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22% of all children in Australian live in housing 
instability. We have no idea of their health, wellbeing or 
health needs.  

Key findings to date from the Nurse Practitioners 

Evaluation of the Nurse Practitioner-led services found that children presented with various severity 
level medical conditions. The conditions identified were coded using a scale of severe =3 (needing 
immediate care/intervention), moderate =2 (needing a referral but can wait for public hospital/clinic), 
minor = 1 (does not need immediate referral). Overall numbers showed that 62% had severe health 
conditions (e.g. chronic dental caries, craniosynostosis with developmental delay) requiring 
interventions, while 38% of children who were assessed to be in good health requiring no intervention. 

• All children were disconnected from mainstream health services,
• Families indicated they decreased use of Emergency Departments
• The service is cost effective as the average cost of an ED presentation is $666 [IHPA 2020],

compared to $96 per hour for a NP, or GP at $168.24*  (per hour for Medicare Rebate only,
most GP charge additional gap fees over and above the Medicare fee).

Executive Summary 

The Department of Health, Action Plan for Children and Young People states 22% of all children in 
Australia aged 0-14 years live in housing instability. Exposure to housing instability in childhood is 
significantly linked to long term ill-health, lower academic achievement, increased poor health physically 
and mentally, and increased risk of adult homelessness. Housing instability has created detrimental 
under-servicing for children at a time when they are developmentally vulnerable. Despite previous 
research in this area stating that children who are disconnected from health, education and social 
activities normally associated with childhood and appropriate child developmental have lifelong 
detrimental health and well-being outcomes, little has been done to address this deficit. This report 
details the outcomes of a pilot health services delivery model and practice that actively addresses the 
current health system deficits for children living in housing instability through a Nurse Practitioner (NP)-
led clinic. Inner Southern Homeless Service provided a Nurse Practitioner-led clinic service for all 
homeless families with children from Dec 2019 to Oct 2020. The employed Nurse Practitioner was 
paediatric Emergency Department endorsed NP.  

The Nurse Practitioner provided each child with a comprehensive health assessment using 
standardised tools,  partnered with the families to develop referral and care access plans encompassing 
the health, social and educational needs of the child, and assisted the, to navigate the barriers to referral 
compliance. These barriers can include lack of transport (addressed here through vouchers or NGO 
fleet use), access to primary health care, (addressed through access to Bulk Billing General 
Practitioners and Medical Specialists) and liaising directly with schools.  

There is a clear opportunity here to provide early, cost effective intervention to help families reconnect 
with health, housing and community through a Nurse Practitioner-led model of care. This could help 
stem the tide of children, families and young people who are homeless or living in poverty from 
increased high levels of ill-health and health care costs.  



Characteristics of the Service 

This innovative model of health services delivery provided the following unique aspects of care using 
an Embedded Nurse Practitioner -led model of care that was: 

• Explicitly child focused
• Comprehensive and in-depth in providing child assessments
• Diligent in providing extended referral support and follow up with medical, educational and 

welfare services
• Targeted appropriately at child focused primary care, thus reducing attendance at emergency 

departments for primary care.

Population Served 

The health and welfare characteristics of the children aged 7 weeks to 16 years, attending the Nurse 
Practitioner (NP) led health clinic at Inner Southern Homelessness Service were: 

• Overall, 24% of all children presented had severe health conditions requiring an immediate
response

• 18% had moderate health conditions requiring a timely response
• A further 22% presented with conditions that required treatment and interventions by the NP
• Overall low immunisation rates (6% fully immunised)
• High rates of ill-health in children (62%)
• High rates of home visiting (NP provide 86% of families- a possible COVID-19 impact)
• 22% identified as Aboriginal or Torres Strait Islander

The overall intake of clients in the Inner Southern Homelessness service 
for this period was 612, with 22% of the children using the NP service 

identifying as Aboriginal and Torres Strait Islander, and of the clients 
using ISHS, 29% aged 0 to 16 years old. All children referred to the 
Nurse Practitioner (NP) service received a comprehensive and in-
depth health assessment.  
.  

Identified Areas For Consideration 

• A significant number of children required medical intervention.
• Children living in housing insecurity are at risk of missing out on care that is essential to

their development and health
• These children lack access to mainstream services
• Health care costs act as a barrier to services
• There is a poor referral uptake by children living in housing insecurity
• Lack of information on the number of homeless children, particularly Aboriginal children



Current Health Systems Barriers 

The list below outlines the current health system barriers that inhibit the expansion of this program: 
• Referral pathway barriers in hospitals cause delays in treatment despite the severity of

conditions
• Lack of referral follow up in current acute care services exacerbates these delays for

children in need in the receiving of care
• There is a lack of adequate remuneration for Nurse Practitioners in this role ($16-20 per

hour)
• There is a lack of response from the public hospital sector for children with developmental

delay

The use of Nurse Practitioners-led services embedded within the Homelessness Services is ideally 
situated to undertake this cost-effective innovative model of health service delivery. Nurse Practitioner 
models of care use a combination of nursing care, diagnostic activities, and intervention-based 
treatments, including the use of medicines (Woo, Lee & Tam 2017; Jennings et al. 2015) to address 
vulnerable children’s needs. 

