Flow Chart

- FAMILIES IN HOUSING CRISIS -

v
50% I
Hanover Southbank
Crisis Accommodaltion
24%
' Fémily Senvices - .
Short-term Accommodalion
J v %%
. | Family Services -~ -
, l T | Medium-term Accommodation
Other temporary Otfier supported In?_jép'éh_dent
housing . { housing ' " |housing "

Note: - Percentages refer to families staying in each accommodation type over
- the 18 month period {July 94 - Dec 95) o T

Hanover's Response to Accompanying Childre_n

In 1993, Hanover adopted a child protection policy that would ensure that a
child's right to protection was given primary consideration in any casework
decision where there was a conflict of interests belween the parent(s) needs
and the child(ren)s needs. Hanover also sought inrovative ways to enhance
their capadity to resporid to accompanying children’s needs in the design and
delivery of their services. '

The short-term accommodation centre in South Melboume has a children's
room which is registered as a Class 2 child care centre. In 1994, Hanover was
the first non refuge in Victoria to receive recurrent funding for a full ime child
support worker. The position commenced at the start of 1995 and has greatly
enhanced Hanover's capadity to understand and provide effective responses to
the needs of accompanying children.
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The position objectives are:

o to enhance the senvice’s capacity to respond to the needs of
children : :

o o contribute to a broader understanding of the impact of
homelessness on chitdren

o 1o provide expertise to the sénvice team on the
“developmental needs of children

o o develop and im‘p]eme.nt models of service delivery that
will enhance and/or support a parents ability to recognise
and respond appropriately to their children’s needs.

* Children’s Support Work

The objectives of the various services offered by the children's support worker
are shown in Appendix 1.

An average of 62 children per month have direct contact with the children’s
support worker. This is through a range of play activities provided in the
child's home orin the children’s room. On average, eight families a month
have sessions which involve the parent(s) and child(ren). School liaison and
support activities have facilitated the local school's understanding and support
of children in homeless families.

A ‘how to use a playgroup’ playgroup was designed to assist parents in
medium-term accommodation, to experience the benefits of a playgroup in a
safe and supported environment After a few months, most parents have
made a successful transition to their local community playgroup.

Future plans include reinforcing linkages with family and children'’s services in
the Western suburbs, in order to advocate for support groups for older children
and their parents to address issues of loss and grief resulting from
homelessness, family violence or family breakdown.

The development of the above resources has greatl‘y“énhanced Hanover's
ability to provide responsive support to families and their children in housing

. crisis. The next section provides a contextual profile of families accommodated

over the past 18 months. -

15
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Profile of Accommodated Families
(July 1994 - December 1995)

Profile of the Families

A total of 234 families, comprising 433 children and 348 adults, have used
Hanover's supported accomimodation sevices in the 18 month period. The
profite of these families differs from both Victorian SAAP data and Hanover's
cilsis assistance database. Two-parent families account for 41% of
accommodated families, compared to 12% (SAAP data) and 29% (Hanover's
crisis database). SAAP data includes the high numbers of homeless
sole-parents accommodated in refuges, while Hanover's crisis database reflects
the numbers of sole-parents struggling to survive in private rental who have
contacted Hanover for financial support

Table 3.1 Selected Homeless Family Data
Comparison Between SAAP and Hanover Data

' Data Source Vic! Hanover? Hanover3
SAAP Clients Crisis/Assistance Accommodated
) Clients Clients
_ (N-4,586) (N=2,613) __(N=234)
Collection period July 94une 95 July 94-Dec95  July 94-Dec 95
Tipe of lamilies (%}
Single-parent families 88 71 55
Two-parent families 12 29 4]
Cther . 0 0 4

Total ' 100% 100% 100%

Sources: ! , Victorian SAAP Client Data Collection, Annual Report (1995)
Hanover Crisls Assistance Client Database
* Hanover Family Services Client Database

Age of Adults

Just under a quarter of adults were aged 18-25. The majority (68%) were
between 26 and 40 years old.

Number of children

Fifty-nine per cent of families had two or more children.

income

All families relied on pensions or benefits when they entered Hanover's
senvices.

Table 3.2 Main Income Type of Famlhes %

Sole Parent Benefit 46
Newstart/lobsearch 32
Disability Support Pension : 12
Sickness Allowance 10

Total {n = 234) 100



Specific Issues

‘Family Violence - Ongoing family violence was an issue in 40% of the two-
parent families. Among sole-parents 30% had recently left violent
relationships.

Sexual Abuse - Just under 30% of mothers reported having been sexually
abused either as children or as adults, while 9% of fathers aiso reported
havmg been thxms ofsexual abuse.

Alcohol or Drug addrct:on/usage 26% of adults were using or struggling to
overcome an addiction to alcohol or illicit drugs.

Mental Healthr 14% of all adults had a di_agn('_)sed psychiatrfc iliness.

Physical Health - 22% of adults had significant ill health requmng medication
or hospitallsa‘uon

Sally's Case Study {next page) shows the devastatmg impact these issues can
have on children’s developrnent

While Hanover has focussed its attention in its assessment processes on the

hsghestneed families, it should not be assumed that all families in housing
crisis have this level of need,

17
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Sally and family

Sally and her two daughters, aged five and seven, came into
Hanover's medium-term supported housing program directly
from a residential drug rehabllitation centre. Prior to their time in
rehab, the family had a history of evictions from both public
housing and private rental. Sallys youngest daughter had been
sexually abused and both children had witnessed domestic
violence. '

Sally had a very sad history of abuse in her own life. She was a
victim of incest and had left home at 14 years of age. She had
been raped several times during the next nine years and had
had a number of relationships with viotent and abusive men,

When Sally came to Hanover, she said that she was ‘clean’ and
that she was determined to get her children counselling because
of all the 'shit they had been through. She did not want

counselling for hérself,

Over the next few months, support staff became aware that Sally
was still using and dealing drugs from the house. The children's
school attendance was spasmodic and the house was becoming
smelly and chaotic. Strangers were often found sleeping in the
house when support staff visited. No rent was paid.

Health and Community Services Child Protection unit were called
In to assess Sallys ability to parent and protect her children. For
a few months some stabifity was achieved as Sally attempted to .
keep her children in her care. However, her own needs and drug
use predominated, resulting in the children eventually being
removed.

Sally is currently senving a prison sentence for drug dealing and
fraud. Her children are living with thelr matemal grandmother.

The consequences of Sallys own abuse as a child and as a
young woman have had a devastating impact on both her own
and her children’s lives.




3.2.

Profile of the Children

Whire 433 children accompanied their parent(s) into Hanover's senvices, 15%
of the families had other children who were either permanently or femporarily
in alternative care.

There were no significant differences in the numbers of boys and girls in any
of the age groups.

The numbers of children in the various age groups (shown in Table 3.3) are
similar to those of the Victorian SAAP data collection (however note the
different categories for age between data sets). -

Table 3.3 Age of Children in Families
Comparison Between SAAP and Hanover Data

Data Source - vic! Hanover ? ~ Hanover*
SAAP Clients Crisis/Assistance "Accommodated
Clients " Clients
" [N=4,586) (N=2,613) (N=234)
Collection period fuly 94-lune 95 haty 94-Dec 95 Iuly 94-Dec 95
% % - %
Age of children:
0-4"years 48 {0-4) 54 (0-4) 45
59 : 29 (5-11) 27 {5-11) 29
10-14 ) : 16 (12-15) 12 {12-15) 22
15+ 7 (16+) 7 ) 4
Total 100% 100% 100%
10,914 3,883 433

No of Children

Sources; 1 Vctonan SAAP Cllent Data Collection, Annual Report (1993)

Hanover Crisis Assistance Client Data base
Hanover Family Senvices Client Database

School Attendance

R R

absences fiom school prior to, and /or durmg ’rherr stay with Hanover,
Tryrng to assist children back rnto the schaol system became part of the
casework goals.

Mobility

More than 60% of the children had moved with their parent{s) more than
three times in the preceding 12 months. Older children were more likely than
younger children to arrive with very few personal possessions.

Changes in Family Composition

Over 90% of the families had experienced a change in the composition of
their family. On average, there were three changes per family. Usually, this
involved an adult partner leaving or coming info the family household.
Families report that these changes were often accompanied by adverse
behavioural changes in their children, such as the child becoming shy

or introverted, quarrelsome with adults, upset and distressed or being difficult
10 manage

19
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Child Protection

Concerns for children’s ongoing safety in the family were noted for 19% of alf
families accommodated. Health and Community services were already
involved, or became involved with 16% of all families.

Just under 12% of children were reported by their parents as having been
sexually abused at some point in their lives. '

However, the majority of parents demonstrated that, despite the difficulties,
they were very committed to their children and able to réspond to their needs.

