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While few people in either group were employed and 
the number looking for work in Group J declined in the 
last 12 months, twice as many people in Group J were 
looking for work compared to Group E. The report 
also shows improvements over time and relative to 
Group E in the use of welfare and homelessness 
services, and the amount of time incarcerated.

There are a number of areas where there was little 
change. Most notably we found little change at any 
stage in the trial in the substance use behaviour 
of the participants. Similarly, the extent to which 
the participants felt connected to and supported by 
the community did not change a great deal over 
the three years. Further, we found the short-term 
economic benefit to be modest, with a return of 
between 0.15 and 0.22 for every dollar invested. 
Taking into account lives saved over a 10 year time 
frame the economic benefit was more substantial, 
with a $1.30 return for every dollar invested.

Nonetheless, the evidence shows that breaking the 
cycle of chronic homelessness is possible and that 
intensive support coupled with stable housing can 
reduce demand on expensive health, justice and 
welfare services. However, the study also found the 
deep effects of social exclusion are much harder 
to address. The evaluation found, as have many 
other similar studies, that having a home does not 
necessarily lead to social acceptance and social 
inclusion. With limited employment options, few 
social networks outside of the homeless population, 
and few alternative social activities, opportunities for 
social inclusion are limited.

In this context programs designed to permanently 
end long-term homelessness such as J2SI need 
to temper their expectations and accept that years 
immersed in homelessness not only have physical 
and emotional effects, but also long-term social and 
economic effects as well. When the long-term social 
impact of homelessness is understood by policy 
makers they will be in a better position to confront 
the fact that what constitutes social inclusion is a 
much thornier issue for the long-term homeless than 
is generally understood.

J2SI has clearly made a difference in the lives of 
many of the participants, even if it is only a less 
stigmatised and safer day-to-day life. However, 
the true test of the J2SI pilot will be whether the 
improvements reported here are sustained over the 
longer term. In 12 months’ time we will report on 
how the trial participants are travelling 12 months 
after the program closed. Only then will we be in the 
position to say whether the J2SI approach provides 
lasting solutions to long-term homelessness and 
whether the benefits justify the costs.

The Journey to Social Inclusion pilot program 
was designed to break the cycle of long-term 
homelessness. The pilot provided intensive support 
for three years to assist people who were long-term 
homeless to receive the range of services they 
need. This report presents the social and economic 
outcomes after the completion of the pilot. The 
evaluation used a randomised controlled trial to 
track and compare the outcomes of the J2SI 
participants (Group J) with those of an equivalent 
group of chronically homeless people (Group E) 
who were supported by existing services. After three 
years 80% of the original participants remained 
involved in the trial.

The outcomes are promising. The evidence suggests 
that J2SI had a significant impact on the lives of most 
participants. After three years 85% of J2SI participants 
were housed compared to 41% of those who were 
receiving existing services. Over the course of the trial 
J2SI participants were housed for 67% of the time, 
or nearly twice as long as those in the control group 
(35%). The evidence confirms that given the right 
level of support people who have experienced long-
term homelessness can maintain their housing. 

The outcomes data reveal ongoing improvements in 
other areas as well. The emotional health of the J2SI 
participants improved and they report lower levels 
of stress, anxiety and depression after three years 
compared to where they were at the start of the 
trial, and also compared to Group E. The physical 
health of Group J improved with the proportion 
reporting no bodily pain increasing from 27% to 41% 
over the three year period. However, four people 
passed away during the trial, a blunt reminder of how 
common premature death is among the long-term 
homeless. Three of those who passed away were 
from Group E.

Although there is some variation in the use of 
health services with both groups showing greater 
improvements in some areas relative to the other 
group, the most important empirical finding is that 
Group J’s average use of emergency psychiatric 
services and their average number of days 
hospitalised in a general hospital and a psychiatric 
unit has declined both over time and relative to Group 
E. Group J’s need for emergency hospital treatment 
has also declined over time but less than Group E’s. 
This translates into a substantial health care impact 
and suggests that an intervention comprising stable 
housing and intensive case management can reduce 
the public burden associated with the over-utilisation 
of health services.

EXECUTIVE SUMMARY
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homeless who received assistance from existing 
services (the ‘control’ group). The assumption 
underpinning this approach is that any difference 
observed between the outcomes of the two groups 
can be attributed to the J2SI intervention. 

A total of seven surveys were collected for the RCT 
over a three year period. Quantitative data were 
collected on entry into J2SI (baseline survey) and 
at six monthly intervals. Self-reported information 
about education, employment, and income as well 
as social connectedness, mental and physical health, 
housing, substance use, and service usage was 
collected in each survey. A detailed account of the 
method of recruitment and randomisation including 
the tests for assessing statistical comparability of the 
treatment group and the control group is outlined in 
Johnson et al (2011).

An increasing number of people involved in the 
evaluation of new social programs have argued that 
the value of randomisation can be enhanced through 
‘well-constructed qualitative research’ (Gray, Plath 
and Webb, 2009: 41). Qualitative material offers 
researchers the opportunity to explore in greater depth 
complex social processes. Consequently, we included 
a qualitative component in the research design which 
involved three in-depth qualitative interviews with 
approximately half of the trial participants. The three 
interviews coincided with the baseline survey and the 
18 and 36 month follow-up surveys.

The second issue to keep in mind is the nature of 
the sample when the trial started. Data collected in 
the baseline survey and contained in the 12 month 
report provides a clear picture of the participants’ 
disadvantage. The report found that the participants’ 
housing was marked by chronic instability and 
that over half (53%) had their first experience of 
homelessness by the time they were 18 years of age. 
An equally significant finding was that a majority of the 
trial participants (87%) had experienced major and 
often repeated childhood trauma such as sexual or 
physical abuse, neglect and/or the involvement of child 
protection authorities. The report also found that the 
participants’ current level of disadvantage was acute 
- over 90% had chronic physical or mental health 
issues, 89% reported drug and/or alcohol misuse 
problems, over three quarters had been physically 
assaulted at some point in their lives, half (52%) had 
been incarcerated, none were in paid employment, 
and most had not worked for five years or more. By 
any measure the trial participants’ biographies and 
current circumstances were far removed from the 
community norm, and even within the homeless 
population, their circumstances are extreme.

In November 2009 Sacred Heart Mission launched 
the Journey to Social Inclusion (J2SI) pilot, a three 
year program that aimed to assist 40 people to make 
a permanent exit from long-term homelessness. 
Sacred Heart Mission (SHM) developed the J2SI 
model in response to the problems existing services 
had in providing a permanent solution to long-term 
homelessness. Staff and management at SHM 
had been aware for a long time that the primary 
challenge was not just securing housing for the long-
term homeless but ensuring they remained housed. 

The J2SI model differed from existing approaches 
in a number of important ways. First, SHM took the 
view that meaningful relationships based on mutual 
trust, reliability and persistence were the key 
elements underpinning personal change. As such 
each J2SI worker supported four clients for up to 
three years. This was a considerably smaller case 
load and a much greater length of time than most 
specialist homelessness services (SHS) offer. 
Second, J2SI focused on securing rapid access to 
safe, secure, independent, affordable permanent 
housing. Third, the J2SI pilot had a specific focus on 
the impact of trauma, an issue commonly reported 
among the long-term homeless (Buhrich, Hodder and 
Teesson 2000; Hopper, Bassuk and Olivet 2010), 
but one that few specialist homelessness services 
explicitly focus on. Finally, the J2SI pilot included an 
integrated training and skills development program 
to provide participants with interpersonal, practical, 
tenancy and vocational skills (see Parkinson 2012 
for a full overview of the model).

After three years of operation the J2SI pilot finished 
in November 2012. This report evaluates the impact 
of J2SI over that three year period. It builds on two 
previous reports that examined the impact of the 
J2SI program after 12 and 24 months (Johnson, 
Parkinson, Tseng and Kuehnle 2011; Johnson, 
Kuehnle, Parkinson and Tseng 2012). The two earlier 
reports document the social, economic and systemic 
context in which the J2SI program was developed, 
what the evidence tells us about successful 
interventions for the long term homeless, and the 
framework we use to evaluate the J2SI program. 
For readers unfamiliar with these reports, three 
issues need to be re-stated.

First, we use a randomised controlled trial (RCT) 
to assess the impact of the J2SI pilot. RCTs are 
considered the most robust method for assessing 
the impact of complex service interventions. In the 
case of the J2SI pilot we use a RCT to compare the 
outcomes of the J2SI participants (the ‘treatment’ 
group) with an equivalent group of long-term 
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Along with a deeper analysis of the participants’ 
housing outcomes, this report includes a new 
section that examines the participants’ current level 
of satisfaction with their life and compares it to three 
years ago. The inclusion of a section devoted to an 
analysis of satisfaction among the trial participants 
is important as it provides a different angle on the 
impact of the J2SI pilot – rather than examining single 
measures of change (e.g. housing, health), here 
we gain an insight into the participants’ perceptions 
of the broader impact of J2SI on their lives. We 
unpack the issue of participant satisfaction to take 
into account the different levels of satisfaction the 
participants may experience with respect to their 
housing, employment, social connectedness and 
health circumstances.

1.1 STRUCTURE OF THE REPORT

The way we structure the report is as follows. 
In the next chapter we provide a brief summary of 
the method and the issues that have emerged over 
the course of the trial including attrition. Following 
this there are two empirical chapters. Chapter 3 
examines and compares the housing, mental health, 
pain and mortality, health and other service use 
issues, substance use, economic participation, and 
social connectedness outcomes of the two groups 
after 36 months. We also include a new section on 
the trial participants’ reported levels of satisfaction 
in this chapter. In Chapter 4 the economic costs 
and benefits of the J2SI pilot are presented. In the 
final chapter (Chapter 5) we discuss the policy and 
practice implications of the findings and point to the 
issues and themes we intend to pursue in the final 
evaluation report due for release in September 2014. 

The third issue worth noting relates to the 
changes that occurred after two years of the J2SI 
intervention. The 24 month report showed significant 
improvements in the lives of J2SI participants 
compared to their baseline results, and to those in 
the control group. The most striking improvements 
were observed in the participants’ housing, labour 
force participation rate, and their physical health. 
There were also notable reductions in the number of 
presentations at emergency hospital departments, 
as well as a substantial decline in the use of 
homelessness, meals and similar welfare services. 
However, the report indicated that there were only 
limited changes in other areas of the participants’ 
lives, particularly their substance use and the 
degree to which they felt accepted and supported 
by the broader community. In this context the key 
message of the 24 month report was cautionary – 
while breaking the cycle of long-term homelessness 
is possible, policy makers must have realistic 
expectations about what services working with the 
chronically homeless can achieve and about how 
long it takes to achieve these goals. 

As with previous reports, this report evaluates 
whether the housing, well-being, service usage, and 
social outcomes differ between those who received 
support and assistance from existing services (Group 
E) and those receiving assistance from the J2SI 
pilot (Group J). This report examines the outcomes 
after the full 36 months of the J2SI trial and therefore 
contains the most complete picture of the impact of 
the J2SI pilot and whether it has met the challenge 
of ending long-term homelessness. This report also 
contains an update of the cost-benefit analysis of the 
J2SI program presented in the 24 month report.

While this report follows similar lines to previous 
reports, we have added some new areas to the 
analysis. With respect to housing we pursue three 
additional lines of enquiry. First, we look at how 
long it took participants to secure permanent, 
independent housing. This is a particularly important 
issue in the context of emerging policy and research 
debates about the efficacy of ‘housing first/housing 
led’ approaches and the limited housing options low 
income households have in inner city Melbourne 
(Johnson, Parkinson and Parsell 2012). Second, 
we consider the overall amount of time that each 
group has been housed over the course of the three 
year period. Third, we examine the extent to which 
participants who are housed are confident they 
can maintain their housing. The addition of these 
three issues into the housing analysis provides a 
clearer picture of the full impact of J2SI, as well as 
another perspective on the overall impact of stable, 
independent housing.



