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HOUSING, HEALTH, SAFETY AND WELLBEING 

 

INTRODUCTION 

This Occasional Paper seeks to provide an overview of housing, health, safety and wellbeing 
focusing mainly in England. It is the first of EHRNet’s Occasional Papers seeking to provide a 
readable background to the housing aspects of environmental health and it is hoped will be of 
interest and use to a wide audience, not just those working in or studying housing or health. 

The links between health and housing have been long established, but it was Edwin Chadwick’s 
1842 report on The Sanitary Conditions of the Labouring Population of Great Britain which led to 
the first Public Health Act of 1848 and subsequent governmental intervention into living 
standards. Octavia Hill pioneered better housing management and working with tenants to 
improve living standards, establishing the first social housing project in Paddington in the 1864, 
but was still to be some years before council housing was established as a key feature of British 
housing policy. Frederick Engels’ The Condition of the Working Class in England in 1844; Charles 
Booth’s Life and Labour of People in London (1890s) and Seebohm Rowntree’s later text, 
Poverty: A study of town life (1901) added major impetus for social change. Sir Ebenezer 
Howard’s Garden City movement and in a similar vein the Bourneville Village Trust around the 
turn of the 20th century, helped provide a new approach to physical, cultural, environmental and 
social planning ideals. The aftermath of the First World War brought ‘Homes for Heroes’ as 
councils began to construct council housing after 1922, but it was not really until after the 
Second World War that housing became enshrined as part of the Welfare State and was 
constructed on a massive scale, with support across political parties. (For further information, 
see Foskett and Bassett, 2004). 

This post war era of reconstruction from 1945-1951 also brought with it a new emphasis on 
housing and health as Anuerin Bevin called for housing that provided quality homes and an 
environment to improve people’s lives. By 1969, Parker Morris standards were mandatory for 
public sector housing, setting out requirements for flushing toilets, space (floor area) standards, 
kitchen storage and provision for heating. However, from the 1950s the emphasis began to shift 
towards numbers of homes constructed and tower blocks became a favoured option for quick 
construction. The scale of tower block build as part of complete area redevelopment was 
unprecedented and thousands were constructed across the UK in a very short timescale. By the 
later 1950s plans were afoot to embark upon massive new estates, often to replace areas of 
poor quality private sector housing accommodation. Area clearance frequently destroyed 
communities and kinship across urban areas, and many communities never recovered from this 
process as housing was demolished to make way for a new era of Le Corbusier-inspired 
modernist ‘space age’ living, with increasingly high tower blocks accessed by decks and served 
by streets in the sky. Architectural merit was the order of the day, as tower blocks were 
constructed at a rapid rate, but without much forethought as to their future maintenance or 
repair needs or how communities might function.  
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By the early 1970s high rise living in concrete tower blocks did not seem to be the utopian 
dream initially envisaged. The Ronan Point (East London) gas explosion led to death and injury, 
and many other tower blocks suffered condensation dampness, problems with pests, and 
disrepair to common parts – but also a wider socio-economic decline, so that many new estates 
proved difficult and unpopular to let creating a downward spiral to increasingly marginal and 
benefit dependent communities with high numbers of ethnic minorities and lone parents. 
Alongside this, many of the new estates seemed to have unusually high levels of criminal 
behaviour. 

Academics became increasingly interested in poor physical design characteristics (‘design 
disadvantagement’) and how this might affect civilized behaviour. Design features such as the 
numbers of storeys related to increased anonymity and a decrease the likelihood of a socially 

Living in the sky: regeneration or redevelopment? 
 
Park Hill in Sheffield provides an interesting example of the complexities of addressing multiple 
issues involved in health and housing of existing stock in a clearly defined geographical area. Park 
Hill was a post world war two redevelopment of poor housing on waste ground and quarries 
constructed between 1957-61 for local authority tenants and was Britain’s first such scheme. The 
design was inspired by Le Corbusier and provided deck access to a largely concrete structure, 
including and school and shopping precinct – as illustrated by the English Heritage You Tube film , 
and the original scheme sought to maintain the earlier community and neighbourliness. 
However, the concrete structure proved challenging to maintain and there were problems in 
noise attenuation and crime, particularly muggings and the estate became difficult to let. Despite 
this, it was considered to be of architectural merit due to its brutalist design and it achieved 
Grade II listing status in 1998, enabling English Heritage to work in partnership with Urban Splash 
to regenerate the estate providing an enhanced mixture of part privatisation with apartments for 
sale and social housing combined with business units. At the time of writing, this controversial 
regeneration remains underway. 