Recommendations From This Research 

• Immediate funding for embedding of child focused NP-led services into all homelessness
services

• Expansion of the Medicare rebate and item numbers to Nurse Practitioners to included in-
depth assessments, referral tasks, and appointment support and follow-up.

• Extended referral follow-up is key to the success of appointment use, compliance and this
model of service delivery

• Used of extended transport and appointment support by the NP and the service provider
e.g. UCWB.



Introduction 
Australia has a growing problem with homelessness, due to rising rates of poverty and under or 
unemployment (Pawson et al 2018).  Children aged 0-14 years make up 22% of the Australian 
population living in housing instability (DHA 2020). The delay for children in obtaining access to health 
care due to housing instability is costly. The late action in addressing preventable child developmental 
interventions costs Australia $15 bn per year (Hall et al 2020). Effective early healthcare interventions 
for children result in significant cost savings (Teager, Fox & Stafford 2019). Ad hoc care, such as 
Emergency Department use, during childhood can result in inconsistent, inappropriate and detrimentally 
longer-term health outcomes. The cost of ED care is increasing each year (IHPA 2020). Emergency 
only care can result in missed immunisation, physical, cognitive and behavioural developmental 
impairment and failure to meet milestones, often a result of families missing educational and health 
appointments (American Academy of Paediatrics 2013; Long et al. 2018; Parry et al. 2020; Kubicek et 
al. 2012; Rutter et al. 2017; Lau et al 2016; Pennsylvania Chapter of the American Academy of 
Paediatrics 2014; Department of Health 2018). Additionally, this use of Emergency Departments can 
impact on the sustainability of publicly provided healthcare (Hudson et al 2014; Neuman 2014; AIHW 
2018; Long et al 2018).  

Defining homelessness  
H2H and the Australian Institute of Health and Welfare (AIHW) define a person as at risk of 
homelessness if they are at risk of losing their accommodation or they experience one or more of a 
range of factors or triggers that can contribute to homelessness (Sivertsen et al 2020). The most 
common risk factor is housing affordability stress or housing crisis (pending evictions/foreclosures, 
rental and/or mortgage arrears), followed by inadequate or inappropriate dwelling conditions, including 
unsafe, unsuitable or overcrowded accommodation (Parry 2014; Parry et al 2020; Flavel and Freeman 
2020). 

Social Health Service agencies collect clients’ main reason for seeking support at the start of support. 
The main reason given by clients experiencing homelessness in Adelaide who accessed SHS services 
in 2018-19 included housing crisis (e.g. eviction) (49 per cent), an inadequate or inappropriate dwelling 
(18 per cent), domestic and family violence (10 per cent), itinerant (7 per cent) and previous 
accommodation ended (6 per cent) (Flavel and Freeman 2020).  These responses indicate that housing 
instability arises from a range of situations and demonstrates that housing is a central need for families. 
The most prevalent reason for eviction was underemployment or unemployment of the parents (Flavel 
and Freeman 2020). Housing instability places children at high risk of ill-health and unmet health needs 
(Parry, Grant and Burke 2015a; 2015b; Parry et al 2020). 

Child health and housing instability  
In 2020 COVID-19 has highlighted the privilege for children of having a ‘home’ to shelter in and stay 
safe (Coughlin et al 2020). The relationship between housing and child health is bi-directional; as 
housing instability increases so does the risk of increased morbidity and mortality for children (Parry et 
al 2020; Coughlin et al 2020; American Academy of Pediatrics 2013). The impact of childhood poverty 
and adversity on the developing children are well known (Parry et al 2020; Wijeakumar et al 2020; 
Halton et al 2020). These patterns of increased childhood mortality and morbidity are evident in children 
well before aged 5 years (Wijeakumar et al 2020; Halton et al 2020). 



Health access and homelessness families:  
Children in families living with homeless or housing instability lack connections to developmentally 
appropriate primary health care (Sivertsen 2020). Current forms of health care access do not 
adequately meet the needs of children in families who experience homelessness increasing the 
prevalence of accumulative harm and long-term deleterious health outcomes (Sivertsen 2020). Referral 
uptake and appointment compliance is one of the greatest barriers for children living in homeless 
families. Direct referral support for children can provide improvements in physical and mental health, 
and behaviour.  

