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ABSTRACT

This work contains 18 publications exploring evidence based strategies to
enable health promoting housing and communities in the private sector. It
examines housing’s contribution to health in the public health agenda;
policy priorities and arrangements to deliver healthier housing;
partnership working and health outcomes in housing; and measuring
evidence of health gain in housing from practitioner interventions and has
required a multi-method research programme of theory and practice
including case studies, focus groups, comparative studies, telephone and

face-to-face interviews/semi-structured discussion in a variety of settings.

The work consolidates housing and public health policies, exploring their
wider ideological shaping. It particularly focuses on New Labour policies
since the launch of the current public health agenda in delivering new
evidence-based interventions. These rely on a new relationship between
government (as governance) and communities to deliver health improvement
and to address health inequalities through partnership working, although
barriers remain. Simultaneously, policy developments in private sector
housing renewal have emphasised personal responsibility in the sector, and
focus more closely on meeting individual and community need. The current
situation can present something of a dilemma between seeing housing as a
health determinant or as a commercial asset for both owner-occupiers and

private sector landlords.

The work brings together different sets of literature and fields of research
which link housing and health in the private sector, and also different elements
of policy as part of the government’s emphasis on joined up government,
finding that although the strategic public health frameworks are in place, there

remains pressure for organisations to revert to core activities.

The impact of the work is demonstrated through acceptance in peer reviewed
and professional journals as well as reviews, citations and requests for

presentations resulting from the published work.
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EVIDENCE BASED STRATEGIES TO ENABLE HEALTH PROMOTING
HOUSING AND COMMUNITIES IN THE PRIVATE SECTOR.

1) BACKGROUND

Between 1998 and 2006 I produced 33 papers, two books and a chapter in an
encyclopaedia. 12 peer reviewed, 4 non-peer reviewed papers and extracts from
both books are included in this submisston, representing a coherent body of work of
18 publications exploring evidence based strategies to enable health promoting

housing and communities in the private sector.

The body of work examines housing’s contribution to health in the public health
agenda; policy priorities and arrangements to deliver healthier housing; partnership
working and health outcomes in housing; and measuring evidence of ‘health gain’
(as defined in section 3.2) in housing from practitioner interventions. This has
required a multi-method research programme of theory and practice. Empirical
work has included several regeneration centred case studies, focus groups and
comparative studies, and techniques have included telephone and face-to-face
interviews/semi-structured discussion and application of the principles of a Health
Impact Assessment methodology. The research programme was also informed by
theory from disciplines including policy studies through analysis of historical and
contemporary literature reviews in exploring housing renewal and wider

regeneration in different political contexts.

This submission focuses around the importance of evidence based interventions in
private sector housing that are able to deliver health improvements to residents. In
particular, it pivots around the opening paragraph of Stewart and Nunn (1999:216)
(Publication 1), which states that:

“As anyone dealing with private sector housing renovation will know, finding
solutions to suit all interested parties is rarely straightforward. This is
particularly true where there is mixed tenure — privately rented and owner-
occupied.”
Overall, this body of work is about putting current policy into practice to optimum
effect in the particularly challenging private housing sector, which has a multitude

of different stakeholders, holding a multitude of objectives and views. It therefore
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draws out the relationship between evidence-based policy, how this is implemented,
professional roles and multi-agency partnerships involved in seeking to achieve

sustainable results in the complex area of private sector housing interventions.

The research sought to consolidate literature in housing and public health policies.
[t explores public health’s wider ideological shaping since the inception of the
public health movement. This research particularly focuses on current New Labour
policies since the current public health agenda was launched in 1997 to deliver new
evidence-based interventions. These rely on a new relationship between
government and communities to deliver health improvement and to address health
inequalities through partnership working, although barriers remain. Simultaneously,
policy developments in private sector housing renewal have emphasised personal
responsibility in the sector as well as focusing more closely on meeting individual
and community need. The current situation can sometimes present a dilemma
between seeing housing as a health determinant or as a commercial asset for both

owner-occupiers and private sector landlords.