Conversely Chalkhill in Wembley, based on Park Hill in Sheffield, has had rather a different fate. 
By the 1980s there were major concerns about the estate and Estate Action provided the funding 
for security measures including door entry and walkway closures. However this was not enough 
to address the wider socio-economic challenges faced and by the 1990s a primary and then 
pioneering objective became to involve the tenants in decisions around the estate’s future 
design. This led to a more radical solution using partnership funding across public and private 
sectors including stock transfer to a Housing Trust and Single Regeneration Budget to fund 
employment and training schemes used in on-site construction. The decision was taken to 
completely redevelop the site once again and provide a more tradition style of home with a safer 
and more pleasant environment including the ‘crowning glory’ of the Chalkhill Centre – a 
combined community centre, health facilities, local housing services and shared ownership 
apartment (Brent Council and Metropolitan Housing Trust, 2008; Stewart and Rhoden, 2003). 

http://www.youtube.com/watch?v=XLPCuvcnGlg
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stabilising environment, thus giving rise to social malaise such as graffiti, excrement, littering, 
family breakdown and criminal behaviour, ultimately leading to higher public expenditure for 
policing and prisons as well as social costs – although some poor features could be ‘designed 
out’ (Coleman, 1990). Other aspects of estate decline included management issues, such as 
letting, the relationship between management and tenants and staffing problems; financial 
issues including inadequate resource for repairs and rent arrears; and social factors, including 
poor facilities, concentrated need and breakdown of control (Power, 1999). Such ‘problematic’ 
estates have had an influence on the perception of social housing and have attracted many 
special policy initiatives particularly since the 1980s (Tunstall and Coulter, 2006). Others have 
commented on the psychological effects of self containment and lack of aspiration, which 
particularly affected lower income households (Hanley, 2008). 
 

WHAT CONSTITUTES HOUSING, HEALTH AND WELLBEING? 

Housing and health are closely interrelated yet frequently divided and ‘defined’ across separate 
government departments (Department for Communities and Local Government (DCLG) and 
Department of Health (DoH)) and in policy, although in recent years there have been attempts 
to realign the two as part of a wider public health agenda. ‘Housing’ in this chapter defines 
someone’s immediate accommodation, dwelling or living environment, which may be subject to 
major environmental stressors. These stressors may be permanent or temporary and part of the 
internal (immediate accommodation or housing) or external (neighbourhood, community, 
location or place) environment. A person’s housing is commonly related to their income, and 
like health, income or poverty is a key determinant of where a person lives and therefore what 
access this provides to wider services 
and facilities, and indeed the effect this 
has on their health and vise versa.  

Health can be seen as socially 
determined and individually 
experienced in time and place and is 
linked to cultural ideas. It enables 
people to adapt to their environment, 
provides a capacity to function and 
enables individuals and communities to 
cope with life, but is also the foundation 
for someone to reach their potential. 
‘Being healthy’ is also a relative concept 
in that, for example, those with severe 
disabilities, or growing older and frailer, 
can live a fulfilling life, provided that 
housing is suitably adapted to meet need. Health is therefore also about the quality of life 
(Seedhouse, 2001). ‘Wellbeing’ develops the concept of health further and is about the quality 
of life as experienced by individuals and suggests that basic needs are met; that individuals have 
purpose and participate in society supported by personal relationships, communities, rewarding 
employment and a healthy and attractive environment, comprising an important component of 
the sustainability agenda (HM Government, 2005).  

 

 
 

Park Hill, Sheffield 
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 Relationships between housing, health and wellbeing 

 

Poor quality 
housing 

State of repair, inadequate/poor facilities (e.g. external WC, no hot water supply, 
leaking roof, damp and mould); health and safety; risks in HMOs  

Domestic 
accidents 

More accidents (including fatalities) than other environments; closely correlates to 
physical housing standard (e.g. vulnerability by older/younger age); fire safety etc 

Security and cost; 
tenure 

Can lead to feelings of insecurity, stress, instability etc – PRS cost, eviction; owner 
occupation and cost of mortgage. Benefits. Access to housing. 

Frequent movers 
(including asylum 
seekers)  

Anomie, alienation, isolation, loneliness; disruption to routine and access to 
services; stress and depression. Chaotic and complex lives. 

Meeting 
(changing) needs 

Suitability of housing through the lifespan, from childhood to old age, disability or 
ill health, dementia. Hospital discharge – health and social care needs. 

Temporary 
accommodation 

Socio-economic impact, detrimental impact child’s development and adult’s 
physical and emotional health (coping?) 

Cold and damp; 
fuel poverty 

Major category for poor housing; linked to low income, inadequate heating and 
insulation - respiratory disease, accident, discomfort, stress, hypothermia etc.   

Indoor air 
quality; 
pollutants etc 

Poor quality can cause ill-health or death e.g. carbon monoxide poisoning, radon, 
asbestos etc 

Community  Integration with local community; support networks; access to health and welfare 
services; empowerment; capacity 

Social capital Asset in a community that is not economic, including support, trust, reciprocity 
and neighbourliness; helps buffer against deprivation and negative health effects 
of poor living environments 

Estate (and tower 
blocks) 

Some poor design and architecture; risk of socio-economic exclusion; polarised 
communities  

Overcrowding Increased risk of infectious disease e.g. tuberculosis (TB); lack of privacy, risk of 
reduced social and educational attainment 

Noise pollution  Can cause or aggravate tension, stress, depression (e.g. air, road or rail traffic; 
neighbours) 

Pest invasion 
(e.g. rats, mice, 
cockroaches, 
ants) 

May result from lack of refuse disposal or provision, architecture or conversion 
may make treatment difficult; range of new pest species being identified with 
increased in migration  
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Housing has both positive and negative effects on physical and emotional health and it is 
important that housing needs are considered throughout the lifespan: for example, babies and 
young children need a living environment that can help promote their early physical and 
emotional development and that is free of factors that could establish poor health for life; 
school aged children need space (overcrowding) and privacy to develop; older people who 
spend more time at home need additional heating and security; everyone needs to feel secure 
in their home, but many struggle to pay their mortgage or rent and it is tenants in the privately 
rented sector who particularly suffer insecure tenancies; and those with disabilities need to 
have adequate facilities and amenities as well as additional social care as appropriate to be able 
to enjoy full use of their living environment. There is also a growing literature on housing and 
associated social and care needs and how these are accessed – for example a growing older 
population and the needs arising from those with dementia etc (see for example Croucher, Hicks 
and Jackson, 2006; Davis, Porteus and Skidmore, 2009). 