The Nurse Practitioner-Led Homeless Health Service 
innovation 
Inner Southern Homeless Service (ISHS), in conjunction with Flinders University introduced a Nurse-
Practitioner-led health service for the children of parents in housing insecurity to specifically address 
the health needs of these children. A key component of this project, was the partnership the Nurse 
Practitioner developed with the families to develop referral and care access plans encompassing the 
health, social and educational needs of the child. The NP assisted the family to navigate the barriers to 
referral compliance. These barriers can include transport (addressed here through vouchers or NGO 
fleet use), access to primary health care, (addressed through collaborations with Bulk Billing General 
Practitioners, and Medical Specialists), and liaising directly with schools. Nurse Practitioners are 
Medicare funded for: 

 limited or ‘straightforward’ health assessments (82200). Involving limited examination and
management

 20 minutes assessments including referral and a management plan with preventative health
care (82205)

 40 minute extensive history and clinical examination (82215)
 Telehealth 82220, 82221, 82222 for NP in rural and remote areas only

Unlike GPs the NP can only claim for one Medicare item per appointment or visits. The extensive 
referrals, referral support, history and clinical examination required by these children to address their 
complex family and health needs is not funded but was a crucial part of this research and the services 
provided. Addressing the missing gap in current health services which places the children at risk of 
costly, lifelong ill-health (American Academy of Paediatrics 2013; Long et al. 2018; Parry 2014; Parry 
et al. 2020; Kubicek et al. 2012; Rutter et al. 2017; Lau et al 2016; Pennsylvania Chapter of the 
American Academy of Paediatrics 2014; Department of Health 2018). No Medicare funding is available 
for services provided to meet patient/client needs that are outside of the strict Medicare item benefits 
schedule of services.  This oversight is costly for the children, the family and Medicare.  

Nurse practitioners have specialist knowledge and skills, and the authority to use extended practice 
privileges to make informed and autonomous decisions on preventative, diagnostic and therapeutic 
management. Care of vulnerable populations and those living in disadvantage support the use of Nurse 
Practitioners as it is a cost-effective model of /care (Woo, Lee & Tam 2017; Jennings et al. 2015). 
Adding an Aboriginal NP clinician to this health care model would further improve benefits for Aboriginal 
family users. 

The Nurse Practitioner conducted a comprehensive health assessment in accordance with the 
Medicare Scheduled activity with each child referred to the service. The health assessment included an 
assessment of the child’s health, including their physical, psychological and social wellbeing. The NP 
also assesses all preventive health care, education and other assistance required to improve the child’s 
health and wellbeing.  



This health assessment included: 
 information collection, including taking a patient history and undertaking examinations and

investigations as required.
 making an overall health assessment of the child.
 recommending appropriate interventions, providing referrals with support to attend referral

services and follow up.
 providing advice and information to the patient and parents as appropriate.
 keeping a record of the health assessment, and offering the patient/parents a written report

about the health assessment, with recommendations about matters covered.

As part of a health assessment, the NP assisted in developing simple strategies for the good health of 
the child. The health assessment categories and data required is available in a de-identified non-
traceable manner to ensure client confidentiality.  

The program has resulted in: 
 Increased access to care that directly addressed the complex health and social needs for

children.
 Holistic, advanced, and comprehensive assessments provided by the Nurse Practitioner.
 Extended collaborative care services e.g. longer support and consultation/ treatment times.
 Supported interdisciplinary referrals addressing the multimodal interventions required by

children

The overall intake of clients in the Inner Southern Homelessness service for this period was 612, with 
22% of the children using the NP service identifying as Aboriginal and Torres Strait Islander, and of the 
clients using ISHS, 29% aged 0 to 16 years old. All children referred to the Nurse Practitioner (NP) 
service received a comprehensive and in-depth health assessment.  

Evaluation of the Nurse Practitioner-led service 
A pilot evaluation of the service was conducted between Dec 2019 to Oct 2020 with families/child 
referrals during this period. The research team from Flinders University conducted the evaluation in 
partnership with the Nurse Practitioner and ISHS. Additional funding was required to reimburse the 
Nurse Practitioner has evaluation activities are not covered under Medicare. 

The aims of the pilot were to:  
1. identify health needs, refer to appropriate health, educational and welfare services, support
compliance, follow up referrals and treatment plans, and encourage regular health checks.
2. test the Nurse Practitioner ‘Health Navigator’ model of care efficacy through evaluation of parent
compliance with referrals to medical, psychological, and educational interventions for their children.
3. determine the effectiveness of the NP-led service and opportunities to upscale (NGO Homelessness
Services state-wide).

The research process for the pilot study was: 
Stage 1: Nurse Practitioner comprehensive health assessment:   
1.1 Using the comprehensive health assessment tool, (based on the WHO child assessment tool (WHO 
2008), and the extensive NP paediatric training (Parry et al 2016; Parry and Willis 2013;, Parry 2012), 
the NP measured the levels of health need in children accessing homelessness services expanding our 
current knowledge. 
1.2 De-identified nominal measures and condition severity scores were added to the data collection 
tool).  
Quantitative data collection: age of child, the presenting condition, severity of condition, immunization 
status, Treatment by NP, Aboriginal Torres Strait Islander or Refugee identity, referral provided, usual 
health access, difficulties in appointment attendance, and the need for NP home visit e.g. parental 



agoraphobia or anxiety is collected (Neuman et al 2014; USAID 2013) as it demonstrates a barrier to 
child health assess (Aim 1 and 2). 

