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Background 
Locational disadvantage refers to environments which are characterised by geographical 
concentrations of disadvantage. Within locationally disadvantaged communities, people consistently 
have poorer health outcomes, relating to characteristics of socio-economic disadvantage, social 
exclusion, poor access to employment and education opportunities and poorer physical 
environments. Six of the ten most disadvantaged local government areas are within the South 
Western Sydney area (Australian Bureau of Statistics., 2011)1. 

One method of addressing this disadvantage is through place-based interventions. Place-based 
interventions aim to improve social, cultural, economic and physical environments in order to improve 
inequities and health outcomes within a defined area. These interventions can be highly variable in 
their scope and breadth, and often feature collaborative efforts between multiple stakeholder groups. 

A review published by CHETRE in 2018 (Crimeen et al., 2017)2 highlighted that place-based 
interventions can be associated with positive changes related to health and health-related 
behavioural outcomes. Some of these encompassed reduction in health inequities between targeted 
and less disadvantaged neighbourhoods; and successfully changing built environment, fostering 
social cohesion and improving economic environments in the intervention areas. 

In addition, a scoping review, conducted by CHETRE in 2019 to inform this project, found that the 
key themes underpinning the effectiveness of place-based interventions included: 

• Co-design and community engagement approaches in the design and implementation of    
interventions; 

• Partnerships with relevant stakeholders – e.g. case managers, non- government 
organisations (NGO)s, support services etc.; 

• Recognising and harnessing assets among local people; 

• Ensuring ongoing organisational support to enhance sustainability of interventions. 

The Health and Housing Partnership is an agreement between The Department of Communities and 
Justice (DC&J) - South Western Sydney Area, NSW Land and Housing Corporation, Population Health, 
South Western Sydney Local Health District, NSW Health and The Centre for Health Equity Training 
Research and Evaluation, UNSW Sydney. The Partnership’s vision is to improve the health and 
wellbeing of the social housing communities of South West Sydney. This project falls under Objective 
3 of the Housing and Health Partnership Agreement 2018-21 Implementation Plan: To develop 
innovative approaches in disadvantaged communities in SWS with social housing tenants to improve 
their health and access to health  

DC&J provides secure and affordable rental housing for people on low incomes with housing need. 
DC&J administers  a number of bedsit complexes particularly within the Miller area. The bedsits are 

 
1 Australian Bureau of Statistics. (2011, 28 March 2013). 2033.0.55.001 – Socio-economic indexes for Areas 
(SEIFA). Retrieved from 
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/2033.0.55.001mainfeatures100132011 
2 Crimeen, A., Bernstein, M., Zapart, S., Haigh, F., (2017), Centre for Health Equity Training, Research and 
Evaluation (CHETRE), South Western Sydney Local Health District and UNSW Australia: Liverpool 

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/2033.0.55.001mainfeatures100132011
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small single room accommodations. These clients can have trouble maintaining tenancies with 
failures relating to payment of rent, inappropriate behaviour, and property maintenance. From a 
health perspective these clients experience a high level of health inequity. 

Previously one complex in the Miller area was targeted by Housing with an intervention combining 
intensive case management, community capacity building and health promotion activities. This 
intervention was successful (although not formally evaluated), with increased sustainability of 
tenancies, a sense of community and support among the tenants, and improved wellbeing being 
reported. This intervention, however, involved moving the previous (predominantly male) tenants 
out of the bedsits and replacing them with vulnerable women.  

The Health, wellbeing and sustainable tenancies for bedsit clients: A place-based intervention and 
evaluation project plans to replicate and formally evaluate the previously used approach in a bedsit 
in Miller, NSW. The intervention will be informed by the previous experience however will not 
involve moving out the current tenants, it will be delivered to the current residents. Housing, within 
the DC&J are partners in this project and are interested in using the evaluation findings to inform 
their work across NSW.  

The overall aim of the project is to:  

a. Improve health and wellbeing outcomes for bedsit clients; 
 

b. Increase sustainable tenancies within bedsit complexes. 
 

Purpose of this document 
This document provides a report of the completed Stage 1 -Planning, of the Health, wellbeing and 
sustainable tenancies for bedsit clients: A place-based intervention and evaluation project.   In stages 
2-4 of the project the intervention will be implemented and evaluated and a report detailing the 
evaluation findings will be developed.    

This current report only includes the outcomes of the completed Stage 1 – Planning. It includes 
firstly a brief overview of the project, followed by findings from the scoping review, a detailed 
project protocol, the evaluation plan, and the ethics application.      

Project overview and Stage 1 outcomes 
This project involves four stages: Planning; Intervention implementation and data collection; 
Integration and analysis; and reporting. Detailed descriptions of each stage are presented in the 
Project protocol and Evaluation plan sections. Stage 1, Planning, included firstly a scoping review of 
available place-based interventions focussing on vulnerable complex clients that informed the 
intervention design and project planning.  The review findings, along with planning meetings and 
workshops held with the project team (Housing staff, CHETRE staff, Community Representatives) 
and representatives from Population Health and Housing resulted in the development of the 
intervention design, and a detailed project protocol, including an evaluation plan.    
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Scoping Review  

Aims 
CHETRE undertook a scoping review as the first stage (1a) of the project. The scoping review was 
conducted to: 

• Inform the design of the project, identify tools and related activities; 
 

• Identify an evidence-base around the effectiveness of social and economic place-based 
interventions that have been associated with improved health and overall well-being of 
populations with complex and multiple vulnerabilities; 
   

• Focus on interventions relevant to social housing/bedsit style settings. This included 
reviewing housing models such as ‘Foyer Model’ and ‘Housing First’; 
 

• Identify key questions and/or standardised instruments that may be used. 

Methodology 
Peer-reviewed articles were identified through an electronic search of all publication years (until 4th 
July 2019) in four databases: Medline, CINAHL, Scopus and PsychInfo. The following search terms 
were used: ‘neighbourhood renewal OR  Housing First OR Foyer model OR supportive housing 
interventions OR place-based interventions OR socioeconomic housing interventions OR social work 
OR social housing OR community interventions OR social interventions OR collective impact 
strategies’ AND ‘mental health OR drug and alcohol OR criminal history OR disability OR ex-prisoners 
OR registered offenders OR domestic violence OR socially disadvantaged communities OR grassroots 
communities’ AND ‘social cohesion OR social connectedness OR social engagement OR social capital 
OR social inclusion OR community integration OR social integration OR health outcomes OR 
community cohesion OR community engagement OR community participation OR community pride 
OR safe and harmonious community OR self-sustaining development OR resident involvement 
impact’. The search was limited to studies published in English language only. 

The peer reviewed literature searches were supplemented by a hand search of grey literature 
including Australian Housing and Urban Research Institute, government documents and relevant 
project reports.  

Results  
The final search of the four chosen databases yielded 859 references. This was reduced to a total 
588 articles after removal of 271 duplicates. 535 articles were further removed during the title and 
abstract screening process resulting in 53 articles of which relevant data was extracted. The 
supplementary search yielded 8 references, from all of which relevant data was extracted (Figure 1).  
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Figure 1. Flow chart of the scoping review search strategy 
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Introduction 
The literature highlights that there are key considerations when working with populations with 
complex needs, which need to be taken into account throughout the development and 
implementation of interventions. These considerations include prevention focus, support and the 
need for multifaceted interventions.  The literature suggests that interventions must be developed 
and implemented using a co-design approach, with direct involvement from those who will be 
impacted by the intervention. The literature also outlines key components that interventions are 
typically based around including community capacity building, social connectedness, promoting 
sense of pride, improving physical and mental wellbeing, assistance in accessing support services, 
multidisciplinary action and intensive case management.  The literature also suggests that although 
effectiveness of such interventions is mixed and highly context specific, positive changes were seen 
in programs which typically included multifaceted/holistic approaches, effective community 
engagement and individualised case management. 

Interventions for tenants with complex needs  
A paper commissioned by the Queensland Mental Health Commission3  reviewed the Anti-Social 
Behaviour Policy (strike system) and its appropriateness for clients with complex needs (mental 
health and substance misuse issues). The review summarised five approaches utilised in reducing 
anti-social behaviour (Table 1). 

Table 1. Approaches and methods for reducing anti-social behaviour in social housing 

Approaches Methods 

1. Sanctions      1. Enforcing tenancy agreements 
2. Three Strikes 
3. Probationary tenancies 
4. Acceptable behaviour agreements 

2. Prevention 
 

1. Improving the physical environment 
2. Improving the social environment 
3. Allocation policies 
4. Mediation 
5. Incentive Schemes 

3. Intervention Evaluation Support 
 

1. Tenant-centred management 
2. Specialised support services 
3. Data on complex needs 
4. Early intervention 
5. Working with other agencies 
6. Staff training in tenancy support 

4. Rehabilitation 1. Post-eviction training and support 
5. Comprehensive multi-method Combinations of approaches 

Strategic planning 
Specialised staffing 

 
3 Jones A, Phillips R, Parsell C, Dingle G. Review of systemic issues for social housing clients with complex 
needs. PREPARED FOR THE QUEENSLAND MENTAL HEALTH COMMISSION (SEPT 2014) (Report). Queensland, 
Australia: Institute for Social Science Research: University of Queensland; 2014 
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For the bedsit project, the most relevant approaches include: prevention, support and 
comprehensive multi-method.  
 

Prevention 
Prevention approaches are based around improving physical and social environments as well as the 
implementation of conflict resolution strategies. These approaches reduce opportunities for 
antisocial behaviour to occur as well as encouraging positive social interactions.  

There is well established literature linking poor physical environment to crime, nuisance and anti-
social behaviour particularly for social housing. However, in recent years there has been a shift 
acknowledging that whilst improvements to physical design are important, these need to be 
accompanied by social/spatial interventions. There are many strategies which have been adopted 
over recent years aimed at social community improvement, many of which still incorporate physical 
improvements, these include: 

• Increased service provision; 
  

• Increasing social mix (tenure diversification) and de-concentration of social housing ; 
 

• Intensive social housing management including improved communication strategies, 
personal approach and collaboration between housing managers and police; 
 

• Community development activities including supporting community organisations to 
increase social capital;  
 

• Reducing stigma of localities; 
  

• Place management strategies;  
 

• Mediation strategies; 
 

• Incentive strategies e.g. rewarding tenants for maintaining properties. 

Support  
Supporting social housing tenants is core to the concept of social housing, central to its idea is that 
providing housing to disadvantaged individuals would improve non-shelter outcomes such as 
education and employment. Support of tenants is also important in sustaining tenancies, failed 
tenancies are frequently equated with policy failure for tenants and the system itself. Vulnerable 
households are more likely to breach tenancy agreements, these groups include those experiencing 
poverty and low income, prior debt, mental illness and addiction, ill-health and disability, lack of 
social support, limited life skills, family instability, cultural factors, prior housing instability and 
unsuitable housing. Support of tenants with mental illness is particularly important. One study found 
that the highest risk was a lack of support following a crisis and no ongoing support in the first six 
months of moving4. Habibis et al. (2007)5  developed a ‘good practice guide’ to managing and 
reducing demanding behaviour through support. The main elements of the approach are: 

 
4 Slade M, Scott H, Truman C, Leese M. Risk factors for tenancy breakdown for mentally ill people. Journal of 
Mental Health. 1999;8(4):361-71. 
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• Tenant-centred management; 
 

• Specialised support services; 
 

• Data on tenants with complex needs; 
 

• Early intervention; 
 

• Working with other agencies. 