The work brings together different sets of literature and fields of research which
link housing and health in the private sector, and also different elements of policy as
part of the government’s emphasis on joined up government, finding that although
the strategic public health frameworks are in place, there remains pressure for

organisations to revert to core activities.

The impact of the work is demonstrated through acceptance in peer reviewed and
professional journals as well as reviews, citations and requests for presentations

resulting from the published work.

2) THE PROGRAMME OF RESEARCH

Various methods were employed during the research. The relationship between
health and housing and the policy context were established through literature
reviews and policy analysis in the context of the author’s practitioner and academic

experience.
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Research methods included case studies, including a private sector housing
regeneration scheme (Gadebank) (Publication 1) and an analysis of a Fuel Poverty
Strategy, applying a Health Impact Assessment (HIA) methodology (Publication
18). The latter sought to assess health gain arising from local housing interventions
and barriers to the process, providing recommendations for further integration of
health in policy development and implementation as part of an evidence based,

partnership approach to improving health and reducing health inequalities.

Focus groups were conducted in the Bellenden Renewal Area, Peckham to engage
with communities likely to be affected by (then) forthcoming policy change. This
developed a three year relationship with housing practitioners who commissioned
research to investigate what low income home owners would find helpful in
carrying out maintenance and repairs to their homes as grants were withdrawn as a

policy option (Publications 9, 14 and 17).

In order to compare housing and health outside of England’s public health agenda, a
comparative study was carried in Scotland (Publication 11). Methods for research
involved a telephone survey, before undertaking semi-structured
discussions/interviews in Edinburgh about the nature of current policy. This offered

exploration of regeneration initiatives in different political contexts.

Finally, in order to establish the extent to which the new public health partnerships /
practitioners were understanding and agreeing housing as a health determinant, a
Chartered Institute of Environmental Health research grant was obtained to explore
the issues involved through telephone survey and document analysis (Publication

16).

3) DELIVERING HEALTHY HOUSING IN THE PRIVATE SECTOR

Introduction

The Conservative administration’s “public choice’ policy favoured the private
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sector as housing provider, challenging the very nature of council housing since its
rapid development as part of the Welfare State, which had until then largely
received cross party support. However, with ideological distinctions between
political parties becoming increasingly blurred, the current Labour administration
has maintained an emphasis on the private housing sector and personal
responsibility for its condition. Stewart (2005) (Publication 10) demonstrates how
public health and housing policies have been ideologically driven in five distinct

cras.

Current polices provide a new role for government in the overall organisational and
policy framework and emphasise the importance of partnerships with communities
and individuals in achieving health improvement (DoH, 1999a; Harrison, 1998;
Jones et al, 2001). Evidence-based practice, rather than a strict ideology is key,
requiring successful joined up government strategies to deliver sustainable health
improvement where inequalities are at their most acute. For the purposes of this
submission, housing — as an internal and external living environment — needs to be
recognised as a fundamental health determinant as part of the public health agenda.
Some of the approaches and indeed dilemmas of appropriate interventions to
address health inequalities arising in the private housing sector under currently

policy arrangements are explored in this submission.

The Labour administration has focused on public health, and has argued for
government intervention to address growing health inequalities. This is largely
implemented by a new relationship or “social contract’ between the government
(national and local), other health agencies, communities and individuals. The White
Paper, ‘Saving Lives: Our Healthier Nation’, (Department of Health (DoH), 1999a)
introduced many of the organisations, partnerships and foci for public health, with
an emphasis on evidence-based practice. It is therefore only relatively recently that
government has attempted to realign health and housing policy. However, without a
history of health and policy integration, there is a limited evidence base about good

practice, and what works in contemporary housing policy to improve health.