Stage 2: Monitoring of Referral Compliance and pathway:  
Stage 2 has commenced and the future research (Jan 2021)  will consolidate and improve the current 
tools 
2.1 Using the developed NP referral pathway and tracking measures (the USAID Referral Systems 
Assessment and Monitoring Toolkit) (Neuman et al 2014; USAID 2013), following the referral, the 
children and families were linked to GP primary health, allied health, and acute care services. A 
feedback loop from referral partners measuring compliance e.g. hospital admission, GP use, optometry, 
audiology etc data was collected. 
2.2 Establishment of the Research Reference Group (RRG) at ISHS (Aim 1, 2 and 3). 

Findings  
Our findings have established a dire need for health access for children aged 0-18 years living in 
housing instability.   

Table 1 demographic data 
Ages 7 weeks to 16 years all children were living with 

their families in homelessness 

NP responses: 62% of all children required 
treatment by the NP 

Severe condition requiring immediate 
action/intervention = 26% (ASAP referral and 
treatment) 

Moderate condition = 18% (needs referral but 
can wait on the public list) 

Minor = 22% (does not need immediate referral) 

Immunisation status No immunisation, incomplete immunisation or no 
proof 82%  

Fully immunised 6% 

Did not answer the question 12% 

Home visit requirements A home visits were required 86% 

No home visits was required 14% 

. 

The figures presented below represent the initial descriptive analysis of factors present in this 
population that impact on their ability to access adequate health access. Some of the barriers are 
system created and others are due to the family circumstances. Regardless of the cause there is a 
necessity to ensure children receive appropriate care in a timely fashion to prevent the progress of 
ongoing and lifelong health deficits and preventable conditions. 



Figure 1 below illustrates the overall levels of the presenting health needs for the children attending the 
embedded NP led clinic at the homelessness service. Of the children presenting 62% have a health 
condition in need of intervention and treatment.   

Figure 1: The overall health of the children attending the NP led clinic 

Figure 1 above illustrates the levels of childhood illness impacting on the lives of the children using the 
ISHS. These levels of ill-health are above the Australian average which is currently 14% who rate their 
health as poor (AIHW 2018).   

Figure 2: Severity of the presenting health conditions 

Figure 2 above found 26% of the children presented with a severe condition, requiring immediate 
treatment and referrals, while 14% presented with a moderate level condition requiring treatment and 
referral, and 22% of the children had a minor condition that could be treated and may not have required 
a referral or the referral wait time matched the public hospital treatment wait time.  

Figure 3 below highlights the confirmed rates of immunisation among the children accessing the 
embedded NP led clinic. Of the children attending only 6% were fully immunised to the approved level 

38%

62%

No presenting condition Presenting condition

26%

14%

22%

38%

Severe Moderate Minor No presenting condition or illness



given their age. Many children had missed immunisations or had not received immunisations and the 
NP devised ‘catch up’ immunisation plans and support for appointment compliance. 

Figure 3: Immunisation status of children attending the NP led clinic 

Figure 4 below highlights the use of the home visiting aspects of the NP led clinic to meet the children’s 
health access needs. Of the families attending the NP led clinic. Overall, 86% required a home visit and 
14% attended at the ISHS service.  The Figure 4 results were further analysed to determine the factors 
involved in the high levels of home visiting and found: 29% were impacted by COVID19, 27% of the 
families had no access to transport, 24% had a variety of reason and 20% were unlikely to attend.  

Figure 4: Percentage of home visits provided by the NP 

Figure 5 below illustrates the presenting condition of the children attending the NP led clinic. The in-
depth health assessments provided by the NP were often the first comprehensive health assessment 
the children had received since birth. The results presented in Figure 5 above show that 18% of the 
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children had a developmental delay, 17% had behavioural and/or mental health issues, 17% required 
an ENT intervention, 24% had dental issues and 24% have a variety of presenting conditions. 

Figure 5: Results of the comprehensive health assessment 

Future research grant: Channel 7, 2021: 
A Channel 7 research grant has been received which will extend the research project to 
comprehensively measure the impact of the services on children’s health and to follow up the referral 
pathways. Stage 3 and 4 outline the evaluation steps. 