Nonetheless, about one fifth of the sample dropped 
out of the study. The loss of participants in a RCT 
can undermine the comparability of the treatment 
and control groups, and this can bias the results. 
When we examined the issue of attrition in the 24 
month report we found that attrition was essentially 
non-random – the participants who were more likely 
to drop out of the study (significant at 5%) were 
those who used emergency health services and 
those who moved frequently – in short the evaluation 
appeared to be losing those who were faring the 
worst. As Group E had a higher attrition rate relative 
to Group J, the loss of more people who were doing 
poorly would have a positive influence on Group E’s 
outcomes by reducing the spread of scores of those 
who remained in the trial. Thus, the non-random 
attrition we observed imposed a bias in favour of 
Group E by reducing the difference in average  
outcomes between the two groups. 

When we analysed data collected during the 30 
and 36 month follow up surveys we found much the 
same pattern of non-random attrition. Thus, at both 
the 24 and 36 month follow up we believe that the 
estimated effect of the J2SI intervention relative to 
Group E is larger than is subsequently reported1. 

2.1 NEW QUESTIONS

Throughout the trial the survey tool has remained 
much the same. There have been a few minor 
changes to the wording of some questions and a 
small number of questions that were not eliciting 
useful material were removed. However, in light of 
the impending closure of the J2SI pilot a number of 
new questions were added to the 36 month survey 
(wave 7). We asked people who were housed how 
confident they were about maintaining their housing 
and respondents were offered five options ranging 
from ‘not at all’ to ‘extremely’ confident.

Over the last 10 years increased policy interest in 
program evaluation has seen a steady move away 
from point-in-time studies to longitudinal approaches. 
Longitudinal approaches are considered superior 
to point-in-time studies because they can track the 
influence of different factors over time and thus 
provide more reliable information about the longer 
term effects of specific policies, programs and 
practices. While the move to longitudinal evaluations 
was overdue, a common feature of longitudinal 
evaluations in Australia is that they typically follow 
a single group of respondents over a relatively 
short time frame, generally 12 months (Johnson 
and Chamberlain 2013; Parsell, Tomaszewski and 
Jones 2013a,b; Kolar 2003; Johnson, Gronda and 
Coutts 2008). The short time frame and the use of 
a single group means that only limited inferences 
can be drawn about the effects of specific policies, 
programs, and practices – it is difficult to tell whether 
any changes in the participants’ circumstances 
(outcomes) are a result of the service intervention 
(treatment effect), changes that would have occurred 
anyway, or a combination of both. The J2SI evaluation 
is therefore unique in that it follows participants for 
three years and includes people randomly assigned to 
either a control or a treatment group.

The longer time frame and the inclusion of a control 
group enables evaluators and policy makers to draw 
stronger inferences about the impact of a program. 
However, they also increase the risk of sample 
attrition. Where sample attrition is high findings 
can be seriously compromised. Table 1 shows that 
after seven interviews conducted over a 36 month 
period the retention rate is just over 80% and that 
it has remained at or around this level throughout 
the entire study period. A retention rate of 80% over 
three years is commendable in any social study, 
but probably more so here given the population the 
J2SI evaluation is tracking and that similar Australian 
studies report retention rates as low as 40% after 
just 12 months (Mission Australia 2012).

Table 1: Retention rates

Survey 
Participants

Base 
Line

6mFU 12mFU 18mFU 24mFU 30mFU 36mFU

Group E 44 n=42 
(95.5%)

n=35 
(79.5%)

n=34 
(77.3%)

n=31 
(70.5%)

n=32 
(72.7%)

n=36
(81.8%)

n=34
(77.3%)

Group J 40 n=33 
(82.5%)

n=37 
(92.5%)

n=36 
(90.0%)

n=36 
(90.0%)

n=36 
(90.0%)

n=38
(95.0%)

n=34
(85.0%)

TOTAL 84 n=75 
(89.3%)

n=72 
(85.7%)

n=70 
(82.1%)

n=67 
(79.8%)

n=68 
(81.0%)

n=74
(88.1%)

n=68
(80.9%)

1 Due to the small sample size, we are not able to adjust for this bias.

2. METHOD
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With respect to the argument that it is unethical to 
treat humans as subjects of social experiments, 
we argue that social programs are always, to some 
degree, experimental. There is never complete 
certainty regarding their impact. Further, the design 
of social programs is typically influenced by a mix of 
evidence, history, ideology and pragmatism. Given 
this and that the ‘pool of money is limited’ (FaHCSIA 
2008:58), it is critical that resources are directed to 
programs that are the ‘most cost effective and work 
to protect and enhance the life chances of people 
who are homeless’ (FaHCSIA 2008:58). Millions of 
dollars are spent each year on homelessness 
programs for which there is little rigorous evidence 
that they work. More than any other method RCTs 
can identify programs that have the greatest social 
and economic impact.

The second issue relates to the mechanisms used 
to decide who is admitted to a program. In the 
homelessness service system, where demand 
exceeds supply, there are a range of different 
allocation procedures but most fit under the rubric 
of ‘needs based assessment’. While theoretically 
‘needs based’ allocation procedures appear to be 
a transparent and objective response to a resource 
constrained environment and may appeal to 
academics and policy makers removed from the 
service delivery environment, in practice those with 
the highest needs are not necessarily guaranteed 
a place. This is because there are numerous 
systemic, organisational and individual channels 
which introduce bias into the assessment process. 
The random allocation of places into a program 
means that once a person has satisfied a broad set 
of criteria they have the same chance of getting into 
a service as anyone else. For both reasons we feel 
that a well conducted RCT is an ethical approach to 
the evaluation of social programs. 

The participants were also asked a series of 
questions about their life satisfaction following the 
standardised measures of subjective well-being 
contained in larger population surveys such as the 
Household Income and Labour Dynamics in Australia 
(HILDA) survey. People were asked to select a 
number between 0 and 10 to indicate how satisfied 
they were with their life now and also three years 
ago. People were instructed that the more satisfied 
they felt the higher the number they should pick. 
We then asked some questions about their level 
of satisfaction with different aspects of life. More 
specifically, respondents were asked about how 
satisfied they were with: where they were staying; 
their employment opportunities; their financial 
situation; how safe they felt; whether they felt 
part of the local community; their health and how 
satisfied they were with the neighbourhood in which 
they lived. As with the earlier questions, respondents 
were instructed to select a number between 0 and 
10 to indicate how satisfied they were.

2.2 ETHICS

The J2SI evaluation sought and received ethics 
approval from RMIT University2 but we have not 
discussed at any length ethical issues associated 
with undertaking a RCT with people who are 
chronically disadvantaged. While even the strongest 
critics of RCTs generally acknowledge that they are 
a powerful of method of enquiry, when RCTs are 
used to evaluate social programs they have been 
characterised by some as ‘cruel’ and ‘unethical’. 
Two arguments are used to support this position 
(Flatau and Zaretzky 2008). First, that it is unethical 
to treat humans as subjects of a social experiment. 
Second, that it is unethical to deny people access to 
a service. We are sympathetic to these concerns 
but we are not convinced by them for two reasons.
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Apart from devoting considerable energy to finding 
permanent housing, a key objective of the J2SI pilot 
was to ensure the participants retained their 
housing. After 36 months the housing outcomes 
of the J2SI participants are extremely encouraging. 
Figure 1 shows that 85% of Group J were in 
independent housing after three years. In contrast, 
less than half (41%) of Group E were housed. 
Further, the proportion of people in Group E who 
were housed had declined by 15 percentage points 
between the 30 and 36 month surveys.

Figure 1 also shows that after the first 12 months of 
the pilot the proportion of Group J who were housed 
has remained above 80%. When we consider these 
housing outcomes and what has been reported by 
evaluations of similar programs internationally, J2SI’s 
housing results are very much at the upper end 
(Stefanic and Tsemberis 2007; Sadowski, Kee, 
Vanderweele and Buchanan 2009). Few services 
report higher rates and many report much lower 
rates of housing retention over shorter periods. 
Over the three year period the evidence is clear – 
the J2SI pilot has done a more effective job in 
securing and sustaining the tenancies of its 
participants than existing services.

In light of the importance of sustaining tenancies, 
we were also interested in whether the participants 
felt they could maintain their housing once J2SI 
closed. Of the 32 people in Group J who were 
housed, 29 people answered the question ‘how 
confident do you feel about maintaining your 
housing?’ Over half (59%) were quite or extremely 
confident, just over a quarter (27%) were moderately 
confident, while a small number (n=4) expressed 
only ‘slight’ confidence in their capacity to maintain 
housing. In Group E only 15 people were housed. 
While just over half were extremely confident they 
could maintain their housing, 4 people had no 
confidence at all.

The confidence and capacity to sustain housing was 
more objectively captured when we analysed what 
happened to people’s housing in-between each 
survey. At each survey we recorded additional 
information about people’s housing circumstances 

3.1 HOUSING OUTCOMES

A hallmark of J2SI was its focus on rapidly getting 
participants into permanent housing and keeping 
them housed. However, rapid access to affordable 
housing in Melbourne, as in many other places 
around the country, is one of the biggest problems 
confronting homelessness services. Affordable 
private rental stock in the inner city is scarce, 
particularly for single people. The lack of options 
in the private rental market means that public and 
social housing are the only realistic alternatives, 
but waiting lists are long. 

Difficulties accessing housing is an issue that 
confronts all homelessness services, and has for 
a long time (Erebus Consulting Partners 2004). 
Recently it has come into sharper focus as a result 
of policy interest in Housing First approaches 
such as Street to Home. In their evaluation of 
the Melbourne Street to Home (MS2H) service, 
which also works in inner Melbourne with the 
long-term homeless and explicitly identifies as a 
‘Housing First’ program, Johnson and Chamberlain 
(2013:23) found that the average length of time from 
engagement to securing permanent accommodation 
was just under nine months. Table 2 shows that on 
average J2SI took 206 days (or just under seven 
months) to secure permanent accommodation 
for its participants. In comparison it took Group 
E on average 410 days to secure permanent 
accommodation, or nearly double the amount of time 
it took Group J. An interesting point that emerges 
from Table 2 is that the two services (MS2H and 
J2SI) that prioritised direct access to permanent 
housing were more effective in overcoming some of 
the barriers that limit access to the inner city housing 
market. This suggests that irrespective of the 
condition of the housing market, organisations that 
actively prioritise housing as a key element in service 
provision can substantially reduce the amount of 
time it takes to secure independent housing.

Table 2: Mean length of time (days) to access 
permanent accommodation

Group J Group E
Street 
to Home

Mean 
number 
of days

206 410 257

3. SOCIAL OUTCOMES
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  … 20 times a night by someone 
screaming, “Let me in”, someone 
screaming, “You fucking ripped me off”, 
someone screaming, ‘Hey, your fucking 
whore stole my money”. It’s a problem. 
I don’t think anyone could reasonably 
expect to have a normal life in a boarding 
house under those circumstances, it’s just 
ridiculous.

 
To summarise, it is clear that J2SI effectively 
addressed most of the participants’ housing needs, 
but it is important to note that for a small number of 
Group J participants there was little change and we 
still know very little about ‘what works’ for this group.

3.2 MENTAL HEALTH OUTCOMES

One hypothesis developed at the start of the 
evaluation was that we would observe greater 
improvements in the mental health and emotional 
well-being of the J2SI participants over time and 
relative to Group E. 

Emotional well-being was measured with the 
Depression Anxiety and Stress Scale (DASS) at 
every interview. The DASS is a 42 item self-
report measure of anxiety, depression and stress 
developed by Lovibond and Lovibond (1995). The 
DASS has been extensively tested with the general 
and clinical populations and shown to be a ‘reliable 
and valid measure for the constructs it was intended 
to measure’ (Crawford and Henry 2003). We used 
the shortened version of the DASS, the DASS-21. 
Participants were read 21 statements such as ‘I 
found it difficult to relax’ and were asked to indicate 
how well each statement applied to them in the 
preceding week by choosing a number between 
0 and 3. A zero indicated it did not apply to them, 
whereas a three indicated that it applied very much. 
The DASS scoring system is shown in Table 3. A 
high score indicates a more severe level 
of anxiety, stress or depression. 

