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Foreword

It can be one of those heartsink moments of general practice. Your
patient looks at you pleadingly and utters those inevitable words cCan
I have a letter for the housing?', and, with an air of resignation, you
agree.

But it needn't be like this. After all, every general practitioner is all
too aware of how important social factors such as diet, education and
housing can be to the health of our patients. We offer our advice and
our prescriptions, but when our patients live in substandard housing
our efforts seem to be doomed to produce only the most marginal
success. Ten-minute consultations may be important, but they fade
into insignificance compared to the many hours our patients spend in
cold, damp, cramped, inadequate housing in demoralised and
demoralising estates.

This timely guide to the role of primary care in the important area
of housing and health will give us all reasons to stop and think. Even
though I must have written hundreds of'letters for the housing', I had
never actually thought of rehousing as being a positively therapeutic
act until I read this book - but of course it is. After all, there is a very
real logic in awarding priority to those people in the housing queue
who have significant health problems, as these are the very real people
who will benefit the most.

It may be an inevitable truth of modern society that the housing
market responds much more to the ability of a purchaser to pay
rather than to their need, but in the area of social housing GPs can
have a genuine impact. In addition, primary care trusts now have a
public health function, and there can be few more important aspects
of public health than inadequate housing. This publication presents
the very considerable evidence base for the very clear link between
housing and health, and also reviews the dreadful effects of homeless-
ness. Research shows all too clearly that primary care services are
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almost always less available to the homeless, which means that this
most needy of groups is the one to get the least health promotion. The
inverse care law strikes again.

The RCGP seeks to encourage, foster and maintain the highest
possible standards in general medical practice. This focus on the
housing needs of our patients, and the health disaster that homeless-
ness and inadequate housing represent, can begin to help us make a
difference.

David Haslam
Chairman of Council

Royal College of General Practitioners
September 2002



Preface

Housing is an important determinant of health. A number of statu-
tory and voluntary organisations are involved in providing access to
good quality housing. Yet, professionals in these disparate organisa-
tions are not sure of each other's roles and responsibilities.

In June 1999, the Royal College of General Practitioners, in collab-
oration with the Chartered Institute of Housing, organised a
conference that aimed to share ideas, experiences and visions to
providing healthy housing for all. Some of the chapters in this book
arose from presentations at that conference.

We hope the book will be of interest to all professionals involved
with housing. It provides an overview of the impact of housing policy;
the evidence base of the effect of housing on health; issues around
homelessness; ethnic minority health and housing; collaborating with
other organisations in delivering housing; and the role of the primary
care teams as part of the new primary care trusts.

Paramjit S Gill
Gilles de Wildt

September 2002
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Chapter 1

Housing policy and
health in Britain
Donna Easterlow and Susan J Smith

Introduction

For over a century, housing policy in Britain has had a health dimen-
sion. This dimension has not always been explicit, and it has rarely
been at the top of the policy agenda. Sometimes an emphasis on
healthy housing has been deliberate, on other occasions inadvertent.
Nevertheless, Britain is probably unique in the extent to which health
needs have shaped housing interventions, and in the extent to which
housing interventions have impinged on public health.

There are two broad ways in which housing policy and health inter-
act. On the one hand, housing policy is a powerful tool for regulating the
built environment. It is a way of managing the risk to health posed by
damp, cold dwellings, a way of tackling homes which are disabling or
in poor repair, a way of 'treating' unhealthy living environments. On
the other hand, housing interventions can affect where people live.
Housing policy can steer vulnerable people away from risky neigh-
bourhoods; it can ensure that people with health problems secure
housing appropriate to their needs.

The extent to which housing policy has been geared to health aims
has varied through time and any success in using housing as a health
intervention has been geographically uneven. These fluctuations and
variations reflect the changing priorities built into housing policy
which, after all, is variously about economic management, environ-
mental regeneration and social policy.1 For housing to achieve health
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gains, it is the social dimension that is most critical. In the last two
decades, however, the social aims of housing policy have often been
eclipsed by priorities rooted in the marketplace. It is against this
background that we review the problems and potential associated
with the two key means of using housing interventions to meet public
health goals. First, we consider policies designed to secure a healthy
stock of housing; second, we examine the policies which steer people
with health problems into more or less therapeutic housing environ-
ments.

A quest for healthy housing

The pursuit of a healthy housing stock lay at the core of the earliest
Public Health Acts in the late nineteenth century. At a time when
infectious diseases still accounted for the majority of the death rate,
and despite the lack of hard evidence to link poor housing with high
risks, politicians made the regulation of housing environments their
main health priority. This strategy paid off. Broad-based public
health initiatives are generally agreed to be at least as important as
clinical medicine in achieving the remarkable mortality transition
that Britain experienced in the late nineteenth and early twentieth
centuries.2

With time, however, the links between health and housing policy
became less and less explicit. The last very dramatic intervention in
the housing environment came with the slum clearances of the 1960s.
By this time it was passively assumed rather than actively planned that
by demolishing the worst of the slums and providing new, healthier
replacement homes, the country would rid itself once and for all of its
stock of unhealthy housing.

During the 1970s, however, and more so during the 1980s, compla-
cency was replaced with concern. First, it was noted that high rise
alternatives to the old city centre slums carried their own risks, partic-
ularly to mental health. Then the extent of disrepair and degradation
in low income owner occupation, as well as in the newer but poorly
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built council stock, became evident, as did the health consequences of
this. The most recent housing condition surveys in England, Scotland
and Wales suggest that, against a background of cuts of 60% in public
investment in housing, households in every tenure sector are subject
to living conditions that may be harmful to their health.3'4

In response to some of these problems, and in the wake of a
growing literature documenting the adverse health consequences of
poor housing (see Chapter 2), recent rounds of legislation have recog-
nised the health gains that might be secured from a number of policy
arenas with potential to promote therapeutic environments. This
legislation has generally emphasised the importance of national and
local housing policy as one, perhaps the central, element of this.
Ironically though, it is health rather than housing policy that has
spearheaded this approach.

The relevance of housing to health policy

A key theme of health policy over the last decade or so has been a
commitment both to tackling the root causes of ill health and
promoting the quality of life of chronically sick and disabled people
and others with care needs. In practice, this has largely revolved
around reducing the role of the statutory health and social services in
promoting the nation's health and in providing for its health and
social care. Instead, health policy urges a wide range of organisations
to share this responsibility; public health strategies now hinge on
promoting 'healthy' public policies, inter-sectoral alliances and
community care, all of which have housing at their core.

Two important public health documents - the Conservative's
Health of the Nation5 and Labour's Saving Lives: our healthier nation6

- thus recognise that the causes of poor health and wellbeing include
social and environmental factors as well as individual behaviour.
While both documents make much of the importance of individuals
adopting healthy lifestyles, the creation of healthy living and working
environments is also a central concern. To this end, a range of local
organisations spanning the public, private and voluntary sectors,
both within and outwith the health domain, are encouraged to work
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together, and with government, under a 'new contract for health'. A
range of initiatives, including health action zones (HAZs), health
improvement programmes (HImPs), health impact assessments
(HIAs) and joint funding arrangements have been introduced to
encourage and provide the framework for this partnership approach.
The public health function of government is similarly reflected in the
idea to appraise all government policy for its effect on public health
and in the appointment, for the first time, of a minister for public
health in England whose specific responsibility is to co-ordinate
health-promoting policy across government departments. All the
surrounding discourse recognises that good quality housing has
important beneficial impacts on health. Accordingly, both docu-
ments identify improvements to the nation's housing as a key to
promoting good health, and as a common cause for which organisa-
tions and government can work together.

Concerning health and social care, the current government,
through its upcoming Supporting People programme,7 has continued
the commitment of its Conservative predecessor to promoting the
independence and wellbeing of people with a range of support and
care needs through strategies of community care. These have been,
and continue to be, predicated on the assumption that most people
want to live in their own homes, and that care should be delivered to
them there. To the extent that community care largely revolves
around care in the home, it also relies on the availability of good
quality, suitable, enabling dwellings. Policy documents concerned
with community care and the delivery of support services recognise
the 'crucial role housing has to play in community care' and call for
health and social services to work closely with local housing authori-
ties, housing associations and other providers of housing.7'8

The importance of good housing in promoting good health is thus
recognised once again in the health policy sphere, as is the idea that
health gains might be regarded as a legitimate objective for housing
policy. The challenge now is to see housing policy respond.



Housing policy and health in Britain 5

The relevance of housing policy to health

There are some grounds for optimism here. The Government states
that the objective of its housing policy is to offer everyone the oppor-
tunity of a decent home in order to promote, among other things,
wellbeing and self-dependence, and to 'make a significant contribu-
tion to other policy objectives, for example, improving public
health'.9'10 Thus a range of initiatives has been introduced or
expanded in order to promote the healthiness of the housing stock
overall and to ensure decent housing conditions for vulnerable
people, including the sick and disabled and those most at risk of ill
health, largely those on low incomes. Many of these are discussed in
the public health white paper,6 acknowledging their particular contri-
bution to its aims.

The suite of healthy housing policies on offer ranges from those
which aim to tackle the problem at as early a stage as possible, i.e. at
the point of housing construction, to others which seek to remedy the
poor conditions of large parts of the existing housing stock. Building
Regulations, for instance, are designed to safeguard the health and
safety of people in and around buildings, including homes, by provid-
ing functional requirements for building design and construction.
Several of the parts of the regulations (covering sound insulation,
energy efficiency, drainage, fire safety, etc.) are currently under
review with a view to improving standards of home building. Further,
in a bid to improve the suitability, in particular the accessibility, of
the housing stock for people with physical disabilities and mobility
needs, Part M of the Building Regulations (covering access and facili-
ties for disabled people) has already been extended (in 1999) to
include all new homes.10 The government is, however, encouraging
builders to go even further than the regulations and incorporate 'life-
time homes' standards into their construction plans. Registered social
landlords (largely housing associations) building homes subsidised
with public money through the Housing Corporation are also now
required to meet scheme development standards that cover similar
areas to lifetime homes'. The idea here is that housing should be as
healthy and enabling as possible at the point of construction.
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One example of the Government's commitment to tackling the
unhealthiness of the existing housing stock is the introduction of a
new Housing Health and Safety Rating Scheme to replace the Fitness
for Human Habitation standard (Housing below Tolerable Standard
in Scotland).11 The new system will assess and grade dwellings in all
tenures specifically from a health and safety perspective. The standard
is evidence-based and grounded in the findings of the housing and
health research effort. This revision is important because the standard
will be used by local authorities as the basis for action, as was the
previous Fitness standard. Whether a dwelling provides acceptable
living accommodation or needs to be improved is now based not
simply on its physical condition, but on the risk it poses to occupants'
health and safety. This, moreover, is determined by considering both
the physical fabric of the home and the vulnerability of occupants to
its potentially health and safety harming effects.11

In order to achieve such standards of healthiness and safety across
the private housing stock, the Government plans to overhaul the
existing local authority private sector renewal and home improve-
ment system. Local authorities are to be awarded a new general power
to give financial and practical assistance (either directly themselves or
via organisations such as home improvement agencies) for home
improvement, repair and adaptation in order to encourage and/or
subsidise home owners to improve their own homes. The new general
power will also offer new freedoms to declare renewal areas and
group repair schemes, and to waive the repayment of housing renewal
grants in certain circumstances.12 This increased local authority
discretion is designed to provide the freedom to offer a wider range of
assistance for dealing with poor condition housing.

A key aim of the new approach to home improvement, however, is
to increase individual householder funding of repairs, adaptation and
maintenance. Notwithstanding the limited increase in public financ-
ing of the grant system since 1997 (enabling an increase in maximum
grant values and the capital and income eligibility thresholds as well
as additional support to help disabled people meet their contribu-
tions towards adaptation grants) and the extension of the (separate)
Home Energy Efficiency Scheme, which offers insulation and heating
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improvements to those most at risk from ill health, the new strategy
does not amount to a new collective responsibility for healthy private
housing. There are no signs of a reversal of the shift in responsibility
for housing repair, maintenance and improvement costs from the
state to the individual that took place during the two preceding
decades.

To address the situation in the social rented sector, the Government
has pledged that all social housing in England will be brought up to a
'decent standard' by 2010. This commitment will similarly be
supported by some additional public resources (including a new Major
Repairs Allowance of £1.6 billion in 2001/02, credit approvals, arm's
length arrangements and the use of capital receipts) and also private
money through Private Finance Initiative (PFI) schemes.10

Not only does this new national healthy housing programme rely
on increased private funding, but, as the Government acknowledges,
it also depends on the imagination and commitment of a range of
local housing (and health) agencies. There is currently evidence to
suggest that local authorities and other local housing agencies and
providers have taken up this challenge. Indeed, many have been deliv-
ering the type of publicly and privately funded healthy housing
initiatives alluded to in national policy documents, for many years. In
some cases, they have also succeeded in highlighting the public health
gains of such housing investment.

A number of particularly innovative schemes based around the
idea of 'repairs on prescription' aim to improve the health of asth-
matic children by upgrading the heating and draught-proofing of
their family homes. Grants or financial assistance are offered to
households nominated by general practitioners or other health
professionals. These schemes, managed by local authorities, draw on
health services funding to repair poor council housing, on the
grounds that this will, in the long run, reduce demand on the health
services.13'14 There is some evidence that such housing improvement
for health schemes can work,15'16 though not conclusively so.17'18

Local home maintenance initiatives, including a range of schemes
to encourage home owners to maintain and improve the conditions
of their homes, have also been established throughout the country by
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local authorities, home improvement agencies and housing associa-
tions, sometimes in collaboration with social service authorities.19'20

They include local advice and information centres, local classes to
raise awareness of the need for repair, tool loan or hire schemes, lists
of reliable builders, organisation of'group maintenance' schemes and
handypersons5 schemes. In particular, pilot handypersons' schemes
to provide assistance to home owners with small repairs and minor
adaptations have been found to provide a valuable service at the
intersection of housing and community care, with beneficial effects
for the health, safety and wellbeing of vulnerable groups.19

The dramatic improvements to health and quality of life of housing
investment in the course of urban regeneration have also been docu-
mented. Local programmes to remove and replace poor housing can
lead to significantly lower levels of illness and fewer visits to GPs
among sick people and those most at risk of ill health,21'22 though the
detrimental health effects of the renewal process itself have also been
highlighted.23

Because of the complex - and often poorly understood - ways in
which housing specifications, quality and conditions interact with
health problems (and with a range of other factors affecting health),
the quest for healthy housing has so far taken the form of a set of
locally limited experiments. However, as more of these experiments
are documented and the evidence base for healthy housing interven-
tions grows, policy makers will have fewer grounds for failing to build
an explicit health dimension into housing strategies on a much larger
scale.

Housing for health

The main objective of any healthy housing policy has to be to main-
tain a healthy housing environment in every part of the housing
stock. Until this objective is met, however, there will always be a need
for strategies which protect those whose health is most at risk, and
which secure shelter for people on the basis of health need. It is this
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principle that lies at the core of the long-established practice of
awarding priority to people with health problems in the queue to
move into, or within, the stock of state-subsidised rented housing.

Medical priority for rehousing

Although moving house has been identified as a stressful life event
that can precipitate both mental and physical illness, medical priority
rehousing (MPR) is a form of residential mobility that is explicitly
designed to be therapeutic. It is based on the idea that if the existing
home has detrimental effects on occupants' health - by causing or
increasing susceptibility to disease, exacerbating illness or disability,
or impeding access to care - then moving home may help to cure
sickness, alleviate suffering, improve ability to cope with ill health
and/or enhance access to care. In short, medical priority for rehous-
ing aims to work as a health intervention by moving sick and disabled
people to homes more suited to their health needs. It is thus a practi-
cal means of making the most effective use, in health terms, of the
existing housing stock. Notwithstanding the fact that this practice has
so far been confined to the social rented sector, MPR represents the
most important housing programme helping sick people to move out
of, or avoid moving into, unhealthy homes. Currently, virtually all
local authorities and most housing associations in Britain award some
priority in their housing queues to people with health and mobility
problems.24'25

The assessment of health needs and the award of medical priority
for rehousing often involves public health physicians, GPs, occupa-
tional therapists and/or other health professionals.26'27 However,
MPR is primarily a housing initiative. Despite little statutory guid-
ance, housing managers have worked for more than 50 years on the
assumption that health status is a valid criterion for the allocation of
state-subsidised rented housing. Indeed, it is notable that medical
needs have come to occupy a prominent position among the range of
housing needs that are routinely recognised as attracting priority
status in the British social housing sector. Health needs can carry
enough weight in housing allocations to ensure rehousing outcomes
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that are favourable in terms of housing and neighbourhood quality,
and health and quality of life.25'28

The problem is that this particular healthy (re)housing solution is
one that is in short supply. Medical priority systems are under
increasing pressure in many parts of the country. The most important
challenge comes from the privatisation of the social housing system,
in particular the decline in both the size and quality of the local
authority housing stock over the past 20 years.24 This places systems
under strain, struggling to cope with increasing demand from people
with health problems. Consequently, only a small proportion of those
in need of medical priority rehousing will be rehoused.