Stage 3: Qualitative evaluation: 
3.1 To determine the effectiveness of the NP intervention 30 semi-structured qualitative interviews and 
10 case study reviews will be conducted. Drawing on the expertise of the Research Reference Group 
(RRG), 20 families receiving the NP intervention (pool of 250), and further 10 staff/managers from the 
homeless-service will be invited to be interviewed and 10 case studies will be randomly selected for 
audit of health outcomes of the NP intervention. 
3.2 Barriers and facilitators to health access including the use of the NP ‘Health-Navigator’ service will 
be identified. 
The qualitative data will be thematically analysed for dominant themes. 

Stage 4: Quantitative Family evaluation:  
One hundred (100) families will be invited to complete the post NP intervention evaluation questionnaire 
using the validated International Nurse Practitioner Satisfaction Survey [47] (first time used in Australia). 
Findings from these two consumer data sources (20 parent and staff interviews and 10 case studies) 
will be triangulated with the post NP-led survey results. Data will add to the structured equation 
modelling analysis [57]. 
The intervention/evaluation reflects the complexity and depth of the unmet need in these children. This 
single arm before (the NP maps current health access levels) and after study will track the children and 
families and measure the change in referral uptake and health outcomes over the length of time they 
engage with the homeless-service. 

Conclusion 
This research has project has documented the impact of detrimental under-servicing of healthcare 
needs of disadvantaged children living in housing instability or homelessness in South Australia. If these 
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levels of childhood illness, disability, developmental delay, and lack of immunisation were present in 
the broader child population the motivations to address them would be immediate and comprehensive. 
The invisible nature of children in housing instability means their needs are not addressed, and they 
are under-served and ignored. The true levels of childhood health for children living with housing 
instability require immediate research and health service support. The Nurse Practitioner-Led model of 
health service delivery, with comprehensive and in-depth health assessments and extensive referral 
support, is one effective response. However, a whole of health response is also required. Including an 
increase and expansion in the remuneration of NPs within the Medicare benefits scheme and the 
expansion of this service innovation into other homelessness and community health services.  

Financial Support for the pilot 
Better Lives, Better Care, Better Communities, 2019 External Funding Accelerator Scheme 
provided the funding for the initial pilot project. 
Funding of $3,989 AUD was received from the Flinders University, Caring Futures Institute, 
A further $10,000 was received from Uniting Care Wesley Bowden to extend the services provision 
and data collection of the pilot study. 
The funding bodies have had no influence on the design, execution, analysis and/or write-up of the 
study. 



References 
Agosta, L. J . (2009). Psychometric evaluation of the Nurse Practitioner Satisfaction Survey (NPSS). J 
Nurs Meas, 17(2), 114-33. 

Allen Consulting Group (2008) The Common Approach ARACY. Canberra. 

American Academy of Pediatrics (MOP), (2013). Policy Statement: Providing Care for Children and 
adolescents Facing Homelessness and Housing Insecurity. Pediatrics. 131 (6): p. 1206-1211. 

Australian Government, Department of Health, (2019) National Action Plan for the Health of Children 
and Young People 2020 – 2030. Canberra, GPO Box 9848, Canberra ACT 2601 

Australian Institute of Health and Welfare (2019). Aboriginal and Torres Strait Islander people: a focus 
report on housing and homelessness. Cat. no. HOU 301. Canberra: AIHW. Homelessness Australia 
(HA), 2016, Homelessness and Aboriginal and Torres Strait Islanders. 

Australian Institute of Health and Welfare (2018). Australia’s health 2018. Australia’s health series no. 
16. AUS 221. Canberra: AIHW.

Australian Institute of Health and Welfare (2018). Emergency department care 2017–18: Australian 
hospital statistics. Health services series no. 89. Cat. no. HSE 216. Canberra: AIHW. 

Benbow, S., Forchuk, C., Gorlick, C., Berman, H., & Ward-Griffin, C. (2019). “Until You Hit Rock 
Bottom There’s No Support”: Contradictory Sources and Systems of Support for Mothers 
Experiencing Homelessness in Southwestern Ontario. Canadian Journal of Nursing Research, 51(3), 
179-190.

Coughlin CG, Sandel M, and Stewart AM (2020). Homelessness, Children, and COVID-19: A 
Looming Crisis. . Pediatrics 2020;146: 7–9 

Davidson, P., Saunders, P., Bradbury, B. and Wong, M. (2018), Poverty in Australia, 2018. 
ACOSS/UNSW Poverty and Inequality Partnership Report No. 2, Sydney: ACOSS. 

Department of Health (KPMG) (2018) Cost Benefit Analysis of Nurse Practitioner Models of Care. 
KPMG report. This report has been prepared at the request of the Department of Health in 
accordance with the terms of KPMG’s engagement letter/contract dated 13 April 2018. 

Department of Health (DoH), (2016) Medicare Health Assessment for Aboriginal and Torres Strait 
Islander People (MBS ITEM 715). Austtralian Government. Canberra.  