Length of Stay and Exit Peints

Hanover provides three levels of supported accommodation, each with a
different focus and objective (see Appendix 2). The senvices provide a range of
supports that are designed to assist families to access and maintain
appropriate safe secure housing independent of Hanover.

Table 34 Length of Stay by Number of Families in
Each Accommodation Type.

Type of Service No. of Families __ Average Length of Stay

Crisls ~ * ' 118 7 days
Short-term : 55 _ 9 weeks

Medium-term. - . 61. . 75months

The length of stay in the medium-term program has been steadily increasing
over the last few years. In 1990, the average was four months and, by 1993 it

Wwas six months. The senvice has found that achieving long-term outcomes

which adequately address the additional underlying issues requires a more
substantial period of stability and support Over 50% of the families currently
using this service have been in the program for more than 12 months.

ltis also becoming more difficult for families to access suitable housing once
their support goals have been achieved. Public housing priority panels appear
reluctant to consider that a family who has spent some time in supported
housing is ‘homeless’ The number of private rental vacancies at affordable
rents has also been declining. - '

Achieving satisfactory exit points for families in transitiona housing remains
one of the major stumbling blocks for service users in achieving their
objectives. Public housing is often the preferred and only affordable option if
families are to achieve any respite from the cycle of poverty. Private rental is
the next most likely exit point



A comparison of the exit points for the different services are presented in
Table 35. The differing percentages highlight the different service objectives.

Table 3.5 Immediate Exit Points by Type of Accommedation, %

Accommodation at Exit Crisis Short-term Médiumiterm
Public housing 3 39 27
Private rental 7 17 ' 33
Unknown - 12 11 17
Caravans/Boarging/Hotel 33 7 i1
Family of origin 11 1 3
Interstate 7 4 3
Hanover short-term housing 17 NA N/A
Hanover medium-term housing 4 17 N/A
Other emergency heusing 4 None _ None
Other supported housing 2 -4 None
Refuge _ L 2 1. 4
Total percent . 100 100 100
Total families 18 55 61

Crisis

Only 6% of these families were able to access non-Hanover emergency of
supported housing. This left 33% of families in housing crisis with no options
ather than poor quality or high cost temporary shelter. Some of these farnilies
are eventually successful in accessing either Hanover or other agencies
emergency or supported housing.

Short-term

Fifty-six per cent of families were able to go directly from this program to
independent long term housing. A further 21% mioved into medium-term
transitional supported housing, '

Medium-iérm

Sixty per cent of families achieved positive long-term housing outcomes. As
described in Appendix 2, the objectives of the medium-term progfam include
working on a number of underlying issues and complexities that prevent

either access 1o, and/or the ability to maintain, their hold on fong-term
housing options. : '

21
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Support goals include practical goals such as:

saving for furniture

getting a tenancy reference

paying off debts to Department of Planning and Development
finding work or undergoing training for employment

and personal goals such as;

personal counselling
resolving family disputes
attending to children's health, educational or emotional needs
gaining a sense of security and belonging to a community
- detoxing from substances of dependence.
In most cases, families who have achieved positive housing outcomes have -
also made significant progress in these other areas, :

Across all three programs, the relatively high proportion of families, for whom
the next housing outcome (s unknown, partly reflects the assessment and
intake procedures used by Hanover 1o target those families who have a history
of transience and complex needs. For many of these families, the time has
hot been right to make changes in their lives.- However, some of these
families have returmed to the service fo try again, as exemplified by the

experience of Frank and his son, Jamie (next page).



Frank and Jamie

Frank is a single father who has raised his 11 year-old son Jamie for the last
nine years since the death of Jamie's mother. Frank and Jamie have been in and
out of Hanover's services several times over the last three years.

Having spent most of his childhood in orphanages, Frank had very little
experience to draw on in providing a sense of home and family for himself and
Jamie. After Jamie’s mother died, Frank began drinking heavily.

The family mdved every few months, sometimes every few weeks. Their housing
included temporary shelter in new relationships, caravans, emergency houses,
hotels and squats.

Jamie was eight when Frank first contacted Hanover. After a brief period in
short-term housing, Frank was assisted to gain priority public housing and some
furniture. However, Frank's difficulties were greater than a lack of housing, and
his drinking continued. Within six months the family had been evicted by the
Department of Planning and Development for rent arrears.

The next time Frank contacted Hanover, he and famie were accommodated in
the medium-term supported housing program. By this time, Jamie had atready
attended at least 20 different primary schools, generally for very short periods of

time. Despiteall they had endured, the bond between father and son was strong.

They both expressed fear that the ‘welfare’ would separate them. With the
assistance of their support worker, Frank and Jamie began to work on a plan for
future stability. Frank, however, remained mistrustful and after a couple of
months the family disappeared along with some of Hanover's fumiture.

Nine months [ater, Frank contacted Hanover again. The support staff spoke to
him openly and honestly about their concerns for Jamie. This coincided with
Frank explaining that Jamie himself was putling pressure on his dad to give
them a ‘normal’ home. As soon as a vacancy occurred, the family moved back
into the medium-term supported housing program.

This time, Frank has made some changes in his life, including having his money
handled by Hanover's Pensioners' Trust He is determined 1o stay in the program
until the end of the year when Jamie will finish primary school. Jamie says he
feels safe with Hanover. He is a fun-loving, well balanced boy despite the
transient and at times risky life he has.spent with his father. Frank's desire to do
the ight thing by his son has provided the catalyst for change that may enable
Jamie and his dad to develop a sense of home and family together.
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Research into Health Status of Children
in Homeless Families

This chapter documents the research project conducted In conjunction with
the Royal Children’s Hospital in 1994 and 1995.

Background

As stated in the Introduction, the composition of our homeless population is
changing. Once consisting mainly of single adult males, since the {ate 1980s
an increasing proportion of the hameless are families with children. In-
Victoria, nearly 11,000 children accompanied families accommodated and
suppoited by SAAP senvices in the period July 1994 - June 1995.

While stilf a far cry from the situations in the USA and the UK in terms of
prevalence and duration of homelessness, available evidence indicates that
family homelessriess is a growing problem in Australia which cannot be
ignored. '

The pathways to the crisis of homelessness for the families are many and
varied, but often Include one or a combination of the following: poverty,
unavaifability of affordable housing, job loss, domestic violence, family
breakdown, eviction (for various reasons), substance abuse and poor health.
(See for example, McCaughey 1992, Alperstein 1993, Thorman 1988) Along
with-poverty, homelessness is becoming an inter-generational problem.

Ellen Bassuk makes the point that ""houselessness” is only one aspect of
homelessness' (Bassuk 1991). Homeless families are often extrerely mobile
and have limited personal or community support networks, and as such are a-
particularly vulnerable group with multiple disadvantages.

Literature review

The adverse effects of homelessness on health have been well documented in
adults. Similarly, the health needs of homeless youth (ie young people
outside families) have been systematically investigated, and specific
recommendations have been tabled with a view to providing appropriate
semvices for this important group (NHMRC 1992).

More recently, adverse health effects have been recognised in children living -
in horneless families (Alperstein and Amstein 1988, Lowry 1990, Redlener
1994). Studies from North America, and to a lesser extent the UK, indicate
that this population of children experiences a range of problems with
significantly higher prevalence than poor children living in stable homes.
These include acute and chronic medical problems, emotional and
behavioural problems, developmental delays and learning difficulties.

A common scenario for these children is to begin life as a low birth-weight
baby and then to be subjected to the influences of maternal depression, poor
nutition, overcrowding, increased risk of injuries (particularly burns and
scalds), high mobility, inadequate access to health senvices and delayed or
missed immunisation (Lissauer et al 1993, Acker et al 1987)



Nutrition

While chionic malnuirition is @ common problem in poor poputations, itis
often compounded in the homeless by lack of adequate basic facilities for
food storage and cooking. Obesity has been documented as the commonest
nutritional problem in repeated samples of homeless children {Milier 1988,
Wood et al 1990). There is also some evidence that homeless children
(particularly those from larger families and with single mothers) are at greater
risk of stunted growth than domiciled poor children {Fierman et al 1991). -

Acute and chronic medical problems

Health problems commonly reported in children from homeless families
include ear infections, respiratory and gastrointestinal infections, asthma,
dental problems, recurrent abdominal pain, iron deficiency, lead toxicily,
obesity, and mental health problems (Miller 1988, Parker et al 1991). Redlener
reports similar types of problems from the New York (Homeless) Children’s
Health Project, noting that ‘the problems one might intuitively expect are
indeed repeatedly encountered’ (Redlener 1994). '

Emotional and behavioural problems

Several authors have reported-that homeless children experience more
developmental, emotional and behaviour problems than housed poor children
(Bassuk et al 1986, Zima et al 1994), although a Minneapolis study of poor
children found that parental distress and recent life events were more
important predictors of behaviour problems than housing status (Masten et al
1093). Rates of child abuse and neglect have also been reported to be higher
than those for chitdren of similar socioeconomic status living at home
(Alperstein et al 1988). Developmental delay (particularly language) has been
documented to be common in these children (Zima et al 1994). It has also
been observed that some homeless preschool children have not learnt to play
(Hamley et al 1993),

Inadequate access to health services

Health care for the homeless tends to be crisis-oriented. Homeless families
are less likely to report a regular provider for preventive/well child or sick care,
and depend more on hospital emergency departments and outpatient clinics
(Miller 1988, Wood and Valder 1991). Homeless children are more likely to be
admitted to hospital with mild tlinesses than similarly socioecanomically
deprived but permanently housed children (Orenstein et al 1992). However,
deficient preventive and primary care leads to delayed presentation of
common problems, resulting in higher rates of complications and chronicily
and, as has been demonstrated in adults, mortality (Redlener 1994). They may
also be more likely to die from overwhelming infection (Lissauer 1993).