Table 3: DASS Scoring system

Depression Anxiety Stress

Normal 0 – 9 0 – 7 0 – 14

Mild 10 – 13 8 – 9 15 – 18

Moderate 14 – 20 10 – 14 19 – 25

Severe 21 – 27 15 – 19 26 – 33

Extremely 
Severe

28+ 20+ 34+

in the six months prior to the survey and these data 
were used to create a housing calendar. The housing 
calendar enabled us to accurately assess the 
housing stability of trial participants.

The data from the housing calendar indicate that the 
overall housing circumstances of Group J were 
superior to those in Group E. Over the full course 
of the trial, J2SI participants were housed for 67% 
of the time and two thirds (66%) had been housed 
for two years or more. For many J2SI participants 
this was the longest amount of time they had been 
housed for many years and the impact was tangible. 
Bess told us that being housed:

  … helped me grow in a lot of ways. I can 
live on my own, I can look after myself, my 
budget, my medication… I know I can, you 
know, deliver, whereas before…

 
While Anne highlighted how important a stable place 
was for her:

  It’s really contributed. Before I was in 
rooming houses and couch surfing, so yeah, 
you can really put roots down in housing. 
This is the best start … you can then work 
on other issues.

 
It was also the longest amount of time they had been 
out of the homeless population and for many this 
was a very significant change in their lives. Carley 
reflected on the fact that she now found herself to be 
much more:

  … open with people. I can walk down the 
street and say g’day to someone and they’ll 
say g’day back, you know. That’s a good 
feeling that.

In contrast, those in Group E were, on average, 
housed for just over one third (35%) of the trial. 
Further examination of the data revealed that nearly 
one third (31%) of those in Group E had remained 
homeless during the entire trial period (the 
corresponding figure in Group J was 7%), and 
another 10% had been housed in total for six months 
or less (in Group J it was 3%). This means that over 
40% of those receiving assistance from existing 
services experienced little change in their housing 
circumstances over the three year period. Tamara 
was in a boarding house when we conducted the 
final interview and she had been residing there 
for a number of months. She told us that she was 
regularly woken up:



Figure 2: Overall DASS Score
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The DASS enabled us to create four measures. 
First, we created three individual measures to assess 
the level of depression, anxiety and stress. Second, 
we summated the scores of the 21 items to assess 
the overall emotional well-being of the participants. 

Over the 36 month period the average overall DASS 
score declined by similar amounts. In Group E it 
decreased from 63.2 to 57.4, while for Group J it 
declined from 54.5 to 44.6 (Figure 2). In the first 
18 months the average score of both groups 
followed a similar pattern and decreased, but then 
the average score for Group E starts to increase. 
By the 36 month survey Group E’s score is only 
marginally lower than at baseline.

When the scores in each of the domains – 
depression, anxiety and stress - were examined 
four discernible patterns emerged. First, when we 
compared baseline scores with the results from an 
observational study of trauma and distress among 
the long-term homeless by Taylor and Sharpe 
(2008), we found the DASS results of both studies 
were very similar (See Figures 3, 4 and 5; T&S = 
Taylor & Sharpe). This increased our confidence 
in the validity of the DASS tool. Second, in each 
domain Group J’s scores are lower at the 36 month 
survey than at baseline – stress declined from 20.2 
(a moderate level) to 14.6 (a mild level); anxiety 
declined from 15.2 (a severe level) to 12.4 (a 
moderate level) and depression from 19.1 to 15.5 
(a moderate level). The decline across all three 
areas suggests the J2SI participants’ emotional 
and mental well-being has improved, albeit slightly, 
over the course of the trial. Jobe said that he 
felt much more:

  … positive in what I am doing these days 
when I’ve got to do something or go 
somewhere. I’m more positive about what 
I’ve got in my mind and what I’m doing.

Second, the scores of those in Group E have also 
declined but not as much as those in Group J – 
Group E’s stress declined from 23.4 to 18.8; anxiety 
from 17.2 to 16.6 and depression from 22.5 to 19.7.

Third, over the course of the trial we observe more 
volatility in Group E’s scores. Further, Group E’s 
scores in all three domains increased in the last six 
months, and while it is not entirely clear why this 
happened, a plausible explanation is that it reflects 
the loss or precarious state of their housing.

Each DASS result indicates that Group J’s mental 
and emotional health has improved, but the results 
in the last 12 months deserve particular attention. 
While Group J’s level of depression and stress 
(Figures 3 and 5) improved the most over the course 

of the trial, in the final 12 months of the trial we 
observe little change in their level of both stress 
and depression, and an increase in the level of 
anxiety (Figure 4).

In previous reports we suggested the reason we 
observed little change in the DASS results for the 
first year may have been due to the stresses and 
tensions of moving out of a familiar place and space 
and into somewhere new and unfamiliar. We 
suggested that over time we would observe greater 
improvements in the participants’ scores as they 
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The important point to reflect on here is that the 
experiences the long-term homeless have had with 
other people are often characterised by a lack of 
trust or stability – attachments to important others 
are often compromised from an early age. Thus, 
services which occupy a privileged but also 
problematic position in the lives of the long-term 
homeless need to be cognizant of the potential 
impact of service withdrawal. How well services 
‘close a case’ can have a significant bearing on the 
trajectories people subsequently travel.

3.3  PHYSICAL HEALTH: 
PAIN AND MORTALITY

At the start of the trial just over three quarters (78%) 
of the participants reported chronic physical ill-health 
(Johnson et al. 2011). The sorts of health problems 
that people reported varied and while the likelihood 
of a full recovery from some chronic health problems 
is low3, having good support and stable housing are 
linked to better health management (McDermott, 
Bruce, Fisher and Muir 2009; McDermott, Bruce, 
Oprea, Fisher and Muir 2011). In this section we 
focus on the level of bodily pain the participants felt 
in the last four weeks ranging from ‘no bodily pain’ 
to ‘severe pain’.

Self-reports from Group J suggest their physical 
health has improved (Table 1, appendix A). The 
proportion who reported no bodily pain increased by 
14 percentage points, from 27% at baseline to 41% 
at the 36 month follow up. In Group E the pattern 
was less consistent. Just under a quarter (24%) 
reported no physical pain at benchmark and this 
increased only slightly to 29% in the first two years 
of the trial. In the last 12 months there was a marked 
increase in the number who reported no bodily pain, 
and at the 36 months survey 38% of Group E 
indicated they had no bodily pain in the 4 weeks 
preceding the 24 month follow up survey. While 
there was a 22 percentage point difference between 
the two groups at the 24 month follow up, by the 
36 month survey there is only a 3 percentage point 
difference. Given both the treatment and control 
groups reported similar results at the 36 month 
follow up it is difficult to determine whether or to what 
extent the J2SI program had a positive impact on 
people’s physical health and its management.

became accustomed to having a house, more 
confident in their ability to maintain their housing, 
and developed new routines that embedded them 
in the local environment. The results after two years 
of the trial seemed to support this argument. 

However, we found there was a small increase in 
anxiety over the final six months while the measures 
of depression and stress levelled out. As stress, 
depression and anxiety are influenced by a range 
of environmental, physiological and contextual 
factors, we suspect that the impending closure of the 
J2SI pilot and the cessation of long-term supportive 
relationships created concerns and doubts for some 
of the J2SI participants. The qualitative material 
indicated that participants had mixed feelings about 
J2SI closing. Some were ready to move on and this 
was often because they had other supports in place. 
Anne said that she felt:

  … good. I’ve got all my bases covered and 
I’ve still got a drug and alcohol worker that 
I see once a fortnight. 

 
Some reflected on the positive impact of J2SI. 
Amy told us that ‘if it wasn’t for J2SI I would be a lot 
sicker than what I am’. However, others were clearly 
worried and anxious. Malcolm told us that he would:

  … miss the program … being able to come 
here and talk to people. As silly as it sounds, 
you know what will I be left with, you know, 
where will I go next? I don’t know. 

 
The impact of case closure has received little 
attention from policy makers but it is a particularly 
salient issue. The J2SI pilot magnified the 
importance and complexity of effective case 
closure because of the tension between the logic 
that shaped the J2SI model was based on the idea 
of building relationships with participants, yet 
as a pilot program J2SI had a clear end point. 
The potential impact on J2SI clients was given 
considerable attention at both a governance and 
practice level. And while a number of practices and 
processes were put in place to alleviate distress, 
it is clear that for some participants for whom 
relationships with J2SI workers were still of 
considerable importance, the impending loss of 
that relationship had a detrimental impact on their 
emotional well-being. In the next report, which will 
examine data collected 12 months after the close of 
the J2SI pilot, we will be in a better position to tell 
whether this was a temporary outcome or a more 
enduring one.

3  At baseline 42% of the participants reported diseases of the digestive system, 39% reported diseases of the respiratory system, 
29% reported physical disabilities and 16% reported diseases of the circulatory system.



there are many ways of measuring service use. 
We use three measures to investigate different patterns 
of health service use among the two groups. The first 
measure investigates the usage rate. This refers to the 
proportion of people who used the service. Second, 
we examine usage intensity. This is the average amount 
of time a service is used by the people who use it. 
We then combine the above two measure to generate 
the average numbers of days of health service usage 
per individual, or the average use. The following 
sections work through each measure. 

3.4.1 USAGE RATE

After three years the evidence shows two distinct 
patterns in Group J’s use of health services, with 
little change observed in the proportion using hospital 
services but a substantial decline in the proportion 
who used psychiatric services. First, the proportion 
of Group J presenting at emergency hospital 
departments declined by six percentage points, from 
33% at baseline to 27% at the 36 month follow up, while 
the proportion admitted to general hospital declined by a 
single percentage point over the three years (from 27% 
to 26%). In both cases the usage rate declined most in 
the first 12 months, increasing very slightly hereafter for 
the next 24 months.

In contrast, among Group E the proportion presenting 
to emergency hospital departments declined by 
17 percentage points and the proportion admitted to 
general hospital declined by 16 percentage points 
between baseline and the 36 month follow-up. In both 
cases the decline was larger in the first two years 
compared to the last year of the trial where the 
proportion of Group E presenting to emergency 
hospital departments actually increased by eight 
percentage points, while the proportion admitted 
to general hospital remained much the same. 

While we observe little change in the usage rate 
of both types of hospital services the pattern is very 
different when we examine the use of psychiatric 
services, both emergency presentations and 
admissions to psychiatric units (Figure 6 and Figure 
7). In both cases Group J’s usage rate declined by 

The most extreme health outcome among the 
participants was the mortality rate. Research shows 
that the mortality rate among the homeless, 
particularly the long-term homeless, is higher than 
the general community (Babidge, Buhrich and Butler 
2001; Gossop, Stewart, Treacy and Marsden 2002; 
Hwang, Wilkins, Tjepkema, O’Campo and Dunn 
2009; Sadowski et al., 2009). After 36 months three 
Group E participants had passed away and so had 
one Group J participant. 

3.4 HEATH SERVICE USE 

Just over a decade ago Dennis Culhane, 
Stephen Meraux and Trevor Hadley (2002) 
published results of a study which showed that 
chronically homeless people placed into permanent 
housing used shelters, hospitals and prisons much 
less often. Since then there has been significant 
interest around the world in the potential cost 
savings (or off-sets) that might be achieved by 
investing in adequately resourced programs that 
aim to resolve long-term homelessness.

There is no doubt the long-term homeless are 
frequent users of costly emergency departments, 
psychiatric and hospital services and reducing 
the use of these services has important cost 
implications. However, while costs offsets are a 
crucial element in making a case for appropriately 
designed and resourced interventions, it is worth 
bearing in mind that the poor health of the long-term 
homeless means that high levels of health 
assistance are often still required. Hence, well 
targeted service interventions may lead to an 
increased use of some types of health services. 

In this section we examine the use of emergency 
health departments, both psychiatric and general 
hospital, as well as admissions into general hospital 
and psychiatric units over the three years. We report 
the most noticeable findings and direct the reader to 
the appendices for more detailed information.