Some professional organisations — such as mine, the Chartered Institute of
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Environmental Health (CIEH) — have been watching these changes closely. Many
practitioners have moved to higher profile public health positions in the NHS,
showing the change of emphasis from a reactive medical to a proactive socio-
economic model of public health, with a focus on health determinants. The report,
‘Environmental Health 2012 - A key partner in delivering the public health agenda’
(Burke et al, 2002) showed how environmental health practitioners can increasingly
contribute to public health. Particularly it emphasised the need to rigorously assess,
correct and regulate the impact of environmental stressors, and their risks, which
are presented later in this submission. The CIEH has more recently (2006) called
for an evidence base within the profession, referred to later in this submission and

in Appendix 2.

Alongside these changes there has been a general return to “personal responsibility’
for housing conditions in the private housing sector, which has distinct funding and
regulatory regimes. Owner-occupation now accounts for some 70 per cent of
English housing stock, and the private rented sector has also increased, displaying
some of the nation’s poorest housing conditions and most vulnerable occupiers
(Department of Environment, Transport and the Regions (DETR), 2000a; Office of
the Deputy Prime Minister (ODPM), 2003a). Practitioners need to increasingly
align and consolidate the various positions and tensions in private sector housing
interventions to improve health and address health inequalities through their
strategic interventions (Stewart 2003; Stewart, Clayton and Ruston, 2006a; Stewart,
Ruston and Clayton, 2006). (Publications 8, 14 and 16).

In view of the above, the following overriding themes are explored here:
« Housing’s contribution to health in the public health agenda;

. Evidence-based practice in housing and health;

« Integrating health and housing policy;

. The policy environment for health and housing;

« Partnership working in the public health agenda;

« The unique challenges of the private rented housing sector;

» ‘Personal responsibility” and private sector housing conditions;

» Partnership agreements on health and housing; and
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 Evidence of health gain arising from private sector housing strategies.

3.1  Housing’s contribution to health in the public health agenda

Public heath is defined as: ‘The science and art of preventing disease, prolonging
life and promoting health through the organised efforts and informed choices of
society, organisations, public and private, communities and individuals.’(Acheson,
1988; Wanless, 2004). It is essentially about improving health and addressing health
inequalities. The Public Health Green and White Papers (DoH, 1998; DoH, 1999a)
raised housing as a social determinant of health, although more recently the public

health agenda has tended to shift toward lifestyle issues (DoH, 2004).

Housing is a key health determinant (Dahlgren and Whitehead, 1991; Scott-Samuel
et al, 2001) and housing can affect health as both an internal and an external living
environment (Health Education Authority (HEA), 2000; Krieger and Higgins, 2002;
Ormandy, 2004; Thomson et al, 2001; Wilkinson, 1999). Housing is important in
maintaining and improving public health as well as quality of life and well-being.
There has been a growing interest in health and housing locally, nationally and
internationally, as for example seen through the 2004 4™ Ministerial Conference on
Environment and Health in Budapest, and the 2" World Health Organisation’s

International Health and Housing Symposium in Vilnius.
The relationships of health and housing are summarised in table 1.

Table 1: Health and Housing: the relationship

Health / safety issue Comments

Poor domestic conditions Disrepair, insufficient facilities & sanitation (e.g. external
WC) can have detrimental health impact

Home accidents / fire More accidents (including fatalities) than other

environments; closely correlates to housing standards and
vulnerability of occupant; fire safety

Tenure / high cost of rent or Can lead to feelings of insecurity, stress, instability
mortgage / homelessness
Asylum seekers / cultural needs| Anomie, alienation

Special needs housing Suitability of housing for actual / future needs e.g. age,
disability, ill health

Temporary accommodation High numbers in B&B; socio-economic impact, detrimental
impact on children’s and adult’s physical and emotional
health
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Cold and damp / Fuel poverty | Low income, poor housing, poor heating leading to
respiratory disease, accident, discomfort, hypothermia
Indoor air quality / pollutants Poor quality can cause ill-health or death e.g. carbon
monoxide poisoning, radon