Educational disadvantage/learning difficulties

A number of factors canspire to disadvantage these children’s academic
progress. (Thorman 1988, Wood et al 1990, Jenkins 1993). Frequent changes
of school, high rates of absenteeism and lack of a quiet space for homework,
combined with high rates of emotional disturbance, poor nutrition, iron
deficiency and stress all contribute to the great risk of learning difficulties.
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A recent report by the Smith Family confirmed the seriously high rate of
functional illiteracy amongst socio-economically disadvantaged Australian
high school students (3-6 times the general school population rates), with
family mobility a particular risk-factor (Orr 1994). Lack of literacy has been
shown to be a significant factor in the perpetuation of the inter-generational

poverty cyde.

Parents

Parents of children in homeless families have high rates of depression,
substance abuse, physical abuse and chronic health problems. (Bassuk 1991,
Lissauer et al 1993, Parker et al 1991). The complex factors culminating in the
homeless state (economic and educational disadvantage, dysfunctional family
of origin, domestic violence etc) may erode the capadty to provide effective
parenfing (Hausman 1993). '

Most of this data comes from overseas work. The populations of homeless
families surveyed in overseas studies often differ deinographically from
Australia's, in that they are predominantly from minoiity backgrounds with
more extreme poverty, and are usually housed in sheltered rather than
supported accommodation. Shelters are crowded, healing and air-
conditioning are often inadequate and conditions are usually quite unsafe
for children, : '

There is at present a fack of equivalent data on Australian children in
homeless families. As the problem of family homelessness is a growing one
(n our community, it is important to gather local data on the key health issues
and needs of these homeless children, as well as to determine whether
supported accominodation and associated ‘empowering’ services are having
an impact on these issues over time.

Inv this study we set out to determine the ‘heaith’ (in its broadest sense) status
of children in homeless families, the prevalence and degree of psychological

- stress in their parents, and to assess utilisation of health services by homeless

families, We also wanted to measure change in the children’s health status
over their ime in supported accommodation,

Based on intuition as well as overseas data, we hypothesised that children in
homeless families in Melbourne would have high rates of adjustment
difficulties, which would manifest as behavioural and emotional disturbance,
with associated developmental and learning problems, We predicted that their
physical health might also be poorer than the general population, though
perhaps not to the extent reported in children in homeless families overseas,
We expected parents in supported accommodation to be experiencing great
stress and anxiety, both as a result of the tratma leading up to the housing
crisis as well as their current drcumstances and uhcertain futures,

Our ultimate aim s to develop an assessment toot for use by welfare agendies
to assess children’s health and well-being when they enter the service. This will
be a targeted screening instrument informed by the findings of the currenit
research project The purpose will be to identify active problems, as well as
markers of particularly high risk for such problems within this population (eg
high mobility, single-parent families, parental anxiety or depression etc).

Appropriate lines of referral for formal evaluation of such children wilt be
established.



4.3 Methodology

Sample

All families entering supported accommodation with Hanover Welfare Sewices
between May 1994 and June 1995 were invited by their case workers (verbally
and in writing) a week after crisis support began to participate in the study.
They were told: “We are interested in a range of factors that may influence
your child’s health. We hope that the information we collect will heip us to
understand the special needs of children in homeless families”.

Participation was voluntary and subject to the provision of informed consent
It was made clear to families that the provision of services by Hanover was in
no way related to their dedision regarding involvement in the study:. Case
worker access to the research files was dependent upon permission from the
client, which was granted in every case. A maximum of two children per
famlly were surveyed so as to minimise inconvenience to families.

‘Design

Inijtial .'nterwew

Data was collected by a research assistant w1th a spedial education
background and experience in working with disadvantaged families,
Interviews took approximately 1.5 hours. Where hteracy was a problem, the
questions were read aloud.

The following questionnaires were completed by parents under the supeérvision
of the research assistant '

(a) Child Health Questionnaire (CHC: Eisen et al 1980). Thisis a
standardised 48 item child health screening instiument designed to
identify children with chronic illnesses. The CHQ was derived from the
Rand Corporation Medical History Survey, developed initially for the
National Health [nsurance Studies in the USA in the 1970's. Chionic
illness was defined for this instrument as that causing recurming or
persisting symptoms for at least three months in a year, and/or
requiring hospitalisation for one month or more in a year,

The CHQ has been shown to be a highly sensitive screening
instrument'with sound psychometric properties (high inter-rater and
test-retest reliabilities and validity ). The CHQ has been validated in
Australia against hospital medical records with extremely high
agreement Australian normative data are available for comparison
(see results)
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(b)

Child Behaviour Checklist (CBCL: Achenbach 1991). 103 - 126 item
{depending on age) standardised rating scale of children’s behaviour
problems. Each symptom is rated on a 3-point scale (0 = not true,

= somewhat or sometimes true, 2 = very true or often true). The
fiems are designed to be rated by parents, or parent surrogates, who

~ can directly observe children's behaviour in various contexts. The

CBCL was completed by parents of children over two years of age.
The Youth Self-Report (Achenbach 1991) behaviour questionnaire

(similar design) was completed by children/young people over

11 years.

The CBCL is well known and empirically based {ie derived from
assessment data on actual samples of children). It has high test-retest
and inter-rater reliabilities, as well as soundly-demonstrated validity.
Studies from Melbourme (Bond et al 1994) and Adelaide (Sawyer et al
1991} support the use of American normative data for the CBCL in
studies of Australian children and adolescents.

Scores were derived by means of the publisher's computerised scoring
program, which converts raw scores into 7scores. 7scores are
statistical measures which allow estimation of the degree of deviance
of the study sample compared with the normative data for age and
sex. Scores are computed for three global dimensions - Intemalising
(withdrawn, anxious/depressed, somatic complaints), Externalising
(aggressive, delinquent behaviours) and Total Problems, Scores for the
global scales are classified as being in the ‘dinical range when the
T'score is 260. This range correlates well with the likelihood of the
presence of a significant problem. That is, children with scores in
these ranges should be referred for a comprehensive evaluation.

It is important to note that the CBCL was designed to provide
standardised descriptions of behaviour rather than diagnostic
inferences. High scores on CBCL problem scales do not automaticalty
equate with any particular diagnosis or disorder Instead, CBCL
profiles are integrated with other types/sources of data by
professionals in the course of a comprehensive diagnostic evaluation.

In addition, for children over five, three domains of competence (social,
activities and academic) are scored from the CBCL data, The sodal
domain questions include: Please fist the number offfrequency of
contact with fiiends; how well does your child get along with siblings

other kids. The activilies questions include, number of

dubs/organisations your child belongs to, favourite hobbies, , sports,
games etc The academic score is derived from the parents ratings of
the child's pesformance in various schoal subjects, and whether
he/she has repeated a grade or is in 2 special class.

General Health Questionnaire (GHG: Goldberg 1971). A 28-item
questionnaire to screen for psychiatric disorders in community
settings, was administered to both parents individually. Each item
consists of a question asking whether the respondent has recently
experienced a parficular symptom on a four-point scale ranging from
‘not at all” to *much more than usual”



(d)

The GHQ is a well-validated and widely used questionnaire which
addresses symptoms of anxiety/insomnia, social dysfunction,
depression and somatic complaints. Australian normative data are
again available for comparison (see results).

The GHQ is not a diagnostic tool, rather an instrument which attempts
to differentiate the psychologically ‘well’ from the psychologically 'sick.
Although, the problem of where normality ends and dinicaliy
significant disturbance begins for an individual remains unresolved, it
is possible to compare the amount of psychiatric disturbance in two
populations by a comparison of mean scores, and also to follow the
changes in psychiatric disturbance that occur with time by testing a
given population on different occasions.