A further challenge to the idea of medical rehousing for health might
come from the changed character of a restructured social housing
system. Housing policy over the past 20 or so years has not only hinged
on reducing the size of the social housing stock, but is about encourag-
ing its distribution among a wider range of not-for-profit landlords -
landlords who may have less experience of, and commitment to, the
idea of housing for health. In particular, local authorities have been
encouraged to transfer their housing stock to other social housing
organisations, including housing associations and local housing
companies. Housing associations are now seen as the main providers of
new social rented housing. Yet we know that the tradition of rehousing
sick and disabled people is not so widespread nor so firmly entrenched
in the housing association sector as the council sector.24

This means there is an increasingly limited capacity - and, possibly,
commitment - to accommodate growing demand from people with
health and mobility needs.29 The idea of social housing for health is
more open to question now than at any time in the past 50 years. This
therefore raises important questions about how sick and disabled
people, including those who could previously have relied on MPR,
fare in the market sector of the housing system.

Healthy housing markets?

The housing market consists of a number of forms of tenure, but by
far the biggest part of this sector - and the largest housing tenure
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overall - is owner occupation. This, moreover, is the part of the
housing system that has grown most rapidly in recent years, largely at
the expense of local authority renting. It is also the housing tenure
that has been promoted, by the previous Conservative and current
Labour administrations alike, as the norm to which all households
should aspire.10'30

As housing opportunities in the social sector have declined, people
with health problems have increasingly been forced to turn to the
housing market to accommodate their housing needs. But there are
also a number of reasons why this group might choose to become or
remain home owners; reasons why they, like the rest of the popula-
tion, might aspire to owner occupation.

The attractions of owner occupation are numerous and include
choice and control regarding where, and in what type of housing, you
live; a tax-free investment and store of wealth; the prospect of cheap
housing services in old age; a sense of ontological security; and a posi-
tion within the healthier segment of the national housing stock.31'32

Of course, sick people are just as likely to want these benefits as well
people, but crucially they might be in greater need of them. It could be
argued that these are benefits that are consistent with the idea of
housing for health. Indeed, there is some evidence to suggest that
owner occupation may have some direct health- and quality-of-life-
promoting effects.33

The problem for the nation's health is that the housing market, like
all markets, responds to ability to pay rather than to need. Indeed, if
anything, this tendency has become more pronounced in recent
years. A recent study shows that the housing market does not
routinely supply the kinds of homes some people with health prob-
lems need at affordable prices.31 Moreover, the system is rarely geared
to helping them find the few suitable properties that do exist.32

Whereas anyone can find pointers to homes with 'original features',
'mature garden' or 'impeccable decor', few clues exist for buyers
about access, mobility standards, adaptations or other health-relevant
features. Even when suitable housing can be found, there is still the
question of affordability. Low, intermittent, benefit-based incomes
are not attractive to mortgage lenders and yet these are just the kind
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of income experiences that many people with health problems have.34

In other words, it could be argued that the principles and practices
of the housing market work, generally inadvertently, to the disadvan-
tage of people with health problems. In contrast to the healthy
housing tradition of the social sector, it discriminates against, rather
than in favour of, health needs. Ironically, this means that the thera-
peutic qualities of home ownership might be least available to those
who need them the most.

This situation arises because the housing market currently has no
'caring' role - or responsibility - to compare with that of the social
housing sector. It follows that if housing policy is to succeed in
expanding the scope of sustainable home ownership, it will be neces-
sary to build some 'caring' (social) dimensions into this sector. We
have made some suggestions to this end.32'35 Despite expressing a
clear preference for the role of the market, recent policy statements
acknowledge that it might be time to address the issue, if owner occu-
pation is going to be an option for a wider range of people. A key
concern now is 'to make the [housing] market work for all' and to
develop policies that deliver a fairer market that protects the vul-
nerable.10'36

To this end, a new power of local authorities to offer financial assis-
tance to help existing owner occupiers buy another property where
this is a better option than repairing, improving or adapting their
own home37 is potentially a promising first step. Currently, local
authorities are permitted to offer loans at commercial rates, or to
offer relocation grants to help people whose homes are subject to a
compulsory purchase order only. It is unclear what type of financial
assistance the Government has in mind for the new initiative but this
could include grants, subsidised loans or help with commercial loan
repayments. This new local authority role could also, moreover, be
usefully, but easily, extended to include practical assistance to sick
and disabled people, among others, in the process of looking for a
new home.
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Conclusion

Britain has a long tradition of using housing interventions to meet
public health goals. For almost a century this tradition has been
implicit rather than explicit in many areas of housing provision.
However, policy makers, practitioners and the general population
have all begun to recognise the importance of good housing to good
health. This chapter has charted the impact of this mind-shift by
describing two key ways in which public health can be safeguarded by
housing interventions. It has argued that the move towards promot-
ing 'Our Healthier Nation' and 'Supporting People' can be achieved
both by improving the housing stock and ensuring the availability of
healthy homes to those who need them most. The success of such
strategies depends on political commitment, adequate finance and an
imaginative approach locally to the use of housing investment in both
the public and private sectors.
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Chapter 2

Housing conditions
and health
consequences
Jane Hopton, Stephen Plait and Linda Macleod

Introduction

Evidence that poor housing contributes to, or causes, poor health has
accumulated slowly and in a piecemeal fashion. Over the past 150
years interest has shifted from concerns about overcrowding and
sanitation to recognition of the potentially harmful impact of the
indoor physical environment and exploration of the consequences of
building design for social health and wellbeing. Recent recognition of
the problems of homelessness and living in temporary accommoda-
tion has brought this research full circle.1'2

In theory, there are several different ways to segment the research on
housing and health: according to different aspects of housing, accord-
ing to different health effects, or according to the different groups of
people affected. In practice, research has clustered around certain
aspects of housing, such as dampness, and specific health effects, such as
respiratory illness. This review is structured to reflect these clusters,
with subsections on dampness, cold and mental health, although
research exploring a range of housing issues, such as noise, overcrowd-
ing and security, is also briefly considered.

The chapter begins with an overview of the different ways of
conceptualising the relationship between housing and health, the
main research approaches and associated methodological issues.
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Research approaches and
methodological issues

Research on housing and health can be grouped into three
approaches: area-based (ecological) studies, studies of the internal
environment and studies of housing in social context. Underpinning
these approaches are three conceptualisations of the ways in which
housing can impact on health (see Box 2.1).

Box 2.1: Different conceptualisations of the relationship
between housing and health

1 There are the direct physical effects of environmental condi-
tions (e.g. cold) or of pathogens related to poor conditions
(e.g. house-dust mites are more prevalent in damp housing
and clearly associated with poor respiratory health).

2 There are direct consequences for the inhabitants' family
and social life, which in turn are a source of stress and strain,
which can cause mental health problems and increase
susceptibility to physical illness.

3 There are the indirect health consequences arising from
living in poor housing conditions whereby the latter impact
negatively on resources and capacity to engage in activities
which may promote health or reduce the impact of illness.

Area-based (ecological) studies

Area-based (ecological) studies have demonstrated that people living
in areas where housing is poor have poorer health than their counter-
parts living in areas where housing conditions are better.3"5 Such
studies have been criticised for failing to define what constitutes poor
housing and, related to this, for not considering the mechanisms or
explanations underpinning these associations.6'7
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Studies of the internal environment

A contrasting research approach has been to examine the health
impact of specific aspects of housing conditions. The focus has been
on pollutants or pathogens, which have been shown to have a direct
physical impact in experimental or occupational settings. Cold
indoor temperatures can also be included as a characteristic of the
environment that has direct physical effects. Within this research
approach the underlying mechanisms by which housing can
contribute to ill health and specific health effects can, in theory, be
made explicit.

A range of indoor pollutants or pathogens has been investigated,
including:

• the products of fuel combustion for heating or cooking, particu-
larly nitrogen dioxide from the combustion of gas8"12

• radon, which occurs naturally in the environment and can accu-
mulate in indoor environments13"15

• formaldehyde and other volatile organic compounds released from
building materials and furnishings16'17

• house-dust mite allergens and fungal mould, both of which are
fostered in damp housing.2'18

Establishing the relationship between these factors and health can be
problematic, since it is necessary to specify which aspects of housing
conditions contribute to the proliferation of the pathogen. The
housing environment is most usefully conceptualised as a system in
which key aspects of housing are inter-related and, as a consequence,
different pathogens or factors may co-occur. For example, aspects of
housing design which reduce air exchange between the internal and
external environment may lead to an increase in relative humidity
(dampness) and an increase in exposure to pollutants from cooking
and heating.

An understanding of the relationship between housing conditions
and health also involves establishing the basic elements of an
epidemiological enquiry,19 namely, the levels of exposure and extent



20 Housing and health

of exposure over time, ruling out confounding factors which may
explain an association between housing conditions and ill health, and
establishing plausible mechanisms or processes which would explain
any associations. Given the scope for generating and testing specific
hypotheses about the health effects of these pathogens and for meas-
uring them objectively, this research approach has the potential to
produce strong scientific evidence. However, as described below,
there are problems with such a narrow understanding of strength of
evidence.

Aside from the issue of what constitutes strong scientific evidence,
in practical and policy terms there is the issue of establishing the
prevalence of these aspects of housing in order to estimate their likely
public health impact. For example, while the harmful effects of radon
and formaldehyde (or other volatile organic compounds) have been
established, the occurrence and levels of these pathogens within the
housing stock is not known.18

Housing in social context

A third research approach has been to understand the relationship
between housing and health in a wider social context, regarding
housing as a social and economic environment which influences
social activities and daily life, thereby impacting upon health. This
type of research has considered issues of housing design, including
individual housing units as well as the wider built environment.
Research on overcrowding can also be seen to fall within this
approach. More recently, the economic impact of poor housing has
highlighted the health issue of fuel poverty.

Poor quality housing is more likely to be inhabited by those living
on lower income, rather than higher income earners, while damp
houses tend also to be colder than dry housing. Work on the energy
efficiency of housing has drawn attention to the fact that people with
low incomes are more likely to live in the least energy-efficient
housing, that is, housing which costs more to heat. A greater propor-
tion of lower incomes is spent on energy and this may still not be
sufficient to alleviate the problems of cold and dampness. Within this
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approach, poor housing is seen to compound the problems of living
on a low income rather than low income being seen as a potential
confounding factor in the relationship between housing and health.
Fuel poverty is likely to impact on resources for healthy eating, social-
ising and other behaviours which can promote health or prevent
illness.

Damp and cold housing
The rationale for including a major section on the health impact of
damp and cold housing in this chapter is threefold. First, as many
policy and scientific reviews have noted, the prevalence and severity
of damp and cold housing within the UK constitutes a significant
public health concern that demands to be addressed.1'2'20 Second, a
substantial body of knowledge has accumulated in relation to these
aspects of housing. Third, this body of research illustrates well the
main methodological issues and the research approaches outlined
above, as well as the recurring debates about the relationship between
housing and health.

Damp housing
Evidence for the detrimental health effects of damp housing comes
from two sources: first, research which has sought to investigate the
role of damp housing as a factor in the development of specific
illnesses or health problems (principally respiratory illnesses such as
asthma and forms of atopy); second, research exploring the health
effects of damp housing.

Both of these strands of research are underpinned by similar plau-
sible mechanisms for direct health effects of dampness. Much of the
research outlined above has been based on, or refers to, two sources
of pathogens, which are known to proliferate in damp housing,
namely house-dust mites and fungal mould.

House-dust mites
Experiments involving direct inhalation of dust mites have detected
significant bronchial reactivity.21'22 Many studies have shown the
importance of mites as a cause of human allergic diseases, rhinitis and
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bronchial asthma.23 When considering asthma in children the most
common source of allergen is the house-dust mite.24 One study found
that 94% of 11-year-old children in England with more active asthma
were allergic to house-dust mites.25 Moreover, there is evidence that
exposure to house-dust mites at an early age and the development of
allergies and asthma in later childhood are associated with severity of
asthma symptoms and continuation and severity of symptoms into
adolescence.26 Allergens contained in the bodies of dust mites have
been implicated in other atopic illnesses such as eczema.27 It has been
noted that viruses that can give rise to infection are more common in
damp houses. Experimental research has established that bacteria
thrive in moist conditions, though little work has explored this rela-
tionship in domestic settings.12'28

Mould
Damp conditions are also conducive to the proliferation of mould
and fungal spores which can thrive on the organic matter present in
the substance of the house and on furnishings. Some genera of fungi
produce metabolites which are toxic. The mycotoxins are contained
in the spores and may be inhaled or ingested. Direct physiological
responses to mycotoxins produced by fungi which are present in
domestic dwellings have been demonstrated in experimental condi-
tions.29'30 Studies indicate that mould may be responsible for
respiratory conditions which are associated with allergenic responses,
such as asthma and rhinitis.31'32 As well as evidence of changes in lung
function associated with chronic exposure, there is also evidence of
acute symptomatic effects, such as fever and wheezing and other
influenza-like symptoms.33

Research on damp housing

Case control studies from around the world have explored the role of
damp housing in the aetiology of asthma and atopy, principally by
seeking to establish higher rates of sensitisation and exposure to house-
dust mites and hence higher rates and greater severity of symptoms.
Nine studies,34"42 seven of which were based on children under 16 years
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of age,34~36)38~40)42 found that cases with asthma or symptoms of asthma
were significantly more likely to be living in damp housing, after
controlling for possible confounding factors. Two studies have shown
dose response relationships to severity of mould as rated by a surveyor39

and to increased prevalence of house-dust mite.37

Several studies investigated the effects of dampness upon health,
although not all of these have sought to explore specific mechanisms
for any observed effects by measuring levels of pathogens in the
indoor environment. These studies are summarised in Table 2.1.
Studies in the Netherlands,43-45 Sweden,46 Canada,47'48 Taiwan,49

China,50 Turkey,51 the United States,44'53 the United Kingdom54-56

and Australia57 have consistently shown that children living in damp
houses experience more respiratory symptoms and problems, includ-
ing cough, wheeze, and nasal congestion and excretion, than children
in dry homes, independently of potential confounding factors. A
recent longitudinal study in the UK showed that respiratory symp-
toms of children diagnosed as having asthma reduced significantly
after installation of central heating.58

Most studies have relied on parental reports of symptoms using
validated questionnaires, together with self-report or interviewer
assessments of problems of dampness and mould. It has been
suggested that self-reports of dampness may be unreliable or subject
to reporting bias.59 Some studies, which have used objective measures
of health status, have failed to find significant associations. However,
these objective measures of respiratory health are known to be unre-
liable and their relevance in terms of respiratory function in everyday
circumstances is questionable.59 For example, overall measures of
airborne fungal mould spores which do not distinguish between
different genera of fungi have been criticised, as not all fungi have
toxic effects. Where reported measures of dampness have been
compared with objective measures, self-reports tend to underesti-
mate the levels of dampness.55 The most robust evidence comes from
a study in which measurements of fungal spore counts were taken by
surveyors who were blind to the findings of a health survey.55 The
study showed a dose response relationship, with children living in

continued on page 32
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Brunekreef 4625 8-12-year- Cross-sectional
et al52 old school survey - self

children from six completion
US cities. questionnaire.