Living in decent housing in a balanced environment provides the basis for a more sustainable 
lifestyle providing a good standard of living accommodation and ready access to education, 
health care and social services, leisure centres as well as to sufficient local, accessible and 
affordable food shops and wider consumer facilities. Conversely, poor domestic accommodation 
in a poor environment can fail to provide basic factors many others take for granted and far too 
many continue to live in poor quality housing across tenures. The positive and negative effects 
of housing and its local environment can be experienced at micro and macro levels. For 
example, energy insulation or adaptations may benefit an individual householder, area based 
regeneration many be felt by a wider neighbourhood or community whilst government policies 
on housing and the housing and the environment may affect wider housing demand and supply.  
 

 

RESEARCH AND EVIDENCE IN HOUSING AND HEALTH 

Research into housing and health is wide and varied and the links can be difficult to directly 
make by empirical evidence as they are frequently so multi faceted. There tends to be more 
evidence on those factors of health and housing that are easier to measure, such as home 
accidents or asthma, and rather less on issues that are harder to measure directly, such as poor 
mental health, which may in fact be multi causal and attributable to poor and insecure housing, 
but also for example to low income, unemployment, poor family relations or stress at work. 
However, there is general consensus that housing affects health and a wide body of literature 
confirming many direct links (Taske et al, 2005; Thomson et al, 2001; Thomson et al, 2002; 
Wilkinson, 1999; Stafford and McCarthy, 2006; Ormandy, 2011). There is however rather less 
research on the longitudinal effects, which are again far more difficult to tease out, quantify and 
qualify.  
 
Systematic reviews of the health effects of housing improvements using both published and 
unpublished literature have demonstrated gaps in evidence linking housing and health, probably 
due both to difficulties in housing research, but also the UK’s political climate and that a holistic 
approach to respond to the complexities of poor housing and deprivation. We also need more 
research recognising the many complexities on the relationship between housing, health and 
deprivation in wider social context (Thomson et al, 2001). Additionally, a systematic review of 
housing improvement and health gain through housing interventions demonstrated that poor 
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housing is closely linked to poor health, and that in general housing improvements can improve 
health, especially mental health, although negative health effects include rental increases and 
people moving away. Therefore housing improvements can have both positive and negative 
effects on health (Thomson et al, 2002).  
 
So, whilst substantial gaps in evidence remain and further evaluation work is required, 
particularly on the effectiveness of housing strategies and interventions, it is generally regarded 
as logical that housing interventions do improve health (Acheson, 1998) and that whilst there 
may be some adverse health impacts, housing and health research overall demonstrates that 
there are reductions in mortality rates and improvements in socio-economic conditions after 
regeneration and whilst there is little evidence on socio economic or health outcomes, impacts 
tend to be small but positive and practitioners should make use of the best available evidence 
(Thomson et al, 2006). 
 

Housing is essential to health and public 
policy should ensure that it takes proper 
account of evidence in creating healthier 
communities and societies. As we will see 
in this chapter, the housing environment 
can be a factor not just in terms of physical 
features that affect health, but also in 
shaping behaviour – in a way that 
combines economics, sociology, 
psychology and medicine through 
understanding material disadvantage in its 
social connotations. Without decent 
economic and social foundations from 
early childhood, poor structural health 
determinants such as housing, populations 
are more prone to behavioural changes 
including stress, depression and 

hopelessness, addiction, anxiety, hostility, poor relationships and so on – and the longer 
individuals and populations are exposed to negative health impacts, the longer and more deeply 
the effects will last (Marmot and Wilkinson, 2006). 

The Marmot Review (Marmot, et al., 2010) recommended new targets and guidance to reduce 
health inequalities. Drawing from evidence, one of its priority policy objectives was to create 
and develop healthy and sustainable places and communities, reiterating that health and 
wellbeing of individuals is influenced by their communities, their physical environment, quality 
of housing, status of neighbourhoods deprivation and their access – or lack of – to green spaces 
and transport as well as  the nature and quality of their social networks and level of social  
capital. The importance of the Marmot Review for housing was that it recommended a 
sustainable approach with fully integrated planning, transport, housing, environmental and 
health systems to address local social determinants and also the importance of developing local 
social and community capital in improving health, with sustainable investments in community 
engagement and neighbourhood regeneration. 

 

Progress Estate, London 
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HOME SAFETY 

Home safety is about domestic accidents, which are frequently easier to quantify and indeed 
qualify than many housing and health issues and this is possibly why home safety seems to have 
attracted more attention in the public health agenda recently. Home safety it about physical 
conditions of housing, but it is also about an occupant’s vulnerability (e.g. age or disability) and 
behaviour, and it is important to note the cause as well as the severity of home accidents for a 
truer reflection of what is happening (Ormandy, 2007).  