Purpose-designed questionnaire . This questionnaire was devised in
order to elicitinformation not obtained spedifically by any of the other
questionnaires used, and where no standardised instrument could be
found for this purpose in the literature. Questionnaire design was in
accordance with standard methods in social science research, with
care taken to avoid potential biases (eg social desi rab|llty response
set) There were five components:

e Demographic data Family composition, ages, first language,
-education, income souice, housing h:story reason currently
homeless, sodal netwoiks.

e Child health {areas not co’vered in CHQ). Gestation, birth weight,
age-spedific symptoms (eg. infants - colic, sleep problems; children.
- adlivity, appeite; adolescents - nsktakmg behaviours), learing
difficulties, changes of school.

o Health maintenance. Immunisation, dental care, nutrition.

«  Utilisation of health services, Well-child care, illness care, barriers
fo access.

o Parent health. Global ratings for each parent on linear analogue
scale. ‘

This questionnaire is reproduced in Appendix 3.

A pilot survey of three families was conducted initially to test the
proposed method and acceptability of the questionnaires to
participants. As no significant alterations were made to the structure
of the interview or to the purpose-designed questionnaqre these data
were included in the set for analysis. :

Follow-up interview

Participating families were invited to take part in a follow-up survey six months
after the initial interview. A $40 token of appreciation was offered. The
purpose was to defermine changes coincident with the period of supported
accommodation. The GHQ and CBCL were administered.
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Results

The demographic characteristics of the sample are summarised in Table 4.1

Table 4.1 Demographic data

_ o n{%)
Families surveyed ' ' 31.
two-parent , ‘ 14 (45)
single parent _ - 17 (55)
Parents’ education Mothers Fathers
< year 8 - 4{14) 109
year 9-10 14 (48) 4 (36)
year 11-12 931 5 (46}
tertiary 2 (7) 1 (9
Parents’ age
< 20 yrs - : . 0 0
20-29 yrs 14 {48) 6 (50)
30-39 yrs ' 12(41) 5(42)
40-49 yrs - 3(10) 1(8)
Number of times family moved in past 12 months
1 ' : _ 4{12.9)
2or3 © o 13 (419)
=4 _ - 14{452)
Reasons for current housing crisis
inability to find or maintain
affordable. housing 17 (55)
- NO money - 11(35)
relationship breakdown _ 8 (26)
family violence : a S 7(23)
eviction ' ' 6 (19)
Number of children surveyed by age
<2 yrs 8 (16)
2-49 yrs o 16 (31)
5119ys 21 (41)
212 yrs - . 6(12)

Atotal of 31 families were surveyed, including 51 children. Four families
declined to participate. '
Parents

Parents surveyed consisted of 49 mothers and 12 fathers, There were no

teenage parents. .

Although mothers reported an average of 2.8 children, only 2.3 were currently
living in the family. Fathers reported having an average of just 1.9 children.

Two sets of parents were Aboriginal, and six mothers and one father were
bom outside Australia. Two mothers spake a language other than English as
their first language.



No parents reported being currently employed, either part-time or full-time, at
the time of the survey. The commonest source of income for mothers was the
sole parent pension, and for fathers Newstart or Jobsearch. Several parents -
were receiving the Disability Support Pension.

Accommodation immediately prior to the housing crisis included private rentat
(26%), emergency shelters (199%), or with friends (10%). The remainder had a
variety of housing arrangements, including private hotels, rooming houses,
caravans, drug rehabilitation facilities and staying with relatives. Eighteen
(58%) families had stayed in emergency or welfare housing before: Five (16%)
families had stayed in emergency housing two or three times in the preceding
12 months. For many families there were multiple contributing causes of their
current housing crisis. ' '

- Children

Children surveyed consisted of 30 boys and 21 girls. The ages of the children
ranged from three weeks to 16 years, with a mean (SD) age of 6.4 (4.7) years
(boys 6.2 [5], girls 6.6 [4.3]).

Child physical health

Mean birth weight (BW) of the children was 3080g This compares with a
mean Victorian BW of 3370g (Consultative Council on Obstetric and Paediatric
Mortality and Morbidity [CCOPMM] 1993). Thirteen (26%) children were born
prematurely {cf 5.9% of Victorian bisths (n 1993; CCOPMM 1993),

Immunisation delays were reported frequently in children under five. The
percentages fully immunised by vaccine type were triple antigen 57% (85%),
polio 70% (69%), measles-mumps-rubella 70% (85%) (Victorian 0-6 years
immunisation rates in parentheses, Victorian Department of Health and
Community Senvices 1994). Fifty-two per cent of children under five had
delayed Haemaphilus influenzae type B (causes meningitis, epiglotiitis)
immunisation schedules. Very few delays were reported in children beyond
age five, suggesting either catching up or recall bias. The commonest reason
given for delays was ‘moved and haven't linked with Matemnal and Child
Health Centre’

Three (6%) of these children had swallowed a poisonous substance, and five
(10%) had suffered a bum or scald. These rates appear high. (Unfortunately,
there is no community-based data on childhood injuries available for
comparison; only for injury-related hospital admissions).

On the CHQ, parents reparted whether their child did or did not have certain
chronic health problems. A number of conditions appeared to be more
prevatent in this group of children than the rates reported in a large Australian
community-based nommative population (Australian Temperament Project
Cohort surveyed with CHQ in 1990, age 7 yrs - F. Jarman, personal
communication. Cohort characteristics desaibed in Oberklaid et al 1986),
These included asthma (32%), recurrent ear infections 26/year (6%), vision
problems (18%), intellectual disability/developmental delay (12%), eczema
(14%) and other skin problems (16%) This data is presented in Table 4.2.
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Child behaviour

The CBCL data can be examined in a number of ways. When we analysed
the mean global problem scale scores {Total Problems, Internalising and
Externalising) by sex and age category, we found that our sample of homeless
children scored one half to one standard deviation higher (ie. more problems)
than the normative sample. Thatis, on average these children are rated by
their parents to have significantly more behavioural problems than the
general population of children.

Of perhaps more practical importance, however, is that a substantial
proportion of individual children in this group scored in the so-called ‘clinical
* range on the global intemalising and externalising scores on the CBCL,
indicating significant behavioural dysfunction. More than one-third of all
children had total behaviour problems scores'in the clinical range

(fable 4.3),

In this sample, girls were more commonly behaviourally symptomatic than_
boys on parent report More than half of the teenagers rated themselves as
having Total Prablems scores in the clinical range

Children in families which had moved two or more times in the preceding

twelve months had higher total CBCL scores than those few who had only
moved once. However, there was no further increase in score with mobility
beyond two moves per year,
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Competence

The CBCL for 6-18 year olds also gives information on Competence (social,
academic and activities). Fifty per cent of this group (10 of 20} had total
competence scores in the dlinical range (Table 4.4). The scale in which most
difficulties were found was the social domain. o

Table 4.4 Percentages of Children Aged 6-18 With Child Behaviour
Checklist Competence Scores in the Clinical Range (7'score < 34)

Homeless at  Homeless at 6 Normative

baseline month follow- :

(n = 20) up(n=7) (h = 3716)
Activities 10 14 ' 4
Saocial 55 0 , 5
School 10 , 14 4

Total competence 50 14 16 .

School

More than half of the school-aged children (n=28) had been to five or more

different schools. All but three had changed schools at least once. The

- parents of six school children felt their child was under-achieving relative to
his/her ability. : S

Parent mental health

Mothers (n=29) scored higher (ie. more symptomatic) than a large community-
based normative sample (Australian Temperament Project Cohort Mothers of
cohort children surveyed with GHQ in 1989 - F. Jarman, personal
communication) on mean scores on all variables on the GHQ (Table 4.5),
Differences were most marked for ‘Anxiety-Insomnia’, and Severe Depressior,
as well as Total Score. No such differences were found for fathers (n=12).

As with the children’s CBCL scores, mothers’ GHQ scores increased with

mobility up to two moves in the preceding twelve months, with no further
increase beyond two moves per year.
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Parent ‘health’

Parents were asked to rate their own health on a Likert scale of 1 {terrible)
to 5 (excellent). Only seven of 29 mothers and one of 12 fathers rated
themselves a 1 or 2 (ie. most considered their own health to be average or
better). There was a significant inverse correlation between mothers' global
rating of their own ‘health’ and their ‘Social Dysfunction’, ‘Severe Depression’
and Total GHQ scores. That is, mothers with more psychiatric symptoms
considered their own ‘health’ to be worse.

Access to health care

Eighty per cent of families reported using a genesal practiioner or community
health centre for check-ups or minor health problems. One third did not use
the same service each time. For illness care (when your child is sick), half
went to the GP and half to a hospital emergency department; one quarter
varied their choice of provider in this situation.