Reported dampness
problems of water
collecting in the base-
ment floor, any water
damage to the building,

American Thoracic Division Presence or absence
Lung Disease Respiratory of mother who
Symptom Questionnaire. smokes in the home,
Other non-chest illness restrict- mean number of
ing the child's activities for years parents in

mould or mildew on any three days or more in the past education, city of
surface in the home or year. residence, doctor
dampness (any of the Height, weight and measure of diagnosed asthma,
above). lung function FEV1.

Significant association between
measures of home dampness
and respiratory symptoms and
non-chest illness after adjusting
for confounding factors.

Brunekreef44 Two populations Two cross- Reported presence of
of 6-12-year-old sectional surveys damp stains and visible
schoolchildren in - self-completion mould growth in past
the Netherlands, questionnaire. two years.
Survey 1: 1051
children.
Survey 2: 3344
children.

Children smoking.
Household smoking.
Sources of nitrogen
dioxide (measured in
Study 1).

Survey 1 included spirometry
tests.
Both included reported symp-
toms of cough, wheeze and
asthma or any of the above.
Cough on most days for at least Parental education,
three months consecutively.
Wheeze or whistle sounds in the
last year. Attacks of shortness of
breath with wheezing in the last
year.

Reported respiratory symptoms
significantly associated with
damp stains and mould after
controlling for other variables.
No clear association with lung
function.



H
ousing conditions and health consequences 

25
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Study

Dales et a/.48

Study Design
population

14 799 adults As above,
over 18 in 30
different
communities in
Canada.

Measure of housing Measures of health

As above. American Thoracic Division
Lung Disease Respiratory
Symptom Questionnaire.

Confounding
factors

As above.

Findings

Prevalence of cough, phlegm,
wheeze higher amongst those
reporting dampness or mould
independently of confounding
factors.

Garret et al.57 148 children aged Cross-sectional
7-14 living in 80 survey,
households in
Latrobe Valley,
Australia.

Hopton and 254 households, Longitudinal
Hunt7 251 children on a survey quasi-

single local experimental
authority design compar-
housing estate in ing households
Glasgow, UK. where new

heating system
installed versus
'controls'.

Respiratory questionnaire: Parental allergy,
frequency of eight respiratory smoking, parental
symptoms: cough, shortness of asthma, presence of
breath, waking due to shortness pets.
of breath, wheeze, asthma
attack, chest tightness, cough in
morning, chest tightness in
morning.
Skin prick tests for atopy.

Asthma, atopy and respiratory
symptoms were all significantly
associated with exposure to one
or more genera of fungal
spores. Average or total fungal
spore counts not significantly
associated with health
outcomes.

Measures of housing: air
samples (total and viable
fungal spore levels and
genera), temperature
and humidity.
Reported age and foun-
dation type of residence,
presence of air condi-
tioning and dampness.
Interviewer assessment
of evidence of water
intrusion, visible mould
and odour.

Reported problems with Reported symptoms checklist of Household income. No significant effects of intro-
dampness, mould, cold, 15 respiratory and non-respira- Presence of young duction of new heating scheme
poor repair, noise, secu- tory symptoms in past two children. On symptoms. Overall symp-
rity and cost of heating, weeks. Financial difficulties, toms score significantly

Smoking. associated with deterioration in
Unemployment. housing (house becoming too

cold).



Hyndman71 60 Bengali house- Cross-sectional Reported housing type,
holds in interview survey, leisure, heating, ventila-
inner-city tion, working facilities,
London, UK. reported damp, cold and

mould, and aspects of
health relating to respi-
ratory and other
conditions. Weekly
average and spot meas-
ures of temperature and
humidity. Reported cold,
fungal spore counts.

Lietal50 1340 primary Cross-sectional
school 8-12- self-completed
year-old children questionnaire
in Taipei, China, survey.

Reported home consid-
ered damp by residents,
visible mould, stuffy
odour, water damage,
flooding and dampness
as assessed by presence
of any mould, odour,
water damage or flood-
ing.

Reported wheezing, breathless- Smoking.
ness, coughing, blocked up Social class.
nose. Three or more above Occupations.
constituting 'hidden asthma',
chesty colds, bronchitis or
asthma, aches and pains,
headaches, diarrhoea and
vomiting.
Lung function (peak flow).

Cough present for at least three Age, sex, parents'
months of the year, phlegm education, number
present for at least three months of household
of the year, wheezing in chest on smokers, use of gas
most days or nights, exercise- stove for food prepa-
induced cough, chest illness ration.
requiring child to stay at home
for at least three days, physician
diagnosed asthma and allergic
rhinitis.

No significant reduction in
peak flow for those in damp,
mouldy or cold housing.
Significantly higher levels of
hidden asthma, chest ill health
associated with low indoor
temperatures (0-16 degrees).
No significant differences in
reported and objective health
measures and temperatures,
humidity and fungal spore
counts.

Prevalence of all respiratory
symptoms higher in damp
homes (any aspects of damp-
ness), with significant
differences adjusted for
confounding factors or phlegm,
allergic rhinitis and bronchitis.
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Martin et
a/.54

358 households
in Edinburgh,
UK.

Cross-sectional
blind survey of
housing and
health.

Packer et a/.58 5347 residents in Cross-sectional
Worcester, postal question-
England, naire survey.

Independent measures
of damp, presence of
fungal mould - damp-
ness regarded as any of
above signs of damp.
Respondent reported
dampness.

Reported checklist of symptoms Smoking and pres-
present in past two months - 8 ence of other
non-respiratory and 4 respira- children in the
tory. Adults completed a household, length of
standardised measure of time at address,
perceived health status - the household income,
Nottingham Health Profile. use of calor gas for

heating.

Reported heavy conden- General household survey ques- Smoking, exercise,
sation, damp or mould tion on long-standing illness - weight, alcohol,
(never or hardly ever, checklist of specific illnesses. social class and
not very often, quite The Nottingham Health Profile housing tenure.
often, almost always). (NHP).
Damp housing classified
as damp or mould quite
often or almost always,
condensation almost
always.

Adults: only scores on
emotional reaction scale of the
Nottingham Health Profile
(NHP) were significantly
higher in damp houses.
Children: presence of any respi-
ratory symptoms, aches and
pains, nerves and headaches
significantly higher in damp
houses. Main effect for respira-
tory symptoms remained after
controlling for confounding
factors. Rates of vomiting and
sore throat significantly higher
in 'mouldy' houses.

People in damp housing more
likely to report long-standing
illness - this could not be
explained by presence of
specific medical conditions.
Also more likely to report
problems with sleep, energy
and social isolation dimensions
of NHP.
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Rossetal™

597 households Cross-sectional
with at least one survey with inde-
child (adult pendent
respondents and assessments of
1169 children) in housing condi-
three UK cities tions (by
(Glasgow, surveyor) and
Edinburgh and health (by
London). researcher).

Measures of dampness:
severity and type.
Mould: severity and
location.

Children's list of 16 symptoms
in past two weeks.
Adults' checklist of 17 symp-
toms.

Air samples from rooms Score on General Health
where visible mould Questionnaire (30-item
growth (spore concen- version),
tration per m2 air).

Household income,
cigarette smoking,
unemployment,
overcrowding.

297 children aged Cross-sectional Temperature and Consultations for upper respira-
54-59 months in survey with inde- humidity recording over tory tract infections or
one general prac- pendent six days during the six- recording of episode of one or
tice population assessments of month study period. more of cold, coryza, cough,
in UK. housing condi- sore throat, tonsillitis, pharyngi-

tions and health. tis, acute otitis media, over the
past two weeks.

Adults more likely to report
more symptoms overall,
including nausea and vomiting,
blocked nose, breathlessness,
backache, fainting and bad
nerves than in damp houses.
Children in damp and mouldy
houses had greater respiratory
symptoms, wheeze, sore throat,
runny nose, headaches and
fever.
Mean number of symptoms
showed close response relation-
ship with severity of dampness
and mould.

No association between upper
respiratory tract infection and
domestic temperatures or
humidity.
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Somerville et 72 children with Longitudinal Assessments of type of Reported asthma, respiratory Furry pets.
a/.58

Spengler et
a/.53

diagnosed
asthma living in
59 damp houses
in Cornwall.

survey (three
months follow-
up) after
installation of
heating.

12 842 9-11-year- Cross-sectional
old children in self-completed
24 North questionnaire
American survey,
communities.

heating, presence of
dampness, mould and
insulation.
Home energy efficiency
rating.

Inventory of home
appliances, fuel types
used, air conditioning,
presence of moisture,
water damage or
moulds, pets and age of
residence. Home damp-
ness defined as presence
of moisture, water
damage or mould.

questionnaire covering Smoking,
frequency during previous Type of house,
month of breathlessness,
breathlessness on exercise,
wheezing (day and night), diar-
rhoea and nasal symptoms.

Symptoms of asthma: persistent Gender, parental
wheeze, attacks of shortness of asthma, parental
breath with wheeze, physician COPD and parental
diagnosis of asthma. Symptoms education.
of bronchitis: chronic cough,
chronic phlegm bronchitis in
the past year. Lower respiratory
symptoms: wheeze, cough,
phlegm, broncholitis. Hay fever
or allergies, parental asthma or
parental chronic obstructive
pulmonary disease (COPD).

All respiratory symptoms
significantly reduce after inter-
vention.

Composite variable home
dampness, and individual vari-
ables of presence of mould and
presence of water damage all
significantly associated with
increased symptoms of asthma,
bronchitis and lower respira-
tory symptoms when
controlling for confounding
factors.



Strachan and 165 children aged Cross-sectional Reported crowding, Reported respiratory symptoms, Family history of
Elton56 7—8 years regis-

tered with one
general practice
in Edinburgh,
UK.

Strachan and
Sanders68

postal survey. child's bedroom coughing during the night and wheeze, family size,
unheated, windows left days lost from school because of other children,
open in child's bedroom, chest problems in the last school parental smoking,
presence of unvented gas term.
appliance, coal appliance, Reported attacks of wheezing,
dampness (yes/no) fever in the past two years,
mould (yes/no). Medical record entries - not

respiratory problems.

1000 (778 for Cross-sectional Reported housing prob- Reported respiratory symptoms
measures of survey postal lems including heating in the past year,
housing) primary questionnaire, and ventilation in child's FEV1 before and after exercise,
school children measurements in bedroom, condensation
age 6.5-7.5 years
in Edinburgh,
UK.

the home and
clinical tests on
children.

on windows, condensa-
tion or damp on the
walls, visible mould
growth, relative humid-
ity of child's bedroom
during the week of the
survey, bedroom
temperature.

Non-reported as
paper concentrates
on objective meas-
ures of housing and
respiration for which
there were no signifi-
cant univariate
associations.

Reports of wheeze, nocturnal
cough and school absence for
chest trouble were significantly
more common among children
from damp, mouldy housing.
There was no similar consistent
relationship in relation to
general practice consultations.

A significantly greater propor-
tion of children in damp homes
were affected by wheeze, day
cough, night cough and chesty
colds. Measures of relative
humidity and temperature
showed no associations with
respiratory symptoms and no
correlations found between
bedroom conditions and meas-
ured ventilatory function.
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houses with the highest prevalence of airborne mould spores having
significantly more respiratory symptoms when confounding factors
had been taken into account.

Although most of the studies focused on respiratory health, some
asked about general health. Martin et a/.54 found that children living
in damp housing were more likely to have experienced aches and
pains, nerves and headaches, and that those living in houses with
mould were more likely to have experienced vomiting and sore
throat. In the study by Platt et a/.,55 dampness was associated with
reports of sore throat, headaches and fever, and with the mean total
number of symptoms, while Waegemaekers et a/.43 found that damp-
ness was related to headache, tiredness, earache, skin irritation and
nausea.

Few studies have explored the health impact on adults. Three
studies have found associations between dampness and respiratory
symptoms43>45>48 (see Table 2.1). Platt et a/.55 found higher rates of
nausea, vomiting, blocked nose, breathlessness, fainting and bad
nerves amongst adults living in damp houses. In a study by Packer et
a/.,60 reported dampness was associated with higher rates of long-
standing illness, problems with sleep, energy and social isolation, as
measured by the Nottingham Health Profile.61 There is further
evidence that dampness has a detrimental effect on mental health, as
below.

As indicated above, much of the evidence for the effect of house-
dust mite falls into the strand of research which seeks to explain
occurrence of specific illness or symptoms and has used case-control
designs. The role of house-dust mite in more general non-specific
symptoms and health problems remains plausible but less clear. None
of the studies exploring the health effects of dampness has attempted
to isolate the contribution of house-dust mites to associations found
between levels of dampness and health. However, a case-control
study found a significant effect of dampness on respiratory symptoms
over and above the effect of levels of house-dust mite.42
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Health implications of cold housing

Few studies have directly examined the relationship between cold
housing and health, and evidence for the likely impact derives from
two sources: first, observation of seasonal trends in mortality and
morbidity and international comparisons of housing conditions
derived from national surveys of climate and excess winter
deaths62"64 and, second, experimental and observational research on
the direct physiological effects of exposure to cold which may be
implicated in both respiratory problems and heart disease.

Much of the work has focused on the impact on the elderly, since
this is a group which experiences physiological disadvantage in rela-
tion to exposure to cold and also has a more sedentary lifestyle, being
likely to spend more time at home.65"67

Excess winter deaths

Several analyses have used excess winter deaths at a national level and
aggregate indicators of climate and housing conditions to explore the
health effect of poor housing.62"64'68 Excess winter deaths are often
due to myocardial infarction, strokes and respiratory conditions. In
an early example of this approach, Boardman62 suggested that
30-60 000 excess deaths in winter would not have occurred in coun-
tries with colder climates and warmer homes. However, later analyses
have suggested that it is changes in temperature rather than low
average temperatures that lead to the excess,69 although improved
housing conditions would mitigate against the effects. In this context,
the UK climate can be seen as harsh rather than moderate, with
frequent changes in climatic conditions that in turn have detrimental
effects on housing conditions.

With the exception of investigations of hypothermia in the elderly,
there have been no systematic studies of the impact of cold housing
on health status. However, there is both epidemiological and experi-
mental evidence to indicate a relationship between exposure to cold
and physiological changes that may be implicated in both respiratory
disorders and in heart disease.
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Exposure to severe cold gives rise to increased pulmonary flow
resistance and decreased forced expiratory volume in sensitive
people. Cold air can act as a trigger of bronchospasm70 and has been
linked with impaired lung function in men as measured by forced
expiratory volume.71 These findings were independent of smoking. A
rapid change in temperature produces greater respiratory effects than
a gradual one (e.g. moving between warm and cold rooms).

A strong association between wheezing in children and cool
bedrooms has been reported by Ross et al72 Hyndman73 showed that
reported and measured low temperatures were associated with poor
chest health.

Two important risk factors for heart disease, hypertension and
elevated fibrinogen levels, are associated with low temperatures.
Entering a cold room can cause transient hypertension.74 Blood pres-
sure in normotensive people and people with untreated hypertension
has been shown to increase in winter months.66

It has been suggested that the cardiovascular changes which perpetu-
ate hypertension may result from acute surges of blood pressure rather
than from sustained high levels. Thus repeated exposure to cold could
be a factor in the development of essential hypertension.

The risk of ischaemic heart disease is related to plasma fibrinogen
levels and the general viscosity of the blood. Cold increases blood
viscosity and fibrinogen has been found to be significantly and nega-
tively related to environmental temperature.75

Collins67 has suggested that four dwelling temperature zones are
significant for human health. Below 6°C there is risk of failing ther-
moregulation and hypothermia. Below 12°C there is risk of increased
cardiovascular strain and below 16°C risk of respiratory disease. A
temperature of 18°C to 24°C is required for comfort. In addition,
constant discomfort and the social consequences of cold housing may
give rise to significant emotional distress.