Comprehensive multi-method approaches 
The review highlighted that antisocial behaviour is a significant issue in social housing that needs to 
be addressed through a comprehensive approach that involves: 

• Deployment of a range of methods including sanctions, prevention, support and 
rehabilitation; 
 

• Planning based on an understanding of the causes and extent of the problem; 
 

• Specialist staffing that recognises the complexity of the issue and the need for expertise; 
 

• Research, monitoring and evaluation of the effectiveness of antisocial behaviour  
interventions. 
 

Any approaches need to acknowledge and account for the link between antisocial behaviour 
individuals with complex needs (both as perpetrators and victims of). There is a need to shift from 
the traditional reactive approach to reducing antisocial behaviour to a planned proactive approach.  
The planned approach is proactive, seeking to avert as well as to react to antisocial behaviour. It is 
based on the theory that antisocial behaviour can be prevented in part by changes to the physical 
and social environment and by improved processes relating to housing allocations, mediation of 
disputes and incentives to good behaviour. 

A paper by Donoghue & Tranter (2012)6 found that social housing tenants have significantly lower 
levels of social capital than homeowners and private renters. In particular social housing tenants 
have lower levels of interpersonal trust. 

As stated above, use of specialist staffing is also important. Engaging a multidisciplinary team to 
deliver interventions to complex housing clients ensures that a range of needs are met. In particular, 
involvement of mental health services for those suffering severe mental illness7 and mental health 
training for staff (housing)8 have been shown to be beneficial for any interventions. 

 
5 Habibis D, Atkinson R, Dunbar T, Goss D, Easthope H, Maginn P. A Sustaining Tenancies Approach to 
Managing Demanding Behaviour in Public Housing: a Good Practice Guide. Melbourne: Australian Housing and 
Urban Research Institute; 2007. Report No.: 103. 
6 Donoghue J & Tranter B. Social Capital, Interpersonal Trust, and Public Housing. Australian Social Work. 
2012;65(3):413-430. 
7 Farone DW. Schizophrenia, community integration, and recovery: implications for social work practice. Social 
Work in Mental Health. 2006;4(4):21-36. 
8 Robinson M, Raine G, Robertson S, Steen M, Day R. Peer support as a resilience building practice with me. 
Journal of Public Mental Health. 2015; 14(4):196-204. 
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Models  
The scoping review highlighted a number of models which are relevant to developing interventions 
for complex clients, these included: housing first, foyer model, place-based interventions and 
community gardens. Each of these models are described below.  

Housing First  
The Housing First model was developed with the primary focus of reducing homelessness. The 
approach involves the provision of permanent housing as the first and urgent priority. Once housing 
is secured clients are then offered relevant health and wellbeing services from a multidisciplinary 
team e.g. drug and alcohol or mental health services. Participation in these services is not 
conditional to housing provision9.  

Foyer model 
The Foyer model is a transitional housing approach primarily focused on young people.  The 
approach aims to reduce youth homelessness and unemployment. It involves the provision of 
accommodation (for up to 2 years) in supported, congregate living along with education, 
employment and personal development opportunities. Clients are required to attend and maintain 
education, training and employment activities in order to remain in the program (and therefore in 
accommodation)10. 

Place-Based Interventions  
Place-based interventions are “a collaborative means to address complex socioeconomic issues 
through interventions defined at a specific geographic scale”11. A review in 2007 by CHETRE 
found that while many place-based interventions had been implemented to address health issues 
in areas of disadvantage, a knowledge gap existed as to the effectiveness of these interventions 
due to difficulties with evaluation12. The results that were available showed a range of outcomes 
that indicated links between the intervention and health outcome changes. 

Community Gardens  
Community gardens in social housing estates aim to address the socio-ecological determinants of 
health through the creation of socially inclusive community gardens. Community gardens typically 
take a bottom-up approach and are informed by community development principles13. One major 
community garden project in NSW is the Community Greening project run by the Royal Botanic 

 
9 Australian Housing and Urban Research Institute (AHURI). What is the Housing First model and how does it 
help those experiencing homelessness? Accessed from: https://www.ahuri.edu.au/policy/ahuri-briefs/what-is-
the-housing-first-model 09/03/2020 
10 Foyer Foundation. How Foyers Work. Accessed from: https://foyer.org.au/foyers-in-australia/ 09/03/2020. 
11 Cantin, Bernard. 2010. “Integrated Place-Based Approaches for Sustainable Development.” 
Horizons: Sustainable Places, (4) 10. Policy Horizons: Ottawa. 
12 Larsen, K. (2007) The Health Impacts of Place-Based Interventions in Areas of Concentrated 
Disadvantage: A Review of the Literature. Sydney South West Area Health Service: Liverpool 
13 Zezima, C. A money saving suide to keeping your site green, healthy and energy effienct. Sustainable 
Affordable Housing Management eBook. 2016.  

https://www.ahuri.edu.au/policy/ahuri-briefs/what-is-the-housing-first-model
https://www.ahuri.edu.au/policy/ahuri-briefs/what-is-the-housing-first-model
https://foyer.org.au/foyers-in-australia/
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Gardens in Sydney in partnership with Housing NSW, local government and private sponsors14. This 
project has led to improved physical and mental health outcomes for housing clients.  

Co-design  
Throughout the literature, the importance of ‘co-design’ approach to interventions in this space is 
emphasised. Co-design was frequently linked to the success of programs as any intervention(s) 
developed from this approach would be tailored to the specific needs and wants of the community 
which they would be delivered to15 16 17.  The literature suggests that co-design approaches ensure 
buy in and engagement and encourage enthusiasm with all stakeholders18 19. The co-design 
approach is most effective when used throughout the life of the intervention, from development 
through to implementation and evaluation20 21. 

Utilising local assets was also frequently referred to in the literature. Partnering with local 
established stakeholders proved to be beneficial to both tailoring to local needs as well as enhancing 
the opportunity for action and change to occur22,23.  Implementation teams and their initiatives need 
to be embedded within the local communities so to fully utilise existing community networks24.  
Organisational commitment to embedding teams within the local community is required to achieve 
this25.   

 
14 Truong S, Gray T, Tracey D, Ward K. The impact of Royal Botanic Gardens’ Community Greening program on 
perceived health, wellbeing, and social benefits in social housing communities in NSW: Research report. . 
Sydney, NSW: Centre for Educational Research, Western Sydney University; 2018. 
15 Griffiths R, Horsfall J, Moore M, Lane D, Kroon V, Langdon R. Building social capital with women in a socially 
disadvantaged community. Int J Nurs Pract. 2009;15(3):172-84. 
16 Phillips G, Renton A, Moore DG, Bottomley C, Schmidt E, Lais S, et al. The Well London program - a cluster 
randomized trial of community engagement for improving health behaviors and mental wellbeing: baseline 
survey results. Trials. 2012;13. 
17 Renton A, Phillips G, Daykin N, Yu G, Taylor K, Petticrew M. Think of your art-eries: arts participation, 
behavioural cardiovascular risk factors and mental well-being in deprived communities in London. Public 
Health. 2012;126 Suppl 1:S57-S64. 
18 Wildman JM, Valtorta N, Moffatt S, Hanratty B. ‘What works here doesn’t work there’: The significance of 
local context for a sustainable and replicable asset-based community intervention aimed at promoting social 
interaction in later life. Health and Social Care in the Community. 2019;27(4):1102-10. 
19 Newlin M, Webber M, Morris D, Howarth S. Social Participation Interventions for Adults with Mental Health 
Problems: A Review and Narrative Synthesis. Social Work Research. 2015;39(3):167-80. 
20 Mmako NJ, Capetola T, Henderson-Wilson C. Sowing social inclusion for marginalised residents of a social 
housing development through a community garden. Health Promotion Journal of Australia. 2018. 
21 Truong S, Gray T, Tracey D, Ward K. The impact of Royal Botanic Gardens’ Community Greening program on 
perceived health, wellbeing, and social benefits in social housing communities in NSW: Research report. . 
Sydney, NSW: Centre for Educational Research, Western Sydney University; 2018. 
22 Phillips G, Renton A, Moore DG, Bottomley C, Schmidt E, Lais S, et al. The Well London program - a cluster 
randomized trial of community engagement for improving health behaviors and mental wellbeing: baseline 
survey results. Trials. 2012;13. 
23 Gilarry T, Mildenhall M, Port Phillip Community Group. Willie Road: A Place-Based Pilot for Change on Walk-
Up Estates A replicable model supporting vulnerable tenancies, piloted in Port Melbourne 2011–12. . n.d. 
24 Webber M. From ethnography to randomized controlled trial: an innovative approach to developing 
complex social interventions. Journal of Evidence Based Social Work. 2014; 11(1-2): 173-82. 
25 Webber M, Morris D, Howarth S, Fendt-Newlin M, Treacy S, McCrone P. Effect of the Connecting People 
Intervention on Social Capital: A Pilot Study. Research on Social Work Practice. 2019;29(5):483-94. 
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The ‘Connecting People intervention’ from the UK used a co-production approach, which encourages 
services and community members to co-create objectives and actions together26. This approach 
challenges the ‘service provider/ service receiver’ relationship.  The relationship between services 
and communities needs to be as equal as possible working in partnership and agreeing to undertake 
activities together. This could include joint decision making activities such as network and asset 
assessment, needs assessment, objective development and idea development sessions.  

Intervention Components  
The scoping review outlined key components that interventions are typically based around including 
community capacity building, social connectedness, promoting sense of pride, improving physical 
and mental wellbeing, assistance in accessing support services, multidisciplinary action and intensive 
case management. 

Community capacity building 
Community capacity building involves increased knowledge and awareness through the provision of 
information, education, skills training and employment opportunities. This could include health 
promotion activities as well as other educational or employment opportunities through training. 
These could be new activities as well as also focusing on existing strengths within the community27. 
A protocol on the ‘Flash on my neighbourhood’ programme in Canada described their Collective 
empowerment approach facilitating public housing tenants to critically assess their environment (its 
strengths, weaknesses etc.) and developing and implementing action plan(s) to improve the 
environment. This approach improves tenants control over decisions and builds social capital28.  

Social connectedness  
Initiatives based around social connectedness aim to strengthen social networks and encourage 
social participation. Some examples in the literature included participation in cultural events, 
art/craft, outings, social gatherings and community gardens. A feasibility study in Australia on the 
appropriateness of community gardens for tenants of social housing showed that there was a desire 
for networking and social connection/inclusion opportunities29.  