DiGiacomo, M., Green, A., Delaney, P., Delaney, J., Patradoon-Ho, P., Davidson, P.M. and Abbott, P., 
2017. Experiences and needs of carers of Aboriginal children with a disability: a qualitative study. BMC 
family practice, 18(1), p.96. 

Dickens, G. L., Ion, R., Waters, C., Atlantis, E., & Everett, B. (2019). Mental health nurses' attitudes, 
experience, and knowledge regarding routine physical healthcare: systematic, integrative review of 
studies involving 7,549 nurses working in mental health settings. BMC Nurs, 18, 16. 

Ding YH, Xu X, Wang ZY, Li HR, Wang WP. (2014). The relation of infant attachment to attachment 
and cognitive and behavioural outcomes in early childhood. Early Human Development, 90(9):459-64. 

Durey A, Thompson SC, Wood M. (2011) Time to bring down the twin towers in poor Aboriginal hospital 
care: addressing institutionalised racism and misunderstandings in communication. Intern Med J. 
2011;42(1):17–22. 

Durey, A., McEvoy, S., Swift-Otero, V., Taylor, K., Katzenellenbogen, J. and Bessarab, D., (2016). 
Improving healthcare for Aboriginal Australians through effective engagement between community 
and health services. BMC Health Services Research, 16(1), p.224. 



Elston, R., & Linsley, P. (2014). Managing the physical health needs of service users. British Journal of 
Mental Health Nursing, 3(2), 64-69. 

Fairbrother, G., Dougherty, D., Pradhananga, R., Simpson, LA., (2017), Road to the Future: Priorities 
for Child Health Services Research. ACADEMIC PEDIATRICS 2017;17:814–824.  

Flavel, J., Freeman, T., (2020), A Profile of the Homeless Population in Adelaide  This research was 
funded in 2020 by a Flinders University Innovation Partnership Seed Grant to partner with BaptistCare 
SA on the project: ‘Developing an evaluation research plan for a new South Australian comprehensive 
primary health care Health and Wellbeing Centre.’ Report for the Southgate Institute for Health, Society 
& Equity, Flinders University. 

Halfon, N., Aguilar, E., Stanley, L., Hotez, E., Block, E., Janus. M., (2020). Measuring Equity From The 
Start: Disparities In The Health Development Of US Kindergartners. Health Affairs, 2020; 39 (10): 1702 
DOI: 10.1377/hlthaff.2020.00920 

Kubicek, K., Liu, D., Beaudin, C., Supan, J., Weiss, G., Lu, Y., and Kipke, MD., (2012). A profile of non-
urgent emergency department usage in an urban pediatric hospital. Pediatr Emerg Care. 2012 October; 
28(10): 977–984. doi:10.1097/PEC.0b013e31826c9aab. 

Hall, S., Fildes, J., Liyanarachchi, D., Hicking, V., Plummer, J. and E. Tiller (2020) Staying home: A 
Youth Survey report on young people’s experience of homelessness. Mission Australia: Sydney, NSW. 

IHPA (2020) Independent Hospital Pricing Authority, The National Hospital Cost Data Collection 
(NHCDC) is an annual collection of hospital cost data at the line-item level. (IHPA). Website 
www.ihpa.gov.au or 
https://www.ihpa.gov.au/sites/default/files/publications/national_hospital_cost_data_collection_australi
an_public_hospitals_cost_report_round_21_2016-17_-_infographic_-
_emergency_department_care.pdf  

Lau, R., Stevenson, F., Ong, BN., Dziedzic, K., Treweek, S., Eldridge, S., Everitt, H., Kennedy, A., 
Qureshi, N., Rogers, A., Peacock, R., and Murray, E. ( 2016). Achieving change in primary care—
causes of the evidence to practice gap: systematic reviews of reviews. Implementation Science (2016) 
11:40, DOI 10.1186/s13012-016-0396-4 

Long CM, Mehrhoff C, Abdel-Latief E, Rech M, and Laubham M (2018). Factors Influencing Pediatric 
Emergency Department Visits for Low-Acuity Conditions. Pediatr Emerg Care. 2018 Jul 16. doi: 
10.1097/PEC.0000000000001553. 

Neuman, MI., Alpern, ER., Hall, M., Kharbanda, AB., Shah, SS., Freedman, SB., Aronson, PL., Florin, 
TA., Mistry, RD., and Berry, JG., (2014). Characteristics of Recurrent Utilization in Pediatric Emergency 
Departments. PEDIATRICS Volume 134, Number 4, October 2014. 

Parry, Y.K., (2012). Understanding the relationship between the social determinants of health (SDH), 
Paediatric Emergency Department use and the provision of primary care: a mixed methods analysis. 
PhD Thesis, School of Medicine, Social Health Sciences, Flinders Promotion Prevention and Primary 
Health Care, Flinders University. 