Our first task, as it has been in each report, is to 
explain how we analysed the service use data as 

%

Figure 6: Proportion using emergency 
psychiatric services, last six months
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Figure 7: Proportion admitted 
to psychiatric unit, last six months
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Figure 8: Average number of times 
used emergency hospital (users only)
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Figure 11: Psychiatric unit admission, 
average number of days (users only)
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Figure 9: General hospital admission 
Average number of days (users only)
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Figure 10: Average number of times used 
emergency psychiatric services (users only)
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Overall, the key pattern to note is that those in 
Group J who used health services over the course 
of the trial tended to stay for shorter periods and 
required less intensive and costly interventions. 
This suggests that access to housing and 
enhanced support services can generate 
reductions in the amount of time people spend in 
hospital or require emergency hospital assistance.

nearly two thirds – the proportion of people using 
emergency psychiatric services declined from 27% 
at baseline to 9% at the 36 month follow up, while 
the proportion of people admitted to psychiatric units 
declined from 24% to 9% over the three year period. 
 
The data show that at the 36 month follow up fewer 
people in Group E were using the two psychiatric 
services than at baseline, and compared to 
Group J. However, it is important to note two things 
with respect to Group E and Group J’s use of 
psychiatric services. First Group E’s starting point 
was substantially lower than Group J’s. Second, the 
overall decline in Group E is much less than what 
was observed among Group J. 

3.4.2 USAGE INTENSITY

Although we observe different usage rates within 
and between the control and treatment groups, a key 
issue is whether those using the four types of health 
services are using any of them less often after three 
years than at the start of the trial. 

Despite fluctuations between observation periods, 
the data clearly show that Group J participants used 
all four health services less often at the 36 month 
mark than they did at baseline. The number of times 
people in Group J presented to emergency hospital 
departments declined by 50% from 4.6 at baseline 
to 2.3 at the 36 month follow up (Figure 8); the 
number of days they were admitted to general 
hospital declined by over two thirds from 16 days at 
baseline to just over five at the 36 month follow-up 
(Figure 9); the number of times they presented for 
emergency psychiatric assistance declined from 
5.7 times at baseline to 1.0 at the 36 month follow 
up (Figure 10), while the number of days Group J 
participants were admitted to a psychiatric unit for 
treatment declined by just over 70% over the course 
of the trial, from 24 days at baseline to 6 days at the 
36 month follow-up (Figure 11). Overall, Group J’s 
use of health services had declined more than Group 
E’s. The only exception to this was admissions to 
psychiatric units, but as Figure 11 shows there was 
considerable volatility in both groups usage intensity 
over the three years. 
 
With respect to Group E, Figure 8 shows that they 
presented to emergency hospital departments 
slightly less often (2.7 times at baseline versus 2.1 
times at the 36 month follow up); Figure 9 shows 
that they spent slightly fewer days in hospital at the 
36 month follow up than baseline (4.7 days against 
6.9 days at baseline), while Figure 10 shows that 
Group E required emergency psychiatric assistance 
more often at the 36 month follow up than they did at 
baseline - 1.7 times at baseline against 2.0 at the 36 
month follow up.



because their starting point was higher and at each 
survey Group E’s average was substantially higher 
than Group J’s.

Finally, with respect to the average number of days 
people have been hospitalised in a psychiatric unit, 
Figure 15 shows Group J reported they spent on 
average 0.6 days in the six months prior to the 36 
month follow up in a psychiatric unit compared to six 
days at baseline. Group E’s average use has also 
declined, and after three years is slightly lower than 
Group J, but they are coming off a lower starting 
point, and there are also marked increases in the 
average number of days in a psychiatric unit at the 
12 and 18 month follow up.

Although there is some variation in the use of 
health services with both groups showing greater 
improvements in some areas relative to the other 
group, the most important empirical finding is that 
Group J’s average use of emergency psychiatric 
services and their average number of days 
hospitalised in general hospitals and psychiatric units 
has declined both over time and relative to Group E. 
Group J’s need for emergency hospital treatment 
has also declined over time but less than Group E’s. 

This translates into a substantial health care impact 
and suggests that an intervention comprising stable 
housing and intensive case management can reduce 
the public burden associated with the over-utilisation 
of health services.

3.4.3 AVERAGE USE

In this section we combine the two previous 
measures to generate the average health service 
usage per individual, or the average use. Figure 12 
shows that at baseline both groups used emergency 
hospital services on average 1.5 times in the 
previous six months. After 36 months both groups 
average use of emergency hospital services 
declined to around 0.6, although the decline over 
the full three years was slightly larger in Group J.

Figure 13 shows that the average number of times 
Group J presented for emergency psychiatric 
assistance declined considerably from on average 
1.5 times at baseline to 0.1 times at the 36 month 
follow up, while there was no material change in 
Group E’s average use throughout the trial.

When we examine the average number of days 
people have been hospitalised the pattern is clearer. 
Figure 14 shows a reduction of about 68% in the 
average number of days Group J has been 
hospitalised (4.4 days at baseline versus 1.4 days 
at the 36 month follow up). Among Group E 
participants we observe a 73% increase over the 
first two year period in the average number of 
days they are hospitalised, but we then observe a 
substantial decline in the final 12 months from 5.2 
days to 1.2 days at the 36 month follow up. While 
both groups are, on average, admitted to hospital for 
similar amounts of time at the 36 month follow up, 
the overall reduction observed in Group J is larger 

Figure 12: Average number of times 
used emegency hospital (incl non-users)
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Figure 14: Avaerage number of 
days hospitalised (incl non-users)
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Figure 13: Average number of times 
used emegency psychiatric hospital (incl non-users)
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Figure 15: Avaerage number of days 
in psychiatric unit (incl non-users)
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Figure 16: Average number of times used 
homelessness services, last six months
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3.5 OTHER SERVICE USAGE

While the use of health services by the long-term 
homeless has generated considerable interest in the 
policy community around the world, we were also 
interested in what other services the trial participants 
used and whether their patterns of service use 
changed over the course of the trial. We were 
particularly interested in the use of homelessness 
services for two reasons. First, on a day to day 
basis, homelessness services cannot meet 
demand. Second, the chronically homeless use a 
disproportionate amount of service resources and 
any reduction could ostensibly free up resources.

There has been a significant decline in both groups’ 
use of homelessness services over the 36 months 
(Figure 16). In Group J we observe a consistent 
decline from an average of 3.5 times at baseline to 
0.2 times at the 36 month survey. In contrast, Group 
E’s pattern is more volatile, changing little in the first 
12 months, declining dramatically for the next 12 
months and then rising again in the final year of the 
trial leaving it at much the same level as it was at 
baseline. Group J’s use of crisis facilities also 
declines consistently over the three years, whereas 
Group E’s use of crisis facilities is uneven with 
substantial increases recorded at the 6 and 24 
month surveys (Table 2, appendix A). However 
the overall difference between the two groups is 
reactively small and statistically insignificant.

As was the case in the first 24 months there are no 
large or significant changes in most other service 
use indicators. The one area where a significant 
decline was observed was with the Sacred Heart 
Mission meals program. The number of times 
Group J used the meals program halved in the first 
12 months (76 to 34 occasions) and subsequently 
stabilised at around 30 for the last two years. 
Group E’s use of the meals program also declined 
in the first 12 months from 67 to 48 occasions but 
subsequently declined further to around 20 times 
at the 36 month follow up survey. While Group E is 
using meals programs less often now than at the 
start of the trial and compared to Group J, the overall 
decline observed in both groups is much the same.

There are also some changes in the participants’ 
experiences with the justice system over the 36 
month period. Group J’s involvement with the justice 
system has declined slightly but not as much as 
Group E’s. We found that the proportion of Group J 
charged with a criminal offence declined from 27% 
at baseline to 17% after 12 months, increased to 
25% at both the 18 and 24 month follow-ups but 
subsequently declined to 18% at the 36 month 
survey. Thus, although the pattern is uneven, the 
proportion of Group J charged with a criminal offence 
at the 36 month follow up is nine percentage points 
lower than reported at baseline. For Group E there 
has been a more consistent decline from 24% 
at baseline to 6% at the 36 month follow up 
(Table 3, appendix A).

The proportion of Group J participants who were 
incarcerated went up slightly in the first year and 
then came down in the second year – at baseline 
10% of Group J had been incarcerated in the 
six months prior to the survey and the equivalent 
figure for the 24 month follow-up was 5% (Table 
4, appendix A). The proportion subsequently rose 
sharply to 16% at the 30 month survey and then 
declined to 3% at the 36 month survey. While the 
pattern is uneven, the overall trend is that fewer 
people in Group J are being incarcerated after 
three years than at the start of the trial. In contrast, 
Group E start at a lower point (2%) and no-one 
reported being incarcerated in the 6, 12 or 18 month 
follow-ups. However, at the 24 month follow up 6% 
of Group E participants reported they had been 
incarcerated in the previous six months and this 
remained relatively constant across the 30 and 36 
month follow up surveys.



Figure 17: Average number of days incarcerated, last six months
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Over the first two years we found that not much 
had changed for either group. Our findings support 
other similar studies which consistently show little if 
any reduction in drinking and virtually no decline in 
illicit drug use among marginalised populations such 
as the long-term homeless, prisoners and people 
with mental health problems (Tsemberis 1999; 
Tsemberis and Eisenberg 2000; Gulcur, Stefanie, 
Shinn, Tsemberis and Fischer 2003; Tsemberis, 
Gulcur and Nakae 2004; Padgett, Gulcur and 
Tsemberis 2006; O’Connell, Kasprow and 
Rosenheck 2009).

In this section we are interested in whether the 
participants’ patterns of substance use have shifted 
over the full three years of the trial, and in particular 
the last 12 months. As with previous reports we 
examine the drugs the participants used in the last 
six months and, if they did use, whether there has 
been a shift in the frequency they consume4. 
We recognise that these measures are limited, 
particularly as they do not include the amount 
people consume. Although attempts were made to 
collect detailed information on the amount people 
consumed the quality of the data was poor. We also 
note that measuring changes in patterns of drug 
use is problematic. Researchers use a variety of 
measures to understand substance use and there 
is considerable debate in the literature about what 
constitutes the best measures (Leukefeld and 
Bukoski 1991). 

Furthermore, problems with recall, the stigma 
attached to drug use and also changes in the 
availability of drugs, influence what people report. 
Given the challenges collecting reliable data on 
drug using behaviour and that many of the changes 
we observe are too small to make meaningful 
comparisons, we refer readers to Tables 5, 6, 7 
and 8 in appendix A for more detailed information. 

Notwithstanding these issues, we found the use of 
illegal drugs remains a big issue for both groups. 
At baseline just over two thirds (67%) of Group J 
reported using illegal drugs in the six months prior 
to the survey. This had increased by 9 percentage 
points (to 76%) at the 24 month survey, but 
subsequently declined to 70% at the 36 month 
survey. In Group E there was a similar pattern 
where the proportion using illegal drugs increased 
from 74% to 81% over the first two years, but had 
subsequently dropped to 71% at the 36 month 
survey. In both groups the proportion using illegal 
drugs remain unchanged after three years.
 

4  In the analysis we are interested in those who reported consuming frequently. 
We define frequent use of drugs as consuming daily or weekly (including 2-3 times a week).

In the 24 month report we noted that when we 
examined the average number of days in prison an 
interesting pattern had emerged. In the first year the 
average number of days Group J spent in prison 
was 11.5 at the 6 month survey and 13.8 days at 
the 12 month survey. The average number of days 
subsequently declined to 10.8 at the 18 month 
survey and then to 2.5 at the 24 month follow up. 
At the 36 month survey the average number of days 
had declined to 0.1 (Figure 17). In contrast the 
average number of days incarcerated in Group E 
stayed at zero for the first 2 years but has 
subsequently risen considerably. While Group J 
clearly had a higher rate of incarceration in the first 
year, this was often due to offences committed 
before the J2SI trial began and the subsequent 
decline in the average amount of time incarcerated 
is perhaps a truer reflection of the impact of J2SI.