Mental health and housing

Most of the research on the mental health impact of housing has
considered the impact of housing on social relationships or activities



Housing conditions and health consequences 35

which thereby affect mental health. Research in this area is under-
pinned by three themes: the impact of rehousing,54'76'77 crowding in
the dwelling78 and architectural design.79"82

Research into the impact of rehousing to better quality accommo-
dation has found conflicting findings in terms of the overall changes
in health status, including mental health. Studies have drawn atten-
tion to the importance of taking account of the disruption to social
networks caused by rehousing, a factor which could explain the
absence of a positive effect of rehousing on mental health despite the
amelioration of problems caused by poor quality housing.6'54'76'83

Crowding is known to be associated with the spread of infectious
diseases, and the improvements in population health following public
health housing developments in the late nineteenth and early twenti-
eth century are attributed in part to reductions in deaths from
infectious diseases (see Chapter 1). More recent studies of crowding
within dwellings have used both objective measures of crowding,
based on the number of rooms and number of inhabitants, as well as
perceptions of crowding.6 Both have been shown to be associated
with emotional distress. Crowding within dwellings enforces social
contact and the continual presence of others has been shown to
impose a mental strain on both children and adults and can impair
social relationships and activities. Children's play, for example, can
be constrained by lack of space.84

There has been less research on the mental health impact of differ-
ent aspects of poor housing. Two ecological studies comparing people
living in housing that was difficult to let with people in better areas
found that the former experienced poorer emotional wellbeing. Men
in poor housing areas were three times as likely, and women twice as
likely, to have symptoms of emotional distress compared to people in
better housing areas.3'4

Studies which have considered specific aspects of poor housing
have investigated the mental health impact of noise, security, damp-
ness and poor repair, or combinations of these factors. Noise has been
shown to have deleterious psychological effects,85'86 particularly
when it is unpredictable, intermittent and uncontrollable, such as
that emanating from noisy neighbours or traffic. The effects of noise
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have been demonstrated by poor performance on cognitive tests,
increased irritability, poor concentration and slower reaction times.87

Despite good reason to expect that noise can be a significant contrib-
utor to emotional distress and poor mental health, there have been no
epidemiological studies of noise disturbance in domestic settings.

There is substantial evidence of associations between damp
housing and poor mental health. The seminal work by Brown and
Harris88 identified housing dampness as a factor in their analysis of
the social origins of depression. Several of the studies of the health
effects of damp housing have collected and analysed data on reported
emotional symptoms together with standardised measures of mental
health. Hyndman73 reported a strong association between both
objective and subjective measures of dampness and reported depres-
sion. Martin et a/.54 found that adults living in damp houses had
significantly higher scores on the emotional reaction scale of the
Nottingham Health Profile.

The General Health Questionnaire (GHQ)89 has been extensively
used as an indicator of the risk of mental illness, principally anxiety and
depression. Two studies,90'91 using the standard cut-off of five or more
to indicate 'possible psychiatric caseness' on the 30-item version of the
GHQ, found that respondents living in damp houses were significantly
more likely to score in excess of the threshold, independently of
confounding factors such as social class, employment status, household
income, presence of long-standing illness and other housing problems.
Although the threshold of five or more is lower than that recommended
for detecting clinically relevant mental health problems amongst
general practice attenders, both studies found that over 50% of respon-
dents living in damp houses had high GHQ scores, suggesting that the
level of associated distress is substantial.92

Although the studies by Platt et a/.90 and Hopton and Hunt91 were
mainly concerned with the effects of damp and cold, they also
collected data on a range of reported housing conditions, such as
noise, security, crowding, poor repair and bad design. Hunt93 showed
that as the number of reported housing problems increased, so did
scores on the GHQ and the likelihood of reporting other symptoms of
mental distress, such as bad nerves or feeling low and irritable.
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Conclusions

The evidence base
Although the evidence base is considerable, and the existence of a
strong association between housing and health has been amply
demonstrated, few studies have employed a research design that
permits robust conclusions to be drawn about causal pathways and
processes.94 There are major methodological difficulties in disentan-
gling different aspects of poor housing and distinguishing the effects
of housing from other aspects of social-economic disadvantage which
are associated with living in poor housing.

Reviewing the evidence from a social policy perspective gives a
different interpretation and illustrates the drawbacks of using a
narrow scientific interpretation of evidence. Within this perspective
the methodological problem of confounding becomes transformed
into a central topic of investigation and policy intervention (see
Chapter 1). Recent recognition of fuel poverty illustrates this concep-
tual transformation very clearly, taking a more integrated approach
to understanding the health disadvantage of poor housing.

Implications for primary care

With the comprehensive policies and strategies now in place to tackle
social inequalities in health and promote social inclusion, together
with the strengthening of primary care organisations and their
health-improving partnerships, there are important opportunities for
individual practitioners, primary care teams, primary care groups and
primary care trusts to promote health by addressing the problems of
poor housing.95'96

Individual practitioners and primary care teams can be encouraged
to consider the impact of poor housing conditions on health prob-
lems in their clinical assessments of patients, helping to identify
vulnerable people and families and to encourage or refer them to the
schemes and agencies which can reduce expenditure and improve
housing by improving energy efficiency. Schemes are now in place
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across the UK to ensure that all people living in social housing or aged
over 60 have working central heating. Many local authorities and
their partners are developing local fuel poverty strategies.97 Primary
care teams can consider routinely collecting information on housing
conditions for both planning and research purposes.98'99

Primary care groups and primary care trusts can advocate for
health in the development of local housing plans and policies through
community planning and community care planning processes, ensur-
ing that housing-related health problems and fuel poverty feature in
their own plans.
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Chapter 3

Homelessness and
health: the role of
primary care
Helen Lester

The Royal College of General Practitioners has stated that all people
must have equity of access to primary care services.1 This chapter will
look at various aspects of homelessness, concentrating on specific
health issues and the current and potential future role of primary care
in delivering equitable and accessible services to homeless people.

Defining homelessness

Homelessness is an ambiguous term that has no universally accepted
definition. The current legal definition in the 1996 Housing Act is
shown in Box 3.1.

This statutory definition, however, excludes major groups of
homeless people such as the single homeless and couples without
children. The current legislation also excludes asylum seekers from
statutory help unless they applied for asylum at the port of entry to
the UK or if there has been an 'upheaval' declaration in their country
of origin.

The definition of homelessness widely accepted by many non-
statutory organisations is a lack of decent, safe and secure housing,
acknowledging the fluid boundaries at which poor physical condi-
tions in a dwelling effectively make the occupants homeless.2 Others
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Box 3.1: The legal definition of homelessness in the United
Kingdom (UK)

A person is deemed as homeless and owed a duty of housing if
they fulfil the following criteria:

• have no accommodation in the UK or elsewhere in the world
• cannot secure entry to accommodation

are threatened with homelessness in the next 28 days and have
no accommodation which it is reasonable for them to occupy
are not intentionally homeless

• have a local connection with the area
are in priority need - pregnant/with dependent children/
vulnerable due to old age or mental illness or physical disabil-
ity/homeless due to fire, flood or other disaster.

have spoken of homeless careers, acknowledging that it is impossible
to capture the characteristics of all homeless people within a single
definition of homelessness3 or suggest that homelessness is typified
by a lack of a stable support network such as family and friends.4 The
Royal College of General Practitioners has stressed that homelessness
extends beyond the familiar images of people sleeping rough under
bridges, to encompass hostel dwellers, travellers, families in bed and
breakfast (B&B) accommodation, people in squats and those in
temporary or overcrowded accommodation.1

Measuring homelessness

The lack of a common practical definition of homelessness creates
significant problems with measuring the real extent of housing need
and therefore in planning appropriate health and social service
responses.
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In 2000, 172 760 households were officially recognised as homeless
by local authorities in England, representing approximately 415 000
people.5 There are, however, no comprehensive national statistics
available for unofficial homeless people, that is people who are home-
less but fall outside the legal definition of homelessness and eligibility.
There are, however, an estimated 17 700 people living in hostels in
England outside London and approximately 14 700 in hostels in
London.6 Information on the number of people sleeping rough is the
most difficult to obtain. Department of Environment figures in 1997
estimated that there were 1095 people sleeping rough in the UK.
Shelter, however, estimates that there are up to 2500 people sleeping
rough in the UK.7 Hidden homelessness, that is the number of poten-
tial homeless households, which includes overcrowded households, is
also a significant problem in the UK. A survey of English housing
conducted by the Office for National Statistics showed that 478 000
households were living in statutorily overcrowded conditions.8

Causes of homelessness

The underlying causes of homelessness are complex and multiple and
can only be briefly signposted in this chapter. Structural explanations
look beyond the individual and consider broader social and economic
causes such as housing and welfare policy as causes of homelessness.
Most analyses of the causes of homelessness in the UK have focused
on the mismatch between the level of housing need and the supply
and accessibility of housing in the public, private rented and home
ownership sector.9 There have, for example, been three key and
mutually reinforcing factors within national housing policy since
1979 which have particularly contributed to this mismatch: the sharp
reduction in public sector building, the 'Right to Buy' policy which
encouraged people to buy their rented council houses leading to both
a depletion and residualisation of stock, and the switch in finance
from new building to other forms of incentive and support. In
contrast, the agency explanations of homelessness divide into two
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strands. In the first, individuals are seen as responsible and to blame
for their own homelessness. They are, in essence, part of the historical
'undeserving5 poor. This argument is often associated with the stereo-
type of the homeless middle-aged alcoholic or teenage substance
abuser and with pregnant teenage girls.10 The second strand of the
agency argument maintains that people become homeless because of
personal failure or inadequacy for which they cannot be held entirely
responsible, such as adverse childhood experiences. They are in effect
the 1990's equivalent of the Victorian 'deserving' poor. There is some
evidence, despite the probable existence of confounding variables,
that childhood abuse,11 childhood adversity such as poor parenting
with lack of affection,12 and being brought up in local authority care
are risk factors for future homelessness.13 It is postulated that being
brought up in an institution may lead to domestic de-skilling with
inadequate preparation for independent living and a lack of adequate
support systems.14 However, arguments that emphasise the particular
individual characteristics of homeless people are in danger of rein-
forcing stereotypes about homeless people and diverting attention
from the macro causes of homelessness such as welfare and housing
policy.

Describing homelessness

Anyone can become homeless. It has been shown that up to 4.3% of
the current heads of households in England have experienced a
period of homelessness in the past decade.15

Demographic details of the official/
statutorily homeless population

The most recent examination of the demographic details of the offi-
cial homeless population was provided by the Survey of English
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Housing 1994/516 based on interviews with 20 000 heads of house-
holds in England. Secondary analysis of data provided demographic
details about people who had approached a local authority in relation
to their perceived homelessness and who had been accepted as offi-
cially homeless.15 The analysis showed a clear association between age
and homelessness, with 1196 (14%) young people between 16 and 29
years and 2961 (6%) of those between 30 and 44 years stating that
they felt themselves to have been homeless in the past ten years. After
the age of 45, the chances of experiencing homelessness declined
markedly. The experience of homelessness was also found to be great-
est amongst heads of households who identified themselves as black,
with a black head of household over three times more likely to have
experienced homelessness than a white head of household. This may
be because of discrimination in housing allocation. However, more
recent evidence suggests that it is not ethnicity per sey but a combina-
tion of other factors such as living in an urban area and low rates of
economic activity, more common in black and minority ethnic
groups, that increase the chances of homelessness.15

Demographic details of the unofficial/
non-statutorily homeless population

The most recent comprehensive survey of unofficially homeless
people was conducted by the Centre for Housing Policy.6 This study
included interviews with 1346 single homeless people in hostels and
bed and breakfast accommodation and also 507 users of day centres
and soup runs who were sleeping rough. Of the hostel population,
969 (77%) were male, and 456 (91%) of the rough sleepers were male.
However, compared with earlier surveys17 these figures suggest that
there has been an increase in the proportion of homeless women in
hostels over the last 20 years. People from black or other minority
ethnic groups were over-represented in the hostel and B&B
accommodation and under-represented among the rough sleepers.
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Of the people sleeping rough, 492 (97%) described themselves as
White UK as did 921 (73%) of the single homeless people in B&B
accommodation.

During the last decade there has also been an increase in the unof-
ficial young homeless population. Shelter estimates that over 246 000
young people experience homelessness annually.8 Young people are
excluded from accommodation under the homelessness legislation
unless they are deemed vulnerable. Youth homelessness is growing
due to changes in the welfare system which make it difficult for young
people to find and then maintain temporary or permanent housing.
People aged 16 and 17 years old are not entitled to income support
and 18-25-year-olds received a lower level of housing benefit and
income support, making homelessness more likely. Young people
leaving care face particular hardship. They are expected to become
independent at an earlier age than other young people and often
experience a lack of support. A study found that over half the 16- and
17-year-olds and 39% of the 18-24-year-olds living in temporary
accommodation had lived in care, hospital or another type of institu-
tion at some point.6

Homelessness and health

There is a substantial body of evidence linking homelessness with
poor health.9 It is, however, notoriously difficult to disentangle the
cause and effect of homelessness and health. Morbidity may also be
linked with age, sex, ethnicity, employment, personal behaviour such
as smoking, and genetic variation, as well as the variation caused by
the type of homelessness, subsequent accommodation and the length
of homelessness. The following general statements can, however, be
made with some authority, namely that health problems may pre-
date homelessness, homelessness may cause health problems to
appear, homelessness may cause existing health problems to become
worse and health problems may also be a cause of homelessness.9
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Homelessness as a cause of poor health

Homelessness represents an increased risk to health because it means
that individuals are exposed to a range of factors that are associated
with poor health. There is an increased risk of contracting infectious
diseases because of overcrowded, cold, damp, unsanitary condi-
tions.18 The incidence of tuberculosis (TB) among homeless people
was also significantly greater than among the housed population. In
1994, Crisis found a prevalence of 2% among the 611 single homeless
people screened for TB in London.19 Problems associated with
poverty, such as poor diet and inadequate heating, and the use of
coping strategies such as smoking and drinking, also increase risks to
health. There is also an increased risk of trauma because of the risk of
violence faced by rough sleepers in particular20 and an increased risk
of accidents among homeless children in temporary accommoda-
tion.21 Several of these risks are not unique to homeless people. Many
housed people on low incomes are also subject to similar risks to
health, such as poor diet and stress. However, homelessness lies at the
extreme of the housing continuum, and as the environment in which
someone is homeless becomes more unfit for habitation, health risks
increase.6

Homelessness as an exacerbating factor of poor
health

Homelessness can also prolong or exacerbate poor health. Existing
illness can be compounded by all the factors mentioned previously
and also by poor access to medical care. Compliance with advice and
treatment is also difficult when there is nowhere to rest and keep
warm and when general diet and nutrition are poor, in an environ-
ment where medication may be stolen, where it is difficult to keep to
strict times for taking tablets and where there is no reliable address for
sending further appointments.
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Poor health as a cause of homelessness

Evidence is increasingly emerging that people with health problems
are falling out of the housing system and becoming homeless.22

People experiencing intermittent or permanent health problems are,
for example, more likely to experience difficulties securing a suffi-
ciently large and stable income to pay a deposit for accommodation
or repay a mortgage. Ill health can also increase the risk of unemploy-
ment, subsequent mortgage or rent arrears and therefore of
homelessness.9

People with mental health problems may also face an additional
increased risk of homelessness because of discrimination in terms of
job opportunities and because the socio-economic forces that cause
homelessness, such as high unemployment, seem to affect the most
vulnerable groups in society disproportionately.22 Evidence on the
prevalence of mental health problems in the homeless population
provided by a joint initiative between the Mental Health Foundation
and the Department of Health found that 31% of homeless people
had a possible psychosis compared to 0.5-1% of the housed popula-
tion, 2% had a drink problem, 2% were involved in drug misuse and
10% had some other form of mental illness.23 The more recent OPCS
survey across the UK found even higher rates of alcohol dependence,
of 16% of hostel residents, 44% of night shelter residents and 50% of
day centre visitors.24

The extent of drug abuse among the single homeless population is
not clear, partially because of the methodological flaws in previous
surveys, and partially because it is difficult to make categorical state-
ments about a sensitive issue such as drug use when replies may imply
a criminal usage. There appear to be two broad patterns of abuse:
abuse of prescribed medication and abuse of non-prescribed or street
drugs. Bines reported rates of dependency on street drugs of 3%
among hostel and B&B dwellers, 7% among rough sleepers using day
centres and 9% among those using soup runs.25 OPCS data once
again found higher rates of dependency on non-cannaboid drugs, of
6% of hostel residents, 13% of those using day centres and 22% of
those living in night shelters. The same survey found the use of any
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drug varied from 25% among hostel dwellers, 37% for day centre
users and 46% for night shelter residents.24 Flemen found that home-
less young people were twice as likely to take cannabis than
non-homeless young people, and eight times more likely to take
heroin. This increased to 18 times more likely for those sleeping
rough.26

The medical priority system for housing allocation is also unreli-
able in practice and open to abuse by those best placed to mobilise the
system to their own advantage.27 Allocation procedures are therefore
not always consistently selective in favour of those with health prob-
lems. The poor health profile of homeless people therefore stems, in
part, from the fact that those with health problems can become
excluded from the housing system.