Community Integration with local community; support networks;
access to_health and welfare services; empowerment

High rise municipal flats Poor design & architecture; socio-economic exclusion;
polarised communities

Emotional health/depression Poor housing environments (e.g. some temporary
accommodation) can exacerbate poor emotional health

Overcrowding Mainly found in multiply occupied premises (B&B);

increases risk of infectious disease e.g. TB; opposite is
loneliness and isolation

Noise pollution Can cause tension, stress

Pest invasion May result from lack of refuse disposal provision /
architecture, rat & cockroach infestations increasingly
common

Source: Stewart (2005) (Publication 10)

I have published both books and papers on the relationship of health and housing
since 1998. My book, ‘Environmental Health and Housing’ (Stewart, 2001)
(Publication 4) was the first in the profession to draw together the complexities of
the private housing sector and consolidate a range of housing and health literature,
with an emphasis on putting theory into practice (see also, Section 5: Impacts). This
book also took an early look at urban regeneration funding (see Publication 4:
Chapter 5.5, pp. 247-257) suggesting that competition in bidding for funds
presented too narrow a focus when seeking to develop sustainable strategies,
although it also showed how some local authorities and other organisations were
already becoming more creative in the regeneration processes before the public
health agenda really took off. My subsequent joint authored book, again the first
such book within the profession, ‘Environmental Health as Public Health’ (Stewart,
Bushell and Habgood, 2005) (Publication 13) developed this theme, with a greater
empbhasis on evidence based practice. Sections of these books are included as

relevant in this submission.

3.2  Evidence-based practice in housing and health

Evidence-based practice is essentially about doing what works best to improve
health, a relatively new concept in (socio-economic) public health, and a subject of
continued development. Health is largely determined outside the confines of the

health services domain (US Office of Disease Prevention and Promotion, 1996) and
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it is here that resources could be utilised more cost effectively to prevent ill health
in the first place. There is a range of available evidence on causes and prevalence of
poor health, there is rather less evidence on the effectiveness of interventions
amongst different socio-economic groups and indeed on actual health gain arising

and a real need for more information in these areas (Macintyre, 2003).

The concept of health gain was first pioneered by the Welsh Health Planning Forum
in 1989 (NHS Wales, last updated 2006). Health gain has however been a difficult
term to locate and define in its current application to public health. It is quite a
vague concept and the term appears in some literature to be interchangeable with
the term ‘health improvement’. For the purposes of this submission, health gain is
seen as part of health improvement. The health gain resulting refers to identifying
the health outcome(s) arising from the effectiveness of intervention, rather than
defining the health (care) input. The term ‘health gain’ still appears to be used in
Health Impact Assessment (HIA) where it is seen to represent added value in ‘non-
health’ policies (DoH, 1999b; NICE, 2006; see also later sections in this submission
on fuel poverty).

Health gain relies setting evidence based targets specific to a particular subject area
and recognises the need for partnership based working in achieving health
improvements (Gabbay and Stevens, 1994). Health gain is said to be a more
specific and quantifiable concept than health improvement and helps establish
current health status, needs and outcomes as part of the strategic process (see
section 3.8). In order to be fully effective, health gain measures need to be founded
on valid evidence and herein lies a problem, as there is still insufficient evidence,
although this area is developing and Macintyre (2003) argues for increasing
attention to evaluating the impact of a given policy as well as systematic collation
and dissemination of best evidence of effectiveness, with reference to addressing

health inequalities.

Despite the range of health and housing research evidence available, there is
relatively little longitudinal evidence of health gain arising from interventions,

particularly in the private housing sector. The relationship between housing and
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health is complex and difficult to *‘measure’ by empirical evidence alone.
Quantitative data needs to be supported by qualitative data about what is working,
how and why. A sound evidence base should be contemporary, valid and reliable
and based on a consolidation of sound research and good practice that should help
deliver high quality, effective approaches in the longer term. It needs instead to be
continually developing and revisable as new data is presented (Trinder, 2000);
made readily accessible; and regularly evaluated so that its use is maximised in

relevant interventions (Muir Gray, 2000).