Previously the Department of Trade and Industry (DTI) collated accidents through the Homes 
Accident Surveillance System (HASS) although this function is no longer carried out: the final 
archived HASS report up to 2002 can be viewed at the National Archive. The data however 
provided a useful record of fatal accidents for England and Wales and estimate of non fatal 
accidents for the UK as a whole. In 1998, male deaths generally outnumbered female deaths and 
an increasing age related risk and the (DTI, 2000) recoded: 

 3946 home deaths, comprising those caused by falls (1650), accidental poisoning (649), 
drowning, suffocating or choking (356), fire or burn (340), poisoning other accidents or 
undetermined events 951).  

 Non fatal accidents comprised 1.08 million falls, 650,000 strikes or collisions, 102,000 burns, 
41,000 poisonings, 14,000 choking 

These accidents can be further divided into their nature. Most accidents occur through falls or 
being struck with the young and elderly particularly at risk. Children’s falls are normally due to 
open windows, balconies and stairs (DTI, 1995) as they are likely to be inquisitive and may be 
inadequately supervised. Older peoples are less likely to be as mobile and may have poorer 
eyesight and sensory perception which can aggravate the likelihood of home accident and the 
(DTI, 1999) has reported that one older person dies every five hours in the home.  

Poor housing conditions increase incidence of accidents for all, and accidents are particularly 
likely in temporary and poorly converted accommodation. The combined cost of home accidents 
is estimated as being some £25,000 million annually (DTI, 2000). Ironically many home accidents 
can be relatively inexpensive to prevent – for example, fire or carbon monoxide detectors, non-
slip flooring, catches to windows and doors, grab rails or stair gates. However, clearly poor 
design and lack or maintenance for repair is harder and more costly to tackle for owners or 
social or private sector landlords. Conditions can be particularly poor in the bottom end of the 
privately rented sector and in houses in multiple occupation.  

There are more accidents annually in the home than in many other environments, yet no 
statutory duty to provide home safety strategies and most interventions have been carried out 
by non statutory organisations such as the Royal Society for the Prevention of Accidents 
(RoSPA), the Child Accident Prevention Trust and AgeUK. Home accidents are the biggest cause 
of injury to children aged under five and RoSPA’S Safe at Home campaign made many housing 
association tenants in relevant areas eligible to receive equipment through the scheme, 
although this has since closed.  

A range of new initiatives are emerging to cater for home accidents in an ageing population for 
example, Seeking to Ensure a Safer Healthier Older Residents Environment (SEASHORE) in 
Blackpool is a partnership between Blackpool Council, the (then) PCT and Care and Repair to 

http://discovery.nationalarchives.gov.uk/SearchUI/details/AssetMain?iaid=C16226
http://www.rospa.com/homesafety/
http://www.rospa.com/homesafety/
http://capt.org.uk/
http://www.ageuk.org.uk/
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tackle domestic falls and accidents in the over 60s in deprived areas. The partnership offers 
inspections with appropriate assistance to help reduce deaths and severe injuries and is funded 
by the Neighbourhood Renewal Fund and the (then) PCT (IDeA, 2006). Home Improvement 
Agencies in particular can provide a very client centred role, particularly beneficial in responding 
to growing home ownership across an increasing ageing population. Indeed, very low cost and 
rapid installations can play a major role in reducing home accidents and the subsequent cost to 
the NHS (Davidson et al, 2009). 
 
Many practitioners visit individual and families in the home and can therefore play a role; social 
and private sector landlords (see for example Burridge and Ormandy, 2007), health visitors (Ly, 
2010), social workers, environmental health practitioners, to name but a few and a more 
coordinated effort is required. Partnerships can help through targeted home safety campaigns, 
safety audits and information leaflets, publicity campaigns and targeted advice. There are also 
more informal grass roots networks that can help, including religious groups, tenants association 
or residents associations, the National Childbirth Trust and so on. However, there needs to be a 
heightened impetus addressing the many facets of home safety proactively to promote 
domestic safety and yield real savings to health and social care services (Stewart, 2001).  

 

FIRE SAFETY 

Many homes lack a simple smoke detector that could help save lives. Whilst accident and death 
are tragic in any domestic setting, they are particularly so where fire is able to spread and cause 
further injury in houses in multiple occupation or tower blocks such as in the case of the fatal 
fire at the Lakanal House tower block in 
Camberwell in July 2009. Since the Lakanal 
House disaster, fire safety in tower blocks 
has received much attention and some 
areas have made fire risk assessments and 
auditing high rise blocks a greater priority. 
Inside Housing’s ‘Safe as Houses’ campaign 
has called for a greater priority to be given 
to tower blocks, and the demands of the 
campaign to help stop preventable deaths 
from gas or fire are to: 

 Require builders to hardwire carbon 
monoxide alarms into new homes with 
gas appliances; 

 Emergency procedure notices in every 
corridor of high rises; and  

 A national database of all UK tower 
blocks and their most recent fire risk 
assessments cited in (Twinch, 2009). 