3.6 SUBSTANCE USE

When the evaluation started, a significant majority 
of the trial participants reported long-term problems 
with substance use – over 70% reported a history 
of IV drug use, and on average they first started 
injecting drugs at 17 years of age. Substance use 
among the long-term homeless is problematic for 
three reasons. First, long-term substance misuse 
has major implications for health, and the risk of 
premature death is greatly increased. Second, illicit 
drug use increases the risk of being exposed to 
violent and unpredictable situations and/or 
becoming involved in the criminal justice system. 
Third, substance misuse is a major barrier to 
exiting homelessness.
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Alcohol and cannabis were the most commonly 
used drugs. In Group E the proportion using alcohol 
dropped by 30 percentage points over the three 
years, from 74% at baseline to 44% at 36 months. 
In Group J the proportion using alcohol also 
declined, but by about half as much (from 68% 
at baseline to 50% at the 36 month survey). 
The proportion using cannabis remained relatively 
constant in Group E (57% at baseline, 59% at the 
24 month survey, and 61% at the 36 month survey), 
but there was an eight percentage point decline in 
Group J over the same period – from 61% at 
baseline to 53% at the 36 month survey.

Benzodiazepines were the next most commonly 
used drugs. Benzodiazepines such as Diazepam, 
Valium and Xanax are a prescription drug favoured 
by some because they are cheaper, easier to 
access and mimic the effects of opioids like heroin. 
But benzodiazepines can be highly addictive when 
they are used regularly (Ashton 2005). At baseline 
about half of the participants in both groups reported 
they had used benzodiazepines in the previous six 
months. However, the proportion of people using 
benzodiazepines declined from baseline by 26 
percentage points for Group E and 13 percentage 
points for Group J. 

We were particularly interested in changes in the use 
of heroin over time as it is a major barrier to exiting 
homelessness. Heroin is highly addictive and often 
leads to a destructive cycle that involves raising 
money, often through illegal means. Over the 36 
month period we observe a 31 percentage point 
decline in the proportion of Group E using heroin 
(46% to 15%) and a 15 percentage point decline 
in Group J over the same period (39% to 24%). 

In contrast to heroin, the use of methamphetamines 
(ice) had increased in both groups and over time. 
Among Group J it had risen from 19% at baseline to 
27% at the 36 month survey, while in Group E it rose 
from 10% to 15% over the three year period.

While the overall pattern is uneven - in some areas 
we observe increases in the proportion of people 
using, in other areas the proportion is more or 
less stable, and in some areas there have been 
improvements – two points that stood out in earlier 
reports remain. First, a high proportion of the trial 
participants in both groups continue to use illicit 
drugs. Second, Group E still appear to be doing 
slightly better.

The second area we examined was the frequency of 
substance use. Over the three year period there 
was little material change in the frequent use of 
alcohol - it decreased 4% to 3% for Group J but 
increased from 7% to 9% for Group E. We observe 
greater change (and volatility) in the frequent use 
of illegal drugs. In Group J the rate increased by 22 
percentage points (from 42% to 64%) but it declined 
by 6 percentage points (from 62% to 56%) for Group 
E. Even taking into account the different starting 
points of the two groups, the proportion of people 
who frequently used illegal drugs is higher in Group J 
than in Group E.

For Group J, the rate of frequent use increased 
across almost all types of drugs - there was an 
11 percentage point increase in the proportion who 
used heroin frequently. This contrasts with an 18 
percentage point decline for Group E (from 27% to 
9%). The frequent use of Benzodiazepines remained 
constant in Group J (33%) but decreased by 17 
percentage points in Group E (from 44% to 27%). 
The only declines we observed in Group J’s frequency 
of use were alcohol and amphetamines (speed), but 
they were small and statistically insignificant. 

While the overall pattern suggests that both groups 
are doing better, the amount of improvement is 
generally small and we are cautious about making 
any claims regarding the efficacy of the J2SI 
approach with respect to substance misuse.

The findings are not entirely surprising for two 
reasons. First, the literature clearly shows that 
the capacity of programs to effect change among 
homeless people with active addictions are limited. 
Second, J2SI’s approach emphasised helping 
people to manage their substance use in a way 
that reduced physical and emotional harm and also 
reduced the risk of losing their housing.

We think the key lesson to learn from J2SI is not 
that addressing substance abuse among the long-
term homeless is difficult, there is already ample 
evidence of this. Rather, it is that the long-term 
homeless with an active addiction can maintain 
their housing and this can be a foundation for better 
health, a reduced risk of premature death but also 
part of a broader process of change that individuals 
manage at their own pace and according to other 
circumstances in their life.
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Figure 19: Average number of times used employment services
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As with the previous report, a more detailed analysis 
of labour force participation reveals that changes 
in the rate are primarily driven by changes in the 
number of people looking for work. After 12 months 
the proportion of Group J unemployed but looking for 
work increased from 27% to 31%. It then increased 
to 36% after 24 months. After this it started to decline 
and by the 36 month follow up had fallen to 21% - 
that is about 1 in 5 Group J participants was actively 
looking for work. In Group E, it declined substantially 
over the three years, from 21% at baseline to 3% 
at the 36 month survey.

The higher proportion of Group J participants looking 
for work corresponds with a significantly higher use 
of employment services relative to Group E over 
the course of the trial (Figure 19). At baseline, the 
average number of times people used employment 
services in the previous 6 month period was 2.6 
times per person in Group J and it was 4.8 times per 
person for Group E. At the 12 month follow up the 
average number of times people in Group J used 
employment services had increased to 3.4 times 
per person in the previous 6 months, while the 
equivalent figure was 2.1 times per person in Group 
E. At the 24 month follow up, the average number of 
times people in Group J used employment services 
has increased to 7 times per person in the previous 
6 months, while it had declined substantially to 0.5 
times per person in Group E. By the final interview 
the average number of times people in Group J used 
employment services was 5.5 times per person in 
the previous 6 months, or about twice the average 
reported in the baseline survey. In contrast, the 
equivalent figure was 0.9 times per person in 
Group E, or less than a quarter reported at baseline.

3.7 ECONOMIC PARTICIPATION

When the trial started none of the participants were 
working, most had not worked for many years and 
a significant majority (about 70%) were not looking 
for work. A key goal of the J2SI pilot was to improve 
the labour force participation rate, indicated by the 
percentage of respondents who were either doing 
paid work or looking for paid work.

At the baseline survey labour force participation 
for Group E and J were similar – 26% and 30% 
respectively (Figure 18). However, over the course 
of the trial labour force participation rates among the 
two groups were very different. After 18 months, just 
over half (51%) of Group J were either looking for 
work or were working. The rate subsequently began 
to fall and after three years labour force participation 
was 35%, or just five percentage points higher than 
at baseline.

While this is a very modest improvement, a 
comparison with Group E is revealing. Figure 18 
shows that apart from the results from the 6 month 
survey, labour force participation in Group E is much 
lower than Group J in every period, and after three 
years 18% of those in Group E were participating in 
the labour force, or about half the rate reported in 
Group J (35%). These findings suggest two things. 
First, improving labour force participation among the 
chronically disadvantaged is possible but it is also 
very difficult to maintain. Second, that without 
intensive assistance of the sort offered by J2SI 
the long-term homeless risk becoming further 
disaffiliated from the labour market over time.
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3.8  SOCIAL CONNECTEDNESS, 
SUPPORT AND SATISFACTION

J2SI had high aspirations that through a combination 
of stable housing and intensive support participants 
would feel more connected to the mainstream 
community by the end of the three year trial. The 
high value placed on improving the participants’ 
sense of social connectedness, reflected an 
understanding that community links can help 
prevent the re-occurrence of homelessness, and 
also the deeper more intrinsic value that people 
derive from having a meaningful role in the 
community. However, the importance attached 
by J2SI to social connections under-estimated the 
challenge of overcoming the ‘deep’ social exclusion 
and the sort of functional adaptations that are 
common among the long-term homeless.

The evidence that emerged from the first 24 months 
of the trial indicated that assisting the long-term 
homeless to disengage from their social networks 
is a complicated task. While the long-term homeless 
occupy what is seen by the broader community as 
a devalued social and cultural landscape, that space 
is integral to each individual’s sense of identity. 
The distinct codes, rules, lexicons and hierarchies 
of power that provide structure to day-to-day life, 
are also the very mechanisms that perpetuate 
social exclusion.

Thus, despite commendable progress with respect 
to the participants’ health, service usage, and 
housing, on the two measures we use to investigate 
the participants’ feelings of social connectedness – 
the social acceptance scale and the social support 
scale5 – we observe little change over the course of 
the trial. Figures 20 and 21 indicate that both groups 
reported similar levels of social support and social 
acceptance throughout the trial, which suggests that 
the impact of the J2SI pilot was minimal. Further, 
while Figures 20 and 21 show that the results drifted 
slightly upwards for the first 24 months, they also 
indicate that for the final 12 months of the trial there 
was no further improvement. In fact, after 36 months 
the reported levels of social support are only 
marginally higher for both groups than at baseline. 
And, while the gap between baseline and the 36 
months results is larger with respect to the social 
acceptance scale, the difference is trivial.

While enabling participants to be ready and actively 
looking for work is an important indicator, doing 
paid work is a key measure. However, getting and 
keeping a job is a significant challenge for the 
long-term homeless. At the 36 month survey five 
people in each group were in paid employment, 
although at the 12, 18 and 30 month follow up more 
people in Group J were working (Table 9, appendix). 
While this suggests that intensive intervention can 
make a difference, the reality is that the work 
available to the long-term homeless is often 
insecure. The main types of employment have 
been of a casual nature and this reflects the 
difficulties that many marginalised workers face 
in the contemporary labour market.

While the signs are that J2SI made a difference 
to workforce participation it is important to be realistic 
about what services can achieve. This is particularly 
so in a context where the goal of social inclusion is 
commonly equated with economic participation. 
For the long-term homeless the probability of 
re-integration into the community via the workforce 
is relatively small. Thus while the evidence shows 
that the impact of J2SI is substantially larger than 
that of existing services, the reality is that between 
two thirds and four fifths of the trial participants are 
still outside the labour force. 

Economic participation is not the only route to 
social inclusion. In this context the extent to 
which the long-term homeless trial participants 
feel supported by and connected to the broader 
community is another, arguably more relevant 
indication of the extent to which the participants 
feel socially included. In the next section we 
examine whether over the course of the trial there 
have been any changes in the extent to which the 
participants feel supported by, and connected to 
the broader community.

5 For a full explanation of how we created the two scales see Johnson et al., 2011)



Without repeating what was said in the 24 month 
report, the evidence after 36 months emphasizes 
the point that the transition out of homelessness 
and the capacity to overcome deep social exclusion 
has to be understood in terms of the participants’ 
biographical experiences and also their adaptations 
to homelessness itself. Not only do the social, 
systematic and structural experiences of the 
long-term homeless leave lasting emotional scars, 
but their functional adaptations to day-to-day life 
outside of traditional institutions and social roles 
makes incorporation back into mainstream society 
a slow, complex and difficult journey. Nonetheless, 
no matter how challenging the transition out of 
homelessness may be, it is certainly not an 
impossible one. After 24 months Amy told us 
that she had:

  … started to get involved with a place called 
***** … And I go to a couple of their activities 
a week. So I get out about two, three times 
a week for a couple of hours whereas before 
I was just always at home and only went out 
for medical appointments. 

 

Figure 20: Social Acceptance Scale
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Figure 21: Social Support Scale
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The trial provides strong evidence that the transition 
out of homelessness is a complex process and that 
leaving behind established social networks, social 
practices, routines and roles that are often integral 
to each individual’s sense of identity and sense of 
belonging is not easy. Malcolm who had been in 
stable, permanent housing for over two years 
reflected on the negative character of his old social 
networks. He said that he found it hard when: 

  … a lot of people around you … just want 
you to fall. It’s like a tall poppy syndrome…
people tend to take more notice of who falls 
rather than who stands. 

Building new social connections takes time, as does 
building the sort of cultural and economic capital 
that is a necessary part of being a member of 
‘conventional’ society. 