The Royal Botanic Gardens’ Community Greening’ program is a partnership project with Housing 
NSW which promotes community garden projects with social housing communities. A review of the 

 
26 Webber M, Reidy H, Ansari D, Stevens M, Morris D. Developing and Modeling Complex Social Interventions. 
Research on Social Work Practice. 2016;26(1):14-9. 
27 Griffiths R, Horsfall J, Moore M, Lane D, Kroon V, Langdon R. Building social capital with women in a socially 
disadvantaged community. Int J Nurs Pract. 2009;15(3):172-84. 
28 Houle, J.;Coulombe, S.;Radziszewski, S.;Leloup, X.;Saïas, T.;Torres, J.;Morin, P. An intervention strategy for 
improving residential environment and positive mental health among public housing tenants: Rationale, design 
and methods of Flash on my neighborhood! BMC Public Health. 2017;17(1). 
29 Mmako NJ, Capetola T, Henderson-Wilson C. Sowing social inclusion for marginalised residents of a social 
housing development through a community garden. Health Promotion Journal of Australia. 2018. 
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project found that participants experienced increased socialisation, social connection and sense of 
community pride30. 

Promoting sense of pride  
As stated above, involving community members who will be affected by the initiatives is crucial. 
Initiatives with a co-design approach can facilitate communities to take ownership and pride of 
activities, becoming leaders in future planning and coordination. Community gardens are a good 
example of a positive community environment which has been to increase participants’ sense of 
community pride31. Embedding initiatives within the community and utilising its existing strengths 
contributes often to results in the program being much more sustainable in the longer term32. 

Improving physical and mental wellbeing  
The literature highlighted many health and wellbeing outcomes as a result of the implementation of 
initiatives. Many involved health promotion activities such as education sessions, exercise activities 
and quit smoking initiatives. Involving multidisciplinary teams, in particular involvement of mental 
health services for those suffering severe mental illness33, and providing mental health training for 
staff (housing)34 improved mental wellbeing outcomes.  

A participatory arts program in England found that the provision of arts education/instruction along 
with ongoing guidance and collaboration activities/events had a significant positive effect on 
participating clients’ mental wellbeing35. Many initiatives also reported improvements in physical 
health. A review of the Royal Botanic Gardens Community Greening project in 2018 found that 
participants reported increased physical activity, increased fruit and vegetable consumption, 
decreased anxiety and stress, increase socialisation and increased skills36. 

Assistance in accessing support services   
Many initiatives involved supporting participants to access and navigate available services.  A study 
of the housing first model found that the immediate provision of housing and consumer-driven 
services had a positive impact on community functioning and quality of life for clients suffering 

 
30 Truong, S., Gray, T., Tracey, D., & Ward, K. The impact of Royal Botanic Gardens’ Community Greening 
program on perceived health, wellbeing, and social benefits in social housing communities in NSW: Research 
report. Sydney,NSW: Centre for Educational Research, Western Sydney University. 2018. 
31 Truong, S., Gray, T., Tracey, D., & Ward, K. The impact of Royal Botanic Gardens’ Community Greening 
program on perceived health, wellbeing, and social benefits in social housing communities in NSW: Research 
report. Sydney,NSW: Centre for Educational Research, Western Sydney University. 2018. 
32 Wildman JM, Valtorta N, Moffatt S, Hanratty B. ‘What works here doesn’t work there’: The significance of 
local context for a sustainable and replicable asset-based community intervention aimed at promoting social 
interaction in later life. Health and Social Care in the Community. 2019;27(4):1102-10. 
33 Farone DW. Schizophrenia, community integration, and recovery: implications for social work practice. 
Social Work in Mental Health. 2006;4(4):21-36. 
34 Robinson M, Raine G, Robertson S, Steen M, Day R. Peer support as a resilience building practice with me. 
Journal of Public Mental Health. 2015; 14(4):196-204. 
35 Hacking, S.;Secker, J.;Kent, L.;Shenton, J.;Spandler, H. Mental health and arts participation: The state of the 
art in England. The Journal of the Royal Society for the Pomoriton of Health. 2006; 126(3): 121-127. 
36 Truong, S., Gray, T., Tracey, D., & Ward, K. The impact of Royal Botanic Gardens’ Community Greening 
program on perceived health, wellbeing, and social benefits in social housing communities in NSW: Research 
report. Sydney, NSW: Centre for Educational Research, Western Sydney University. 2018. 
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mental illness37.  Clients were encouraged to not only choose their housing type and location but 
also the type, frequency and intensity of support services to best meet their needs. This encouraged 
active participation and ownership over their treatment/recovery. 

Multidisciplinary action  
As highlighted previously, engaging a multidisciplinary team to deliver interventions to complex 
housing clients ensures that a range of needs are met. Interventions which took a multidisciplinary 
approach typically involved the housing authority, health services (including mental health services), 
local service providers and any other relevant agencies38.  

Intensive case management  
Many initiatives involved changes to regular housing practices of case management. In most cases, 
the frequency and depth of case management increased during the intervention period. Research 
from Australia on the Housing and Accommodation Support Initiative (HASI)39 was based upon a 
partnership between NSW Government Departments of Health and Housing and NGOs. The program 
combines the provision of housing and intensive individually tailored support (daily living and 
community participation skills) by NGOs to clients. HASI improved social connections, community 
participation and education/employment opportunities. Clients also reported increased usage of 
community based services.  Clients’ mental health was regularly monitored and maintained which 
decreased impairment and symptomology, facilitating clients’ capacity to focus on other aspects of 
their lives.  

Effectiveness  
Evaluation findings were mixed and tended to be context and intervention specific. However, 
overall, projects like Housing First have had favourable outcomes in improving physical and 
psychological community integration and quality of life; and community capacity building 
programme, Connecting People Interventions and community gardens were reported to increase 
social capital and improve mental well-being among social housing residents. Place-based 
interventions like the Well London Program and urban renewal programs were equivocal.  

The importance of local context and sustainability was consistently associated with the effectiveness 
of interventions. Community consultation in the development and implementation of initiatives is 

 
37 Aubry, T.;Nelson, G.;Tsemberis, S. Housing first for people with severe mental illness who are homeless: A 
review of the research and findings from the at Home-Chez soi demonstration project. The Canadian Journal of 
Psychiatry. 2015; 60(11)467-474. 
38 Izquierdo, A, Ong, M, Pulido, E, Wells, KB, Berkman, M, Linski, B, Sauer, V & Miranda, J. Community partners 
in care: 6- and 12-month outcomes of community engagement versus technical assistance to implement 
depression collaborative care among depressed older adults. Ethnicity and Disease. 2018;28 (2):339-348. 
39 Muir K, Fisher KR, Abello D, Dadich A. 'I didn't like just sittin around all day': Facilitating social and 
community participation among people with mental illness and high levels of psychiatric disability. Journal of 
Social Policy. 2010;39(3):375-91. 
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paramount to reflecting the needs of the community. This is particularly important when considering 
the needs of socially isolated groups and those with the poorest health outcomes40 . 

Intensive, individualised case management, such as that used in the HASI approach41, was a costly 
yet effective initiative to improve social connections, community participation, employment and 
education opportunities and mental illness management. 

Overall, initiatives that utilised a holistic and multifaceted approach and engaged multi-disciplinary 
teams had greater positive impacts on clients and this was supported in effectiveness outcomes in 
the literature.  

Project protocol 
The background and rational for this project have been detailed in the background section at the 
beginning of this report.    

Aims 
The Health, wellbeing and sustainable tenancies for bedsit clients: A place-based intervention and 
evaluation project aims to: 

1. Develop a place-based intervention targeting bedsit complexes to: 
a. Improve health and wellbeing outcomes; 
b. Increase sustainable tenancies within bedsit complexes 

 

2. Develop an evaluation framework to demonstrate the effectiveness and outcomes of the 
intervention.   

3. Obtain ethics approval for the intervention and evaluation. 
 

4. Evaluate the intervention and develop recommendations for further implementation 
 

The evaluation is expected to demonstrate the benefits of increased engagement and support for 
housing clients and the findings from the evaluation will inform and influence future work with 
housing tenants across NSW. 

  

 
40 Griffiths, R.;Horsfall, J.;Moore, M.;Lane, D.;Kroon, V.;Langdon, R. Assessment of health, well-being and social 
connections: a survey of women living in Western Sydney. International Journal of Nursing Practice. 2007; 
13(1): 3-13. 
41 Muir K, Fisher KR, Abello D, Dadich A. 'I didn't like just sittin around all day': Facilitating social and 
community participation among people with mental illness and high levels of psychiatric disability. Journal of 
Social Policy. 2010;39(3):375-91. 
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Research questions 
The evaluation aims to answer the following research questions: 

1. Does the intervention impact on self-reported health and wellbeing of tenants? 
 

2. What are the tenants’ perceptions of the intervention (positive, negative, neutral)? 
 

3. Does the intervention impact on tenants’ feelings of social connection, cohesion and 
belonging? 
 

4. Does the intervention change tenant perceptions of neighbourhood characteristics? 
 

5. Do tenants engage and/or become involved in the development or implementation of the 
intervention? 
 

6. Does the intervention increase sustainable tenancies within the complexes? 

Study design 
The design used in this project is a quasi-experimental design comprising a co-design intervention 
and an evaluation that will run concurrently to the intervention. The project will be conducted over 
4 stages as summarised below.   The overall project stages and what each stage involves are outlined 
in Appendix 1.   

Stage Activity Status 

1 Planning 

1a Scoping review  Completed 
1b Intervention planning and design – 
Developing a detailed project plan 
1c Developing an evaluation framework 
1d Ethics 

2 Intervention 
implementation and 
data collection  

2a Intervention implementation Commenced 
Commenced 2b Data collection 

3 Integration and 
Analysis  

3a Analysis  Pre-Intervention analysis 
commenced 3b Preliminary findings workshop  

4 Reporting 
4a Draft report  
4b Final evaluation report 

 

Co-design intervention and evaluation 

The study groups 
The project includes an intervention complex at 164 Maxwells Ave Sadleir /35 Eureka Ave Sadleir 
comprising 35 units in total, and a comparison complex/s with a similar number of units as the 
intervention complex.  

The intervention 
Intervention activities will be developed and implemented by housing using a co-design approach 
between Housing and tenants. This will involve engaging the tenants to identify potential 
intervention activities that they feel would be of benefit to the complex e.g. setting up routine social 
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events, creating a community garden. The intervention will be guided by tenant ideas and priorities 
(identified through interactions with the tenants and from the pre-intervention survey). The 
activities will be supported where possible by the Housing team (consisting of Client Service Officers 
and the Place Planning Team) and if necessary other local support services will be engaged.  Housing 
has an established network of local partners who may be involved in intervention activities 
including: 

• FACS 
• SWSLHD 
• CHETRE 
• Mental Health Case Management 
• Mission Australia TPCE 
• The Royal Botanical Gardens 
• Bunnings 
• Local Police and Fire Brigade 

• Liverpool council 
• TAFE 
• Men’s Shed 
• LAHC- BRS 
• Corrective Services – Probation and 

Parole 
• 2168 Community  Voice Resident 

Group 

The evaluation 
The evaluation will consist of both impact and process evaluation and run concurrently to the 
project.  Data will be collected at the beginning of the intervention co-design process,  and pre, 
during and  6 and 12 months post intervention.  The impact evaluation will assess whether the 
intervention has been effective. The process evaluation will assess whether the processes used have 
been appropriate, of good quality, and effective, and indicate areas requiring change or 
improvement.  The evaluation will be used to inform Housing’s approach to managing bedsit 
complexes (how the intervention worked, for whom, in what circumstances).   