The (then) Health Development Agency (HDA) Evidence Base (now under the
auspices of the National Institute for Health and Clinical Excellence (NICE)) was
the government’s new online dataset consolidating the best research and NICE is
currently working on a new research based system about how this research can be
delivered in practice. The Evidence Base provided an information resource to help
develop and disseminate such public health evidence, with a focus on reducing
health inequalities. ‘Evidence Briefings’ establish current levels of evidence,
identify gaps and recommend future research needs, with discussions of the
implications of this evidence for policy and practice, a key focus of this PhD. One
aim of this Evidence Base was that it is widely accessible. (It should be noted that

the Evidence Base did not exist at the instigation of this PhD work).

Three of my papers were cited on the HDA Evidence Base (see Appendix 1), one of
which is included in this submission (Stewart and Bushell, 2002; Publication 6).

The other two are noted in Part C, ‘Papers not relied upon for this submission’.

In public health, there have been calls for more evidence-based activities. The
Wanless Report (Wanless, 2004) focused attention on how deprived communities
might become more ‘fully engaged’ in their own health; how front line
organisations can prioritise interventions and target priority groups; and the
necessary evidence to do this better. The (then) HDA collated research around what
works to deliver healthier housing and communities, and acknowledged that
housing refurbishment is, “likely to have beneficial health outcomes, including

improvements in mental health” (HDA, 2004a: 5), a view shared by Acheson
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(1998) who argued that it is logical that housing interventions improve health. The
Acheson Report also refers to the importance of organisations working with
communities reporting that more involvement leads to greater health impact,
particularly where specific groups are targeted and organisations are flexible and

responsive to local need.

Historically policy and legislation around private sector housing renewal has failed
to address many known health issues. The situation started to change around the
later 1980s when more emphasis was given to involving affected communities in
addressing the socio-economic circumstances surrounding deprived, poor housing
areas, and focusing more closely on need through new client centred organisations,
such as Home Improvement Agencies. Such changes have a significant impact on
the nature of delivery mechanisms (including partnerships) around private sector
housing renewal. However, there was no wider political focus on health per se, or
its measurement, until the public health agenda was formally launched in 1997,
which brought with it a new political and policy arena to focus on health
inequalities through evidence based practice. For environmental health
practitioners, this requires a move away from a traditional rigid, enforcement led
approach to ensure that their work addresses health inequalities in areas such as

private sector housing (Burke e al, 2002).

It can however be difficult to locate valid public health and health promotion
research (to inform practice), and much evidence remains unpublished (Howes et
al, 2004). Indeed, there is very little on the evidence base specifically about private
sector housing interventions. Traditionally, research had been published and thereby
disseminated on the basis of its academic rigour in scientific journals (assessed
through peer review), rather than at the level of successful practitioner
implementation (HDA, 2004). The HDA sought to plug this gap and augment
widely accessible published evidence with authoritative and realistic practitioner
interventions in a cyclical process, with an emphasis on including evidence from
experience and local practice. Scrutiny of this site in 2004 however revealed little
about the role local authorities could be playing in implementing healthier private

sector housing, particularly important at a time of such a fundamental shift toward
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*personal responsibility’.

One approach under consideration by the (then) HDA was the proposed ‘Learning
from Effective Practice Standard System’ (LEPSS) (HDA, 2004b), which is
currently under development (discussed further in Stewart and Gray, 2005)
(Publication 12). LEPSS seeks to capture and share effective practice of successful
interventions to improve front line service delivery, based on available academic
research to improve health. It is recognised that effective front line activities need
targeted community involvement from the outset to help maximise success (HDA,
2004a), synthesising personal choice and social responsibility as aspects of health
promotion (World Health Organisation (WHO), 1984; 1986). At the time of
writing, LEPSS remains under development, yet it shows the importance of this
type of practice-based research in ensuring that health features in relevant policy in
the future. This reiterates other research (Lawrence, 2004) that much housing
research lacks a broader conceptual framework and rarely addresses practical

guidelines or policy issues required for innovative interventions.