3.8.1 SATISFACTION

Social scientists have shown an increasing interest 
in life satisfaction as a subjective measure of 
well-being. How satisfied we are with life is 
influenced by a range of social, cultural, economic, 
and personal factors and events. Research has 
identified a sense of connection to a community as 
one of the more significant factors that contribute 
to having a favourable attitude towards life. Along 
with community involvement, strong personal 
relationships and paid employment also play a 
prominent role in how happy and satisfied we are. 
At the same time events such as violence, death, 
jail, injury and separation have a negative impact 
on how satisfied and happy we are.

As we noted earlier in this report, we included a 
range of questions about life satisfaction drawn 
from the HILDA survey in our final survey. Data from 
HILDA, which is a national longitudinal survey with 
over 13,000 respondents, shows that Australians 
are generally happy with their lives, with an average 
response to the question ‘how satisfied are you with 
your life’ of 8 out of 10 (Wilkins 2013). When we 
asked the participants how satisfied they were with 
their life three years ago, the mean score was 3, with 
little difference between the two groups (Table 4). 
When we asked ‘how satisfied are you with your life 
now’ the average response was 5, again with little 
difference between the two groups. 
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Table 4 also provides an indication of the 
participants’ satisfaction in four other areas of 
their lives – their perception of the employment 
opportunities available to them, their financial 
situation, their health, and their involvement with 
the local community. The results are uniformly low 
compared to the broader community. Further, the fact 
that there is little difference between the two groups 
suggests that the effects of deep social exclusion are 
pervasive and persistent. As Tsemberis (2010:52) 
notes, interventions may indeed end long-term 
homelessness, but they often do little to address the 
‘normal everyday misery of extreme poverty, stigma, 
and unemployment’.

The low levels of satisfaction reported by both 
groups is a cogent reminder of the damaging impact 
of long-term homelessness and social exclusion 
on people’s sense of self, and their hopes and 
aspirations for the future. However, the life 
satisfaction of the participants is better now than 
three years ago and we have qualitative information 
that some people did have a more positive view 
of the world. Jobe told us that:

  …J2SI has helped me out in the personal 
wise and mentally as well. I’ve managed to 
get a car. I’ve got my house set up and none 
of these things would be capable without 
J2SI. I feel more positive in what I’m doing 
these days when I’ve got to do something, or 
go somewhere, I’m more positive about what 
I’ve got in my mind and what I’m doing.

Jobe’s comments raise the question of how long 
the negative effects of homelessness and social 
exclusion last for. In the next report we will examine 
various aspects of life satisfaction once again to 
try and shed some light on how persistent are 
the effects of long-term homelessness and deep 
social exclusio

Table 4: Satisfaction, average scores, both groups (scores between 0-10).

Group J
(n=34)

Group E
(n=32)

HILDA 
Male

2010*
Female

How satisfied with life (now) 5.0 5.2 – –

Compared to three years ago 3.0 3.0 – –

Employment opportunities 3.4 2.8 7.1 7.0

Financial situation 4.0 4.2 6.4 6.4

Part of local community 4.6 4.3 6.7 6.8

Your health 4.8 4.9 7.3 7.1

* Source Wilkins 2013



Thus, the benefit of the J2SI program can be 
obtained by calculating the difference between 
the average outcomes of the treatment group and 
the average outcomes of the control group. It is 
important to make the point that Australian studies 
that examine various interventions designed to end 
homelessness typically favour CEA and do not 
include proper control groups. As such comparing 
our results with ostensibly similar evaluations 
is misleading.

4.1  QUANTIFYING COSTS 
AND BENEFITS: PRELIMINARY 
CONSIDERATIONS

The first task was to obtain detailed information 
on the costs of the J2SI program. This was relatively 
straight forward and we sourced the data directly 
from Sacred Heart Mission. 

The next step, quantifying the benefits attributable 
to the J2SI program, was slightly more complicated. 
We did this by measuring the differences in average 
outcomes between J and E groups and then 
assigning a monetary value (in 2012 dollars) to 
the benefits. As both cost and benefit items cover 
multiple time periods, a discount rate of 4% is 
applied to both to obtain net present values6. We 
then present the net benefit by subtracting the cost 
the of J2SI program from the estimated benefit. 
The detailed procedures are listed in appendix B. 

However, it was not possible to measure the 
monetary value of various ‘intangible’ benefits such 
as improvements to participants’ self-esteem, or 
improvements in their sense of connectedness to the 
local community. Yet, as we know from the literature 
these ‘intangible’ benefits are important for the 
long-term homeless. This means that our estimate 
is likely to underestimate the full benefit of the 
J2SI program.

Another difficulty is the projection of future 
outcome(s). The benefits of the J2SI program may 
accrue over many years into the future. But, due to 
the high volatility of the outcomes in both groups, it 
is difficult to tell exactly what will happen in the future 
– some participants trajectories may broadly follow 
the existing trend, but for others their circumstances 
may well deteriorate. We include a 10 year projection 
based on the number of lives saved to highlight the 
importance of future outcomes. 

Effective policy and service delivery must be 
informed by evidence about what works, for whom, 
and in what circumstances. An equally important 
consideration is at what cost. Policy makers have 
limited resources and they need to ensure that the 
resources they have are ‘directed to the programs 
that are the most cost effective’ (FaHCSIA 2008:58). 
In this chapter we present our findings on the 
economic impact of the J2SI program.

In earlier reports we noted that there are various 
techniques to analyse the costs and benefits of 
social programs (Johnson et al., 2012). The two 
most common are cost-benefit analysis (CBA) and 
cost-effectiveness analysis (CEA). Both are useful 
tools for program evaluation as they enable policy 
makers to compare different programs and allocate 
resources more efficiently. We use a CBA, which is 
considered the best approach to use when social 
programs have several objectives and multiple 
outcomes, as is the case with J2SI.

Briefly, a CBA places a dollar value on program 
costs. Program outcomes (or benefits) are then 
turned into monetary values. Monetary values are 
then used to generate a net benefit ratio where the 
monetarised program benefits are divided by total 
program costs. While the final output of a CBA 
makes comparisons across different types of 
programs relatively easy, it is challenging to put 
a monetary value on all outcome measures and 
a CBA often requires a range of assumptions. 

Irrespective of what approach is used to examine 
the economic impact of a social program, the most 
important issue is how outcomes are measured. 
Although it is often the case that the outcome 
measures social programs use are idiosyncratic, 
the more critical issue is in fact the difficulty of 
attributing an outcome to a specific program when 
there is no control group. Finding a proper control 
group is difficult and most Australian studies do not 
use them. The lack of a control group or even the 
use of a non-equivalent comparison group (Flatau, 
Zaretzky, Brady, Haigh and Martin 2008) commonly 
result in an over-estimation of a program’s impact. 

In this evaluation the random assignment of 
participants ensured that there were no systematic 
differences between the characteristics of the 
treatment and control group prior to the 
commencement of the J2SI pilot. This means 
that we can use the outcomes of a control group 
as reliable proxies for the outcomes of the J2SI 
participants in absence of the J2SI intervention. 

6 The 4% rate is based on the Treasury indexed bond rate which is commonly used in cost-benefit analyses.

 4.  COST BENEFIT ANALYSIS
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Table 6 (below) shows our estimate of the benefit per 
person to both government and society. The positive 
numbers in the table reflect gains from J2SI while 
the negative numbers indicate losses7. The present 
value of the total benefit of J2SI is considerably 
higher for society ($19,811) than for government 
($7,379). The difference between the two figures 
primarily stems from accommodation and support 
services. Only support services are included in 
the calculation of the benefit to society while the 
subsidies government provides for accommodation 
(eg public housing subsidies) are included for 
government budgetary consideration. It is important 
to note that some of the subsidies were derived from 
the opportunity cost of public housing, and may not 
be the actual costs to government if a cash flow 
approach was applied. 

Table 6: Benefit of J2SI over the 
three year period ($ per participant)

Society Government

Earnings 957 –

Tax and transfer – 2,780

Health service 14,884 14,884

Drug and 
alcohol services

945 1,281

Accommodation 
and support services

13,121 -2,100

Other services 203 203

Contact with 
justice system

-9,605 -9,605

Total benefit 
(per participant)

$20,504 $7,442

Present value 
(per participant)

$19,811 $7,379

Note: 1.  For government, employment includes 
tax and transfers incurred based on 
their earnings. 

  2.  Due to the effect of rounding, the sum of 
all benefit items is not identical to the total 
benefit reported. 

We consider increased earnings a benefit to society, 
while increases in tax and reductions in income 
support payments are considered a benefit to 
government. However, given that the employment 
rate in both groups is very low, the difference 
between the two groups is small. 

4.2 COST OF THE J2SI PROGRAM 

The first step in costing the J2SI program involved 
identifying set-up costs. Set-up costs, which include 
office set-up and staff time during the establishment 
phase, were $145,000. Set-up costs have been 
excluded from the analysis. In the next step, 
we separated the J2SI program costs into six 
components. They are:

1. General management and governance. 
2.  Intensive Assistance and Co-ordination (IAC) 

– case management. 
3.  Building Up and Developing Skills 

(BUDS) programs. 
4. Therapeutic intervention. 
5. Other service delivery. 
6. Operational costs. 

Further information on the six cost areas is listed 
in Appendix B. Table 5 provides the costs of the 
J2SI program over three years. It shows that the total 
cost per participant was just over $80,000, and that 
case management accounted for approximately 
two thirds of the cost.

Table 5: Cost per person for the 
full three years of the J2SI program

Item

Project management 
and governance

$9,032

Case management (IAC) $55,829

BUDS $5,334

Therapeutic intervention $2,114

Other service delivery costs $2,744

Operational Costs $8,533

Total $83,587

Net present value cost per person $83,326

* All figures are converted to 2012 
Australian dollars. 

4.3 BENEFIT OF THE J2SI PROGRAM

The key benefits quantified in this report include 
employment gains and reduced use of health, 
employment, homelessness and accommodation 
support services, as well as drug and alcohol, 
gambling support, justice system and parenting 
support services. Table B1 in the appendix provides 
a full list of the items we used to calculate the 
benefits, the sources of our price data, and the 
assumptions that were made in determining the 
unit prices of each benefit item. 

7 We use Group J minus Group E to calculate the employment benefit. For the remaining calculations we use Group E minus Group J.



departments more often (Figure 12). This outcome was 
largely driven by an increase in the intensity of use 
among those who presented to health services rather 
than an increase in the number of Group J participants 
requiring medical and/or psychiatric 
assistance (Figure 8 to 11).

Table 7: Net benefit (per participant) 
and benefit-cost ratio of J2SI program 

Benefit 
(per 
person)

Net benefit 
(benefit / 
cost)

Benefit-cost 
ratio (benefit / 
cost)

NPV 
government 
(basic) 

19,811 -62,444 0.22

NPV society 
(basic) 

7,379 -68,044 0.15

NPV society 
(statistical 
life-10 years)

106,119 23,864 1.30

The estimated benefit in our basic measure does not 
include the lives saved by the J2SI program – there 
were three lives lost among Group E and one in Group J. 
According to the Best Practice Regulation Guidance 
Note - Value of statistical life published by the Australian 
Government Department of Finance and Deregulation 
(2008), the value of a statistical life year in 2007 was 
$151,000. The value of a statistical life year is an 
estimate of the ‘value society places on reducing the 
risk of premature death, expressed in terms of saving a 
statistical life year’. We adjusted the value to 2011/2012 
dollars ($198,933)8 and applied it to the benefits. If we 
assume the gap of two statistical lives between Group 
E and J persists for 10 years9, the benefit becomes far 
greater than cost (a ratio of 1.30, or for every dollar 
invested a $1:30 return to the community). In dollar terms 
this represents a net benefit of nearly $24,000. However, 
while lives saved is a tangible benefit for both the 
individual and the community, placing a monetary value 
on a person’s life is a contentious activity. Thus, the 
point of this exercise is to illustrate the potential size 
of under-estimation of the benefit of the J2SI program. 

To summarise, although some important benefits defy 
quantification, the CBA shows that the J2SI program 
generates some positive economic outcomes in the areas 
of health service use, as well as accommodation and 
support service use. However, it also shows that the 
short-term costs are higher than the economic benefits. 
This is perhaps a timely reminder that cost savings 
should never be the sole determinant upon which 
a program should be assessed.