Importance of the project 
This project aims to evaluate the intervention and develop recommendations for further 
implementation. The evaluation is expected to demonstrate the benefits of increased engagement 
and support for housing clients.  Once implemented and evaluated, the learnings from this project 
could be used to inform broader approaches to supporting sustainable tenancies and enhancing 
health outcomes within social housing clients. It is expected that the findings from the evaluation 
will inform and influence future work with housing tenants across NSW. 

Program Logic 
The program logic was developed though consultations and workshops with the project team and 
representatives from Population Health and other Housing staff. It describes inputs provided by the 
project partner organisations, activities to be conducted and the short, medium, and long term 
outcomes. It was an essential tool in project implementation and evaluation planning and will be a 
useful guide in terms of monitoring whether the project is on track or changes need to be made. It is 
also important to note, that as this is a co-design project, the activities described may vary 
depending on suggestions put forward by the residents as part of the intervention.   
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Program Logic:  Health, wellbeing and sustainable tenancies for bedsit clients: A place-based intervention and evaluation 
Note:  Department of Communities and Justice is referred to as DC&J       

 

and how to access them  

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 Assumptions 
• Complex environment - interventions need to be context aware 
• Shared understanding - broad understanding of health  
• Health is a good thing 
• Residents are willing to engage (all vs. small number) 
• Being involved in planning will increase likelihood of residents’ participation 
• Being involved will improve relationships with services  

 

Tenants  
• Reduction in anti-social behaviour  
• Reduction in DV incidents 
• Increased reporting of anti-social  

behaviour (including DV) 
• Improved health and wellbeing 
• Increased use of health services 
• Increased community led/ 

/resident initiated activities 
• Increased feelings of 

control/confidence/motivation 
• Improved relationships with other 

tenants  
• Improved trust/relationships with 

services  
• Increase in uptake of service 

referral 
DC&J 
• Improved acceptance rate and 

reduced arrears/evictions 
• Decrease in vacant properties  
• Decrease in transfer applications  
Health 
• Increased use of mental health services  
• Decreased acute mental health incidents  
• Decreased drug use 
 

 
 
 
 
Physical Environment  
• Review and address all 

maintenance issues  
• Art project 
• Notice board 
• Beautification (improving physical 

environment)   

Increasing Social Opportunities  
• Social events e.g. regular BBQ 
• Develop Community Garden at 

complex 
• Walking Groups 

Service Engagement 
• Investigate service usage, identify 

gaps and refer as needed. 
• Joint Visit- CSV and Place Plan 

Team 
Pathways 
• Identify training/educational/ 

volunteer opportunities  
• Education/Health promotion 

sessions, identify topics 
 

 

 

Input 

• Staff  
• Residents  
• Materials - e.g. purchased plants 

for gardens  
• Equipment  - e.g. tables,   

computers  
• Funding  
• Knowledge 
• Expertise  
• Networks 
• Partners 
• Existing data  
• Coordinated services  

 
 

 

 

 
 

• Documentation outlining 
completed maintenance 

• Art, notice board and beatification 
projects delivered 

 
 

 
• Monthly social event 
• Garden established and 

maintained by residents 
• Weekly walking group established 

 
• Service usage documented, gaps 

identified and referrals made 
• Joint visit conducted 

 
• Training/educational/volunteer 

opportunities identified/provided 
• Number of education/health 

promotion sessions with relevant 
target groups identified 

 

Tenants  
• Improved perceived safety 
• Improved health and wellbeing  
• Social connectedness  
• More accepting, welcoming  residents 
• Trust- with other residents and 

stakeholders  
• Increased pride and ownership 
• More informed residents  
DC&J 
• Improved acceptance rate and 

reduced arrears/evictions 
• Sustainable tenancies  
• Data for practice change 
• Improved safety for staff  
Complex 
•  Sense of ‘community’ and ‘home’ 
•  Community led- engagement of 

new residents  
Health 
• Health needs met- Reduction in 

use of health services/increase of 
appropriate use 

• Reduction in acute mental health 
presentations  

• Data  
 

Long term 
 
 

 

Medium Term 
 

 

 

Products Activities Short term  
 

 

 

Tenants  
• Improved knowledge of services  

and how to access them 
• Improved health literacy (risk 

factors e.g. smoking, healthy 
eating, mental illness) 

• Improved perception of health and 
wellbeing 

• Improved knowledge of addressing 
safety issues 

• Increased awareness of local 
issues 

• Increased life and social skills (e.g. 
employment/education) 

• Increased engagement in 
community and activities (health 
and social) 

• Improved positive attitude toward 
services/ stakeholders /residents  

• Increased positive perception of 
neighbourhood 

 
DC&J 
• Improved relationships with tenants  
• Improved understanding of what 

tenants want/need 
 

External factors 
• Existing organisations in the area 
• History of partnerships and existing partnerships  
• Current and potential stakeholders (DC&J), SWSLHD, CHETRE, Council, Other 

agencies and or services (government, community)) 
• Aligned activities (with stakeholders/partners) 
• Existing programs within DC&J, SWSLHD 

 

Outputs  Outcomes  

NOTE: As this is a co-design intervention, the activities and products 
listed here are suggestions. The final activities and suggestions will be 
those put forward by the residents as part of the intervention 

 

 



20 
 

Methods  
The research methodology for this project is reported in detail in the Evaluation plan.  It includes 
methods to be used for recruitment, data collection, data analysis, reporting and dissemination 

Roles and responsibilities 
Overall, the role of DC&J/Housing is to develop and implement a co-design intervention.  The role of 
CHETRE is a research and support role. CHETRE will support Housing by:  1. developing an evidence 
base for the intervention design and implementation; and 2. developing an evidence base for the 
intervention by undertaking an evaluation of the intervention. The roles and responsibilities of the 
project team members in conducting the tasks for each of the project stages are detailed in Table 2.  

Table 2. Roles and responsibilities of the project team members 

Role Responsibility Comments 

Intervention design/planning 
    Scoping review 
    Background information 
    Tool development, consent            
    Procedures 
    Program logic 
      

 
CHETRE 
Housing,  CHETRE  
CHETRE, Housing 
Housing, CHETRE 
CHETRE, Housing, 
Residents, SWSLHD  

 
 
With input from Housing 
With input from resident representatives 
With input from residents 
 

Intervention Implementation 
 (activities planning, organising  
  and conduct) 
 

Housing, Residents As a co-design project, resident input is 
integral. Other stakeholders will also 
provide/present activities and or 
materials, CHETRE will provide support 
through e.g.  participating at activities 

 Intervention Evaluation 
    Data collection, entry 
    Data analysis, evaluation and     
      synthesis 
 

CHETRE Housing will be involved in some data 
collection 

Write up and dissemination of 
results 

CHETRE, Housing  
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Timeframe  
The project will be conducted over 20 months. Stage 1 is completed and Stages 2-4 will commence 
May 2020. 

  M1 M2 M3  M4 M5 M6 M7 M8 M9 M10 M11 M12 M13 M14 M15 M16 M17 M18 M19 M20 

Undertake a scoping 
review 

                    

Intervention planning and 
design 

                    

Developing an evaluation 
framework 

                    

Ethics preparation and 
submission 

                    

Intervention 
implementation  

                    

Data collection                     

Analysis                     

Preliminary findings 
workshop 

                    

Report                       

Peer reviewed publication 
drafted 

                    

 

Outcomes-deliverables 
This work will result in the following outcomes: 

1.  Intervention implemented in selected bedsit complexes;  
 

2.  Evaluation report describing findings of intervention evaluation; 
 

3.  Submission of a paper co-authored with Housing and Health Objective 3 Working Group 
Meetings to a peer reviewed scholarly journal; 
 

4.  Presentations at conferences, seminars (e.g. Population Health Research and Evidence 
Seminars) and workshops. 

 

Risk management 
A risk management strategy has been completed for the project to identify and provide mitigation 
strategies for potential hazards to the project, project staff and participants. Risks and strategies fall 
into three categories, namely project management risks, data collection risks, data storage and 
sharing risks 
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Project management risks 
Project related risks are: project running longer than expected, project requiring more researcher 
time than allocated, difficulty and/or inability obtaining ethics approval. The detailed risk assessment 
and management strategy for the project is included in Appendix 2a and includes risk description, 
risk ratings, management strategies, and responsibility for management.   

Data collection risks 
As the survey data for this project is being collected from a vulnerable complex population, data 
collection could pose possible risks to the interviewers.  Risks to the interviewer that were identified 
are: physical and/or emotional intimidation; aggression; travel issues;  bystander risk (emotional 
harm, victim of crime) from people engaging in, reporting or observing illegal activities; emotional 
harm from people reporting suicide or mental health. The detailed risk assessment and management 
strategy can be found in Appendix 2b.    

Data collection risks could also pose risk to the interviewees. However the intervention activities 
being developed as a part of this project are likely to provide benefit to tenants within the 
intervention bedsit. It is likely that when these benefits are evidenced, these approaches will be 
rolled out to other bedsits in the area and potentially NSW wide. The only burden to participants is 
the time burden the interview will take (approx. 30-40 minutes). The interview will be conducted by 
the research team, as outlined in the PISCF, tenants’ participation will not affect their relationship 
with Housing or UNSW. If any participant becomes distressed during the interview it will be stopped 
and information about support services is provided within the PISCF.  

Data storage and sharing risks 
Data storage and sharing risks are related to confidentiality and participant identification. The 
following strategies are used to manage the risks. Interviews will be interviewer administered and 
recorded for transcription.  All identifying data (for example, names, addresses, etc.) will be stripped 
from the main dataset/s and stored in a separate folder that will only be accessible to the 
investigators. All working datasets will be de-identified.  All electronic data will be stored in secure 
password protected servers with the research team.  Following standard practice, data and records 
will be stored for seven years following the completion of the project before being securely 
destroyed. 

Data could be used to inform future partnership work with Health and Housing. In the consent 
process participants will be informed that they are consenting to this research which may be used in 
future research. Data will be completely de-identified. Future researchers will have to gain approval 
from the Bank Custodian (CHETRE), ethics approval will be required prior to sharing the data. The 
research team will provide an update report to the HREC annually if the information has been 
accessed for a secondary research purpose.  
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Evaluation Plan  
This section details the evaluation plan for the bedsit intervention. This evaluation plan has been 
informed by the program logic developed as part of the intervention planning and design phase of 
the project. It describes the overall approach that will be used to guide the evaluation and the 
methods used within this approach. It will specify what will be evaluated; the purpose and criteria 
for the evaluation; the key evaluation questions; and how data will be collected, analysed, 
synthesised and reported.  