Standardised morbidity rates (SMRs) of homeless
people

A survey of the self-reported health of single homeless people living in
hostels and B&B accommodation and rough sleepers using day
centres and soup runs exemplifies many of the health problems asso-
ciated with homelessness.25 Compared to the general population,
single homeless people were more likely to have health problems and
more likely to have more than one health problem. People sleeping
rough experienced the worst health of all (see Table 3.1).

Mortality of rough sleepers

A study by Crisis, using the London Coroner's Courts, found that 74
deaths of rough sleepers had been recorded and that life expectancy
was 42 years, compared with the national average of 74 years for men
and 79 years for women.20 Crisis also found that rough sleepers were
35 times more likely to kill themselves than the general population
and four times more likely to die from unnatural causes such as acci-
dents, assaults, murder, drug or alcohol poisoning.
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Table 3.1: Standardised morbidity rates (SMRs) of reported health
problems of single homeless people25

Health problem Hostel and B&B Day centre Soup runs
SMR SMR SMR

Musculoskeletal problems
Difficulty in seeing
Difficulty in hearing
Skin complaints/wound

infections
Chronic chest/breathing

problems
Heart problems
Digestive problems
Depression/anxiety
Fits/loss of consciousness

153
166
148

105

183
54

183
785
651

185
313
163

189

259
64

244
1072
2109

221
308
166

298

365
66

265
1152
1892

Primary care for homeless people

Homeless people are less likely to be registered with a general practi-
tioner (GP) than the housed population. Registration rates for
homeless people varies between 24% and 92%, the former described
in a study of rough sleepers28 and the latter in families in B&B accom-
modation.29 The recent report from the Centre for Housing Policy in
York30 found that 46% of homelessness projects for single homeless
people and rough sleepers across England reported that permanent
registration with a GP was generally available, 40% that temporary
registration was available and 14% that registration was not generally
available. This in turn means that homeless people are less likely to
receive health promotion advice and health prevention services such
as screening and immunisation. They are also less likely to be able to
build up a relationship with a GP and to receive the continuity of care
that is potentially important in disease detection and health educa-
tion. Patients also rely on the GP's gatekeeping role in terms of
accessing prescriptions, providing referral on to secondary care
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services and co-ordinating follow up.
There have been a number of studies attempting to understand the

reasons behind these lower registration rates. Previous work from the
viewpoint of the GP suggests that the major barriers to primary health
care are a combination of practice and system disincentives focused
around perceived demand in terms of time and financial cost,31 poor
support from allied services such as social services32"34 and a lack of
relevant training.2'34'35 GPs have also been described as reluctant to
provide care because of fears that homeless people would be excessively
mobile, abusive and disruptive.31'35"39 The potentially negative reac-
tion of other patients has also been mentioned as a barrier.31'34'35'37 The
barriers created directly by the GP are also alluded to in terms of the
feelings engendered in providing care for homeless people.40

Studies investigating the reality of accessing primary healthcare
from the viewpoint of homeless people show that they appear to be
acting rationally in making a decision not to seek help early in the
course of an illness because they expect and accept that illness is
inevitable in their situation and the cost-benefit ratio is not in favour
of seeking care.41 If they do decide to seek primary care, the major
barriers appear to be the negative reactions of the receptionists and
the GPs20'21'41"44 and the problems created by a healthcare system
that relies on a permanent address.20'33'34'39'42'45 Added to this is a
sense of powerlessness and stigmatisation.32 The reluctance of home-
less people to use primary care services, even if they do register,
coupled with the GPs' reluctance to accept them, may result in what
has been described as a 'cycle of reluctance'.46

Current service provision

In order to plan appropriate primary care services for homeless
people in the twenty-first century, the accessibility, environment,
coverage and quality of care of models of provision and the evidence
provided by previous research on barriers to primary care need to be
taken into account (see Box 3.2). There is a greater degree of urgency
around this issue at the moment since the impact of the Home Office
Dispersal Scheme for asylum seekers has meant greater involvement
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of GPs with little previous experience of meeting the needs of home-
less people.

Box 3.2: Criteria for evaluation of primary care services

i
Access
• Availability when required.

Effect on responsibility perceived by other providers.

Quality of care
Range of services.
Standard of services.
Health prevention as well as immediate treatment,

Environment
Contribution to segregation.

Coverage
Suitable for all people's needs.

Separate/specialised services

In the last 15 years there have been a number of initiatives in the
provision of separate services, including the use of salaried GPs,47 the
appointment of house doctors48 and setting up mobile surgeries.45'49

Proponents of this method suggest that homeless people prefer sepa-
rate services.50 In 1996, a report for the Department of Health (DoH)
noted that there were 13 dedicated primary care homelessness centres
in England.51

Personal Medical Services (PMS) pilot schemes have led to a
dramatic increase in the number of dedicated primary care homeless-
ness centres. In guidance from the DoH, prior to the call for
applications for first-wave PMS schemes, homeless people were
specifically mentioned as a target group for PMS projects.52 There are
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currently 25 primary care centres around the country under PMS
contracts and specialising (or with a special interest) in the healthcare
of homeless people. There are also several other specialist homeless-
ness centres around the country that have contractual arrangements
other than PMS.

It is important, however, that specialised homelessness centres
working under a PMS contract are not seen as a panacea for all home-
less people. Their obvious strength is that they overcome the
time-cost disincentive to GPs working with homeless people. PMS
contracts have the potential to replace or complement the capitation
system of payment which forms a significant proportion of GP inde-
pendent contractor pay. The obvious limitations of specialised
services are that they may effectively absolve local GPs from provid-
ing primary care services and at worst may serve to ghettoise
homeless people rather than encouraging integration back into main-
stream primary care.

Integrated services

At the other end of the spectrum from separate services are fully inte-
grated services, where homeless people would be expected to access
and use mainstream general practice. Mainstream services offer
advantages in terms of enabling access to a wide range of ordinary
primary care-based services, including those for women's health, in a
non-segregated environment and also increase the availability of out-
of-hours cover. However, the potential problems of mainstream
provision for homeless people include the lack of flexibility of serv-
ices, such as the predominance of booked surgeries rather than
immediate access 'walk in' surgeries. The methods of funding in
primary care may also not be sufficiently flexible at present to take
into account the potential extra workload that homeless people can
represent in terms of morbidity. The impact of registering a signifi-
cant number of homeless families on target payments for cervical
smears and immunisations also needs to be resolved. Deprivation
payments that may help to offset the additional workload would be
difficult to calculate since homeless people can be difficult to define



60 Housing and health

and enumerate. There are also potential problems caused by main-
stream general practice's ability to network efficiently with other
statutory and voluntary homeless service providers and potential for
perceived negative reactions from reception staff, housed patients
and from the GPs themselves, some of whom may be conscripts
rather than converts.

The future?

PMS is unlikely to be the sole solution in tackling health inequalities
of homelessness. Perhaps a better model would be a seamless service
provision between specialised and mainstream primary care services.
This would involve homeless people, for example rough sleepers,
registering with a specialised homeless practice when they are in
crisis. Once their urgent needs have been met by the specialist skills
available in such services they could then be helped to permanently
register within mainstream general practice. This model creates a
bridge between separation and integration, opening up access to
mainstream care for the majority of homeless people and also provid-
ing immediate transitional primary healthcare and social care services
through interested GPs.

In 1993, the DoH endorsed a model of specialist provision of
primary care for homeless people through the funding of 35 specialist
projects.53 The three-year evaluation of these projects, however,
emphasised that they were generally more successful in providing
good quality specialist care than achieving integration back into
mainstream primary care. The funding, networking, support and
training issues for mainstream services therefore need to be addressed
if this model is to work effectively.

Primary care trusts (PCTs), with their dual remit to work more
closely with social services departments (and indeed to have the
potential for unified budgets for health and social care) and to
commission primary healthcare for large populations, could be
pivotal in organising and supporting this service model. Central
policy developments around extending the nurse role in primary care
also have potential to significantly improve the health of homeless
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populations. Nurse practitioners working alongside general practi-
tioners in their practices could play a central role in supporting
mainstream primary care, ensuring smooth transition of homeless
people from specialised primary care centre to mainstream general
practice, signposting to resources, and enabling effective networking
with housing and social care. Registration policies and health preven-
tion payments may also require increased flexibility and imagination
from PCTs and strategic health authorities, and training may be
required for practice staff to dispel barrier-inducing stereotypes of
homeless people.

Conclusion

Homelessness can affect anyone and has a direct effect on health.
There is therefore a need for accessible, appropriate, good quality
primary care services for homeless people. Current evidence,
however, would suggest that this is not always the case. Significant
changes are needed to maximise the health and welfare outcomes for
homeless people and bring primary healthcare for homeless people
into the twenty-first century. Such changes require debate and discus-
sion between planners, providers and homeless people to ensure
services are appropriate and acceptable.

The limited evidence on the different models of service provision
suggest that specialist services are perhaps best suited to respond to
the immediate needs of homeless people, followed by supported inte-
gration back into mainstream primary care. Recent changes in health
and social sector organisation offer new opportunities to develop
innovative service models.54'55

In conclusion, whilst it would be wrong to castigate primary care as
a major cause of the health problems of homeless people, it is perhaps
time for primary care teams, PCTs, social services and strategic health
authorities to reflect on the current provision of services for this
group of people, and to consider how, together, we can work towards
equity of access to primary care services.
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Chapter 4

Ethnic minority
health and housing
Mark RD Johnson and Richard Tomlins

Introduction

For a long time, UK social policy has been 'colour blind' - that is,
policy makers and many practitioners have sought to insist that they
'treat all clients equally' and 'take no account of race, ethnicity or skin
colour'. This may lead to growing ethnic or 'racial' disparity of treat-
ment and outcome. As ethnic differences in cultural and clinical
needs exist, identical treatment that ignores these differences
increases rather than decreases inequality of outcome.1 The 2000
Race Relations Amendment Act2 places a legal duty on all public serv-
ices, including housing, to combat discrimination.

Number and settlement pattern

In 1991, the national census showed that 5.5% of the population in
Great Britain was of black and minority ethnic (BME) groups.3 This
represented 4.5% of all households, since BME households are
slightly larger than white households on average. By 1998, the BME
proportion is estimated to have risen to about 7.3% (1 in 14) of the
total population.4 This is still a relatively young population. On the
other hand, in 1991 only 1.2% of the BME population was of
pensionable age, compared to nearly one in five of the white
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population. Consequently, there are few households of retired older
people from these groups. This has its impact on housing needs and,
as the population grows older, will lead to changes in the housing
patterns and types of households encountered by healthcare workers.

Due to migration and social factors, the BME communities are
clustered in large urban centres - particularly in London, the West
Midlands and Yorkshire.3 Within each of these urban locations, the
majority of the BME population are found in 'inner-city' or less well-
favoured areas. These were close to employment opportunities and
availability of affordable housing for the first migrants. In public
debate these areas tend to be described in negative terms, as 'ghettos',
which may hinder 'integration'. There are, however, good reasons for
the patterns, which in many cases did not arise out of choice.

Racial discrimination in the 1950s played a key role in restricting
the choices on offer, and communities grew up where housing for sale
or rent could be found.5 These areas have subsequently grown and
become stable due to availability of community facilities, including
shops selling 'ethnic foods', religious centres and health centres that
employ professionals who speak the language of the community. The
common feature of 'suburbanisation', as middle-class families move
to richer areas on the outskirts of cities, has been less marked among
BME communities, particularly because of the fear of racial harass-
ment in such areas. This is reinforced by the fact that house prices in
the inner-city areas have not kept pace with the market elsewhere.
Consequently, whilst almost one in five of the white population lives
in areas classified as 'rural, resort and retirement', less than 4% of the
BME population does. These differences in location have their conse-
quences for healthcare provision, particularly in planning services to
meet specific needs.

Both within cities and between them there are other effects arising
from the history of early migration, as different minority groups
tended to settle in different areas (see Box 4.1).3 For example,
Coventry has a predominantly Punjabi Indian community, Leicester
a large population of Gujarati origin who settled there following
expulsion from East Africa, and Tower Hamlets is home to a large
Bangladeshi community. Even within cities such as Birmingham,6
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certain streets or neighbourhoods have become known as the
community of a particular group, often following the process of
'chain migration', whereby people tend to settle in areas selected by
earlier migrant members of their family or community of origin,
close to friends and facilities designed around their language and
cultural needs. This was often reinforced by the recruitment policy of
employers and by restrictions in the availability of council housing
and other rented accommodation.

Box 4.1: Location

• Ethnic minorities tend to live in areas where people of similar
origin 'cluster'.

• BME communities are associated with 'inner-city' areas in
major cities,

• Historical racial discrimination, and present-day fear of racial
attack, keep these patterns from changing.

It is known that South Asian (Indian, Pakistani, Bangladeshi)
communities prefer certain core urban areas for safety, closeness to
community, family and friends, places of worship and ethnic shop-
ping facilities.7 Community resources enhanced by physical
proximity are at times seen as more important than property quality.
These resources might even include access to a medical practice
where staff speak required languages, or recognise cultural needs
(including being responsive to issues around gender and religious
observance). Housing has therefore been inclined to be fairly
restricted spatially, with moves tending either to be within existing
areas of settlement or to contiguous neighbourhoods, where the
move is to a more prestigious location.8

It is speculated that the concentration of these groups will
continue, if not intensify. There is, however, some local evidence that
more economically successful members of minority communities
have bought 'middle-class' housing on developments in inner-city
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locations, thereby beginning a virtuous circle of urban regeneration
(which may also attract white young professionals back into such
areas). For a number of BME communities there appears to be greater
flexibility of location amongst car owners, the young and better off,
although most moves would still be within reach of the community.
Location flexibility tends to be inspired by confidence in the oppor-
tunities of the owner-occupied sector and constrained by fear of
crime and racist harassment in social housing, especially local author-
ity housing. Surveys have reported that BME respondents opt for
'inner-city5 areas as offering preferred shopping facilities, cultural and
religious benefits, but at the expense of an apparently poorer urban
physical environment than elsewhere in the city.9'10 Inner urban resi-
dents valued 'the safety and comfort gained from living amongst
one's own community'.

Refugees represent a particular case and have tended to concen-
trate in London, although national programmes, such as that for the
East African Asians in the 1960s and the recent refugee dispersal
system, have tried to disperse asylum seekers across the country.11

The experience of the Vietnamese community shows that most
groups eventually tried to move back to London where they could
find mutual support and services designed for their cultural and
language needs.10 Similar patterns and processes are likely to emerge
in relation to more recent flows of refugees (such as those of Kurdish,
Bosnian and Afghanistan origin) unless strong attractions are devel-
oped in the regions to support them and maintain their sense of
community. Such processes have developed in some places, and
explain why there are relatively large communities of Somalis in cities
such as Liverpool, Cardiff and Bristol.

Migration of members of BME groups can take different forms.
Recently, there has been significant migration into Birmingham of
nationals of the Netherlands and other European Union countries
who are of Somali origin. This is confirmed by researchers in the
Netherlands, who found that migrants wish to be in a larger commu-
nity of Somalis, expect benefits from being in a country with a major
language, and expect to experience less discrimination and exclusion
than in the Netherlands.12
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Household type

A critical factor in healthcare, and in planning for future health needs,
is an understanding of household formation and types (see Table 4.1).
There is a strong stereotype in much existing literature that 'typical'
ethnic minority households are large, with many children, that 'West
Indian' or African-Caribbean households frequently have a single
(female) parent and that South Asians prefer to live in 'extended'
(multi-generational) households. This pattern is changing. For
example, as the proportion of older people in the South Asian
communities rises, there are increasing numbers of older people
living alone, in sheltered accommodation and in flats adjacent to,
rather than part of, family homes.13 This has considerable implica-
tions for the potential for informal care provision.