Parry, YK., Ullah, S., Raftos, J., and Willis, E., (2016) Deprivation and its impact on non-urgent 
Paediatric Emergency Department use: are Nurse Practitioners the answer? J Adv Nurs. 72(1):99-106. 
doi: 10.1111/jan.12810. Epub 2015 Sep 18. 

Parry, Y., Willis, E., Kendall, S., Marriott, R., Sivertsen, N., and Bell, A., (2020)  Meeting the needs of 
marginalised children: An innovative Nurse Practitioner led health care model at Uniting Care Wesley 
Bowden. ANMJ VOLUME 26, NO.10, APR–JUN 2020 pg 48-49. 

Parry, Y., (2014). Nursing and vulnerable children: our role. Austin J. Nurs. Health Care 1(2), 2. 

Parry, Y., Grant, J., (2014). Supporting Children through Enhanced Interprofessional Communication: 
Developing a Common Language Tool for Community Based Professionals Working in the Early Years. 

http://www.ihpa.gov.au/
https://www.ihpa.gov.au/sites/default/files/publications/national_hospital_cost_data_collection_australian_public_hospitals_cost_report_round_21_2016-17_-_infographic_-_emergency_department_care.pdf
https://www.ihpa.gov.au/sites/default/files/publications/national_hospital_cost_data_collection_australian_public_hospitals_cost_report_round_21_2016-17_-_infographic_-_emergency_department_care.pdf
https://www.ihpa.gov.au/sites/default/files/publications/national_hospital_cost_data_collection_australian_public_hospitals_cost_report_round_21_2016-17_-_infographic_-_emergency_department_care.pdf


Linking up for Kids. A. R. A. f. C. a. Youth. The Menzies Sydney Hotel, Children's Healthcare 
Australasia. 

Parry, Y., Grant, J., (2015). The In-service Educational Needs of Front Line Homelessness Service 
Staff in a Generic Homelessness Service to Deliver Child Aware Practice in Accordance with the ‘no 
Wrong Door’ Policy Project Report. Flinders University, (School of Nursing & Midwifery, Uniting Care 
Wesley Bowden), Adelaide. 

Parry, Y., Grant, J., Burke, L., (2015)a. A scoping study: children, policy and cultural shifts in 
homelessness services in South Australia: are children still falling through the gaps? Health Soc. Care 
Community 3 (1). 

Parry, Y., Grant, J., Burke, L., (2015)b. Children, policy and cultural shifts in homelessness services in 
South Australia: the impacts of frontline staff, vol. 3 Parity (October). 

Parry, Y., Willis, E., (2012). Are the new general practitioner plus centers the correct government 
response to a lack of pediatric after-hours care for parents? Leader. Pol. Q. 1 (2), 77–94. 

Parry, Y., Willis, E., (2013). Using mixed methods to analyse barriers to primary paediatric health 
access. Int. J. Mult. Res. Approaches 7 (2), 237–249. 

Parry YK Hill P., (2015), Student learning while undertaking community based health assessments on 
vulnerable families: Knowledge development for future clinical practice. NETNEP conference Brisbane 
2015. 

Parry, Y.K., Hill, P., (2016). Applying psychosocial theories for nursing students. Aust. Nurs. Midwifery 
J. 23 (6).

Pawson, H., Parsell, C., Saunders, P., Hill, T., and Lui, E., (2018), Australian Homelessness Monitor 
2018. Report UNSW, Social Policy Research Centre, UQ and ISSR. 

Pennsylvania Chapter of the American Academy of Pediatrics. (2014). Model Child Care Health 
Policies. Aronson SS, ed. 5th ed. Elk Grove Village, IL: American Academy of Pediatrics; 2014. 
www.ecels-healthychildcarepa.org  

Rutter, H., Savona, N., Glonti, K., Bibby, J., Cummins, S., Finegood, DT., Greaves, F., Harper, L., 
Hawe, P., Moore, L., Petticrew, M., Rehfuess, E., Shiell, A., Thomas, J., and White, M., (2017). The 
need for a complex systems model of evidence for public health. Lancet 2017; 390: 2602–04. 

USAID, (2013). Referral Systems Assessment and Monitoring Toolkit, Measure Evaluation 2013 
MEASURE Evaluation cooperative agreement GHA-A-00-08-00003-00. 

valentine, k., Blunden, H., Zufferey, C., Spinney, A. and Zirakbash, F. (2020) Supporting families 
effectively through the homelessness services system, AHURI Final Report 330, Australian Housing 
and Urban Research Institute Limited, Melbourne, http://www.ahuri.edu.au/research/final-reports/330, 
doi: 10.18408/ahuri-7119201. 

Wijeakumar, S., Kumar, A., Delgado Reyes, LM., Tiwari, M., Spencer. JP,. (2020), Early adversity in 
rural India impacts the brain networks underlying visual working memory. Developmental Science, 
2019; e12822 DOI: 10.1111/desc.12822 

World Health Organization, (WHO) (2008). Training Course on Child Growth Assessment. Geneva, 
WHO. 