Overview 
The evaluation of the project will consist of both impact evaluation and process evaluation. The 
impact evaluation will determine whether the intervention has been effective and had a positive 
impact and in what areas. It will assess the short and medium term outcomes of the project (e.g. 
changes in: skills, attitudes, knowledge, awareness, motivation, perceived well-being, physical 
environment, behaviour, engagement, sustainable tenancies).  The process evaluation will 
determine whether the processes used have been appropriate, of good quality, and effective and 
indicate areas that need change or improvement. It will assess how the project was run in terms of 
reach and scope (e.g. who and how many people were involved, how they were involved) and 
quality (for instance how well it was done (e.g. satisfaction with, usefulness and appropriateness of 
activities). In addition, the evaluation will include summative questions and key learnings (e.g. what 
worked/didn’t work well, contextual factors, and barriers and challenges). The evaluations will be 
particularly beneficial to housing in terms of future extension/implementation of the intervention to 
other complexes within South Western Sydney. Overall, the learnings from the project and 
evaluation can be used to not only inform broader approaches to supporting sustainable tenancies 
but to enhance health outcomes within social housing clients 

Program goals and objectives  
As stated previously, the aim/objective of the project is to improve health and wellbeing outcomes 
for residents living in bedsit complexes, and increase sustainable tenancies within these complexes. 
The aim of the evaluation is to evaluate the intervention and develop recommendations for further 
implementation.  

The impact evaluation 

Evaluation questions 
As stated previously. The evaluation aims to answer the following research questions: 

1. Does the intervention impact on self-reported health and wellbeing of tenants? 
 

2. What are the tenants’ perceptions of the intervention (positive, negative, neutral)? 
 

3. Does the intervention impact on tenants’ feelings of social connection, cohesion and 
belonging? 
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4. Does the intervention change tenant perceptions of neighbourhood characteristics? 
 

5. Do tenants engage and/or become involved in the development or implementation of the 
intervention? 
 

6. Does the intervention increase sustainable tenancies within the complexes? 
 

Evaluating health and wellbeing in the context of this project 
Health and wellbeing can be measured in various ways. In this project evaluation it is measured in 
terms of a validated health measure, namely scores on the SF-12 health questions that form part of 
the interview questionnaire, and from responses on other questionnaire items that measure aspects 
of health and wellbeing such as feelings of connectedness, cohesion, and belonging which are 
important contributing factors to peoples’ emotional well-being. 

 

Evaluation framework 
The Impact evaluation framework (Table 3) has been developed based on the program logic and 
project plan. It details specific research questions, expected short and medium term outcomes, 
outcome indicators, data source and timing. Short term outcomes are measured at 6 months post 
intervention and medium term outcomes are measured 12 months post intervention.  

Table 3. Impact evaluation framework 

Note:   1 Interactions records;     2 Routine Housing data;     3  6 and 12 months intervention 

Evaluation question Outcome Indicator Data source Timing 

Does the intervention 
impact on self-
reported health and 
wellbeing of tenants?  

Short term outcomes 

Tenants 

   

Improved self-rated health Positive change in SF-
12 health questions 

Interview 
questionnaire 

Pre and  Post3 
intervention 

Increased feelings of other 
aspects of emotional well-
being (eg connectedness, 
cohesion, belonging)  

Positive change in 
responses for those 
questions 

Interview 
questionnaire 

Pre and  Post3 
intervention 

Improved knowledge of 
services 

 

Positive change in 
proportion of people 
who had knowledge of 
services, Positive 
change  in  comments 
provided 

Interview 
questionnaire, 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Improved health literacy Positive change in qual 
comments 

Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Increase in uptake of 
service referrals 

Increased numbers 
taking up referrals 

Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Increased life and social Positive change in Housing  records1 Pre and  Post3 
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skills comments provided - Qualitative 
comments 

intervention 

Improved positive attitude 
towards services/ 
stakeholders/residents 

Positive change in 
comments provided  

Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Medium term outcomes 

Tenants 

   

Reduction in antisocial 
behaviour 

Decrease in number 
indicating  antisocial 
behaviour is a problem 
Positive change in 
comments provided 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Reduction in domestic 
violence (DV) incidents 

Decrease in number 
indicating  DV is a 
problem 
Positive change in 
comments provided 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Reduction in antisocial 
behaviour 

Decrease in number 
indicating  antisocial 
behaviour is a problem 
Positive change in 
comments provided 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Increased use of health 
services 

Positive change in 
proportions of service 
usage 

Interview 
questionnaire 

Pre and  Post3 
intervention 

Increased feelings of 
control/confidence/ 
motivation 

Positive change in 
proportion involved in 
decision making, 
planning/organising 

Interview 
questionnaire 

Pre and  Post3 
intervention 

Improved relationship 
with other tenants 

Positive change in 
responses for question 
related to relationships 
Positive change in 
comments provided 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Improved 
trust/relationship with 
services 

Increase in proportions 
willing to call police 
Positive change in 
comments provided 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Increase in uptake of 
service referral 

Increased numbers 
taking up referrals 

Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Health    

Increased use of mental 
health services 

Increase in number 
indicating use of MH 
services 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Decrease in acute mental Not measurable as part   
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health incidents of project – 
Expected/implied if 
other health indicators 
improve 

 

Decreased drug use 
  

What are the tenants’ 
perceptions of the 
intervention (positive, 
negative, neutral)? 

Short term outcomes 

Increased attitude to 
involvement in planning 
and participation 

 
Positive change in 
comments provided 

 
Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

 
Pre and  Post3 
intervention 

 Medium term outcomes 

Increased involvement in 
planning and participation 

 
Positive change in 
comments provided 

 
Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

 
Pre and  Post3 
intervention 

Increased community 
led/resident initiated 
activities 

Positive change in 
comments provided 
 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Does the intervention 
impact on tenants’ 
feelings of social 
connection, cohesion 
and belonging? 

Short term outcomes 

Tenants 

 

   

Increased engagement in 
community led/resident 
initiated activities 

Positive change in 
proportions indicating 
involvement in 
planning/organising 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Improved positive attitude Positive change in 
comments provided 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Medium term outcomes 

Tenants 

   

Increased feelings of 
control/confidence/motiv
ation 

Positive change in 
proportion involved in 
decision making, 
planning/organising 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Improved relationships 
with other tenants 

Positive change in 
responses to questions 
related to relationships 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Does the intervention 
change tenant 
perceptions of 
neighbourhood 

Short term outcomes 

Tenants 

   

    

Increased awareness of Positive change in Interview Pre and  Post3 
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characteristics?    local issues proportions indicating 
problems  
Positive change in  
number of comments 
about issues provided 

questionnaire 
Housing  records1 
- Qualitative 
comments 

intervention 

    

 Medium term outcomes 

Tenants 

Increased reporting of 
antisocial behaviour 
(including DV) 

 
 
 
Decrease in number 
indicating  antisocial 
behaviour is a problem 
Positive change in 
comments provided 

  
 
 
Pre and  Post3 
intervention 

Do tenants engage 
and/or become             
involved in the 
development or 
implementation of the 
intervention?     

Short term outcomes 

Tenants 

   

Increased engagement in 
community and activities  

 

Positive change in 
proportions indicating 
involvement 
Positive change in  
comments provided 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Medium term outcomes 

Tenants 

   

Increased community 
led/resident initiated 
activities 

Positive change in  
comments provided 
 

Interview 
questionnaire 
Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Does the intervention 
increase sustainable 
tenancies 

Short term outcomes 

Housing 

   

Improved relationship 
with tenants 

Positive change in 
comments provided  

Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Improved understanding 
of what tenants want 

Positive change in 
comments provided  

Housing  records1 
- Qualitative 
comments 

Pre and  Post3 
intervention 

Medium term outcomes 

Housing 

   

Improved acceptance rate  Increase in numbers 
accepting offers  
 

Routinely 
collected Housing 
data  

Pre and  Post3 
intervention 

Reduced arrears/evictions Reduction in number 
of tenants in arrears, 
and  tenants being 
evicted 

Routinely 
collected Housing 
data  

Pre and  Post3 
intervention 

Decrease in vacant 
properties 

Decrease in number of 
vacant properties 

Routinely 
collected Housing 
data  

Pre and  Post3 
intervention 

Decrease in transfer Decrease in number of Routinely Pre and  Post3 
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applications tenants applying for 
transfer 

collected Housing 
data  

intervention 

 

Evaluation methods 

Sample 
Participants are social housing tenants residing in bedsit complexes in Sadlier/Miller.  All participants 
are over the age of 18 years 

Recruitment  
This is an intervention study with an intervention and comparison group.  

Intervention group 

The intervention group will consist of residents who live in the bedsit complex at 163 Maxwells 
Avenue, Sadlier/35 Eureka Avenue, Sadlier. The project will be introduced by the research team at a 
morning tea (information session) at the complex organized by Housing. Housing Officers will inform 
tenants about the morning tea and will provide an information pack which will include the 
participant information and consent forms (PISCF). The PISCF will also be made available at the 
morning tea. The research team will reinforce that participation in the research is voluntary and 
their participation will not affect their relationship with Housing.  Tenants who are interested in 
participating can consent through the following options: 
 

1. Provide the research team with the signed consent form at the first information session; 
 

2. Provide the research team with the signed consent form at a follow-up session; 
  

3. Contact the research team (from information provided on PISCF). 
 
The research team will organize interview times with consenting tenants either at the morning tea (if 
that is their preference) or contact them by phone to organize a time to conduct the interview. This 
can be face to face or phone. Interviews will be conducted in the grounds of the complex at a time 
that is suitable for the tenants. This interview will be audio recorded and will take approximately 30-
40 minutes to complete.  

The second and third round of the interview will involve the research team directly contacting the 
residents who participated in the first round. In addition, information sessions will be held and 
residents who did not participate in the previous rounds will be offered the opportunity to 
participate. 

Comparison group 

The comparison group will consist of de-identified routinely collected Housing data e.g. number of 
vacancies, arrears and anti-social behavior, from another bedsit complex, with a similar number of 
units to the intervention complex, in the Miller area.  Only secondary data will be used, individual 
residents will not be approached/participating in the study.  
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Data collection 
Pre and Post cross-sectional survey interview data 

Consenting residents will be interviewed pre intervention and 6 and 12 months post invention by 
two members of the research team. Both pre and post interviews will include the same questions 
about: 

- Residents perceptions and experiences of their neighbourhood,  the bedsit complex (e.g. 
amenities, social connection, social cohesion, trust, acceptance, community engagement, 
decision making, control, issues/concerns, service use); 
 

- Residents perceptions of their health; 
 
 

- The intervention – what they would like, Interest in getting involved (in pre interview only). 
 