One-quarter of children had been seen in a hospital emergency department
at least once in the previous six months, and a simitar proportion had had '
a non-emergency out-patient visit in that ime. Twelve children (24%) had
been admitted to hospital one or more times over the preceding two years.
This appears to be a relatively high admission rate, when compared to
approximately 1% of Victorlan children admitted for the ten cornmonest
paediatric Australian National Diagnosis-Related Groups (Victorian
Depariment of Health. and Community Services.1994),

The commonest reported barriers to access were the cost of treatment (33%)
and transport difficulties (23%). Other issues were time waiting for the doctor,
not knowing where to go, and waiting for an appointment The most
important restrictive costs were for transport and medication.

Follow-up

Twelve families took part in the longitudinal part of the study, completing the’
GHQ and CBCL six months after the initial interviews. The proportion of
children reported to have significant behavioural problems on the CBCL was
similar to baseline (Table 4.2). Fewer children appeared to be displaying
sodial competence problems (Table 4.4). Mothers (n=12) scored slightly lower
(less symptomatic) on ‘social dysfunction’, 'severe depressior, and total score
compared 10 baseline score on the GHQ, though still well above reference
population scores (Table 4.5).
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Discussion

This study came into being because staff at Hanover noticed that over recent
years an increasing proportion of their client base have been families with
children, and that litte was empisically known about the characteristics and
spedific needs of this group of children. It was considered important to
measure the impact of their sodoeconomic disadvantage on a range of
parameters of child and parent well-being. :

Comparison of family status of the sample with the profiles in Table 3.1 shows
that the sample was representative of Hanovers accommodated client
population: However, single-parent families were under-represented -
compared to SAAP and Hanover's ciisis assistance populations.

The child behaviour data for this group are of great concein, with over one-
third having total behaviour scores in the ‘clinical range. There were roughly
equal proportions of intermnalising (anxious/depressed/withdrawn) and
externalising (aggressive/acting-out) problems. Our data were skewed
somewhat by four children with developmental delay/intellectual disability
who'had CBCLs completed - three of these children had total, internalising
and extemnalising scores in the dlinical range. A larger sample would be
required to confirm the adverse effects of homelessness on Australian
children’s behaviour profiles. Nonetheless, the evidence is strong that children
in homeless families exhibit a range of difficult behaviours to an extent that is
maladaptive. These behaviour styles, if persistent, wiil compromise these
children’s personal development and interpersonal relationships, flirther
fimiting their capacity to experience happiness and achieve success.

These children also appeared to have very limited social interactions. As
expected, this was an extremely mobile sample, so it was not surprising to
learn that the children had reduced opportunities to participate in reqular
sporting or other activities, nor that they find it difficult to m'ainta{n c_Fose‘
friendships. For some children their ‘difficult personalities (excessively
boisterous or introverted) might be contiibuting to their sodial isolation. -

The high frequency of changes of school in this sample was alarming. When
combined with the other educational risk factors outlined in the literature .
review, the chances of these children receiving adequate education or
achieving their potential are dlearly greatly diminished, which puts them at
considerable disadvantage in an increasingly qualiﬁcation-dependent fabour
market.

The high prevalance of psychological symptoms reported by mothers on the
GHQ (particularly depression and anxiety/insomnia), though hot surprising,
was the other major finding of this survey. This may impact on their ability to
respond appropriately to the children’s needs, Interestingly the ‘fathers’ who
participated in this study, though small in number, appeared 1o be protected
from any adverse psycholagical outcomes. Although the information was not
specifically elicited, it may be that the nominated father (defined for the
purpose of the study as the male adult in the curment household, if present)
had only been in the home for a relatively brief pesiod of time and therefore
had not been exposed to the same traumas as the mothers,



Although several chronic physical conditions had high prevalence on the CHQ, this
group of children did not appear to suffer physical health problems to the same extent
as has been reported in children in homeless families in North America or Europe.
Reasons for this might include better baseline nutritional status (ie prior to housing
aisis), a more extensive health-care ‘safety-net, and a less severe climate.

Some of the conditions present in high frequency were predictable and mirrored
overseas studies (eg. recurrent ear infections, asthma, developmental delay). The high
prevalence of vision problems however, is more difficult to explain and may be an
anomaly related to limited sample size.

Immunisation delays were higher in this group of children compared to state
averages. Besides increasing the individual's risk of vaccine-preventable infectious
diseases such as whooping cough and measles, the risk of community epidemics is
increased as the so-called ‘herd immunity is lowered.

Access to regular health care was restricted for these families. They appeared o rely to
a large extent on public hospital facilities for their children's medical needs and, as
previous investigators have found (Wood, Valdez 1991, Orenstein et al 1992), well-
child health surveillance is a luxury to which these families cannot afford to allocate
the time, money or energy. Their involvement with health professionals tends to
happen on an acute needs basis, with health maintenance and disease/injury
prevention given lower priority.

When they do desire the assistance of health professionals, there are a number of
factors which these families see as barriers which make access difficult within the
structure of the curent health care system. The mostimportant of these are treatment
costs and problems with transport

The six-month follow-up component of this study found that mothers appeared 1o
have fewer symptoms of ‘social dysfunction’, ‘severe depression’ and total
psychalegical symptoms compared to the initial survey. On the other hand, children
surveyed aﬁer six months in supported accommodation showed little change in their
behavioural symptomatology. This suggests that current senvices, with an adult focus,
seem to benefit the mothers in homeless families, but may not be adequately
addressing the needs of the children.

This study had a number of limitations. Firstly the number of families surveyed was
relatively small. Collaboration between agencies would be required to conduct a study
with a larger sample size, which would enable greater confidence in making
inferences based on the findings to homeless families in general.

There was potentially some selection bias, as four families declined the fnvitation to
pariicipate. However it is unlikely that these families would have had fewer problems
than the participating group, so their exclusion probably did not artificially strengthen
the findings. The lack of data from these families may In fact have diminished the
power of the results {for example, because fear of child protection issues may have
prevented these families from participating)
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[n order to ascertain which particular child or family problems are related fo
homelessness specifically, rather than poverty and low socio-economic status, a
control group of comparably poor but housed children would need to be studied and
the findings compared {cohort study design). This is clearly a complicated and difficuit
research undertaking, however, attempts have been made to recruit such a control
group in other countries and it would be a worthy endeavour to pursue here, given
adequate resources, ' '

The validity of the CHQ used on disadvantaged groups is unknown, and it would be
interesting to compare reported health status with more objective measures (eg.
medical records, immunisation records, assessment of vision, physical examination) to
support the questionnaire data. In general, such records were not available in this
group of mobile families, and we elected not to subject the children to physical
examination in the interests of protecting their privacy.

As this study was a cross-sectional survey, it was not possible to examine for specific
cause and effect assodiations, and these can only be postulated, For example, the
relationship between parental stress and child behavioural disturbance is complex to
tease out, and inferences may be drawn in either direction. Parental perceptions of
their children’s behaviour (as well as the children’s behaviour measured by more
objective methods) are related to the parents’ own levels of stress, and difficult children
cause parents to feel more strained and less confident A prospective fongitudinal
study would be required to examine this relationship more systematically.

The families in this study had been homeless for brief periods only {at least on this
occasion), and so no comment could be made about the effects of chronic
homelessness on the parameters studied. '

Despite attempts to minimise the likelihood of sodially desirable responses to
questions, there were some areas where we wondered whether we were hearing the
whole truth. For example, most of these children seemed to have perfectly nuritious -
diets! More careful questionnaire design or the use of structured intenviews might
have reduced this problem.

Itis noteworthy that despite their extraordinarily difficuit dircumstances, many of these
families seem to cope surprisingly well. Whilst this study has focussed on risk factors
for children’s health, an important subject for future research would be to try to’
identify traits which confer resilience, protecting chiidren from adverse outcomes
despite their environmental deprivation.

Collaboration between health and welfare agencies.is often necessary in conducting
quality community child heaith research. The shaiing of complementary skills and
knowledge from different disciplines is particularly valuable in this type of work, and
this research represents an example of such a venture,
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Conclusion

Homelessness is a marker of multiple disadvantage, and children living in
homeless families areé dearly a particulary at-isk group. Although the
number of families surveyed in this study was too small to make meaningful
statistical analysis orto be able to generalise with any certainty to the broader
population of homeless families, these findings are disturbing and support
concems regarding the emotional and physical health status of these
children. ' : '

The roots of family homelessness are complex and need to be examined on a
sodietal level. However, at the same time the reality of this growing problem,
and the associated child and family outcomes discussed in this paper, must
be seen as a challenge to policy-makers to fund programs for the homeless
aimed specifically at families with children. There is also a need for further
research involving multiple community agencies in order to gather more
comprehensive data on the particular problems and needs of these people.