Table 4.1: Household type in 1991

Ethnic group Household % households % households % households
size (average) 'one-parent' 'lone pensioner' 'large family'

(3+ adults)

White
Black Caribbean
Indian
Pakistani
Bangladeshi

2.43
2.52
3.80
4.81
5.34

4.0
16.4
7.0
4.9
1.4

15.6
5.3
2.0
0.9
0.7

16.7
18.6
35.4
35.7
38.7

Source: Owen14

There is debate on the breakdown in the extended family system with
greater tendency towards the formation of smaller, separate house-
holds.15'16 Karn et a/.17 noted amongst the Pakistani and Bangladeshi
communities in Manchester that: 'while the extended family is likely
to remain a key social unit... and one whose needs are not adequately
being met, pressure is also building up for more separate living
arrangements'. The break-up of extended families will become a self-
fulfilling prophecy if insufficient larger dwellings are not provided. A
'forced' retention of the extended unit (i.e. one resulting from
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external material forces) could only result in increased overcrowding
with its attendant risks to health.

Housing tenure and amenities

The 1991 Census showed that two-thirds of the national population
were owner occupiers - and a further quarter lived in local authority
or Housing Association 'social housing'. For minority ethnic
communities, less than half the African-Caribbean population owned
their own home, while more than three out of four people of South
Asian origin did so. However, more than one in three Bangladeshis
lived in local authority accommodation, and only 44% were owner
occupiers. Nearly one in five Chinese people lived in privately rented
housing, compared to 7% of the white population. While most analy-
ses suggest that 'owner-occupied' housing is of better quality, this is
not always the case, and for most minority ethnic groups ownership is
often associated with poorer amenities, including lack of central
heating, poor repair and other stresses associated with worse health
outcome.18 In the case of people with disabilities, this may also create
problems in accessing local authority support for aids and adapta-
tions or rehousing which would be less problematic for local
authority tenants.19 Groups in 'social housing' on the whole tend to
have better levels of amenity compared to those in the private rented
sector. However, ethnic minority households tend to be living in the
poorest quality housing in each tenure.20

Evidence from the English House Condition Survey suggests that
housing conditions for minority ethnic groups deteriorated nation-
ally between 1991 and 1996.20'21 Pakistani and Bangladeshi com-
munities were particularly likely to fare badly. This is indicative of
their high concentration in relatively poor quality owner-occupied
dwellings and, in certain parts of the country, especially London, the
presence of Bangladeshi households at the poorer end of the social
rented sector. In many cases properties have been in such poor condi-
tion that renovation was never a realistic option, even if residents
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could afford it or grants were available. In cases where such invest-
ment has been appropriate, research suggests that minority
communities experienced disproportionate barriers; for example, in
obtaining public funds to address disrepair and/or obtain Disabled
Facilities Grants. 16>22

The greatest divergence in the housing outcomes of white majority
and certain minority ethnic communities, however, relates to levels of
overcrowding. South Asian households, and those of Bangladeshi
origin in particular, tend to be larger than those in other communi-
ties, both minority and majority.15'23 Overcrowding stems primarily
from the inability to afford appropriate space, but also reflects the
shortage of larger properties in the public sector. The Survey of
English Housing20 shows over 25% of Bangladeshi and 20% of
Pakistani households as being 'overcrowded5, compared to 1% of
white households, 7% of Black/African-Caribbean households and
8% of Indian households. As described in Chapter 2, overcrowding
leads to higher levels of cross-infection and respiratory disease, possi-
bly to higher levels of domestic accident, frequently to increased
mental stress, and is generally thought to be a predictor of poor health
for all members of the household.

The worst outcome in terms of housing stress is possibly homeless-
ness (see Box 4.2). However, there are no national figures or research
into homelessness among BME populations. Limited research (see
Chapter 3) conducted in London has suggested that the patterns of
homelessness among young black men are distinctive, as they tend to
be assisted by sequential temporary accommodation among friends
and family, as may be the case for other minority ethnic groups,
leading to increased numbers of 'concealed households' and further
(but hidden) overcrowding. This is possibly a response to fear of
racial attack con the streets' as much as a case of 'caring for their
own'24 but represents another source of stress and potential ill health
among the group.
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Box 4.2: Housing stress and disabilities

• Homelessness.
• Overcrowding.
• Lack of amenities.
• Racial attack.

There is a strong association between health and socio-economic
status.25 Largely because of this, those of Chinese, African Asian and
Indian origin exhibit a similar level of morbidity to that of whites, and
the Bangladeshis, Pakistanis and Caribbeans fare worse than whites.26

There are few national data on patterns of disability in minority
ethnic communities. Data from Bradford demonstrate particularly
high levels of chronic long-term illness and impairment.23 These are
also reflected in the national census data which show higher than
expected levels for 'long-term limiting illness',14 despite the generally
younger age profile of minority ethnic households. However, as these
data cannot be linked to individual circumstances they are difficult to
interpret. There is some evidence that the earlier industrial experi-
ences of minority ethnic workers in dangerous industrial settings
(such as boiler-making and foundries) has led to higher levels of
industrial disability - if people are aware of their entitlements,27 this
may express itself in higher levels of demand for mobility assistance
or housing adaptations.

There is evidence of extremely low take-up rates of social services
support amongst minority communities.13 It tends to be family and
friends who assume the role of carer in the event of chronic sickness
or disability, rather than statutory or even voluntary sector agencies,
reflecting an emphasis on informal, rather than formal, care provi-
sion.28 The predicted steep growth in the numbers of African-
Caribbean and Asian older people is not only likely to increase the
demand for community care and sheltered housing, but is also likely
to alter the ratio of younger to older people and consequently the
potential to arrange informal care. This may provide the social
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housing sector with new opportunities or challenges, as well as having
implications for planning health and social care.

Minority ethnic communities have experienced a number of diffi-
culties in gaining sensitive assessments of their care needs. Elders are
disproportionately affected due to misconceptions about the services
available, compounded by assumptions on the part of mainstream
health and housing providers about the absence of need amongst this
group. Social care providers can only be seen to be conforming to
Best Value principles29 if they respond to this diversity by making
their accommodation and services accessible to the whole commu-
nity. This means moving away from a global model of need based on
majority white communities.

Implications for primary care
organisations, GPs and healthcare
providers

All primary care organisations, such as trusts, and professionals
working to deliver healthcare services need to take careful account of
their local demographic population profile and assure themselves
that they have information on the local patterns of minority ethnic
settlement and community. This will help them to predict and meet
medical, cultural, religious and gender-specific needs, and may help
to ensure that supports are in place when needs arise.

The most commonly required specific resource is that of language
support. Interpreter provision is expensive and may be difficult to
obtain.30 However, it is an element of the Government's funding
formula [Simon Fradd, General Practitioners Committee, personal
communication] and should not be denied on the grounds of'costs'.
Indeed, as in the legal services, there is growing belief that this may be
a 'human rights' issue. Service providers and planners need informa-
tion on the current patterns of home-spoken languages (which may
be available through schools and education authorities) and should
be aware that as people of non-English-speaking background grow
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older, they may lose their acquired facility in English.
Provision of such specialised support services is, in general, made

easier by concentration of specific minority groups. Similarly, from
the point of view of the practitioner, a preference to live close to
community religious facilities and family members makes it more
likely that older and disabled people will have access to community
support. This should not, however, be taken for granted, and agencies
and family members may require additional support or training in
the support and health needs of members of their community with
particular health conditions.

Finally, it is important to recognise that the patterns and profiles
of the minority ethnic communities are changing. As families
develop and grow up, new needs and expectations emerge, which
may not be met by current housing provision or local economic
opportunities. Older people lose acquired facilities, and younger
ones may move away. Spouses may come from abroad and require
familiarisation with UK services and procedures. Primary care
needs to reflect changing needs of the BME populations it
serves.
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Chapter 5

Collaboration for
meeting housing
needs
Murray Hawtin

Introduction

The connection between housing and health has been recognised for
well over a hundred years, with a housing policy emerging from
attempts by Victorian environmental health activists to address urban
slums. Although the health service subsequently proceeded to focus
on an individualistic medical approach, the work of environmental
health agencies continues to be an important aspect in tackling poor
housing conditions in the private sector. It is generally recognised (see
Chapter 2) that an adequate supply of decent housing, in whatever
tenure, is essential for a good quality life - socially, emotionally as
well as physically, and may also reduce the reliance on residential
care, improve employment prospects of its occupiers and help allevi-
ate poverty. Conversely, the poorest sections of society have the worst
health and live in the worst housing with poor access to adequate
health and social care.1"3

The first two chapters examined the links between housing and
health policy and healthcare; this chapter provides an overview of
approaches that housing has made in addressing health issues
through the provision and management of accommodation and
support. Housing and support is focused on people who are especially
vulnerable (physically or mentally) and the following section
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examines the part housing has played in the development of commu-
nity care and the growing awareness of the need for collaboration
between agencies. Such collaboration has not been easy. Over the last
two decades successive governments focused their health and welfare
policies on individual responsibility and attempted to reduce general-
need provision of state services in favour of a residualised market
driven approach to welfare provision. The White Paper Health of the
Nation,4 for example, emphasised a narrow range of key risk behav-
iours, including smoking, alcohol consumption and exercise, but
showed little concern with linking poor health to wider environmen-
tal factors such as poverty and housing. Given the divergence of
professional approaches of these services which began early this
century, the emphasis on an individualistic model of intervention and
a monetarist climate, it was not surprising that studies in the 1990s
showed that collaboration between the relevant agencies was highly
problematic.5'6

The current government, however, recognises the importance of
collaboration between services such as health, housing and social
care, demonstrated by the White Paper Our Healthier Nation7 as well
as through Health Action Zones (HAZs), primary care trusts and
Health Improvement Programmes (HImPs). Policy initiatives such as
these, where housing can contribute to a more holistic view towards
improving health, may take time to change the prevailing cultures
and practices of welfare services. Despite the many, and often deep-
seated, barriers to collaboration, many agencies, or at least
individuals within agencies do, however, co-operate in planning and
delivering an effective service that integrates both housing and health.

Housing provision and management

One of the major contributions social housing has made to the care of
people has been through special schemes. From the 1960s local
authorities have provided housing specifically for older people, such
as sheltered housing, and the majority of mobility housing is owned
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by local authorities. In addition, housing associations have provided
for special needs with many being dedicated to providing only special
needs housing. Since the early 1980s, however, the development of
new local authority and sheltered housing has declined dramatically,
affecting disabled people in particular.

Meanwhile, housing authorities are becoming progressively more
involved in a spectrum of care activities including the provision of
accommodation which does not fit easily into the category of 'home'
or 'institution', such as core and cluster and group living schemes, as
well as providing central alarm systems and floating support.

Some people have argued that providing for 'special needs' diverts
attention from the need to provide affordable, appropriate and flexi-
ble housing within mainstream provision.8 Furthermore, many
people, including those in Britain's disability movement, have argued
that living a 'normal' life requires a political focus on 'ordinary'
housing with support (such as adaptations, day care, home nursing,
etc.) relocated to users' own homes. Well-designed, ordinary housing
(or housing that can be adapted and with appropriate support), can
reduce or even remove care needs, helping many to stay in their
homes. Housing needs to be suitable for both the person being cared
for and the needs of any carer. The concept of 'lifetime homes' has
been developed to go beyond basic requirements and cater for the
changing needs of households throughout their lifetime. Such homes
may include accessible doorways, wheelchair accessibility, downstairs
toilet and scope for adding a stair lift. Some people argue that as the
additional costs are small, compared with adapting an existing house
for a disabled person or providing residential care, such standards
should be applied in a proportion of all new private and public sector
housing.9

Although ordinary housing may have limitations for some people,
regarding 'ordinary' housing as a starting point can potentially make
a significant difference to contextualising and developing care. While
the majority of disabled people, or those with care needs, live in local
authority housing, there is little evidence of government support for
expanding general social housing. Indeed, successive governments'
determination to control public borrowing and reduce public
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expenditure has hit public housing extensively. Over two million of
the better dwellings within local authorities have been sold, leaving
councils with the less desirable properties, and years of restrictions on
local authority spending on housing has resulted in a massive backlog
of repairs and maintenance. Consequently, such policies, along with
care in the community, have led to council housing becoming residu-
alised with an image of being 'second best' or of only being fit for
those unable or unwilling to chelp themselves'.

Inadequacies within mainstream housing provision may lead those
needing care and support to enter residential care or other supported
housing schemes,10'11 or even to become homeless.12 However, local
housing agencies are dealing increasingly with more vulnerable
tenants, many of whom do not receive care, often because their needs
are not deemed sufficient to warrant scarce resources. Housing
managers are often the first to be aware of tenants in distress and
provide support beyond basic housing management, including moni-
toring, support and advice. Although the service offered to tenants
with community care needs varies considerably both within and
between housing departments, Clapham and Franklin13 identified a
number of roles that housing management plays (see Box 5.1).

Box 5.1: Roles of housing managers

• Intensive housing management.
• Liaison with social services over community care, children at

risk or the mentally ill.
• Helping to develop community projects such as 'good neigh-

bour schemes.
• Arranging adaptations for people with disabilities.
• Welfare aspects of wardens' work.
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Housing and vulnerable people

Within society there are particular groups of people for whom the
combination of housing, medical and social problems are of great
concern. These include the homeless/travellers; refugees/asylum
seekers; those who have a mental illness; those who have a physical
problem due to age or illness such as HIV and AIDS; and those who
are vulnerable because of their poverty or young age without support
from family and friends. The relationship between homelessness and
health (see Chapter 3) epitomises the centrality of housing in meeting
people's health and social care needs. The number of people who are
disabled and frail due to age is increasing whilst the numbers of
appropriate residential places are falling, hospitals are being encour-
aged to discharge people as early as possible to free up bed spaces and
many psychiatric institutions have been closed. The essential links
between housing and health have therefore been brought into focus
through these issues and the attempt to solve them through the care
in the community policy.

The 1950s saw the start of a shift from caring for people in large
institutions to providing care in a 'community' setting. Many long-
stay hospitals, especially psychiatric ones, began to be closed and the
residents resettled in the community. This policy change, combined
with an increasing elderly population in need of care, necessitated a
significant expansion in residential care provision. The correspon-
ding rise in cost to the social security budget necessitated a strategic
response which was addressed by the Griffiths Report.14 Griffiths
minimised the link between housing and both community care and
the medical service. However, after considerable pressure from
professionals and academics, the subsequent White Paper Caring for
People conceded that 'housing is a vital component of community
care and often the key to independent living'.15 Following the 1990
NHS and Community Care Act, the Department of the Environment
and the Department of Health produced a joint circular entitled
'Housing and Community Care',16 which stressed the importance of
adequate housing in community care and the necessity for
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inter-agency collaboration. It also acknowledged that housing needs
arising from community care assessments should be met by local
housing strategies and submissions. 'The Government wants housing
to play a full part, working together with social service departments
and health authorities so that each effectively discharge their respon-
sibilities/16 Such advice was emphasised in a later joint circular17

along with examples of good practice and indications of possible
approaches for housing, social services and health authorities.18

These, and many similar statements originating not only from
central government but also from the NHS and local authorities, are
based on community care policies that assume vulnerable people are
able to live in 'normal' healthy homes. However, in reality, accessible
accommodation, usually provided by local authorities, is often only
available on unpopular, poor quality estates, which is neither healthy
nor safe. Furthermore, most people within the community care cate-
gories characteristically suffer from a range of inter-related problems,
including access to sufficient personal resources, problems which are
the responsibility of a proliferation of different agencies including
voluntary organisations. Community care assessment systems,
however, do not work well for those with such multiple needs, espe-
cially for those who are homeless. The National Health Service and
Community Care Act 1990 assumes that people who are to be
assessed for community care have some form of accommodation.