The post intervention interview includes additional questions about: 
- Changes over time; 

 

- Involvement in activities; 
 

- The intervention – how it worked/didn’t work, for whom, in what circumstances. 
 

Residents’ responses will be recorded on the survey instrument and audio recorded.  
 
Housing data   

Housing data will be collected pre intervention and 6 and 12 months post intervention. Routinely 
collected data (de-identified), aggregated by complex will be provided by Housing including: 
maintenance issues, vacancy rates, acceptance rates, eviction rates, rental arrears, and incidents of 
anti-social behavior.   

In addition quantitative and qualitative data will be collected by housing. This will be recorded 
following interactions with residents and staff and any other interactions between staff, staff and 
residents, staff and other stakeholders or project team members. This data will include information 
about the interactions such as the type of and reason for the interaction (e.g. intervention activity, 
business as usual), issues identified, resident and staff comments, and staff reflections.   
 

Data analysis 
Interview data 

Quantitative data from the interview questionnaires will be entered into SPSS for analysis. All 
dichotomous survey questions will be treated as categorical variables and analysed using descriptive 
statistics (frequencies, cross tabs, chi-square, and the non parametric Kruskal Wallis). All Likert scale 
survey questions will be treated as continuous variables and analysed using ANOVA. An alpha of 0.05 
will be set for significance. Open ended responses from the interview will be entered into NVivo and 
analysed using thematic analysis. 
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Housing data  

Quantitative Housing data will be analysed using descriptive statistics (frequencies, cross tabs and 
chi-square) and t-tests to compare differences between the intervention and comparison group. 
Qualitative data will be entered into NVivo and analysed using thematic analysis.  
 

Process evaluation 

Evaluation questions  
The process evaluation will determine whether the processes used have been appropriate, of good 
quality, and effective and indicate areas that need change or improvement. It will assess how the 
project was run in terms of reach and scope (e.g. who and how many people were involved, how 
they were involved) and quality (for instance how well it was done (e.g. satisfaction with, usefulness, 
and appropriateness of activities). In addition, the evaluation will include summative questions and 
key learnings (e.g. what worked/didn’t work well, contextual factors, and barriers and challenges). 

Evaluation framework 
The Process evaluation framework detailing activities, outputs/outcomes, indicators, data sources 
and timing is shown in Table 4. 

Table 4. Process evaluation framework 

Note:   1 Interactions records;     2 Routine Housing data;     3 6 and 12 months intervention 

Activity Outcome  Indicator Data source Timing  

Meetings 

− Housing/CHETRE
/Resident 
representatives 

− Housing  
− Housing/Other 

potential 
partners, 
supporters 

Number of meetings 
planned 

Number Organiser 
documentation 

Pre, During and 
Post3 intervention 

Purpose of the meeting Written record Organiser 
documentation 

Staff involved Written record Organiser 
documentation 

Numbers attending Attendance number Organiser 
documentation 

What went well/didn’t go 
well 

Recorded comments Housing records1 
- Qualitative 
comments 

Level of involvement Rating score Housing records – 
evaluation sheets 

Level of enthusiasm Rating score Housing records – 
evaluation sheets 

Intervention 
activities - 
Planning 

Number of activities 
planned 

Number Organiser 
documentation 

Pre, During and 
Post3 intervention 

Type of activities planned Written record Organiser 
documentation 
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Who attended Written record Organiser 
documentation 

Number residents in 
planning, organising roles 

Written record Organiser 
documentation 

Resident input Recorded comments Housing records1 
- Qualitative 
comments 

Staff input 
 

Recorded comments Housing records1 
- Qualitative 
comments 

Barriers experienced 
 

Recorded comments Housing records1 
- Qualitative 
comments 

How barriers overcome Recorded comments Housing records1 
- Qualitative 
comments 

Intervention 
Activities - 
Implementation 

Number of activities 
conducted 

Number Organiser 
documentation 

Post3 intervention  

Type of activities Written records Organiser 
documentation 

Post activity 

Resident input into activity Recorded comments Housing records1 
- Qualitative 
comments 

Post activity 

Number of residents 
attended 

Attendance number Participant 
evaluation form 

Post activity 

Satisfaction with activity Rating score Participant 
evaluation form 

Post activity 

Usefulness of activity Rating score Participant 
evaluation form 

Post activity 

Appropriateness of activity Rating score Participant 
evaluation form 

Post activity 

What worked/didn’t work Recorded comments Housing records1 
- Qualitative 
comments 

Post activity 

How well were activities 
undertaken? 

Rating score Housing records1 
- Qualitative  
Facilitator/ 
participant 
evaluation form 

Post activity 

Barriers experienced Recorded comments Housing records1 
- Qualitative 
comments 

Pre activity 

How barriers overcome Recorded comments Housing records1 
- Qualitative 
comments 

Pre and post 
activity 

Other housing 
activities  e.g. 

Number of activities  

 

Number Housing records1 Post3 intervention 
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standard 
scheduled visits or 
extra visits to 
residents 

Type of activities 

 

Written record Housing records1  

Resident input into activity 
 

Recorded comments Housing records1 
- Qualitative 
comments 

Number of staff/residents 
involved 

 

Percentage/number Organiser 
documentation 

Staff/resident 
involvement/enjoyment/ 
appreciation 

 

Recoded comments Evaluation forms 
Housing records1 
- Qualitative 
comments 

What worked/didn’t work 

 

Recorded comments Housing records1 
- Qualitative 
comments 

How well were these 
activities undertaken? 
 

 

Recorded comments Housing records1 
- Qualitative 
comments 
 

 

 

Evaluation methods 

Participants 
Participants in the process evaluation are Housing staff, the project team, other stakeholders and 
the social housing tenants residing in the bedsit complexes in Sadlier. All participants are over the 
age of 18 years 

Data collection 
Data collection for the process evaluation will be ongoing and includes routinely collected housing 
data and additional quantitative and qualitative data collected by housing staff specifically for the 
intervention. This will be recorded following interactions with residents and staff and any other 
interactions between staff, staff and residents, staff and other stakeholders or project team 
members. This data will include information about the interactions such as date, the type of and 
reason for the interaction (e.g. intervention activity or business as usual (e.g. regular visit, organising 
referrals), issues identified, resident and staff comments, and staff reflections.   

Data analysis 
Quantitative data will be entered into SPSS for analysis. Data will be analysed using descriptive 
statistics (frequencies, cross tabs, chi-square, and the non parametric Kruskal Wallis). An alpha of 
0.05 will be set for significance. Qualitative data will be entered into NVivo and analysed using 
thematic analysis. 
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Reporting and dissemination plan 
The reporting and dissemination plan is outlined in Table 5. Various formats and dissemination 
modes for reporting and presenting project related information and findings will be used. Resource 
implications, other than staff time are limited.  

Table 5. Reporting and dissemination plan 

Format Dissemination 
mode 

Due date Audience Focus/contents/Key 
messages 

Resource 
implications* 

Formal   
Reports  

Email, 
Sharedrive 

 Housing 
Stakeholders 

 Available staff 
time 

  Interim 
reports 

 Ongoing 
 

 Project updates on: 
   Intervention  
     Activities 
   Processes  
   Stage 1 findings 
   Preliminary findings 
 

 

   Final report 
 

 Aug 2020  Project findings  

Informal 
reports 
 

Email, 
Sharedrive  

Ongoing Housing staff 
Project staff 
Stakeholders 

Updates on: 
   Intervention  
      activities 
   Findings 
   Processes 
  

Available staff 
time  

Presentations  Scheduled 
Meetings 
 

Organised 
Events 

Ongoing Housing, CHETRE 
 

 
Housing, CHETRE, 
other 
stakeholders 

Updates on:  
   Intervention  
      activities 
   Findings 
   Processes 
  

Available staff 
time  
Venue availability 
Catering costs 

Posters On display at 
complex 

Ongoing Bedsit tenants Interview findings – 
key themes 

Staff time 
Materials 

Verbal  At intervention   
activities, 
during regular 
visits 
 

Ongoing  Bedsit tenants Updates on:  
Processes 
Intervention activities 
Project findings 

Staff time 

Notes: * Resources implications are for both CHETRE and Housing unless otherwise specified.  

Ethics 
Given the vulnerabilities of the target population and the sharing of data between agencies, ethics 
considerations were particularly important. The ethics application was both informed by, and 
informed, the project protocol. The process involved: 

• Meeting with the UNSW Ethics and Research Office staff to discuss the intervention and 
determine required level of ethics application (negligible, low risk, more than low risk) 
 

• Meeting with the project team to coordinate the application process  
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• Supporting the project team to discuss the ethics application and project proposal with key 
stakeholders to identify potential ethics issues and develop solutions 
 

• Gathering project team signatures and approval from relevant departments  
 

• Development of research specific documentation (including Interview instrument, 
Participant Information and Consent Forms Sheets (PISCF); 
 

• Development and submission of the ethics application 
 

• Amendments to submission and resubmission. 

 
Ethics approval was given by UNSW Sydney HREC Executive on 19th of December 2019 (HC190953). 
The application can be found in Appendix 4.  
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                  Appendices 
1. Project stages 

 
2. Risk management 

 

a. Project risk assessment 
b. Data collection risk assessment 

 
3. Ethics application 

 

a. Application 
b. Project description 
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Appendix 1. Project stages 
 

Stage Activity Description Rationale 

1 Planning 

1a Scoping 
review  

• Conducting a rapid scan of the related 
literature, to inform the design of the 
project, identify tools and related 
activities 

• Identify an evidence-base around the 
effectiveness of social and economic 
place-based interventions that have 
been associated with improved health 
and overall well-being of populations 
with complex and multiple 
vulnerabilities.   

• The focus will be on interventions 
relevant to social housing/bedsit style 
settings. This will include a review of 
housing models such as ‘Foyer Model’ 
and ‘Housing First’. 

• Identify key questions and/or 
standardised instruments that may be 
used. 
 

• Ensure project 
incorporates recent 
evidence and learning 
and reflects best 
practice. 

• Enhance validity and 
comparability of 
review findings. 

1b Intervention 
planning and 
design – 
Developing a 
detailed project 
plan 

CHETRE will work closely with Housing and 
Population Health and the residents to 
identify appropriate context-specific 
interventions and contextual factors that 
could influence how and whether the 
interventions work (e.g. capacity, culture). 
This would involve:  

• Interviews with the Miller bedsit 
complex tenants (if appropriate) 
and key Housing staff such as 
those involved in the working 
group 

• Meeting with pilot project team 
to discuss intervention approach  

• Identifying risks and risk 
mitigation approaches 

• Meeting with key stakeholders to 
discuss intervention protocol 

• Drafting the protocol and 
circulating for comment to 
working group, Health and 
Housing Partnership and 
identified key stakeholders 

• Responding to comments on 
draft protocol and finalising 
protocol. 