Houses in multiple occupation (HMO) 
present a higher fire risk as they are often 
poorly converted, managed and have inadequate provision for cooking and heating facilities, 
presenting possible overloading of electrical installations. In addition, occupants may not know 

Fire damaged house 

 

 
 

 

http://www.insidehousing.co.uk/tenancies/lakanal-house-the-verdict/6526499.article
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each other or who is in at any time. For such reasons, new legislation and guidance provides for 
relevant interventions. The Regulatory Reform (Fire Safety) Order 2005 requires local authorities 
to carry out regular risk assessments, but also the HHSRS apply and there is flexibility in its 
application to enable a proper and practical approach to risk presented and to determine 
necessary and appropriate interventions.  

 

THE HOUSING HEALTH AND SAFETY RATING SYSTEM AND ITS POTENTIAL 
 

The Housing Health and Safety Rating System (HHSRS) was introduced by the Housing Act 2004 
(covering England and Wales) and provided a completely new means of identifying and acting upon 
housing deficiencies in relation to their effect on the occupiers’ health and safety across housing 
tenures. This is a distinct move away from the previous statutory standard of fitness, which was 
essentially about property management, and not the effect on the occupiers of housing defects, and 
failed to address many housing problems at all, such as cold and damp, fire safety, unsafe windows or 
very steep stairs. The HHSRS seeks to closely align housing deficiencies to contemporary evidence on 
housing health and safety. Its development has involved considerable exploration and research into 
hazards and how they might be rated in respect of permanent or temporary physical, mental and 
social health, which includes physical injury as well as illness or symptoms (ODPM, 2004).  
 
The evidence underpinning the HHSRS included extensive literature reviews concerned with housing 
conditions and health and safety and information on the nature and range of the severity of impact 
on health, leading to the identification of 29 potential hazards. As the system is dynamic, 
practitioners need to keep aware of new research based evidence. Secondly, statistical evidence was 
collated into a housing and population database and matched to the health data and analysed to 
inform national statistics for each hazard. This demonstrated whether particular groups were more 
vulnerable, the national averages of likelihood of occurrences that may cause harm and the national 
spread of outcomes. These were used to generate averages hazard scores to rank the order and 
determine whether a given hazard is better or worse for a given type of property. Third, the actual 
inspection is used to gather evidence and make judgements and decisions based on deficiencies 
noted at the time. This allows the potential to assess risk arising and determine what is necessary to 
reduce that risk to something acceptable, relying on available evidence (Ormandy, 2005). 
 
The HHSRS requires that deficiencies are identified before a hazard score is calculated. This is 
generated by first assessing the likelihood of an incident occurring within the next twelve months 
which could cause harm to a vulnerable group. A weighting of harm outcomes is then considered and 
given a weighting figure which remains the same in the calculation. This may be extreme (death or 
coma), severe (e.g. unconsciousness or breaking a major bone), serious (e.g. breaking a bone), or 
moderate (e.g. regular visit to a GP for respiratory problem). Computer software is available for the 
calculation and the resulting figure determines the action to take. Anything with a score of over 1000 
requires mandatory intervention, and below this attracts discretionary intervention and there is a 
new suite of enforcement options (ODPM, 2004).   
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The Housing Health and Safety Rating System Hazard Categories 

Physiological requirements Damp and mould growth 
Excessive cold 
Excessive heat 
Asbestos 
Biocides 
Carbon monoxide and fuel combustion products 
Lead 
Radiation 
Uncombusted fuel gas 
Volatile organic compounds 

Psychological requirements Crowding and space 
Entry by intruders 
Lighting 
Noise 

Protection against infection Domestic hygiene, pests and refuse 
Food safety 
Personal hygiene, sanitation and drainage 
Water supply 

Protection against accidents Falls associated with baths etc 
Falls on the level 
Falls associated with stairs and steps 
Falls between levels 
Electrical hazards 
Fire 
Hot surfaces and materials 
Collision and entrapment 
Explosions 
Poor ergonomics 
Structural collapse and falling elements 
 

(ODPM, 2006) 

 
 

 

USING THE HHSRS TO ESTABLISH THE COST EFFECTIVENESS OF INTERVENTIONS 
 
The introduction of the HHSRS has enabled several pioneering initiatives to help refocus and 
prioritise housing and health work and also to demonstrate the social and economic cost 
effectiveness of early interventions. Estimating the Costs to Society of Poor Housing, (Davidson, 
2007), Good Housing Leads to Good Health Toolkit (BRE and CIEH, 2008) and The Real Costs of 
Poor Housing (Davidson et al, 2009) use the HHSRS to calculate the social and economic costs 
and demonstrates the links between housing and health and use the HHSRS as a basis for 
evidence of cost-benefit and the value of private sector housing in health, society and quality of 
life and has been used by both local authorities and (then) PCTs. In addition, the Toolkit helps 
provide a baseline to work out the most cost effective ways of improving housing, including a 
cost calculator to calculate the ‘value’ of interventions. Bristol’s Environmental Health 
Practitioners have produced valuable data to demonstrate the importance of private sector 
housing interventions to public health partners as well as devising a more accurate assessment 

http://www.cieh.org/policy/good_housing_good_health.html
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of local vulnerability to crime and set up local initiatives to clamp down on intruder entry (Cole, 
2009). Use of HHSRS in Liverpool has helped demonstrate the cost effectiveness of preventing 
illness and death in private sector housing. 
 