Acknowledgements 
The authors are thankful for the Uniting Care Wesley Bowden (UCWB) organisation’s commitment to 
partnering with Flinders University to deliver this innovative Nurse Practitioner service and research 
within their already existing homeless service agency. 

Conflict(s) of Interest 
None. 

Ethical Standards 
The authors assert that all procedures contributing to this work comply with the ethical standards of the 
relevant national and institutional guidelines on human experimentation, Social and Behavioral 
Research Ethics Committee (SBREC) Project No. 8502, and with the Helsinki Declaration of 1975, as 
revised in 2008. 
Results obtained from sources where not deemed essential to receive informed consent: All de-
identified secondary analysis data. Inner Southern Homelessness Service is required to collect data on 
attendance levels and referrals by staff to other organisations such as health, education, and welfare 
rates. This includes demographic data such as age, educational attendance, health service use or 
needs. The data collection already occurs, and this is a de-identified secondary analysis of existing 
data. 

Acknowledgements 
We would sincerely like to thank Uniting Care Wesley Bowden (UCWB), CEO Ms Fiona Kelly, Inner 
Southern Homelessness Service, Manager, Sheryl Maung, the staff, and clients for their ongoing 
support, collaboration and partnership in this research.  

We would also like to thank the Minister for Health, Mr Stephen Wade for his support in opening the 
clinic.  

The research team would extend its thanks to the Caring Futures Institute, Flinders University for the 
accelerator grant which along with the funds from UCWB enable the pilot phase of the research to be 
implemented. Thanks, are also extended to the many families who have been part of this study. 

Authors 
Dr Yvonne Parry (CIA), Caring Futures Institute, Flinders University, South Australia. 

Prof Eileen Willis (CIB), College of Nursing and Health Sciences, Flinders University, 

Prof Sally Kendall CIC), Centre for health Services Studies, University of Kent, UK 

Prof Rhonda Marriott (CID), a Nyikina woman, and Pro Vice Chancellor Aboriginal and Torres Strait 
Islander Leadership, and Director of Ngangk Yira (Sun Rising) Research Centre, Murdoch University. 

Dr Nina Sivertsen (CIE) College of Nursing and Health Sciences, Flinders University, and 

Mrs Alicia Bell, Paediatric ED NP, College of Nursing and Health Sciences, Flinders University. 

Suggested citation:  Parry, YK., Willis, E., Kendall, S., Marriott, R., Sivertsen, N., and Bell, A., (2020) 
Addressing the gaps in health for children, Innovative Health Service delivery: Enhancing lifelong 
development and the health and wellbeing of marginalised children 0 to 18 years. Caring Futures 
Institute, Flinders University. ISBN: 978-1-925562-40-8 



Publications 
The following publications are linked to this research: 

Yvonne Parry, Eileen Willis, Sally Kendall, Rhonda Marriott, Nina Sivertsen and Alicia Bell (2020) 
Meeting the needs of marginalised children: An innovative Nurse Practitioner led health care model at 
Uniting Care Wesley Bowden. Australian Nursing and Midwifery Journal, VOLUME 26, No. 10, APR–
JUN 2020 pg. 48-49. 

Sivertsen, N. Parry, YK., Willis, E., Kendall, S., Marriott, R., Bell, A., (2020), Aboriginal children and 
family connections to primary health care whilst homeless and in high housing mobility: A Nurse 
Practitioner led response. Primary Health Care Research & Development (under review) 

. 




	22% of all children in Australian live in housing instability. We have no idea of their health, wellbeing of health needs.
	Key findings to date from the Nurse Practitioners
	Executive Summary

	The Department of Health, Action Plan for Children and Young People states 22% of all children in Australia aged 0-14 years live in housing instability. Exposure to housing instability in childhood is significantly linked to long term ill-health, lowe...
	The Nurse Practitioner provided each child with a comprehensive health assessment using standardised tools,  partnered with the families to develop referral and care access plans encompassing the health, social and educational needs of the child, and ...
	There is a clear opportunity here to provide early, cost effective intervention to help families reconnect with health, housing and community through a Nurse Practitioner-led model of care. This could help stem the tide of children, families and young...
	Characteristics of the Service
	Population Served
	Identified Areas For Consideration
	Current Health Systems Barriers
	Recommendations From This Research


	Introduction
	Defining homelessness
	Child health and housing instability
	Health access and homelessness families:

	The Nurse Practitioner-Led Homeless Health Service innovation
	Evaluation of the Nurse Practitioner-led service
	Findings

	Future research grant: Channel 7, 2021:
	Conclusion
	Financial Support for the pilot
	References
	Acknowledgements
	Conflict(s) of Interest
	Ethical Standards
	Acknowledgements
	Authors
	Publications