Issues in collaboration between housing
and health

Despite this plethora of injunctions, recommendations and good
practice advice concerning collaboration between housing and care
agencies, most research suggests that progress has at best been slow
and in many respects disappointing. Goss and Kent6 found that,
although there is some inter-agency working across the boundaries
between housing and health, it was not high on the agenda, and that
the focus of health and housing organisations is more inward than



Collaboration for meeting housing needs 85

outward, resulting in collaboration being patchy. Arblaster et al.5 also
found little evidence of three-way links between housing, health and
social care agencies; links between social care and health were reason-
ably good but tended to leave out housing. They concluded that:

• there is a widespread lack of understanding of other agencies -
their roles and responsibilities, boundaries between them and the
constraints that each other is working under

• organisations are often unsure of the services provided by, and
personnel within, other agencies

• where collaboration at strategic level exists it is often not imple-
mented or mirrored at service delivery level

• there are general difficulties in communications and sharing infor-
mation at the level of service delivery between agency workers,
including false expectations and mistrust of other professional
groups

• user involvement is unsuccessful at the strategic level and agencies
rarely provide a co-ordinated inter-agency response to user
demands.

The Audit Commission's report on the role of housing in community
care also concluded that 'too many people fall through the net'
because of 'poor collaboration between housing, social services and
health authorities'.19 Exploring the causes of this, Arblaster et al5

identified a range of national and local factors influencing inter-
agency working, which maybe classified as four inter-relating groups.

• The broad macro context (such as demographic trends, economic
factors and political priorities).

• The means whereby policies are implemented and delivered (legis-
lation, resources and links between government departments).

• The structure of agencies (the range of organisational types, the
separation of purchasing and provision, geographic boundaries
and local political priorities).
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• Organisational operation of agencies (agency objectives, organisa-
tional structure and style, and professional values and skills).

The broad context within which local housing and care agencies
operate is largely given. National and local government operates
within priorities that are partly determined by factors such as demo-
graphic trends and economic constraints, and partly by party policy.
These priorities affect the work of local agencies both directly, by
fixing the legal and financial framework, and indirectly, by creating
the policy climate in which these agencies are able to operate.

Collaboration is also affected by the extent to which government
programmes and policies clearly assist co-ordination. Where inter-
agency programmes such as the Single Regeneration Budget and the
HAZs are established, bringing together the resources and policies of
a number of government departments, local agencies are more easily
encouraged to work together. Conversely, within government depart-
ment programmes that are not so co-ordinated, local agencies find it
problematic to establish effective links. Indeed, until recently there
has been neither a clear agenda nor co-ordination of government
programmes at the national level within which local agencies could
operate collectively.19"23

Recent changes in the structure of government and voluntary
organisations have influenced the nature of inter-agency collabora-
tion and new working relationships.5'24'25 Local government, as well
as central government, departments have historically worked inde-
pendently with little thought given to the impact of their
development on other departments. However, a number of recent
administrative developments have affected departmental isolation
including the review of single- and dual-tier local authorities and
changes to government boundaries; changes in the boundaries in
responsibilities of health authorities and other health agencies; the
separation of purchasers from providers of housing, social care and
health; and the increased role of the voluntary and independent
sectors such as the transfer of large numbers of council houses to
housing associations. The expanding 'modernising local government'
agenda has set changes in motion with local authorities encouraged to



Collaboration for meeting housing needs 87

become community leaders.26 Some authorities have combined their
housing and social service departments, although the effectiveness of
this depends on links being forged at all levels from political and chief
executive through to housing managers and social workers.

Effective inter-agency collaboration is also related to organisa-
tional operation which is, to some extent, influenced by differences in
professional structures, philosophies, culture, language and training,
as well as agency aims and objectives.13'27 As medical care and
housing professional groups and agencies developed as separate areas
of public policy, their goals and priorities, and the links between the
professional groups, have weakened.28 Furthermore, there is a
tendency for professional interests to become entrenched and those at
senior policy-making levels may see little professional incentives to
forge better working links with those in other professional groups.
They may even see the closer involvement with other professionals as
'undermining their role as an expert'.28

Opportunities for further collaboration

In order for collaboration to be effective, all the above factors need to
be addressed. The current government, in recognising the need for a
strong policy context for collaboration, has proposed and initiated a
range of developments designed to encourage health to work closely
with other agencies including housing. However, before such policies
can be implemented effectively, Arblaster et a/.30 have argued that five
key elements of collaboration need to be addressed:

• a conceptual understanding of the overall functions of agencies

• an understanding of what agencies do in practice, how they func-
tion on a day-to-day basis

• a recognition of mutual compatibility

• clarification of relationships between agencies - including
effective communication and trust between agencies
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• additional resources, linked to the estimated costs of care support
and social housing.

Despite the slow development of inter-agency activity, there has been
a growing number of innovative examples of good practice and diver-
sity of collaborative schemes, although many have tended to be ad
hoc and are the exception rather than the rule. Nevertheless, these
show that there is a willingness to try to overcome the range of barri-
ers outlined above.30"32

Joint planning and commissioning

Under previous governments, housing felt marginalised at all levels
of joint planning and often felt left out of joint commissioning
processes. This was partly due to marginalisation by other agencies
(particularly health and social services), partly through an unwill-
ingness of housing agencies to become involved, and partly through
other structural problems outlined above.5'33'34 Planning of services
was based almost entirely on aggregating individuals' needs assessed
by services in isolation, which in reality made rationing more easy.
The New Labour agenda, in attempting to challenge social exclusion
and develop sustainable communities, now seeks to address a wider
range of collective needs focusing on managing provider networks
and including users. The broad changes to increase the scope and
nature of joint working arrangements between the NHS and local
authorities are found in the consultation paper Partners in Action,35

backed up by the Health Service Circular Integration of Joint Finance
Allocation 1999/2000.36 The aims of the proposals are to attempt to
bring local authorities and health authorities closer together
through:

• pooling budgets

• giving a lead commissioning role
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• integrating providers more fully.

The government White Paper The New NHS: modern, dependable37

outlined their plans for HImPs, which are seen as a national priority.
Government guidance for developing them was set out in the circular
Health Improvement Programmes: planning for better health and better
health carey and although there is only one reference to housing,
health authorities have a clear role in involving housing agencies in
developing HImPs in their area. Furthermore, in an attempt to
address the issues of the complexities of funding support for people
with special needs and the problems of inter-agency working, the DSS
produced a consultation document, Supporting People: a new policy
and funding framework for support services.38 The document proposes
that the local authority becomes responsible for providing support
needs of people whatever tenure they are in, and also that a
Commissioning Committee is established within the local authority
area composed of representatives from housing, probation and social
services who will need to collaborate over a merged budget for
managing and supporting special needs groups.

The precise nature of needs for which local housing and care
agencies must cater will depend on local variations in demographic
trends, knowledge of which will depend on the amount of local
research and information. Collecting and subsequent planning
based on such information should involve all relevant agencies.
There are previous examples of good practice where housing is
involved in health and care planning, particularly through mecha-
nisms such as locality planning, special needs housing forums and
primary care groups.33'34 Joint approaches to housing needs assess-
ment are also becoming more common; both Manchester and Leeds
are good examples of these.30'39'40 Watson and Conway41 detail one
way to approach the process of developing a joint strategy in their
useful addition to the subject, and good examples of joint commis-
sioning are beginning to develop, such as that between the Royal
Borough of Kensington and Chelsea and Westminster Health
Authority.42 Castlemilk Public Health Review, commissioned by the
Castlemilk Partnership and Greater Glasgow Health Board, aimed
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to assess local health challenges, identify opportunities and recom-
mend action to the Health Working Group which includes the
housing department.43

Multi-agency programmes

Disabled people's ability to live a 'normal' life may be regarded as
related closely to their integration within the community with which
they wish to be identified. Projects taking a holistic approach to resi-
dents' needs - being not just housing or health needs in isolation -
attempt to bring together all the relevant agencies and residents
working and living in an area. All members of the community may be
viewed as potential users, carers or volunteers, and in this way the
community has the capacity to become a 'caring community'. Such a
community development approach seeks to include the wider
community in developing solutions to healthcare problems through
devising their own agenda, developing their own initiatives and
managing the delivery of services themselves in a way that meets their
own specific needs. Using such a focus the Government's Social
Exclusion Unit has established a New Deal for Regeneration
programme that is aimed at tackling around 20 of what the Unit calls
'the country's worst estates'. The timescale they have set for the action
teams covers the next 10 to 20 years. Regeneration and housing
programmes will be brought together locally to enhance economic
and employment opportunities.

Health Action Zones have also been established by the Government
to address causes of poor health and are based on a partnership
approach to help reduce health inequality. Such proposals involve
pooling budgets between agencies and developing more integrated
forms of working. Each Zone will range from five to ten years,
encouraging a longer-term approach to development. The first 11
Zones were established in 1998 following competitive bids. Plymouth
HAZ aims to reduce homelessness and the number of children living
in unsuitable housing. Tyne and Wear HAZ has set up a home
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insulation scheme and improvements to older people's accommoda-
tion, and in Sandwell the HAZ aimed to set up an energy-saving
project, a healthy living advice centre and build 1000 environmentally
friendly dwellings.

Inter-agency projects

In addition to programmes established to address the wide range of
needs within a community, collaboration between housing and social
care agencies may operate within specific projects set up by any one
or more of those agencies. Such projects may concern the plight of
vulnerable groups with multiple health or community care needs,
such as people with alcohol- and drug-related problems, people with
HIV or AIDS, or people who may present as homeless but have an
underlying care need. The following are examples of a few areas that
have established such projects.

Interdisciplinary teams have been established such as those in
Watford, Cardiff s Ely Hospital, Liverpool and Hounslow.30 The
housing association Circle 33, for example, has a central team of
housing and support workers with specialist expertise and knowledge
each with a small caseload of tenants identified as causing concern.44

The Community Mental Health Care Trust in South Devon allocates
two people to the housing department to assist them with tenants
with mental health problems.30 In other instances agencies have
recognised the need to address the issues of lack of knowledge, under-
standing and trust between agencies. Inter-agency groups in
Wolverhampton, Salford and Durham have, for example, undertaken
joint training.30 Other areas, such as Bromley and Salford,30 have
established protocols for joint working. An innovative inter-agency
project in Leeds, established by the City Council and incorporating
representatives from health and social care agencies, produces a
regular informative bulletin called the 'Communique'.

There are growing numbers of projects involving hospital
discharges or admissions. Cardiffs Ely Hospital has a multi-
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disciplinary team containing officers from the social services, housing
services department and the hospital which is concerned with the
resettlement of people with learning difficulties from the long-stay
hospital; accommodation is tailor-made to meet specific individual
needs.30 In Manchester the Discharge Planning Service was launched
in 1997. It is a joint initiative by the Mental Health Directorate, the
health authority and Manchester Social Services, which works to
ensure that all hospital inpatients have a discharge plan. In addition,
the co-ordinator inspects housing schemes to ensure the appropriate-
ness of referrals and establish a working relationship with the staff.43

Another resettlement team operates in Hounslow.30 Two projects
were established in Birmingham that provided grants to improve the
homes of patients nominated by GPs on the basis that this is likely to
reduce the risk of admissions to hospitals. Funding for the schemes
came through the Joint Funding mechanism.30

Housing-related issues faced by disabled people are being
addressed by the Disabled Persons Housing Service (DPHS) which
aims to co-ordinate advice and service delivery from a one-stop shop
approach. DPHSs may be provided by independent agencies such as
that in Lothian funded by local government, the health board, the
Scottish Office, Scottish Homes, charitable trusts and the private
sector, or provided by a housing association such as Walbrook
Housing Association in Derby.43 Wakefield's Adaptations and
Disability Unit is funded jointly by health, housing and social serv-
ices. It is staffed by occupational therapists who assess people's
disability including patients being discharged from hospital; provide
and check on equipment including chairlifts; are involved in housing
allocations; and undertake satisfaction surveys to monitor the quality
of building services.43 The supported accommodation team in
Glasgow has improved a number of houses aimed at people suffering
from HIV and developed supported units for them.42 Many older
people live in poor housing conditions where adaptations and techni-
cal aids can make caring easier or help them remain independent.
Home improvement agencies and supported living schemes such as
Care And Repair usually work alongside health and housing agencies;
Sheffield's Stay Put scheme operates a home safety scheme jointly
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with the health authority's Health Promotion Centre.30

Health services also have a key role to play in allocating social
housing and assessing the appropriateness of housing and support. In
Kirklees a Medical Advisory Service assists applicants in deciding the
best way to meet their housing needs, and the Health for All Strategy
Group in Rotherham receives medical policies with reference to
medical needs.31 The Royal Borough of Kensington and Chelsea
employs a nurse, and the Mole Valley District Council an occupa-
tional therapist, to assist with medical assessments for rehousing. In
Newcastle a health adviser, an occupational therapist and a commu-
nity psychiatric nurse have been seconded to the City Council's
housing department from the health authority to advise on an appli-
cant's medical condition when housing officers are deciding on
health implications of moving a tenant. Fairer medical assessments
and more appropriate allocations have resulted from this greater
understanding by housing officers.43

Conclusions

Within the last decade the process of linking health, housing and
social care became focused around the introduction of community
care reforms, although a range of factors prevent a fully co-ordinated
approach to environmental and health service provision. The
Acheson inquiry into health inequalities45 made a number of recom-
mendations based on the belief in a social and environmental
approach to health. It recommended developing policies that aim to:

• improve the availability of social housing for poorer people (along-
side environmental improvement, planning and design)

• improve housing provision and access to healthcare for people
who are homeless

• improve the quality of housing, including heating and insulation
systems as well as regulations aimed to reduce home accidents
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• reduce the fear of crime and violence, creating a safer living envi-
ronment.

New Labour accelerated collaboration through a 'joined-up' approach,
with their emphasis on a holistic approach aimed more at the commu-
nity than solutions based on an individualistic medical model. This has
resulted in a range of opportunities and initiatives that Acheson has
categorised as 'upstream' and 'downstream'.45 The upstream initiatives
focus on promotion and health improvement where social housing
agencies become collaborators in health improvement planning, iden-
tifying needs and co-ordinating regeneration schemes. Within
downstream initiatives, with their focus on treatment and care, housing
agencies have an important role to play in providing essential health
infrastructure including healthy, safe accommodation, environments
and support, as well as being main collaborators within initiatives such
as home improvement agencies, floating support and tenant care
support schemes, and hospital discharge schemes.

However, despite the increasing good practice based on exhorta-
tions for agencies to collaborate, many professionals are concerned
that vulnerable people could suffer because of the inadequacies of
housing policies. People needing support or care are usually the most
vulnerable and often the most powerless in society, lacking collective
political representation and having a weak lobbying position. The
impact of this lack of political leverage affects their entire situations,
including their need for housing and care resources. As the great
majority of care users rely on social housing, the devastating cuts to
housing funding over the last two decades have had a significant
impact on such groups and severely undermine the potential for
housing to serve as a positive care intervention.
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Chapter 6

The primary care
response
Adrian Hastings

Introduction

Doctors and nurses working in primary care must develop an aware-
ness of the multiplicity of factors that influence the health of their
patients as individuals, and of the communities where they live. Some
of these factors - for example elevated blood pressure - may be unre-
lated to social circumstances and directly amenable to medical
intervention. Others - for example a busy, dangerous road - may
result in a great deal of ill health but the solution is not the responsi-
bility of primary care. In future primary care trusts will take on a
public health role. Primary care professionals, from their unique role
as direct observers of patients' lives and the illnesses which affect
them, could encourage primary care trusts to promote policies aimed
at reducing health inequalities where these are related to housing and
the living environment.