 
 
It has been established that the health cost of poor housing in England is over £600 million 
annually, and furthermore that the total cost to society may be exceed £1.5 billion per year 
(Davidson et al, 2009). Housing interventions are therefore not only economically cost effective, 
but socially fundamental in quality of life and wellbeing for individuals and communities. 

The Liverpool Healthy Homes Programme 

Whilst good progress is being made, Liverpool still has among the highest mortality rates, lowest 
life expectancies and greatest health inequalities nationally. The difference in estimated life 
expectancy between the most and least deprived areas of the city is 11 years for men and 8.1 
years for women. 
  
The Liverpool Healthy Homes Programme (HHP) seeks to reduce health inequalities by 
strategically addressing poor housing conditions using an advocacy approach. Prioritising areas 
by need, targeting the most vulnerable and hardest to reach, the programme identifies housing 
in physical disrepair where residents suffer more acute health inequality; provides for 
personal intervention by advocates who are able to help and advise on housing and health 
needs; and makes direct referrals across a range of statutory, public and community partners 
with follow up checks.  
 
To date (July 2013) the HHP has been successful in over 16,000 houses being surveyed by 
advocates and identifying and removing over 3,300 HHSRS category 1 hazards. The HHP has 
helped lever in an additional £4.5 million investment to private sector housing stock through its 
enforcement arm, and has made over 22,000 referrals to partner agencies. In addition, fire safety 
checks have been conducted and smoke detectors fitted, and other health benefits have been 
facilitated. These include residents joining smoking cessation groups, access to benefit 
maximisation services, further integration with health care practitioners including GPs, dentists 
and others and access to fuel poverty, winter warmth and energy efficiency services. 
 
The programme is delivering sustainable health improvements on an industrial scale, reducing 
mortality and morbidity linked to poor housing and lifestyle through the holistic implementation 
of public health interventions. The HHP has been further enhanced through application of a 
health impact assessment to evaluate its effectiveness. This has led to increased partnership 
working between the (then) PCT and City Council, improved client satisfaction, further analysis 
on the impact on mental health and to further inform local housing policy and strategy. 
 
The success of the strategy is recognised across a range of publications including The Audit 
Commission, I&DeA, the Marmot Review, CIH's Housing, health and care report and LACORS 
guidance. It won the Municipal Journal Public Protection Achievement of the Year award, won 
the European UNCCAS Fuel Poverty awards and shortlisted for the Chief Medical Officer's Public 
Health Award. For further information, go to www.liverpool.gov.uk/healthyhomes  

Case study provided by Ian Watson and Phil Hatcher, Healthy Homes Programme, Liverpool 
City Council 

http://www.liverpool.gov.uk/healthyhomes
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GOOD STRATEGIC PROCESS TO PROMOTE HEALTHY HOUSING 

The 2009 Audit Committee report, Building better lives: getting the best from strategic housing, 
reiterates the importance of implementing good strategic approaches, although the report was 
critical of the role many local authorities had taken in delivering their housing functions. It 
particularly berated many local authority’s private sector housing strategies even though there 
are financial, social and environmental benefits of doing so – particularly as much existing 
housing still fails to meet some basic standards and there is a clear argument in favour of 
maximising the use and potential of existing stock. A major problem is that the Private Sector 
Housing Renewal Budget has been cut by 25 per cent to finance building new homes, rather 
than fund housing grants, care and repair and staying put services and local authorities need to 
be open and clear about the role for housing and potential health gains within their 
communities, representing good value for money (Archer, 2009). The report emphasised the 
cost effectiveness of housing 
improvement rather than new 
housing development, and that 
improving housing can improve 
public health, children’s education 
and community sustainability. The 
report also required that local 
authorities demonstrate the role 
housing has to play in their 
communities (Audit Commission, 
2009).  
 
This view is mirrored by the 
Chartered Institute of Environmental 
Health (CIEH) who gave evidence to 
the Local Government Select 
Committee (2009) in respect of the 
need for sufficient funds to ensure 
decent housing in the private sector, 
alongside the commitment to the 
social housing sector. More than 1.2 
million vulnerable people live in non decent private rented homes and more than 4.2 million do 
not meet the decency standard due to the HHSRS category 1 hazard. In addition, for every 
£2,000 spent on housing support for a vulnerable person, around £6,000 is saved in health 
services and care, tenancy failure and residential care. In addition, if only 5 per cent of empty 
home were brought back into use, local authorities could cut their annual homelessness costs by 
£0.5 billion (Wall, 2009) The President of the CIEH has argued that since there are some 6.8 
million non-decent homes and 4.2 million with an unacceptable health and safety hazard; that 
housing emissions account for some 25 per cent of the UK’s carbon footprints allied to the 
previous Labour government’s commitment to reducing inequalities; and that using existing 
housing stock more effectively promotes community health and saves resources – and called for 
environmental health practitioners to be more proactive (Hatchett, 2009). 

The private housing sector contains some of the worst housing conditions and houses some of 
the most vulnerable occupants, particularly those renting privately who are the most likely to 

Empty homes – a wasted resource 
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inhabit non decent housing (DCLG, 2007). There are particular problems at the bottom end of 
the privately rented sector and with houses in multiple occupation (HMOs) where a history of 
inadequate legislation, changing demographics and growing demand for lower cost housing has 
left conditions particularly acute with major negative health effects for often already deprived 
residents (Conway, 1988; Stewart, Mishkin and Moffatt, 2009) and much remains to be done in 
this area of housing, such as addressing the pressing issue of food poverty. Many seaside towns 
are facing considerable challenges as traditional hotels and bed and breakfast establishments 
are converted into HMOs. 
 