In April 2006, Environmental Health Practitioner (previously Environmental
Health Journal, the official magazine of the CIEH) ran a Special Campaign Edition.
This called for an evidence base of peer reviewed research, case studies and
examples of initiatives which have already attracted research funding to help
influence government policy, gain academic credibility and access resources. It has
been argued that Environmental Health needs to be a field of study in its own right,
rather than a Research Assessment Exercise (RAE) ‘allied to’ subject as it currently
is. It also argued that the continuing culture of change required that we demonstrate
the positive effects of environmental health (see detail in Appendix 2). Notably, all
my papers for this submission were by then published or in the latter stages of the

peer review process, and cover the range of evidence types suggested by the CIEH.

3.3 Integrating health and housing policy
Stewart, Bushell and Habgood (2005) (Publication 13: Chapter 6 pp. 164-170)
explores some of the challenges involved in dealing with private sector housing and

working within the remits of mandatory and discretionary legislation, whilst
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simultaneously seeking to work within a public health agenda and improve health.

Private sector housing renewal policy is currently the subject of major overhaul to

integrate health and housing and it emphasises personal responsibility for

conditions in the sector. The range of measures includes the introduction of:

« The Housing Act 2004 which seeks to integrate housing and health policy
(ODPM, 2003a); most notably this includes the introduction of the Housing
Health and Safety Rating System (HHSRS), providing a completely new
evidence based way forward in assessing the impact of housing conditions on the
occupier (ODPM, 2004a) as well as wider changes to the private rented sector,
such as licencing some private sector landlords (see also Stewart, 2002)
(Publication 5);

+ The Decent Homes Standard now applies across all housing tenures, although the
deadline for private sector housing meeting this standard is unclear (ODPM,
2004b; Stewart, Bushell and Habgood, 2005) (Publication 13);

+ The Community Plan (‘Sustainable Communities: building for the future’) seeks
to promote sustainable communities in the longer term (ODPM, 2003c; Stewart,
Bushell and Habgood, 2005) (Publication 13);

« Best Value in housing (DETR, 2000b); and

« Regulatory Reform (Housing Assistance) (England and Wales) Order 2002,
which subsumed all earlier grant legislation and provides a new power for local
authorities to provide ‘assistance’ in delivering their private sector housing
renewal strategies (DTLR, 2002), which is now being implemented to varying
degrees (see also Publications 8, 9,14 and 17).

The HHSRS superseded the statutory standard of fitness, and provides a completely
new evidence-based approach to assessing housing conditions (ODPM, 2004a). It
seeks to rate the effect of a defect on a resident’s health and safety and to trigger
appropriate enforcement intervention. The HHSRS has been under development for
some time and the earlier stages of its evolution, appropriateness and application are
discussed in some of my papers (see Stewart, 2002) (Publication 7 specifically, but
also earlier in Publications 2, 3 and 4). The HHSRS is now supported by a literature
review and analysis of data of the impact of housing conditions on health, and

ODPM (2004a) recognises that this evidence base is a continuing process whereby
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practitioners are responsible for keeping themselves informed of the latest evidence

in its application.

In practice, applying the standard involves identification of 29 hazards, which are

assessed and recorded individually. These are in four groups around health

requirements, which are subdivided into the following categories:

« Physiological requirements (including hygrothermal conditions and pollutants);

« Psychological requirements (including space, security, light and noise);

« Protection against infection (including hygiene, sanitation and water supply);
and

» Protection against accidents (including falls, electric shock, burns and scalds,
and building related conditions).