The implications of these findings for service providers include the obvious
need for a more appropriate model of service delivery for families with
children. Service providers should develop programs and train staff so that
they are bedter skilled to serve the specific needs of the children. As a first
step in this process, an assessment too! and information brochure has been
developed. ' ‘
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Jenny and family

Jenny fled her family home with her three children aged 12, 10 and 8,
following many years of violence and abuse from her husband. The
trigger for her to leave came when her husband began to abuse her
eight year-old daughter. Jenny told staff that she could put up with
being hit, but that she would not tolerate him hitting her children. As
Jenny was unable to access a refuge, she came to Hanover and was
accommodated in a flat in the short-term support housing program.

All the family members were clearly traumatised by this sudden
disruption to their lives. Ten year-old Keith was very angry with lenny
for leaving his dad and making him lose all his friends. He didntt
seem aware of the violence his mother experienced. Jenny informed
staff that it generally occurred at night when the children were asleep.
However, Richard, the 12 year-old, had seen and heard a lot of the
violence. He told staff that he had been frightened and ashamed that
hie had not protected his mother or his sister. He said he wanted to
Kill his father. '

lulie, the eight yéar—'oid, was very sad. She thought it was all her fault
If she had not been naughty, daddy wouldn't have hit her and they
would all be at home.

Over the next few weeks the support staff together with a domestic
violence outreach worker, helped Jenny to start the process of
resolving all the issues that now confronted her, At times, lenny felt
that she was being torn in half by the conflicting pressures put on her
by the children. '

lenny successfuily gained priority public housing and developed links
with community and legal support services in the new suburb.
Fortunately, Jennys husband abided by the terms of the intervention
order and he has begun access visits with the children. This has
helped the two youngest to seftle. He intends fighting Jenny for
custody and the children’s sense of dislocation and confusion s by no
means resolved.

lenny is finding life a struggle, both emotionally and financially, but
has found the strength she needs to cope with these struggles
through the positive changes she is experiencing through no longer
living in fear of being hit '




5. The Issues

Hanover has traditionally concentrated its casework services on outcomes for adults.
Critical issues impacting on the children have been addressed, but there has been no
systematic attention paid to the children’s overall health and development The
research study has highlighted the need for senvices working with children in
homeless families to include health, in its broadest sense, as part of the casework
intervention.

Many of the children accompanying their parents into Hanover's family services have
been subjected to witnessing or experiencing family violence, have parents with
substance addictions and/or poor physical and mental health. This is often in
addition to the loss of home and possessions. Due to the social isolation of many of
these families, the support staff and health and education professionals are in the
best position to assist parents to recognise and respond to the symptoms of their
child(ren)'s distress.

Having expertise within the service has greatly enhanced the service's capacity to
understand and respond to the emotional, social, recreational and educational needs
of accompanying childrén. Services without access to such expertise are severely
disadvantaged in their task of providing appropriate support and intervention.

Access to immediate independent, permanent or supported temporary accommodation
is a critical component in the process of recovery for a family in housing crisis. Many
families are having to endure a number of shori-term moves in expensive or
unsuitable accommodation due to the lack of either temporary or permanent housing.

The research has shown that children in trahsient families are more likely to have
reduced opportunities to fully participate in, and benefit from, educational and
recreational activities, and that these deficits are already having a negative impact on
the children’s development '

Finandal assistance is a crifical tool to assist children to regain a sense of purpose
and belonging through having adequate clothing, play materials and educational )
necessities. Finandal assistance is also critical if the children’s sodal, activity and
academic disadvantages are to be addressed.

The American experience suggested that children in homeless families suffer
significant physical and mental health disadvantages. This study indicates that the
physical health of children in homeless families in Victoria is relatively well looked
after. Families, even in crisis, appear able to access health services. This reflects the
benefits of Australia’s universal health and welfare system which has made basic
health services available to all.

Children in homeless families have significant levels of problematic behaviour that
over ime could compromise theif persanal development and growth, Knowledge of
the complex underlying issues confronting the parents indicates that exposure to
viotence, abuse and poverty may contribute more to these findings than the housing
crisis ftself. Preventative support programs for families are essential tools in
addressing these issues, '
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Geoige, Belinda and famin

George, Belinda and their three children came to Hanover after
being evicted from private rental. The family had never used
weifare services before and knew very litfle about the range of
senvices to assist families in crisis. Prior fo being made redundant,
George and Belinda had worked in the same faciory and were on
good incomes. They had provided well for their family and had
lived in the same house for almost six years. Their lives were
changed dramatically when they were both laid off when the
factory downsized its operations.

nitially, they retained some optimism about finding other jobs and
they managed their rent and other expenses by dipping into their
redundancy pay and savings, A few weeks later, they were hit by
another devastating crisis when their seven year-old was
hospitalised for almost two months. By the time she recovered the-
family had no savings left and had begun 1o sell their household
goods to sunvive, -

With no immediate family to assist them and no jobs becoming
available, the family's downhill slide continued until they were -
evicted from their home because of rent arrears.

When they contacted Hanover, George and Belinda were very
distressed and felt that they had failed their children. They had
even sold the children’s bikes and toys in order to sumvive. As it
would take some time for the family to recover emationally and
finandially, they were accommodated in the medium-term
supported housing program. A donation to Hanover enabled
support staff to assist Belinda and George to replace some of the
children’s foys and purchase school uniforms for their new school.

The secure and comfortable home, together with support and
information about community resources, assisted the family to
begin the painful process of regaining their esteem and sense of _
controt over their lives. The family developed a savings plan that
successfully enabled them to acquire furniture and get back on
their feet again. George and Belinda eventually regained work
The family is now back in private rental, although they have chosen
to live in a less expensive house justin case they become
unemployed again.




6. Policy Challenges

Structural Issues

The roots of family homelessness are complex and need to be examined on a societal
level. Poverly, unemployment and the-inadequate supply of affordable and secure
housing, together with family violence, have all been associated with Hanover's
experience of family hornelessness. Policy-makers must give a higher priority to
reducing unemployment and to increasing the supply of affordable housing in order
to lower the prevalence of family homelessness. The consequences for the next
generation of failure to intervene now are evident in this report

Education and Training

The poverly assodiated with long-term unemployment renders many families
wilnerable to homelessness. Many of us have experienced hard times, but have
either known or expected that things will improve in the future. For many of these
families, the present is the future. Year after year, they will juggle the money, make
ends almost meet, buy second-hand goods, live with second-hand inefficient and
often dangerous fumiture and equipment, say no to their children, dress
unfashionably, have to ask for grants, money or goods and go without They are also
likely to see their children enter the same cycle of disadvantage.

The provision of education and training to the most disadvantaged in the labour
market is essential in providing these families with the opportunity to escape the cycle
of poverty. Too many families have o parentin employment

Housing

The difficulty most often reported by Hanover clients and staff is that of secunng long-
term suitable housing: affordable housing of a decent quality in a location that will
ensure it provides a basis for families to satisfy their other needs. For the most
disadvantaged families assisted by Hanover, the affordability and security of tenure
provided by decent government: -funded housing is an essential ingredient in tackling
their homelessness.

An increased commitment by our governments to public and tommunﬁy housing is
urgently required if the most disadvantaged families expenencmg homelessness are
to build a secure future for their children.

Family Violence

Family violence is one of the-major causes of homelessness and is reflected in the
over-representation of one-parent families amongst homeless families, Hanover's
data has demonstrated the large extent to which vuo!ence contributes to the
homelessness of wornien and their children,

More rigorous enforcement of legal options for removing the violent person from the
family home, and the provision of adequate and prompt responses to breaches of
intervention and restraining orders, would assist in preventing women and their
childrent becoming homeless. The challenge for governments is to strengthen the
available range of education, preventative and crisis response programs.
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Family Support Services

Services delivering early intervention and support for families and their children are
essential. Families struggling with poverty, complex relationships, poor parenting skills,
social isolation, educational disadvantage, violence and abuse, require a range of
supports that are accessible and affordable. These include sevices such as maternal
and child health centres, kindergartens, play-groups, respite foster care, financial
counsellors, family counsellors, sexual abuse counsellors, parenting programs,
domestic violence outreach and stpport groups, family support programs, child-care
programs and school support programs, Access to early intervention and support
services has been restricted, due to funding cuts and policy shifts over recent years.
This trend leads to further disadvantage for the children, whom this study has found to
already be at significant disadvantage, : '

Children’s Suppbrt Services

Sepvices designed to support children to cope and deal with the many disruptions and
traumas they are experiencing, are currently under-resourced. In particular,
psychological counselling for children is difficult to access if the child has no
diagnosed mental health disorder. School support senvices and special needs
resources are important components for redressing the educational disadvantages,

which transient families experience. _ |
The governménts' commitment to the provisibn of a broad range of community
supports for families and their children needs to be strengthened.