 

 

  

The demise of the English seaside resort and the rise of the unsatisfactory residency  

Margate was once a popular and prosperous seaside town, but much of its tourist industry was 
lost when overseas holidays became more accessible and affordable. Some of the hotels and 
guesthouses that became surplus to requirements now house otherwise homeless and often 
vulnerable people who have difficulty accessing social housing. With high unemployment and 
benefit dependency, Margate contains some of South-East England’s most deprived wards. 

Some of these ex-hotels and guesthouses are now considered to be houses in multiple 
occupation (HMOs) and as such must meet licensing and other relevant requirements of the 
Housing Act 2004. However, as essentially commercial properties, many provide only limited 
access to facilities for the storage, preparation and cooking of food, making it difficult for 
residents to consume a varied and healthy diet. Recent research found that more than 80% of 
respondents living in such premises were unemployed, long term sick/disabled or retired and 
often stayed long term, some for a period of months but others over 10 years. 

In seeking to overcome the problem of food poverty, Thanet District Council’s HMO licensing 
conditions require that residents are offered a daily meal service, including a breakfast and a 
cooked evening meal (at reasonable cost), and are also given access to at least one shared snack 
kitchen. The Council carries out random spot checks to ensure residents are aware of the food 
options available to them and that the meal services are meeting licensing requirements; 
however, despite these efforts, less than 7% of residents take evening meals. 

In practice residents suffer multiple deprivation of poverty, poor housing and inadequate access 
to a healthy diet. Local authorities with responsibility for seaside resorts where such usage of 
hotels and guesthouses is evident are faced with significant challenges. In Margate, the Council 
has met with considerable success in reducing the prevalence of this type of accommodation in 
recent years. The Council’s proactive housing intervention activities are playing a key role: two of 
the larger hotels have been purchased by the Council and are now being converted to form 
larger units of accommodation that will be fully self-contained. 

Case study provided by Richard Hopkins, Housing Regeneration, Thanet District Council 

For further research, see Understanding the Relationship between Mental Health and Bedsit in 
a Seaside Town 

https://www.essex.ac.uk/hhs/research/files/bedsits_and_mental_health_report.pdf
https://www.essex.ac.uk/hhs/research/files/bedsits_and_mental_health_report.pdf
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HOUSING, PUBLIC HEALTH AND WELLBEING: EFFECTIVE STRATEGIES AND 

INTERVENTIONS 

Public health is concerned with population surveillance and establishing how to best address 
health inequalities through partnership based working in tackling complex and interrelated 
social and economic determinants of health through evidence based practice. The previous 
Labour government established a range of partnerships for this. Local Strategic Partnerships 
engage local partners (the local authority, health and social care services, policy, private and 
voluntary sectors, community representatives) at local level to work together in providing more 
effective services. Joint Strategic Needs Assessments (JSNA) help establish the current and 
future health and wellbeing needs to inform strategy to reduce health inequalities and improve 
outcomes. JSNA in turn inform both commissioning and sustainable and effective services in 
informing strategies. Such processes have facilitated partnerships that pivot around housing and 
health and successfully help more vulnerable households to access relevant assistance regimes 
(for more information and examples in practice see Davis, Porteus and Skidmore, 2009).  

Health Impact Assessments (HIA) have been increasingly used with growing effectiveness to 
demonstrate the positive (but also negative) effects of housing interventions. For example, the 
Health Impact Assessment of housing improvements: a guide, provide guidance to those doing a 
HIA of a housing proposal and links housing to public health. It contains a summary of housing 
and health evidence, suggests questions to consider, outlines the use of evidence, provides 
information on Scottish housing and indicates further sources of data (Douglas, Thomson and 
Gaughan, 2003). A range of valuable HIAs are emerging demonstrating the positive health 
impacts of housing improvements. In Sheffield, quality homes and neighbourhoods have 
enhanced health and wellbeing (Green & Pugh, 2008) and in Ealing’s Decent Homes 
programmes has demonstrated a major impact on health and quality of life, reducing respiratory 
disease, homes accidents and leading to greater feelings of security and mental well-being 
(Gilbertson et al, 2008). 

What is largely absent from the literature is research on the effectiveness of intervention – and 
this is frequently where the academic and practitioner worlds can find it hard to coexist, as 
published research is often about it academic merit, rather than practitioner success. However 
there is a growing body of literature on how we might measure the success and effectiveness of 
our interventions and strategies. As we have seen the there is a renewed international interest 
in refocusing on the social determinants of health (Marmot and Wilkinson, 2006). To be 
successful and also sustainable – in that continued interventions will not prove necessary – 
housing strategies need to look to wider health promotion strategies focusing on and seeking to 
address the wider determinants of health (Ambrose, 2001). Ambrose reviewed a range of 
empirical evidence between living conditions and health status in London, Brighton and Hove 
and the cost effectiveness of housing investment programmes for ‘exported’ costs such as 
education, health and policing. Health gains arising from regeneration were found to be 
substantial, and a preliminary assessment of ‘measurability’ was sought. Health promotion 
strategies need to consider both housing interventions, community development, quality 
services, access to healthy food, crime reduction, job creation and poverty reduction.  