 
The protocol would identify and describe: 

• Background (previous related 

• By having a shared 
understanding of 
what the project will 
involve and what the 
final report will look 
like the project is 
more likely to meet 
the needs of key 
stakeholders. 

• To be able to 
evaluate the 
effectiveness of an 
intervention there 
needs to be a clear 
program logic of how 
the intervention is 
expected to work. 

• To apply for ethics 
approval a project 
protocol and related 
instruments are 
required. 
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work) 
• Research questions 
• Pilot steps 
• Pilot processes and activities  
• Program logic 
• Outcomes  
• Who does what (responsibilities) 
• Timing 
• Risk/mitigation. 

 
1c Developing 
an evaluation 
framework 

The development of the evaluation plan.  
• The evaluation plan would be 

informed by the project protocol. The 
evaluation will run concurrently to the 
project to ensure baseline data is 
collected. It is anticipated that the 
evaluation will require ethics 
approval. This will involve developing 
the evaluation plan and 
methodological approach in 
consultation with the project team. 
The findings of this stage could be 
used to support applications for 
funding for an evaluation of pilot 
project.  

• The evaluation plan will specify: what 
will be evaluated; the purpose and 
criteria for the evaluation; the key 
evaluation questions; and how data 
will be collected, analysed, 
synthesized and reported. It would 
draw on the program theory/logic 
model developed for the project 
protocol. 

• This will involve a mixed-methods 
approach. 

 

• The evaluation will 
demonstrate project 
outcomes (e.g. 
changes in perceived 
wellbeing, changes in 
physical 
environment, 
activities and levels 
of participation, 
sustainability of 
tenancies) and key 
learnings (what 
worked well, what 
didn’t work well, 
contextual factors 
that influenced 
project outcomes). 

1d Ethics This will involve development of study 
tools and submission of ethics documents. 
Given the vulnerabilities of the target 
population of the pilot study and the 
sharing of data between agencies, ethics 
considerations are particularly important. 
The project protocol would inform the 
ethics application. This would include: 
• Meeting with UNSW Ethics and 

Research Office staff to discuss the 
intervention and determine required 
level of ethics application (negligible, 
low risk, more than low risk) 

• Meeting with project team to 
coordinate the application process  

• Supporting project team to discuss 
ethics application and project 
proposal with key stakeholders to 
identify potential ethics issues and 

• Ensure research 
conforms with ethical 
conduct of research.  
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develop solutions 
• Gathering project team signatures 

and approval from relevant 
departments  

• Development of research specific 
documentation (including Participant 
Information Sheets (PIS), Consent 
Forms (CF) 

• Development and submission of 
ethics application  

• Amendments to submission and 
resubmission (if required). 

2 Intervention 
implementation 
and data 
collection  

2a Intervention 
implementation 

The intervention will be led by Housing 
Staff with input where appropriate from 
other agencies. The cost of 
implementation is not included in this 
proposal. 
 

• To improve health and 
wellbeing outcomes 
for tenants and 
support sustainable 
tenancies 

2b Data 
collection 

Requirements for data collection were 
determined in Stage 1.  
Concurrent to the implementation process 
data will be collected for the evaluation. 
This will include a quasi-experimental 
study design. 

Recruitment 

• The project will involve the residents 
of the intervention and non-
intervention (control) bedsit 
complexes.  
o Intervention bedsits - 164 

Maxwells Ave Sadleir / 35 
Eureka Ave Sadleir (n=35 units) 

o Control bedsits – tbc (n=approx. 
35) 

Data collection – for impact evaluation 

• Pre and post (6 and 12 months) 
cross-sectional surveys will be 
undertaken with residents from the 
intervention complex  using 
validated tools (e.g. the Medical 
Outcomes Study Short Form Health 
Survey version 2 (SF-12 v2),  and 
items from other previously used 
surveys instruments (e.g. Miller 
surveys 1999-2010) to determine 
perceptions and experiences of the 
neighbourhood and complex, and he 
inervention 

 
• Pre and post (6 and 12 months) 

Housing Data will be collected by 
housing staff and includes: 
o Routinely collected data (e.g. 

maintenance issues, vacancy 

• Identify impact of 
intervention on 
target population 
(tenants) 

• Identify 
impact/benefit of 
intervention for 
housing 

• Identify 
appropriateness, 
quality, effectiveness 
of intervention   
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rates, acceptance rates, 
eviction rates, rental arrears, 
and incidents of anti-social 
behavior).  

o Quantitative and qualitative 
‘interaction’ data (staff/ 
residents, staff, 
staff/stakeholders or project 
team) that includes including 
the type/reason for the 
interaction (e.g. intervention 
activity, business as usual), 
issues identified, resident and 
staff comments, and staff 
reflections.   

 
Data collection - for Process evaluation 
• In addition to ‘interactions’ data, 

Housing will also collect additional 
data pre, during and post 
intervention (e.g.  attendance 
sheets, evaluation forms,  
intervention written documentation 
(eg activity organizer records) 
reflections etc).  
 

3 Integration 
and Analysis  

3a Analysis  Outcome variables were determined in 
Stage 1 and  the ethics application These 
include: 

Survey data 

Sample size 
• An expected participation rate for 

the survey  of 40% (of the 35 
tenants) will result in a sample size 
of 14 that will  provide a power of 
0.2 (for non-parametric 
comparisons) to 0.3 (for t-tests and 
ANOVA, and detect small to medium 
effect sizes, for changes across time 
and comparisons between the 
intervention and comparison 
complexes.  

• Given the small population there are 
limitations in terms of statistically 
significant findings. However, the 
findings will be useful to Housing as 
they will indicate any intervention 
impacts and provide key learnings 
from the intervention process that 
will inform the development of a 
larger scale housing intervention.  

Data analysis 

Quantitative data 
• All dichotomous survey questions 

• Ensure each data 
source is analysed 
individually, but 
contributes to 
answering the overall 
research questions 
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will be treated as categorical 
variables and analysed using 
descriptive statistics (frequencies, 
cross tabs, chi-square,  and the non 
parametric Kruskal Wallis). 

•  All Likert scale survey questions will 
be treated as continuous variables 
and analysed using ANOVA. An alpha 
of 0.05 will be set for significance.  

Qualitative data 

• Open ended responses from the 
interview will be entered into NVivo 
and analysed using thematic analysis. 

Housing data 

• Quantitative routine and 
‘interactions’ data will be analysed 
using descriptive analysis 
(frequencies, cross tabs, chi square), 
and t-tests to. compare differences 
between intervention and control 
groups. 

• Qualitative ‘interactions’ data will be 
entered into NVivo and analysed 
using thematic analysis 

 
Process analysis 
Quantitative data will be entered into 
SPSS for analysis. Data will be analysed 
using descriptive statistics (frequencies, 
cross tabs, chi-square, and the non 
parametric Kruskal Wallis). An alpha of 
0.05 will be set for significance. Qualitative 
data will be entered into NVivo and 
analysed using thematic analysis 

 
 3b Preliminary 

findings 
workshop  

• Objective 3 working group, project 
team and key stakeholders to attend 
2-3 hour workshop to discuss draft 
review findings and next 
steps/expectations for final report. 

• Develop recommendations which will 
be incorporated into draft report. 
 

• Ensuring a shared 
understanding of 
evaluation findings 
and final report to 
align with project 
needs and the 
broader context. 

4 Reporting 

4a Draft report • Develop draft report  
• Receive feedback (within 2 weeks) 

and integrate comments. 

• Ensure shared 
understanding of 
evaluation before 
report is finalised  

4b Final 
evaluation 
report 

• Develop final report  • Final report that 
incorporates 
feedback and meets 
the project needs 
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Appendix 2. Risk management 

2a. Project risk assessment 

 

Risk 
Rating 

Description of 
risk  

Risk Management strategies Risk 
Management 
Responsibility 

Moderate 
(Possible, 
Minor) 

Project running 
longer than 
expected 
timeframes 
(due to factors 
other than 
COVID-19) 
 

• Regular contact between groups to 
ensure project is implemented as per the 
agreed timelines. 

• There will be a lag between submitting 
paper for publication and publication 
including responding to reviewers’ 
comments. This will be incorporated into 
CHETRE’s core work.  

Project 
lead/manager 
and project 
officer 
 

Moderate 
(Possible, 
Minor) 

Project 
requiring more 
researcher time 
than allocated  
 

• Project plan developed and agr 
restrictionseed upon. 

• Regular contact between groups.  
• CHETRE will alert project team to factors 

that will influence ability to complete 
project in timeframes planned. 

Project 
lead/manager 
and project 
officer 
 

High 
(Likely, 
Moderate) 

Difficulty in 
obtaining Ethics 
resulting in 
delays to pilot 
implementation 

• Will consult with UNSW Ethics office at 
project commencement and identify 
relevant issues.  

• Project planning will take account of 
uncertainty in ethics application process. 

• Communication with project partners to 
ensure shared understanding of ethic 
application process. 

Project 
lead/manager 
and project 
officer 
 
 

High 
(Possible, 
Major)  

Project unable 
to receive ethics 
approval based 

• Early and ongoing communication with 
UNSW Ethics.  

Project 
lead/manager 
and project 

Likelihood 
Severity 

Minor Moderate Major 

Likely High High Extreme 

Possible Moderate High High 

Unlikely Low Moderate High 
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on developed 
protocol 

• Communicate with project team to 
discuss alternative methods etc.  

• Amend project protocol to accommodate 
ethics requirements. 

officer 
 

High (High, 
Possible 
major) 

Project running 
longer than 
expected 
timeframes due 
to intervention 
implementation 
on hold, or 
restricted due 
to COVID -19 
restrictions  
 

• Regular contact between groups 
regarding COVID-impacts, and 
amendments or adjustments required 

• Communication with project partners 
regarding extent of restrictions and 
project impacts when necessary 

• Amend project protocol and timeline to 
accommodate changes 

Project 
oversight, 
project 
lead/manager, 
project officer 
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2b. Data collection risk assessment 

 

For additional information refer to HS329 Risk Management Procedure 
Faculty/Division: SPHCM School/Unit: CHETRE 

Document number 
 

Initial Issue date18/02/19 Current version 
1 

Current Version 
Issue date   

Next review date 

 

Risk management 
name 

Bedsit Interviews Phase 1 

 
Form completed by Fiona Haigh and Siggi Zapart 

 
Signature Date 

Responsible supervisor/ authorising officer Fiona Haigh 
 

Signature Date 

 
 
 

 

List legislation, standards, codes of practice, manufacturer’s guidance etc used to determine control measures necessary 

Work Health and Safety Act 2011 
Work Health and Safety Regulation 201 
 

HS017 
 

HS Risk management form        

Identify who may be at risk from the activity:  

 

Persons at risk Staff and student interns undertaking interviews 

How they were 
consulted on the risk:  

All potentially at risk have been involved in 
discussions and carrying out the risk assessment. 