Informed Intervention with Accompanying Children -

The implications of these findings for senvice providers indude the need to develop
more appropriate interventions and models of service delivery to assist workers to
understand and respond to the needs of children. SAAP has beén developing
guidelines and Integrated case management policies. Howevei, policy will remain as
thetoric unless resources are given a high priority so that senvice providers are able to
meet the children’s complex and urgent need for intervention. To assist in service
delivery, the authors have developed a practical assessment tool and information
guide for use by service providers, (see next page) ' '
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Description of Assessment Tool and Information Brochure

Whilst experienced workers do have keen observational skills and are often able to
sense’ a health problem that needs addressing at some stage, we would argue that
these skills are neither intuitive nor reliable. The health (in its broadest sense) issues
for children in homeless families are often seen as a lower priority in the overall
scheme of the family's needs, and as such may well be overlooked or not properly
addressed.. We believe that the routine application of a formal assessment tool (as
part of the assessment process of the family) would greatly enhance the ability to
identify children’s specific health needs and safequard against their negiect

In the light of the findings of this study, a package has been developed for use by
staff of agencies working with families and their children. There will be two parts:

(a) An information brochure for workers, hlghllghtmg the 1mp0rtant |ssues for
children in homeless families. ‘This information reflects the findings of the:
research project, with the aim of alerting staff to the specific health and
emotional needs of the children they are working with. It includes practical .
information on ways of accessing the health care systern in Melboume on
behalf of their clients, to ensure that problems are properly assessed and
managed (eg. addresses, phone numbers).

(b) A targeted screenmg mstrument informed by the findings of the research
project This aims to be a compact, easy to administer tool which will .
enable early identifi cation of the most important issues affecting the
health and well -being of this at-risk population of ch:ldren

The above m[tuatuves should be viewed as a practical step in ralsmg theissues

of children’s health and well-being within the SAAP senvice network and
developing improved linkages between SAAP workers and health services,
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Aﬁpendix 1

Hanover Family Services - Child Support Program Objectivés

Goal:  To integrate the particular needs of individual children into the overall Family case-plan

and objeclives.

Children’s Room Activities

For Crisis/Emergency Fa milies:
Chitd Care during Parent Interview (Southbank/ Housing Options/SAAP/Support)
Objectives:

— o enable parents to discuss sensitive matters without children present
— 1o provide children with some safe, supported time-out from the crisis

For Emergency/SAAP Families:

(a) Child Care during Support Interviews
Objectives:

~ 1o enable parents to discuss sensitive matters without children present

- o provide children with safe, supported time-out from the ciisis

~ 1o develop working relationship with child/children

— 10 assess child developmental levels and offer appropriate play experiences and chatlenges

"~ (b) Single Family Session

Objeclives:

~ o develop working relationship with parent/s and child/children

— o ideniify strengths and needs of parent/s

~ lo support parent strengths, boost parent self esteem, offer parenting support through
information and modelling

— 1o assess child developmental levels and offer appropriate play experiences and challenges

~ 1o assess the emotional and relationship status of child and parent/s and to provide
support/development oppartunities as necessary

- 1o provide-enjoyable experiences for children and adults

One to One - Child and Children’s Support Worker
Objecii\ies: '

— Io assess child developmental levels and offer appropriate play experiences and challenges

-~ lo develop safe refationship/space for children who may wish/need to disclose information

~ o provide respite time for parent/s to attend appointments, shopping, etc. where access to local
care is difficult (vacancies/cost)

Small Group Session
{a) Pre-schoot Children
Objectives:

fo provide children with safe supported time

to strengthen working relationships with the children
to provide opportunities for children to play with others
to provide enjoyable play experiences

!
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to provide respite time for parent/s o attend appointments, shopping, ec. where access to
local care is difficult (vacancies/cost)

(b) School Age Children

Objectives:

. 1o offer enjoyable, age appropriate activities and experiences for children who have difficulty

accessing local ‘out of school programs’ {logistics/cost/vacancies)
1o develop safe relationships/space for children who may wish/need fo disclose information

»  Playgroup (Parent/s and children together)

Object:ves

to prov1de opportunmes for ch[[dren fo play Wlth others

10 assist paren¥/s to overcome reservations or fears about Interacting with other parent/s

to provide supported opportunities for parent/s to talk to each other and to Children’s Workers
to Introduce parent/s fo Playgroup concept so that families may be encouraged to access
local groups o

Home Visits for SAAP Families

Objectives -

1o Intervene in families where dysfunct:onal parent/child boundaries restrict opportunities for
productive suppoit work

to provide Opportunmes o observe chuld alone or parent/child interaction

fo assess and respond 1o specific parentmg/chlld/famlly needs ‘ '

School Support

As most primary age children in Emergency Accommodatlon wa!l attend the local primary school, there
will be frequent short-term admissions.

Objectives:

1o offer educational support under direction of classjoorii teachers in one to one or small group
programs

fo maintain access to support material for older children

to facilitate the school's understanding of the needs of children in horeless families

Advocacy

Objectives:
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to support parents in accessing appropriate services for their children
1o ensure children’s protective needs are addressed

o ensure that children’s needs are considered in the sepvice's overall casework strategies and
senvice development



Appendix 2

Objectives of the 3 levels of Hanover Family Services
Supported Accommodation programs

Crisis Accommodation

The primary objective is to provide immediate access to shelter for families who have no
income and no oiher appropriate shelter for the night

To fadilitate this objective, accommodated families are assisted to locate alternative shelter as
soon as possible. Usually this means as soon as the family can locate more suitable emergency,
temporary or supported housing and have sufficient income to access it

The ciisis units operate quite differently from Hanover Family Service's other short and medium
term transitional supported housing programs, which provide fully independent temporary
accommodation with support workers to assist families to access and, where necessary, to
maintain tenancy of longer term housing options.

Short term Supported Housing Program

e To provide short term, good quality, secure, affordable and fully mdependent

accommedation to families in a housing related crisis.

o To assist families to secure permanent or Io_ng term‘accommodation.

s To assist those families who have additional prbbléms which contribute to or

compound their housing disis, to identify and overcome those problems in order to
secure and maintain long term housing.

s To provide practical and psychological Suppor’t to all family members during the

period of crisis,

Medium Term Supported Housing Program

To provide supported housing to families while assisting them to re-
establish their capadity to live independently of Hanover

To assist families to resolve difficulties they have identified as impacting on
their housing crisis.

To assist families to access and maintain long term secure and affordable
housing :
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Appendix 3

Children in Homeless Families Study

Purpose-designed Questionnaire

A.  Child Health - .

(areas not covered in CHO)
B.  Health Maintenance
C.  Utilisation of Health Services

D. Pa rentr Health

Date of Interview:.

Interviewer's Initials;

Children surveyed: (Note: If two children being surveyed, older child will be ‘Child 1+ .
Younger child ‘Child 2 '

initials DOoB Age Sex
(yrs; mths)

Child 1
Child 2



A. CHILD HEALTH

All ages -
: Child 1 Child 2
- Birih weight pounds  ourices pounds  ounces
- Premature (<37/40) Yes 1 1
. No 2 2
Go to section corresponding to child's age:
Less than 12 months
- My baby has had:
' None  Mild Mod. Severe Cannot say
Colic 1 2 3 4 5
Sleep problems 1 2 3 4 5
Excessive crying 1 2 3 4 5
- Compared to other babies, | think my baby is: _
Much easier Easierthan Average  More difficult Much more
than average  average . -than average  difficult
1 2 3 4 5
- How do you feel about fhe way your child is developing?
(eg. rolling over, sitting up, walking, talking, efc)
Very satisfied 1
Quite satisfied 2
Neither satisfied nor worried 3
Quite worred 4
Very worried 5
1-12 years
- How do you feel about this child’s FATING habits
Child 1 Child 2
Very satisfied 1 1
Quite satisfied 2 2
Neither satisfied nor worried 3 3
Quite worrled 4 4
Very worrled 5 5
- How do you feel about this child’s SLEEPING habits?
Child 1 - Child 2
Very satisfied 1 1
Quite satisfied” 2 2
Neither satisfied nor worried 3 3
Quite worried 4 ]
Very worried 5 5
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1-

12 years (contd)
- Compored to other children, I think my child Is:

: Child 1
Much more active than average - 1
More aclive than average y,
About normally active 3
Less active than average 4

5

Much less active than average

12 or older (substitute Son/daughter for child)

Health compromising behaviours

- As far as you know, does your chifd: :
‘ Child 1

Yes  No
Smoke {>2/d) 1 2
Drink alcohol regularly 1 2.
Binge diink 1 2
Keep a sirict diet 1 2
Binge eat 1 2
Smoke marijuana (> monthly) 1 2
Use other drugs 1 2

Specify:

Exercise

Child 2

L I~ TS B N NS

Child 2

Yes - No

Ll e R e O o gy Y

LR T G NCRY NGB N N

- Does your child do vigorous or structured exercise on two or more days per week?