8 The number is slightly different from the second report due to the revision of CPI index by the ABS. 
9  A UK study by the Crisis organisation (Crisis 2011) shows that the average age of death of a homeless person is 47 years old. 

The average age of our participants at baseline is 36.3. Therefore, we assume a 10 year statistical life. We also believe it is both plausible 
and conservative to assume a gap of two statistical lives over a 10 year period. 

In terms of health service use, we assume all 
treatments are publicly funded given the degree 
of disadvantage among this population. Similarly, 
there are no differences between government and 
society perspectives for the cost of drug and alcohol 
detoxification services, contact with justice system 
and other services, as we assume these services 
are all government funded.

What we found is that the major societal benefit 
of the J2SI program is the reduction in health 
services and accommodation and support services. 
Overall, the economic benefit to society of the J2SI 
intervention in both areas is approximately $28,000. 
Although this is a positive economic outcome, the 
negative benefit in the justice system area remained 
high – over all, contact with the justice system was 
higher for Group J than Group E. However, the high 
justice costs were incurred in the first 18 months 
of the program and in the final year we observe 
a substantial decline in Group J’s contact with the 
Justice System. While the decline was not enough 
to offset the costs accumulated in the first two 
years, the subsequent decline in the amount of time 
incarcerated is perhaps a better reflection of the 
impact of J2SI.

4.4  NET BENEFIT OF 
THE J2SI PROGRAM

In this section, we present the two commonly 
used measures in CBA – the net benefit and the 
benefit-cost ratio. The net benefit, in which costs are 
subtracted from the benefits, shows the size of the 
return. The benefit-cost ratio measures the return per 
dollar invested – for example where the benefit-cost 
ratio is 1.5, this means that for every dollar invested 
the return or savings to the community is $1.50. 
A benefit-cost ratio that is greater than one indicates 
the benefits exceed the costs.

Based on the estimates discussed in the previous 
two sections, the last column in Table 7 shows that 
over the three year period the costs outweigh 
the benefit, from both a government and society 
perspective – for every dollar invested the return 
is 0.22 and 0.15 respectively. In both cases the 
benefit-cost ratio was lower than reported after 24 
months, where the NPV for government and society 
was 0.24 and 0.35 respectively. The change reflects 
the higher health service usage for Group J than 
Group E in the third year. In the six months prior to 
the 30 month follow up survey, Group J spent, on 
average, a higher number of days in psychiatric units 
(Figure 15), a higher number of days hospitalised 
(Figure 14), and presented to emergency hospital 
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Being housed and having persistent, reliable support 
are cornerstones upon which a successful transition 
out of homelessness rests. However, the evidence 
from the J2SI trial shows that even with housing and 
intensive support, addressing deep social exclusion 
is difficult. Irrespective of what assistance is provided 
there is no guarantee the long-term homeless can 
leave behind the stigma of their ‘discredited past’ 
or overcome the numerous social and economic 
disadvantages that have accumulated throughout 
their lives.

This is certainly not a new finding. Many international 
studies report much the same yet it has received 
little attention from Australian policy makers, service 
providers or advocates. It is an awkward truth that 
needs to be confronted by program designers and 
service providers. The salient issue here is that 
leaving homelessness behind focuses attention on 
the future and this is a confronting question for both 
participants and policy makers. Having a home is an 
important element in each individual’s journey out 
of homelessness and back into mainstream society. 
Having a house provides a platform to address other 
issues and reduce the stigma of being homeless, 
but having ‘a home does not make a life’ (Padgett 
2007). The difficulties and challenges the long-term 
homeless face in making connections and finding 
acceptance in the broader community is a timely 
reminder of how the effects of social exclusion are 
deep, pervasive, and ongoing.

Nonetheless, after three years the J2SI pilot has 
shown that assisting the chronically homeless is 
possible, and this deserves to be recognised and 
celebrated. Most of the J2SI participants are now 
clearly travelling a far more promising trajectory than 
prior to their involvement with J2SI. 

The next test of the J2SI pilot will be whether the 
improvements reported here are sustained over the 
longer term. In 12 months time we will report on how 
the trial participants are travelling 12 months after 
the program closed. At that point we will be in the 
position to say whether the J2SI approach provides 
lasting solutions to long-term homelessness and 
whether the benefits justify the costs. 

J2SI made a difference. The trial shows that 
relationship informed models based on persistence 
and trust, combined with a focus on rapid access 
to independent housing can turn the lives of the 
long-term homeless around. After three years J2SI 
had addressed homelessness for 85% of the 
participants. The rate of housing retention is more 
than twice what existing services achieved, and is 
comparable to the best results reported elsewhere 
in the world. J2SI shows that an Australian designed 
model can achieve world class results. 

We found improvements in the emotional and 
physical health of J2SI participants, and also 
substantial reductions in the use of costly health 
and welfare services. We also found that J2SI had 
an impact on the participants’ involvement with the 
criminal justice system, but this pattern emerged 
quite late in the trial. 

Although the evaluation found improvements in 
a number of areas, the J2SI pilot did not have an 
impact in every area that we investigated. Substance 
misuse and social acceptance are two areas where 
we observed little change over time or between the 
two groups. These findings are interesting in as 
much as they raise the question of what constitutes 
a good outcome in these areas. With respect to 
substance misuse the findings corroborate what 
other studies have found – drug and alcohol 
interventions often have little direct impact on 
people’s substance use behaviour. However, in 
enabling chronic substance users to stay alive in 
a safe and stable environment J2SI may well have 
provided the foundation for future change. Further, 
the short term cost savings were not as large as was 
anticipated. However, it would be unwise to ignore 
the potential longer term economic benefits, although 
these will always be hard to quantify. It is worth 
re-iterating that the way we estimate benefits in this 
evaluation is very different to other studies in this 
area. Our approach was to compare Group J and 
Group E outcomes. Most studies do not have 
a comparison group, so they often use baseline 
results of the treatment group or general population 
as the point of comparison. This severely 
over-estimates the benefits. In the next report 
we intend to demonstrate the possible size of the 
over-estimation using different methods.

CONCLUSION
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APPENDIX A



Table 1: Report no bodily pain, last four weeks (%)

Mean Group J n Mean Group E n pvalue

0m 27.3 33 23.8 42 0.738

6m 27 37 17.1 35 0.318

12m 33.3 36 20.6 34 0.235

18m 32.4 37 25.8 31 0.555

24m 44.7 38 27.3 33 0.128

30m 52.6 38 41.7 36 0.352

36m 41.2 34 38.2 34 0.808

Table 2: Number of times used crisis accommodation facilities 

Mean Group J n Mean Group E n pvalue

0m 0.6 33 0.7 42 0.066

6m 0.4 35 2.2 35 0.58

12m 0 36 0.6 34 0.099

18m 0.1 37 0.2 31 0.662

24m 0.1 38 2.3 33 0.32

30m 0.1 37 1.1 35 0.253

36m 0.1 32 0.5 34 0.823

Table 3: Charged with a criminal offence, last six months (%)

Mean Group J n Mean Group E n pvalue

0m 27.3 33 23.8 42 0.738

6m 22.2 36 29.4 34 0.5

12m 16.7 36 20.6 34 0.679

18m 24.3 37 19.4 31 0.626

24m 24.3 37 9.1 33 0.087

30m 31.6 38 13.9 36 0.07

36m 18.2 33 5.9 34 0.128

Table 4: Incarcerated, last six months (%)

Mean Group J n Mean Group E n pvalue

0m 9 31 2.4 41 0.228

6m 14.3 35 0 35 0.023

12m 13.9 36 0 34 0.023

18m 8.1 37 0 31 0.083

24m 5.4 37 6.1 33 0.908

30m 15.8 38 8.3 36 0.33

36m 2.9 34 5.9 34 0.562
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Table 5: % Who used in the last six months, Group J

Survey period

0 6 12 18 24 30 36

Alcohol 68 55.6 65.7 58.3 70.3 56.8 50

Heroin 39.3 29.7 31.4 31.4 30.6 35.1 24.2

Methadone 39.3 36.1 30.6 34.3 36.1 38.9 31.3

Ice 18.8 11.4 30.6 32.4 18.9 25 27.3

Speed 22.6 22.9 16.7 14.3 7.9 2.7 3

Benzodiazepines 45.8 50 54.3 45.7 43.2 50 33.3

Cannabis 60.9 44.1 63.9 58.8 48.6 54.3 53.1

Illegal drugs 66.7 64.9 80.6 80 76.3 73 69.7

Table 6: % Reported using frequently in the last six months, Group J

Survey period

0 6 12 18 24 30 36

Alcohol 4 8.3 5.7 8.3 13.5 5.4 3.1

Heroin 7.1 16.2 8.6 17.1 19.4 10.8 18.2

Methadone 39.3 33.3 30.6 34.3 36.1 38.9 31.3

Ice 3.1 0 5.6 8.8 8.1 8.3 15.2

Speed 6.5 2.9 0 2.9 0 0 3

Benzodiazepines 33.3 38.2 48.6 37.1 35.1 41.7 33.3

Cannabis 34.8 32.4 44.4 41.2 40 45.7 53.1

Illegal drugs 42.4 48.6 63.9 62.9 65.8 67.6 63.6



Table 7: % Who used in the last six months, Group E

Survey period

0 6 12 18 24 30 36

Alcohol 74.4 61.8 60.6 58.6 67.7 52.8 43.8

Heroin 45.9 34.4 40.6 30 29 17.1 15.2

Methadone 36.8 44.1 51.5 45.2 48.4 47.2 48.5

Ice 10.3 17.1 14.7 9.7 12.5 16.7 15.2

Speed 15.4 5.7 11.8 9.7 12.5 2.8 2.9

Benzodiazepines 55.6 52.9 45.5 35.5 43.8 38.9 30.3

Cannabis 57.1 60 71 70 59.4 61.1 61.3

Illegal drugs 73.8 74.3 82.4 87.1 81.3 77.8 70.6

Table 8: % Reported using frequently in the last six months, Group E

Survey period

0 6 12 18 24 30 36

Alcohol 7.7 17.6 9.1 10.3 12.9 11.1 9.4

Heroin 27 15.6 9.4 6.7 9.7 5.7 9.1

Methadone 36.8 44.1 45.5 41.9 48.4 47.2 48.5

Ice 2.6 2.9 0 0 0 5.6 3

Speed 2.6 0 2.9 0 0 0 0

Benzodiazepines 44.4 32.4 33.3 26.3 34.4 30.6 27.3

Cannabis 34.3 40 48.4 50 50 47.2 45.2

Illegal drugs 61.9 60 58.8 64.5 68.8 61.1 55.9

Table 9: Number of people employed

Group J Group E

0m 1 2

6m 1 1

12m 4 1

18m 5 1

24m 4 5

30m 8 2

36m 5 5
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APPENDIX B: COST BENEFIT ANALYSIS: 
APPROACH AND ASSUMPTIONS



Cost Categories – detailed breakdown
1.  General management and governance. 

This includes the J2SI manager (0.9 EFT) and a 
part-time project officer (0.26 EFT). We also factor 
in the opportunity cost of the CEO’s time (0.05 
EFT)10. The J2SI pilot is overseen by an external 
Steering Committee and a Service Delivery 
Committee and the evaluation is overseen by 
an Evaluation Reference Group. We ignore 
the opportunity cost of the time that Steering 
Committee, Evaluation Reference Group and 
Service Delivery Committee members spent on 
this project. Although the governance structure 
may potentially increase the quality of service 
delivery, there is no direct evidence of the size 
of the effect. 

2.  Intensive Assistance and Co-ordination (IAC). 
This includes the cost of a full time IAC manager,
10 full-time IAC case workers and staff training. 
Costs include both salary and on-costs. Staff time 
to assist with the evaluation are not included.

3.  Building Up and Developing Skills (BUDS) 
programs. This component includes costs for 
1 full-time BUDS coordinator and all BUDS 
related expenditure. 