Health has not traditionally been factored into housing strategies, including for example private 
sector housing grants, so health outcomes have been difficult to evaluate although the HHSRS 
has provide great impetus in helping ensure that practitioners and increasingly well versed with 
the established and emerging links and keep up to date with the most recent evidence. However 
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there are still gaps in understanding longitudinal effects of poor housing and health and also in 
how and why interventions are effective and successful, or not. The National Institute for Health 
and Clinical Evidence (NICE) has collated all systematic reviews, syntheses, meta-analyses and 
review papers which have been reviewed with particular reference to disadvantaged and 
vulnerable communities, identifying the cost effectiveness of interventions and highlighting gaps 
in evidence. The overall purpose is to help inform policy and decision makers, NHS providers, 
housing and public health professionals and practitioners (Taske et al, 2005). However there is 
still a need for far more research and examples of good practice that is easily accessible and 
useful to busy front line practitioners and a growing culture of publication to help further share 
research and good practice more widely (Stewart, 2009).  
 

 

 

CONCLUSIONS 

The links between housing, health, safety and wellbeing are well established but there remains 
some way to go in determining the effectiveness of practitioner interventions. Whilst successful 
strategies and interventions are routinely applied across the UK, many go unpublished and 
publications tend to be based on academic merit rather that practitioner success. Many 
organisations, academics and practitioners have been active in seeking to enhance the evidence 
base so that existing and emerging knowledge and practice can be shared more widely for more 
effective front line work. There are a growing number of examples of good practice delivered by 
partnerships across housing, health and social care in delivering innovative and successful 
strategies and interventions and this information is increasingly disseminated via a range of 

The health impact of poor housing 

Addressing the health impacts of poor housing is a key challenge for local councils now they are 
responsible for Public Health. Highlighting these impacts will also justify continued investment in 
private sector housing services. 

If they haven’t already done so, local councils need to compile a sound local evidence base on the 

health effects of poor housing and the costs to the NHS of not repairing properties. Health hazards 

in the home can be identified using the Housing Health and Safety Rating System and the cost to 

the health service of not dealing with these hazards can be calculated using the CIEH Toolkit. 

Private sector housing data should also be included in Joint Strategic Needs Assessments as these 

outline health and wellbeing priorities for the local area and are used to determine priorities for 

Health and Wellbeing Boards. In addition, joint working with NHS services such as GPs and Falls 

Teams, will help to highlight the health effects of poor housing and make local service delivery 

more effective. 

More information can be obtained from the LACORS (Local Authorities Coordinators of Regulatory 
Services) publication The Health Impact of Poor Housing, which is available by email from 
saraemanuel@hotmail.co.uk.  

Case study provided by Sara Emanuel (Housing and Health Consultant and author of above 
LACORS guide) 

http://www.cieh.org/policy/good_housing_good_health.html
mailto:saraemanuel@hotmail.co.uk
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widely accessible means. We all need to continue to work to get the message across that 
housing is a fundamental health determinant with such major consequences for health, safety 
and wellbeing that far greater resource needs to be delivered to the sector to ensure 
sustainable housing and communities now and in the future. 
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GLOSSARY 

BRE  Building Research Establishment 

CIEH  Chartered Institute of Environmental Health 

(D)CLG  Department for Communities and Local Government 

DEFRA  Department of Environment, Food and Rural Affairs 

DTI  Department of Trade and Industry 

EBP  Evidence Based Practice 

HHSRS  Housing Health and Safety Rating System 

HDA  Health Development Agency (now subsumed into NICE) 

HNA  Health Needs Assessment 

JSNA  Joint Strategic Needs Assessment 

NICE  National Institute for Health and Clinical Excellence 

ODPM  Office of the Deputy Prime Minister 

PSHEB  Private Sector Housing Evidence Base 

PCT  Primary Care Trust (no longer exist) 

RoSPA  Royal Society for the Prevention of Accidents 
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USEFUL FREE OPEN ACCESS RESOURCES (housing and health) 

Marmot Review 

WHO Europe on the Social Determinants of Health 

CIEH Journal of Environmental Health Research (see papers on housing, wellbeing and food 
poverty  

RSPH special online issue on impact of living environment on health 

Environmental Health Research Network 

 

 

Click here to download a free PDF 

 

Some publications can be downloaded for free and all website addresses worked in September 
2013 but are subject to change; if a website does not work use the full reference to search 
instead. 
  

 

For Private Sector Housing Evidence Base (available to CIEH members) click here and go to: 

Resources, then Members  

Click on Private Sector Housing Evidence Base  

There are 3 main parts:   

1) Current literature  

2) Photos and other media  

3) Opportunity to upload documents  

http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
http://www.euro.who.int/__data/assets/pdf_file/0005/98438/e81384.pdf
http://www.cieh.org/jehr/
http://www.cieh.org/jehr/
http://rsh.sagepub.com/site/virtual_issues/healthy_homes.xhtml
http://ukehrnet.wordpress.com/
http://www.cieh.org/policy/default.aspx?id=46518
http://www.cieh.org/mycieh
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