Currently, thinking about housing and health by primary care
workers is often limited to dealing with requests for ca letter for the
housing'. Issues about whether the health problem is related to the
housing, the impact of the letter on the housing agency and who
meets the costs of providing it can result in confrontation between
primary care worker and patient. Doctors may think of the impact of
housing on health in narrow terms - damp and asthma, arthritis and
stairs, depression and tower block living - and be unaware that the
evidence for some associations may be weak.1
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The impact of multiple housing deprivation upon health is much
more complex than this and'... would appear to be the same order of
magnitude as addressing the issue of smoking, and the risk to health
posed by multiple housing deprivation seems to be, on average,
greater than that posed by excessive alcohol consumption'.2 There is
a dearth of good research into the impact of improving housing
conditions on health, although a prospective trial did establish the
value of rehousing on the grounds of mental ill health.3 Direct proof
may be lacking but the circumstantial evidence for the benefits of
rehousing is very strong and breaking the link between housing
deprivation and health inequalities will depend on retaining a social
role for housing policy.4

Developing professional awareness

Medical practice is frequently criticised for undue concentration on
physical illness and its lack of awareness of the social factors that
influence disease. More importantly disease is expressed in individu-
als with varied psychological make-ups, living in social circumstances
that are very different. A heart attack is a physical event - a blood clot
blocks an artery and muscle tissue dies. The doctor treating the
patient may resignedly attribute the event to poor maternal nutrition
when the patient was a foetus, a life-long diet rich in fat and deficient
in vegetables, and a two pack per day smoking habit that provides the
only morale boosting reward system in his life. However, without an
awareness of the relevant causes for each individual seen the manage-
ment will be deficient and the probability of recurrence greater.
Medical education now recognises the importance of the social and
behavioural aspects of medicine.5
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Social and psychological impact of
housing on health

Housing is a collective term for all the kinds of buildings in which
people dwell. But patients and their families live in homes. The type
of home, and a person's feelings towards it, has a profound effect on
their psychological and social wellbeing. Despite the focus in research
on the physical effects of poor housing, these are more significant for
the majority than the creation of physical disease. Primary care
workers require an understanding of the types of housing tenure of
the populations they serve. For some practices most of their patients
live in homes they own, in others local authority-owned premises
predominate. Although most attention is given to bad housing, occu-
pied by the poorest in society, even well-to-do people may suffer
significant psychological stress if the cost of servicing a mortgage
becomes too great. GPs and health visitors recognised the psycholog-
ical morbidity resulting from the wave of repossessions during the
1990s when interest rates reached their peak. Rent arrears can have a
similar effect on tenants and frequently prevent transfers away from
areas where they are experiencing problems. They can also impede
moves necessary to provide or receive support from other family
members, for example to care for a recently disabled elderly parent.
Poor relationships between tenants and their landlords (private or
public) may contribute to ill health, and disputes with neighbours
frequently result in anxiety and depression. These issues may not be
presented directly to the doctor or nurse and will require expert
consultation skills to reveal them as contributors to the reason for
consultation.

Home visiting

GPs, health visitors and district nurses develop considerable insights
into the housing circumstances of the populations that they serve
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when they make visits to patients' homes. With time they develop an
awareness of the implication of living in a particular street or
maisonette block. The address that new patients give when they regis-
ter with the practice can tell as much about them as the clothes they
wear or the way in which they talk. Primary care health professionals
are uniquely placed to understand the links between housing and
health. Housing officials and epidemiologists each see half the
picture. For doctors and nurses who know their patients' health
history, and are invited to visit them in their own homes, this aware-
ness can be essential to the effective management of problems.

Driving to the home one might observe children playing in the
street, at risk of accidents and exposed to traffic fumes. Arriving at the
maisonette there may be food litter in the entryways attracting
rodents and other pests. The stairway may smell of urine, signalling a
loss of social solidarity within the community. Graffiti and wanton
damage might indicate that young people in the area are bored and
disaffected. Within the home the state of decoration and furnishing
will reflect the income of the family. If there are children in the house-
hold the absence of books and toys can point to an impoverished
learning environment. In the home of an elderly person the tempera-
ture of different rooms within the house can highlight fuel poverty
and climbing a set of steep, narrow stairs to the bedroom flag up the
need for adaptations within the home. For individual patients these
insights by GPs and health visitors may offer possible solutions by
referral to appropriate agencies. There is however a long-term decline
in home visiting rates by GPs, which may reduce their sensitivity to
these issues.6

The institutional response to
requests for rehousing

There are many reasons why patients living in social housing seek a
move on medical grounds, including conflicts with neighbours, the
need to be closer to family, wanting ground-floor accommodation
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and the need for better amenities. Local authorities use priority-
scoring systems for allocating public housing, which are guided by
central government.7 However, the systems vary between authorities
resulting in differences in waiting times for families in similar
circumstances. Moreover, their efficiency and equity has not been
assessed.8 The methods for eliciting medical evidence in support of
these transfers are not standardised and a single practice may have to
provide evidence to several different housing associations and local
authorities each with its own procedure. Even those with experience
in an area may not be familiar with all the procedures.

Patients may present to their doctor saying 'the housing want a
letter to state I am ill because of my housing5. Such requests can
engender resentment as the nameless official is adding to the pressure
on a busy doctor or nurse. The status and effect of such letters is
unclear and any fee for the work involved has to be charged to a
patient, who is almost certainly living on a very low income. The
doctor may believe the letter will be filed, and never acted upon, and
it is therefore unlikely that the medical evidence provided will be of
sufficient quality to ensure good decision making by the housing
provider. Other authorities make written requests using standardised
forms which are clear about the information needed and how it will
be used. A fee is payable by the housing authority on receipt of the
completed document.

There is some evidence of arbitrariness in awarding priority to
patients who might benefit from rehousing, with the 'medical points'
failing to identify those with needs.9 It is generally recognised that the
current systems for medical priority in rehousing are in need of, and
amenable to, improvement.10 There is concern, however that recent
legislation may result in changes, which are administratively cumber-
some and result in an inappropriate medicalisation of housing
need.11 Until an equitable and efficient system is introduced, gener-
ally health professionals will continue to experience irritation and
frustration in their dealings with housing authorities.
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Interventions by primary care
doctors and nurses

Many patients whose health is affected by their housing will be known
to more than one member of the primary care team, although the
request will usually be made to one individual Good practice would
suggest that an accurate and effective supporting statement is more
likely to be made after consultation between the relevant team
members.

Patients may seek help in obtaining support for a modification to a
home that is sound, but because of ill health unconnected to the
housing, requires adaptation. Examples are the provision of stair lifts
after a stroke or the installation of central heating for serious debili-
tating illness such as multiple sclerosis. Doctors and nurses must be
aware of local arrangements for these adaptations to be made when
patients cannot afford them, so that the appropriate referral can be
made.

Particular problems arise when patients wish to move from
housing, which, by its very nature, engenders ill health. An estate can
become so dysfunctional that most of its residents wish to move away
and seek all possible escape routes - with medical priority one of the
most obvious. The housing may be suitable for certain tenants, but
not for the people living in it - for example a young family in a tower
block flat. The doctor or nurse being asked for support is usually
aware that if this patient is successful in moving out, someone with
similar circumstances will replace them and the cycle will start again.
Recent changes in legislation have provided local authorities with the
powers to evict socially disruptive tenants. Consistent use of these
powers should address the problem of peaceable people enduring
persistent harassment and, in effect, being evicted by their
tormentors.
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Conclusion

It is necessary to find ways of utilising the understanding of the
impact of poor housing upon patients by health professionals in a
more equitable way. There is much scope for improving the relation-
ship between primary care and the providers of social housing.12 The
future is likely to hold moves towards closer collaboration between
health authorities and local government but the existing relationships
are uneasy.13 The following recommendations are not offered as a
complete solution, but if all of them were to be implemented they
would go a long way towards meeting the shared aim of health and
housing authorities in ensuring that the homes people live in enhance
rather than worsen their health.

Recommendations for good practice by housing
providers

• Always solicit information from primary care workers in writing,
having obtained the client's permission.

• Do not create unrealistic expectations in the mind of your client
about the impact of supportive medical evidence.

• Give the name and contact details of the official responsible.

• Specify exactly what information is required about the health of the
client and how it will be used in the decisions about adaptations or
rehousing.

• Offer a reasonable fee for the work involved.

• Continually review the evidence for the effectiveness of adapta-
tions being provided (e.g. it may be better to provide good
ventilation systems with heat exchangers rather than central
heating if a client has house-dust mite-induced asthma).

• Employ appropriately trained health professionals - occupational
therapists, physiotherapists and doctors - to assess needs and make
recommendations.
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Recommendations for good practice by primary
care workers

• Develop consultation skills so that patients' reasons for consulta-
tion are fully established, and the physical, social and psychological
contexts are properly explored.

• Ensure effective means of communication between team members
so that relevant information is available when responding to
housing needs of patients.

• Know how the systems of different housing providers operate - in
particular be aware of ineffective measures you may be asked to
take.

• Be aware of the referral pathways to access effective help for
patients with housing problems.

• Establish systems to review and change practice on a regular basis.
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Chapter 7

Conclusion
Gilles de Wildt, Paramjit S Gill and lona Heath

Introduction

General practitioners, and other members of the primary care team,
are faced regularly with the housing situation of their patients. This
adds to knowledge of their patients' individual and social circum-
stances. In fact, they are probably amongst the very few professionals,
which may otherwise include social workers and clergy, who have
insight into the private lives and living conditions of a wide variety of
people in an increasingly atomised society. This position of being a
unique and privileged observer allows primary care professionals to
be counsellors and advocates for individuals, as in writing letters of
support for rehousing or obtaining improvements on medical
grounds. On a collective level it allows health professionals to inform
public policy.

Housing is but one determinant of health. Other factors include
income, other material conditions, employment, ethnicity, educa-
tion, social support and psychosocial wellbeing. Hence, GPs and
other primary care professionals can only have limited effects. The
effect of ethnicity on housing has been highlighted in Chapter 4.

One should caution against expecting too much from primary care
and taking attention away from the need for interventions at the level
of public health and society as a whole, including action by govern-
ment and its various departments. Important changes have taken
place in the United Kingdom over the last 20 years (see Chapter 1). Of
relevance here are the widening of the health and income gaps
between the richer and the poorer strata of society, the increase in
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home ownership and the reduction of the social housing stock with
an increasing share owned by housing associations at the expense of
local government social housing. The role of GPs, however, has not
changed significantly.

What is set to change is the organisational structure in which GPs
and other members of primary teams operate (see Chapters 5 and 6).
Primary care trusts are established with lay chairs and social services
representatives. There is the possibility for unified budgets between
health and social services and primary care trusts are encouraged to
work with other government departments and agencies such as
housing associations.1 Also, a number of other initiatives are planned,
such as reducing health inequalities within the NHS,2 the improve-
ment of the social housing stock as detailed in Chapter 1, and
improving social and private housing for low income people through
the UK Fuel Poverty Strategy.3

Against this background, what could be the role of GPs? If there are
tasks for GPs and other members of primary care teams, how could
they best be defined and supported?

Housing interventions and their
effects on health

It is important to understand the relationships between health and
housing and the potential roles of primary care professionals. As
noted in the previous chapters, these relationships are necessarily
complex. Their understanding is hampered by methodological
constraints, such as the difficulty of designing and carrying out
controlled trials (see Chapter 2). There are further conceptual chal-
lenges when addressing causal relationships between health, social
status, and the relative importance of factors such as income,
housing, other material conditions and the psychosocial environ-
ment.4"6 Arguably, housing contains both material and psychosocial
aspects.

Naturally, this book cannot be comprehensive. For instance, not
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included are questions regarding policies to promote the mixing of
people of different social backgrounds in one neighbourhood or area
and their effects on equity and health. This mixing can be achieved by
providing the whole scale of expensive, luxurious, owner-occupied to
more austere social housing, as in many cities in the Netherlands and
other countries, and also aims to achieve a social mix of children at
schools. The latter is achievable in countries where school enrolment
depends on geographical vicinity and where private schools which are
not subsidised and which require fees, are seen as extreme exceptions,
even to parents who can afford it. This situation does not exist at
present in the UK. Also not included are questions regarding the
effects of crime, perceived sense of security and large-scale arrange-
ments for safe passage of pedestrians and cyclists. These are closely
linked with the geography of housing and interact with factors such as
social cohesion and social development, and have effects on health,
especially of children and the elderly.

Challenges

There are many challenges on the road towards greater equity in
health and housing. First, there is the reduction of the social housing
stock, while demand remains considerable.

Second, an increasing proportion of the remaining stock is
managed by housing associations and other not-for-profit landlords,
and a decreasing proportion by local governments. Local government
has built up expertise and systems to deal with requests for rehousing
on medical grounds, but this often does not extend to housing associ-
ations. In spite of guidance, the methods of identifying degrees of
priority vary, even between council housing departments. Also, as
outlined in Chapter 1, there is a need for clearer government guid-
ance to the non-government social housing sector to rehouse sick and
disabled people.

There will remain an important role for GPs and other primary
care professionals to provide information to housing authorities. As
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detailed in Chapter 6, there is, however, an urgent need for simple
and effective guidance on the process of identifying the need for
rehousing on medical grounds. It is also imperative that the activity of
writing a 'letter for the housing' is taken out of the charitable sphere.

Third, as stated before, factors other than those within the direct
remit of health services remain of paramount importance, such as
improvement of real incomes for poor people, and the availability of
good quality social housing in environments which are conducive to
advancement. This could include, for instance, the provision of low
cost or free nurseries, locally from early morning to late evening, or at
work. This would enable poor parents to engage in part-time or full-
time work and move out of the poverty trap. Furthermore, the
proposed improvements in terms of housing and health require
considerable finance, manpower, training and support systems in all
sectors concerned. The finances depend on government revenue and
expenditure.

Fourth, there are serious shortages of health professionals.
Generally speaking, this is most acute in deprived areas.7 These short-
ages are unlikely to be relieved in the years to come, while other
pressures are mounting, such as increasing attendance rates and
increasing workload as a result of national service frameworks8'9 and
defensive medicine to avoid complaints and litigation.10

Fifth, as detailed in Chapter 3, the health situation of many home-
less people remains poor. The numbers of refugees and asylum
seekers have grown. There are serious concerns about their housing
conditions and its effect on health, both in terms of physical and
social environment. In some instances, as recently observed by an
inner-city GP in London, traumatised refugees are crammed into
hostels alongside residents with long-standing mental health prob-
lems, including psychotic illness, alcohol and drug abuse. Good
access to professionals who can deliver adequate primary and mental
health care remains problematic.

Sixth, the proposed improvements require systems which identify
shortcomings early, and provide feedback to all actors concerned, and
to society as a whole, with a view to facilitating open and informed
debate about policy choices. Deficiencies could include substandard
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housing improvements and substandard care from health and social
service providers. Another block could be the mismatch between
unrealistic targets and demands and the lack of front-line capacity to
deliver. This can lead to the creation of virtual realities, as has often
been the case in the NHS and other government sectors.11'12 To coun-
teract this, there is a need for an independent health inspectorate.
Independence and openness could be secured by a statutory position
comparable with that of the National Audit Office. It is not certain
that the Commission for Health Improvement can play this role while
questions about its general direction remain.13

Seventh, questions remain regarding potentially conflicting
government initiatives. The role of private finance initiatives in the
NHS is increasing14 and practices in trade are changing as a result of
economic globalisation and rules of the World Trade Organisation.
There is a concern that the ability to develop and implement equi-
table public health policies, including policies which relate to
housing, can be undermined by the nature and role of for-profit
providers.15

Opportunities

Opportunities will arise for GPs and other primary care professionals,
such as health visitors, practice nurses and district nurses. The
government acknowledges the role of housing for health, as shown in
initiatives such as the fuel poverty strategy.3 Primary care trusts with
GPs and others on their Boards will be expected to help deliver local
Health Improvement Programmes, which may incorporate collabo-
ration with other government departments and non-government
agencies, including the housing area.1 Primary care professionals may
optimise their limited but essential role in providing information for
medical priority rehousing by helping to develop intersectoral guide-
lines on good practice. Guidelines need to be based on a mix of
national standards, local population needs and the ways in which
primary care trusts, social services and housing departments operate
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in defined geographical areas. The role of primary care professionals
as observers and narrators of people's lives and housing conditions
remains important for informing public policy, including feedback
on progress and blocks.

Opportunities exist to improve care to the homeless, including
hostel dwellers. While local governments and other agencies, spurred
by the Rough Sleepers Unit, have managed to reduce the numbers of
rough sleepers in the UK,16 there is still a long way to go in addressing
issues of prevention and reintegration into society. Serious problems
exist of access to adequate primary and mental health care. Many
homeless people move address frequently - from B&B to hostel to the
street - and lead a chaotic lifestyle. They often have the greatest health
needs. For them the best way forward may be the provision of prop-
erly resourced specialist primary and mental health care services,
which offer help early and guide patients into mainstream care.
Primary care trusts, if properly guided and resourced, will have the
ability to collaborate with other government and non-government
agencies, and may offer an effective framework to facilitate improved
health and social care to homeless people.
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