Identify the activity and the location of the activity 

Description 
of activity 

Interviewing tenants of a bedsit complex administered by 
Department of Communities and Justice 
 

Description 
of location 

Bedsit Complex – 164 Maxwell/35 Eureka Street, Sadlier 

 

https://www.gs.unsw.edu.au/policy/documents/HS329.pdf
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Identify hazards and control the risks. 
1. An activity may be divided into tasks. For each task identify the hazards and associated risks. Also list the possible scenarios which could sooner or later cause harm. 
2. Determine controls necessary based on legislation, codes of practice, Australian standards, manufacturer’s instructions, safety data sheets etc.  
3. List existing risk controls and any additional controls that need to be implemented 
4. Rate the risk once all controls are in place using the risk rating matrix (below and in HS329 Risk Management Procedure) 
 
SHADED GREY AREAS 
If you need to determine whether it’s reasonably practicable to implement a control based on the risk, complete the shaded grey columns 
 
Feel free to resize the boxes to suit your situation/the amount of text you need to use 

 

Task/ 

Scenario 

Hazard 

 

Associat
ed harm 

 
Existing controls 

Any additional controls 
required? 

 

 

Risk Rating  Cost of 
controls (in 

terms of time, 
effort, money) 

Is this 
reasonabl

y 
practicabl

e 

      Y/N 

C
on

se
qu

en
ce

s 
Li

ke
lih

oo
d 

R
is

k 

Interviewin
g bedsit 
tenants 

Physical  
intimidation  
 

Aggression 
towards 
staff or 
students  

Physical 
injury to 
staff or 
students  
 

Malicious 
damage  

• All Interview staff will have familiarised themselves with 
the NDARC guidelines 

• All interview staff to be knowledgeable in de-escalation 
techniques and proper assessment of potentially dangerous 
situations 

• Housing will provide CHETRE with a list that categorises 
bedsits residents in terms of risk as follows 

o Do not engage  
o Engage but be careful  
o Not expected to be a risk  
o Should be interviewed by male and female 

combination 
• Residents identified as ‘Do not engage” will not be  

interviewed at this stage 
• Residents identified as ‘Engage but be careful’ will be 

interviewed in the grounds of the complex in an area which 
still provides sufficient privacy to assure 
confidentiality/anonymity.  

• All other residents will be interviewed either in the grounds 
(as described above) or, if they prefer indoor privacy, in an 
available unit made available by Housing. 

• All interviews to be conducted during the day 
• Interviews to be conducted in pairs (male/female pair for 

 4 D M   
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those identified as requiring this)  
• All interview staff to have their mobile phones with them 
• All interview staff to inform the CHETRE office manager 

when they are going out to conduct interviews, provide the 
following information, and contact the office manager 
when they have completed the interviews and their 
expected time back at CHETRE 

o Interview address/es; expected starting and 
finishing time 

o If the contact person has not heard from the 
interviewer/s they will ring them 

• If for any reason the interviewer does not feel secure, safe 
and comfortable the interview will not take place/or be 
terminated depending on which is applicable 

• Any incident of verbal/physical aggression should be 
reported and documented. In the event of an episode of 
physical or verbal aggression or violence, the injured 
person(s) need to be comprehensively supported (both 
physically and psychologically) at the time of the event (i.e., 
transported to Accident and Emergency or transported to 
wherever they are staying). The incident should be 
immediately reported to the project supervisor, police or 
other emergency service as required. An online incident 
form must be completed on the myUNSW website as soon 
as practicable. Debriefing and support counselling should 
be offered within 48 hours of an episode of violence 
(http://www.counselling.unsw.edu.au/). 

• Any concerns for the mental/physical wellbeing of a 
participant or another person (as disclosed by the 
participant) will be reported and documented 

 Emotional 
intimidation  
 

Aggression 
towards 
staff or 
students  

Emotional 
injury to 
staff or 
students  
 

Malicious 
damage  

• See above  2 C M   
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 Travelling to 
and from 
interviews 
and 
meetings 

 

Walking to 
and from 
your vehicle 
/transport 
alone or in 
the dark  
 

Car 
accidents 

Assault 

 

• All interviews to be conducted during the day 
• All other residents will be interviewed either in the grounds 

(as described above) or, if they prefer indoor privacy, in an 
available unit made available by Housing. 

• All interview staff to have their mobile phones with them 
• All interview staff to inform the CHETRE office manager 

when they are going out to conduct interviews, provide the 
following information, and contact the office manager 
when they have completed the interviews and their 
expected time back at CHETRE 

o Interview address/es; expected starting and 
finishing time 

o If the contact person has not heard from the 
interviewer/s they will ring them 

 3 D M   

 People 
engaging in, 
reporting or 
observing 
illegal 
activity  

Bystander 
risk-  

Emotional 
harm 

Victim of 
crime 

• All Interview staff will have familiarised themselves with 
the NDARC guidelines 

• All interview staff to be knowledgeable in de-escalation 
techniques and proper assessment of potentially dangerous 
situations 

• Housing will provide CHETRE with a list that categorises 
bedsits residents in terms of risk as follows 

o Do not engage  
o Engage but be careful  
o Not expected to be a risk  
o Should be interviewed by male and female 

combination 
• Residents identified as ‘Do not engage” will not be  

interviewed at this stage 
• Residents identified as ‘Engage but be careful’ will be 

interviewed in the grounds of the complex in an area which 
still provides sufficient privacy to assure 
confidentiality/anonymity.  

• All other residents will be interviewed either in the grounds 
(as described above) or, if they prefer indoor privacy, in an 
available unit made available by Housing. 

• All interviews to be conducted during the day 
• Interviews to be conducted in pairs (male/female pair for 

those identified as requiring this)  

 2 C M   
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• All interview staff to have their mobile phones with them 
• All interview staff to inform the CHETRE office manager 

when they are going out to conduct interviews, provide the 
following information, and contact the office manager 
when they have completed the interviews and their 
expected time back at CHETRE 

o Interview address/es; expected starting and 
finishing time 

o If the contact person has not heard from the 
interviewer/s they will ring them 

• If for any reason the interviewer does not feel secure, safe 
and comfortable the interview will not take place/or be 
terminated depending on which is applicable 

• Any incident of verbal/physical aggression or illegal 
activity should be reported and documented. In the event of 
an episode of physical or verbal aggression or violence, the 
injured person(s) need to be comprehensively supported 
(both physically and psychologically) at the time of the 
event (i.e., transported to Accident and Emergency or 
transported to wherever they are staying). The incident 
should be immediately reported to the project supervisor, 
police or other emergency service as required. An online 
incident form must be completed on the myUNSW website 
as soon as practicable. Debriefing and support counselling 
should be offered within 48 hours of an episode of violence 
(http://www.counselling.unsw.edu.au/). 

• Any concerns for the mental/physical wellbeing of a 
participant or another person (as disclosed by the 
participant) will be reported and documented 

 People 
reporting 
suicidal/ 

mental 
health issues 

Emotional 
harm 

• Any concerns for the mental/physical wellbeing of a 
participant or another person (as disclosed by the 
participant) will be reported and documented 

• All Interview staff will have familiarised themselves with 
the NDARC guidelines 

 2 C M   
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Risk Rating Matrix 

RISK RATING METHODOLOGY AND MATRIX 

Consider the Consequences 

Consider: What type of harm could occur (minor, 
serious, death)? Is there anything that will influence the 
severity (e.g. proximity to hazard, person involved in 
task etc.). How many people are exposed to the 
hazard? Could one failure lead to other failures? Could 
a small event escalate? 

Consider the Likelihood 
Consider: How often is the task done? Has an accident 
happened before (here or at another workplace)? How long 
are people exposed? How effective are the control 
measures? Does the environment effect it (e.g. 
lighting/temperature/pace)? What are people’s behaviours 
(e.g. stress, panic, deadlines) What people are exposed (e.g. 
disabled, young workers etc.)? 

Calculate the Risk 

1.Take the consequences rating and select the correct column 
 
2.Take the likelihood rating and select the correct row 
 
3. Select the risk rating where the two ratings cross on the matrix below. 
 
VH = Very high, H = High, M = Medium, L = Low 
 

 CONSEQUENCES 

 1 2 3 4 5 

LI
KE

LI
H

O
O

D 

A M H H VH VH 

B M M H H VH 

C L M H H VH 

D L L M M H 

E L L M M M 

5. Severe: death or permanent disability to one or 
more persons 

4. Major: hospital admission required 

3. Moderate: medical treatment required 

2. Minor: first aid required 

1. Insignificant: injuries not requiring first aid 

A. Almost certain: expected to occur in most 
circumstances 

B. Likely: will probably occur in most circumstances 

C. Possible: might occur occasionally 

D. Unlikely: could happen at some time 

E. Rare: may happen only in exceptional circumstances 

 

Risk 
level 

Required action 

Very 
high 

Act immediately: The proposed task or process activity must not proceed. Steps must be taken to lower the risk level to as low as reasonably practicable using the hierarchy of risk controls 

 

 

High Act today: The proposed activity can only proceed, provided that: (i) the risk level has been reduced to as low as reasonably practicable using the hierarchy of risk controls and 
                                                                                             (ii) the risk controls must include those identified in legislation, Australian Standards, Codes of Practice etc. and 
                                                                                           (iii) the document has been reviewed and approved by the Supervisor and 
                                                                                           (iv) a Safe Working Procedure or Safe Work Method has been prepared and 
                                                                                             (v) the supervisor must review and document the effectiveness of the implemented risk controls  

Medium Act this week: The proposed task or process can proceed, provided that: (i) the risk level has been reduced to as low as reasonably practicable using the hierarchy of controls and 
                                                                                                         (ii) the document has been reviewed and approved by the Supervisor and 

                                                                                                                        (iii) a Safe Working Procedure or Safe Work Method has been prepared. 
Low Act this month: Managed by local documented routine procedures which must include application of the hierarchy of controls. 



49 
 

 

 

REVIEW 
Scheduled review date: within 1 week of 
interviews  beginning 

0 FH  

Are all control measures in place?    
Are controls eliminating or minimising the risk?    

Are there any new problems with the risk?    
Review by: (name)    

Review date:    

List emergency procedures and controls 
List emergency controls for how to deal with fires, spills or exposure to hazardous substances and/or emergency shutdown procedures 
 

 

Implementation 
Additional control measures needed: Resources required Responsible person Date of implementation 
 
 
 

   

Acknowledgement of Understanding  

All persons performing these tasks must sign that they have read and understood the risk management (as described in HS329 Risk Management Procedure). 

Note: for activities which are low risk or include a large group of people (e.g. open days, BBQ’s, student classes etc), only the persons undertaking the key activities need to sign below.  For all others involved in 
such activities, the information can be covered by other methods including for example a safety briefing, induction, and/or safety information sheet (ensure the method of communicating this information is specified 
here)  
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Risk management name and version number:                                                                         I have read and understand this risk management form 

Name Signature Date 

Fiona Haigh   

Karla Jaques   

Siggi Zapart   

   

   

   

 

 



51 
 

Appendix 3. Ethics Application  

3a. Application 
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3b. Project description 
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