4.  Therapeutic intervention. This component includes 
0.6 EFT onsite psychologist (from September 
2010 to the end of year 2) and payments for 
off-site treatments. 

5.  Other service delivery. This includes flexible 
funds for J2SI participants11 and the costs of 
an employment consultant seconded from the 
Mental Illness Fellowship of Victoria12.

6.  Operational cost includes office occupancy and 
service costs, motor vehicle and travel expenses, 
amenities and overheads. 

Steps to generate net benefit of J2SI program: 
a.  Calculate the average real benefit of J2SI program 

per person each 6-month period since program 
commencement for 3 years

b.  Calculate differences in averages of each items 
between E and J ( J – E for employment and 
J – E for other items) 

c.  Sum up results from step b for survey 6 and 12, 
and sum up for survey 18 and 24 to create 
annual figure

d.  Apply discount rate 4% annual figure for both 
benefit and J2SI program cost and sum up the 
annual figures to obtain Net Present Value (NPV) 
of cost and NPV of benefit

e.  Subtract cost from the benefit to obtain 
Net benefit. Net benefit ratio is defined 
as Net benefit (NPV) divided by cost 

10  Due to privacy reasons we do not use the actual salary of Secret Heart Mission CEO to calculate the cost. 
We assume the salary and on-cost of a CEO of a medium sized NGO to be around $150,000 in 2012. 

11  Every J2SI participant is allocated $500 flexible funds per annum. These funds are used for furniture and other household goods, 
groceries, rental arrears, recreation, legal costs and healthcare.

12  Twelve months into the pilot Sacred Heart Mission entered into a partnership with the Mental Illness Fellowship of Victoria 
to co-locate a specialist employment consultant full-time with the J2SI team. The employment consultant works alongside 
the BUDS Coordinator and the IAC casework team and focuses on securing employment for J2SI participants. 
Sacred Heart Mission contributes $25,000 per annum to this position.
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Table B1: Definition of cost items and sources used in CBA

Cost item Definition Availability Source

Health services

GP consultation Medicare benefits paid on non-referred 
GP attendances / Total number Medicare 
non-referred GP attendances

Victoria Department of Health and 
Ageing. Medicare Statistics

Medical specialist Medicare benefits paid on specialist 
attendances/ Total number of Medicare 
specialist attendances

Victoria Department of Health and 
Ageing. Medicare Statistics

Other health 
services

Medicare benefits paid on other health 
services / Total number of Medicare other 
health services attendances

Victoria Department of Health and 
Ageing. Medicare Statistics

Nights in hospital Total admitted patient recurrent 
expenditure / total admitted patient days

Victoria AIHW, Australian 
Hospital Statistics

Casualty 
or emergency

Emergency department average cost 
per occasion of service, by triage class, 
public sector, Australia

National 
average

Productivity Commission. 
Annual Report on 
Government Services

Outpatient Non-admitted clinic occasions of service 
reported at Tier 0 clinics, public sector, 
Australia

National 
average

Productivity Commission. 
Annual Report on 
Government Services

Other health 
worker

Non-admitted clinic occasions of service 
for tier 1 clinics, sample results, public 
sector 2008-09. Cost per occasion of 
service

National 
average

Productivity Commission. 
Annual Report on 
Government Services

Ambulance Total expenses / total number of patients 
transported

Victoria Ambulance Victoria. 
Annual report

Day clinic Total expenditure / total occasion of 
services for non-admitted clinics, total 
average

National Productivity Commission. 
Annual Report on 
Government Services

Psychiatric ward Average cost per occasion of service National Productivity Commission. 
Annual Report on 
Government Services

Night in 
psychiatric 
hospital

Average recurrent costs per inpatient bed 
day in psychiatric hospitals (all units)

Victoria Productivity Commission. 
Annual Report on 
Government Services.

Community 
mental health 
services

Average cost of ambulatory care per day: 
cost per episode / number of average 
days per episode

Victoria Productivity Commission. 
Annual Report on 
Government Services

Dentist Average cost per occasion of service National Productivity Commission. 
Annual Report on 
Government Services

Needle exchange Total spending on NSP (Needle and 
Syringe Exchange Programs) / Number 
of syringes exchanged

Victoria Department of Health and 
Ageing. 2009. Return on 
investment 2: Evaluating the 
cost-effectiveness of needle 
and syringe programs 
in Australia



Cost item Definition Availability Source

Justice services

Charged with 
criminal offence

Court administration recurrent 
expenditure less income / total 
number of finalizations

Victoria Productivity Commission. 
Annual Report on 
Government Services

Night in prison Recurrent expenditure per prisoner 
per day

Victoria Productivity Commission. 
Annual Report on 
Government Services

Child protection 
services

Average cost per incident 
calculated as weighted average 
of cost per notification, investigation 
and substantiation

Victoria Productivity Commission. 
Annual Report on 
Government Services

Service usage

Homelessness 
services

Cost per hour of consultation. 
Assume on average 1 hour per visit

Victoria Sacred Heart Mission 
(award rate of community 
service worker grade 4 plus 
25% on cost)

Job network ser-
vices

Cost per hour of consultation. 
Proxied by hourly wage of full-time 
public employee in Victoria

Victoria Australian Bureau of 
Statistics. TABLE 14B. Average 
Weekly Earnings, Private and 
Public Sectors, Victoria 
(Dollars) - Original – Persons

Parenting support 
services

Cost per hour of consultation. 
Proxied by hourly wage of full-time 
public employee in Victoria

Victoria Australian Bureau of Statistics. 
TABLE 14B. Average Weekly 
Earnings, Private and Public 
Sectors, Victoria (Dollars) - 
Original – Persons

Neighbourhood 
house/community 
centre

Cost per hour of consultation. 
Proxied by hourly wage of full-time 
public employee in Victoria

Victoria Australian Bureau of Statistics. 
TABLE 14B. Average Weekly 
Earnings, Private and Public 
Sectors, Victoria (Dollars) - 
Original – Persons

Gambling support 
services

Cost per hour of consultation. 
Proxied by hourly wage of full-time 
public employee in Victoria

Victoria Australian Bureau of Statistics. 
TABLE 14B. Average Weekly 
Earnings, Private and Public 
Sectors, Victoria (Dollars) - 
Original – Persons

Consumer or 
tenancy services

Cost per hour of consultation. 
Proxied by hourly wage of full-time 
public employee in Victoria

Victoria Australian Bureau of Statistics. 
TABLE 14B. Average Weekly 
Earnings, Private and Public 
Sectors, Victoria (Dollars) - 
Original – Persons

Other services Cost per hour of consultation. 
Proxied by hourly wage of full-time 
public employee in Victoria

Victoria Australian Bureau of Statistics. 
TABLE 14B. Average Weekly 
Earnings, Private and Public 
Sectors, Victoria (Dollars) - 
Original – Persons
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Cost item Definition Availability Source

Housing

Crisis 
accommodation

Cost of support 
service per week
Cost of accommodation 
per week

Victoria Data obtained from the Victorian Department 
of Human Services Note: Cost of support 
services, only cost per person data is 
available, assumed 12 weeks services 
received per person to translate the figure 
to weekly figure

Community 
rooming house - 
shared facilities 

Administrative cost per 
change of tenancy

Victoria The actual location of the participants is 
unknown. Used information from St Kilda 
Community Housing as a proxy for all 
community housing

OoH 
(Public housing) 

Administrative cost per 
change of tenancy

Victoria Data obtained from the Victorian Department 
of Human Services

Rent subsidy per week Victoria Market rent – 25% of household income 
per week

SRS (supported 
residential service) 

Support services per 
week 

Victoria Assume the same as Queen’s Road 
supportive housing

TH (Transitional 
housing) 

Administrative cost per 
change of tenancy 

Victoria Information obtained from DHS

Rent subsidy per week Victoria Market rent – 25% of household income per 
week – 15% of family tax benefit per week

Supportive housing 
- Queens Road 

Support services per 
week

Victoria Information obtained from Sacred 
Heart Mission

Supportive housing 
CommonGround 

Support services per 
week

Victoria Information obtained from Common Ground

Community housing Administrative cost per 
change of tenancy

Victoria The actual location of the participants is 
unknown. Used information from St Kilda 
Community Housing as a proxy for all 
community housing

• Note:  1.  The administrative cost per change of tenancy for supportive housing is assumed 
to be the same as transitional housing.

  2.  For market rent, use DHS rental report table 9 moving annual median rent for inner Melbourne. 
If single or couple, use one bedroom flat. If a couple with children use two bed room flat. 
Sole parent use two bedroom flat.

Sources:
– Productivity Commission, 2012. Report on Government Services 2012. 
 Volume 1: Early Childhood, Education and Training; Justice; Emergency Management. Canberra 
– Productivity Commission, 2012. Report on Government Services 2012. 
 Volume 2: Health; Community Services; Housing and Homelessness. Canberra.
– Ambulance Victoria, 2011. 2010-2011. Annual Report. Melbourne.
– Department of Health and Ageing. 2009. Return on investment 2: Evaluating the cost-effectiveness 
 of needle and syringe programs in Australia. DoHA: Canberra. 
– Australian Institute of Health and Welfare. 2010. Australian Hospital Statistics 2008–09. AIHW: Canberra. 

Internet 
– DoHA, Medicare Statistics available from 
 http://www.health.gov.au/internet/main/publishing.nsf/Content/Medicare+Statistics-1 
– DHS rental report time series data from http://www.dhs.vic.gov.au/about-the-department/
 documents-and-resources/research,-data-and-statistics/current-rental-report



The first report examined 12 months outcomes from 
the J2SI pilot program and can be downloaded from 
http://www.sacredheartmission.org/

The second report examined 24 months outcomes 
from the J2SI pilot program and can be downloaded 
from http://www.sacredheartmission.org/

LONG-TERM 
HOMELESSNESS:

GUY JOHNSON, SHARON PARKINSON, 
YI-PING TSENG AND DANIEL KUEHNLE

UNDERSTANDING
THE CHALLENGE
12 months outcomes from the Journey to Social Inclusion pilot program

A fourth and final report will focus on what has 
happened to the trial participants 12 months after the 
program ends. It is due for release in August 2014.

For those interested in the process evaluation of the 
J2SI model, the first report can be downloaded from 
http://www.sacredheartmission.org/

For those interested in the participants’ experiences 
of homelessness, the report can be downloaded from 
http://www.sacredheartmission.org/

THIS IS NOT

GUY JOHNSON AND NICOLA WYLIE

Chronic homelessness in Melbourne

LIVING

Johnson, G., S. Parkinson, 
Y. Tseng and D. Kuehnle (2011). 
Long-term homelessness: 
Understanding the Challenge. 
Melbourne, Sacred Heart 
Mission.

Johnson, G. & N. Wylie 
(2010). This is not living: 
Chronic homelessness in 
Melbourne, Melbourne, 
Sacred Heart Mission.

Johnson, G., Kuehnle, D., 
Parkinson, S. & Tseng, Y. (2012) 
Meeting the Challenge? Transitions 
out of long-term homelessness 
A randomised controlled trial 
examining the 24 month costs, 
benefits and social outcomes from 
the Journey to Social Inclusion 
pilot program. Sacred Heart 
Mission, St Kilda.

THE JOURNEY TO SOCIAL INCLUSION 
PROJECT IN PRACTICE:  

BY DR SHARON PARKINSON
School of Global Studies, Social Science & Planning, AHURI 

Research Centre, RMIT University

A PROCESS EVALUATION 
OF THE FIRST 18 MONTHS

Parkinson, S. (2012). The 
Journey to Social Inclusion 
Project in Practice: A Process 
Evaluation of the First 18 
months. St.Kilda, Sacred 
Heart Mission.

p

MEETING THE 
CHALLENGE?

GUY JOHNSON, DANIEL KUEHNLE,
SHARON PARKINSON AND YI-PING TSENG

TRANSITIONS OUT OF 
LONG-TERM HOMELESSNESS
and social outcomes from the Journey to Social Inclusion pilot project



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [72 72]
  /PageSize [612.000 792.000]
>> setpagedevice