Child 1
Yes o 1
No _ 2

Injuries

- Over the past year, has your child been injured in:

~ Child1
Sports 1
Car/bike accident 2
A fight 3
At work 4
Other 5
No injury 6

Runaway

- Has your child run away from home in past 12 months?

Child 1
Yes 1
No 2

Child 2
1
2

Child 2
1

EaTLE S N N S I N

Chifd 2
1
Z



All Ages

o Placement Child 1 Child 2
Child care 1 1
Pre-school. 2 2
School 3 3
Other 4 4
None 5 5

- ifage>5 and not attending school, reason:

Child 1 Child 2
Too young 1 1
Moving too much .. not enrolled 2 2
Refuses 3 3
Has lef school 4 4
5 5

Other

- Please rate your child’s abilily to leorn things on this scale.
(1 = well below average, 5 = well above average)

Chidl 1 2 3 41 5 Don't know 6

Child 2 i 2 3 4 5 Don't know 6

- Flease rate your child’s achievement on this scale

Chidl 1 R 5 Dontknow6

Child 2 1 2 3 4 5 Don't know 6

If achievement is befow ability:

- Why do you think.your child is now achieving to the level of his/her ability?

Child 1:

Chitd 2:
- How many different schools has your child been to?

Child 1 Child 2
Current grade

Maximum no. years at one school



B.

U

(i)

HEALTH MAINTENANCE -

Immunisation (refer to Child Health Record)

Current = 1; Delayed - intend to catch up = 2
Delayed - not intending to catch up = 3; Don't know = 4

_ Child 1
Triple Ag —
0] U
MMR —
HIB —
Hep.B

- If any delayed, reason:

Child 1
Moved and haven't linked with M&CHC 1
Haven't gotten around to it 2
Forgot ' 3
Didn't know ‘ 4
Don't belleve in it 5

6

Other Specify:

Dental Care (>5 yrs)
- No. visits in previous year

For problem —
For check-up , J—

- If no visits - reasons:

Moved and havent found new dentist 1
Haven't gottens around to it 2
Can't afford : 3
Didr't think children needed 1o see dentist 4
| don't believe its important for childen

1o visit dentist 5
Other b Specify:

- Dental problem

Cavities 1
Crooked teeth 2
Pain . 3
Infection 4
{rauma to teeth 5
Other 6

Child

Child 2
i
2
3
4
5
6

Specify:

Child 2

Child 2
1
2
3
4
5
6 Specify:

Child 2



(i} Nutrtion

- Please indicate how often your child eats each of the following foods
{on average):

Daily = 1; 2;3 times/wk =2 Wkly=3; Less than weekly = 4; Never=5

Child 1 Child 2
Red meat s
Other meat (eg. chicken, fish) .. .
Fresh fruit
Vegetables : N
Cereals
Take-awayfoods ..

- Do j/ou think your child eais too much of certain foods?

Child 1 Child 2
Yes ' 1 1
No 2 2

- Ifyes, which?

Child 1

Child 2

- Is there anything you would like to do, if you could, to improve your child’s diet?

 Child 1

Child 2

C. UTILISATION OF HEALTH SERVICES

- Who Is your child’s regular heolth care provider?
Child 1
Child 2

() Preventive/well-child care
(eg. for check-ups or minor things)

Child 1 Child 2
None 1 1
MECHN 2 ‘ 2
CHC 3 3
Gp- 4 4
Pharmacist 5 5
Hospital 6 6
Other 7 Specify; 7 Specify,

- Do you use the same service each time?

Child 1 Child 2
Yes 1 1
No 2 2
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lliness care {when your child is sick)

None
M&CHN
CHC
GP
Pharmacist
Hospital Emergency Dept
Specialist - Community
- Hospital O/P-
Locum
Cther

- Do you use the same service each time?

Yes
No

Barriers fo access to health care

- Which of the following have made it difficult for you to obtain healih care for

Child 1 Child 2
i 1
2 ,
3 3
4 4
5 5
6 6
7 7
8 8
9 9
10 Specify: 10 Specify:
" Child 1 Child 2
1 1
2 2

your child? [(eg. imes when its not essential but you would quite like your child

o be seen).

Transport difficulty

Cost of treatment

Not knowing where to go
Making an appointment
Waiting to receive appoiniment
Watting until appointment

Cancircle» 1

Time wiating for doctor {in waiting area)

No Medicare card s
Unable io take time off work

W00 S O R L) N e

- If cost is a problem, which'of the following costs are important?

Transport

Dr's bilis
Medication

Time lost at work
Other -

Utilisation of hospital services

- No emergency dept visits/child in past 6 months

None
lor?2
35
>5

Child 1
1

2
3
4

- No. non-emergency 0/P vists/child past 6 months

None
lor?
>2

Child 1
1
2
3

Chiid 2
1

2
3
4

Child 2
1
2
3



- Hospitol admissions in past 2 years

Child 1 Child 2
None 1 1
1 2 2
2 3 3
3 4 4
>4 5 5
Child Safety

- Have you ever had to take your child to a doctor or hospital because he/she:

() Accidently swallowed some medicine, pilis or pofsbh?

. Chidl1 Child 2
Yes 1 1
No 2 . 2
{Il) Suffered a burn or scald? ‘
: Child1 . Child 2
Yes 1 1
No 2 2

- When travelling in a car, does your child use a child’s booster seat or hdrmess,
ordinary seat belt or no restraint? If not, why not?

Childl . Child?2

Booster seat/hamess 1 1
Ordinary seat belt 2 2
No restraint 3 ) : 3
Cannot say 4 4

Health Insurance
- Do you currently have private health insurance?

Yes 1
No 2

- Ifno, did you ever?

Yes 1
No ' 2

- If yes, reason for discontinuatiion:

Cost

Didn/t get around to renewing and membership lapsed
Moved and didn't receive renewal notice

Decided it wasn't worth it anymore

Other

(S R E R A

59



60

PARENT HEALTH (Fach pareny)

- Please rate your own health on the following scale:

Mother

Terible 1 2 3 4 5 Excellent
Father

Terribfe i 2 3 4 5 Excellent

Go to GHO. (Separate questionnaire for each parent)

- Did any of the geustions in this or the previous questionnaires make you feel
uncomfortable, or were there questions you wish we had not asked?

Mother

Father
- Would you be interested in the resulis of this study?

Yes . 1
No 2

- We will be following rhfsrquestionnafre with a briefer version in 6 months
time, {o see if things have changed at all. Would You be willing to participate
In this follow-tp part of the study?

Yes 1
No 2
DEMOGRAPHIC DATA
Famity: - No. adults 1 2
If 2

Are the 2 adults in the family the parens of this child? Yes/No
If no, Which is the biological parent? '

Mother ) 1
Father 2
No. of children: 1 1 3 4 >5
1 2 3 4 . 5
Parents: Mother Father
Age: <20 1 1
20-29 2 2
30-39 3 3
>4 4 4
. Aboriginal/Torres Straight Islond Yes 1

No 2



Mother  Father
Countiy of birth
First longuage '
Number of biological children
to this parent

Fducation >Yr8
Yr. 9-10
Yr, 11-12
Tertiary

B L0 DO
S B Ny

Income Type
F/Twork
P/T work
Casual work
SPp
Newsiart
lobsearch
Sickness Benefit
DSP
Other
None

gl =B =T s I =L T Y= S B NG B
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Housing History -
- Most recent (immed. prior to crisis or supported accommodation)

Own home/buying 1
Parental horne - 2
Private rental 3
Public housing -- 4
With friends : 5
Emergency shelter- 6
“Sleeping out/squat - 7
Other ' 8 Please specify:

- No. moves in past 12 months:
1 2or3 dor5 >6
1 2 3 4
- Longest stay past 2 years: : _
>18/12- 12-17/12  6-11/12  3-5/12 <3/12
1 2 3 4 5

- Have you stayed in emergency or welfare housing before?

Yes 1
No 2
- If yes, No. times stayed in emergency housing in past 12 months?
0 times 1 time 2 times Jtimes >4 times
1 2 3 4 5
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- Reason for coming fo Hanover (may respond to >1 option)

{Housing crisis)

No money

Relationship breakdown

Housing issue (Inabiity o find or
maintain affordable housing)

Eviction

Unemployment

Poor health

Family violence

Other

Social Networks

62
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Please specify:

- When you have o problem, do you have someone fo turn to for

assistance/support?

Yes
No

- If yes, is that person: (may circle >1)

Immediate family

Relative

Friend

Nelghbour

Professional {eg social worker, etc)
Other

Please specify;

L=a B0 &) - S I Ny

- Do any of the foHowmg people provide you with ﬁ:endshw/mora! support?

(May circle >1)

Relatives
Friend(s)
Neighbours
Professional
Other

None

Please specify:

L= S5 I FERY ]
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