ODPM (2004a) disseminates extensive guidance on each of the hazard profiles,

providing information on the hazard description; potential for harm; health effects;

causes; preventative measures and the ideal; relevant matters affecting likelihood of

harm outcome; and hazard assessment. Overall, this represents a distinct move

away from the earlier statutory standard and now provides relevant practitioners

with the basis for ensuring that housing interventions are evidence based.

3.4 The policy environment for health and housing

Current policies favour sustainable, evidence based practice over a strict ideology,
arguing that this promotes better services (Hudson and Lowe, 2004), responding to
an evolving labour market, new family structures and increased consumerism
(Page, 2005). There has been an emphasis on involving service users in public
services, with a new relationship between state, community and individual,
encouraging personal responsibility and more active community involvement (Page,
2005). These changes have been felt throughout new policies in health and housing,

posing new challenges for the policy process.

The policy environment comprises a complex mixture of players operating with
different interests, values, power levels and professional and personal allegiances at
different phases of the policy-making, implementing and evaluation (or

accountability) process. Whilst the government sets the overall agenda what is
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actually delivered may be affected through these stages as policy making is
essentially interactive. This is because there are so many different organisations and
people involved in the policy process, so the original intention may be diluted by
time, bureaucracy, rules and discretion (Baldwin, 1995), professional involvement,

affiliation, change and uncertainty (Hill, 1997; Walt, 1994).

There has been a theoretical emphasis on local strategy with devolved decision
making based on local evidence, which has given rise to some tensions across
partner organisations and implementation has been affected by lack of resources,
with managers balancing rules and discretion within budgets (Hill, 1997). Although
Primary Care Trusts (PCT) carry overall control for health improvement, they are
not responsible for local authority budgets. Indeed, Hill (1997) argues that health is
largely defined by the medical profession and the dominance of acute care, ironic
when most health is determined by socio economic factors (see Stewart, Bushell
and Habgood, 2005) (Publication 13). Ideally formative and summative evaluation
should be fed directly back into the policy making process, but Walt (1994)
questions how and which knowledge finds its way into policy, a theme of my
research. Sustainable outcomes and effects of health improvement policy may take
years to identify and regular organisational change continues to interrupt this
process. As Hogwood and Gunn (1984) argue, policy-making processes rely on
thorough analysis early on, and politicians can frequently expect too much too soon,
with a risk of insufficient resource, time and confounding factors distorting the

policy process.

Policy-making is still in progress when it is delivered (Hudson and Lowe, 2004)
and the implementation phase is complex and interactive (Walt, 1994), with
implementers themselves active in the process of change and innovation. At the
sharp end of policy delivery, "street level bureaucrats™ (Lipsky, 1980) can carry
enormous power and are often forced to deliver policy using their discretion, with
dilemmas arising from many and varied constraints (organisational, resource).
There is potential for enormous variation with discretionary services, whose success

is frequently dependent on motivated individuals within supportive environments.
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The organisational arrangements for housing and health interventions are split
across two government departments, the Department of Health (DoH) and the
Department for Communities and Local Government (DCLG) (created on 5 May
2006). This creates some dilemmas in delivery in integrating health and private
sector housing policies (see figure 1), creating a potential tension between medical
versus socio-economic public health. Some of these tensions and dilemmas are felt
across many of the papers presented in this work, and are raised as appropriate in

the course of this submission.
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Figure 1: Housing and health — organisational arrangements !
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3.5  Partnership working in the public health agenda

The government sees partnership working as pivotal to the public health agenda in
bringing together a range of interests, strategic interventions and resources in
tackling health inequalities where they are at their most acute. The NHS leads these
new partnerships, not local authorities or other health agencies (see table 2). This is
ironic, since the NHS does not have the remit to tackle wider social determinants of
health (including housing, local environments and community networks) in the way
that local authorities, and some other health agencies, do (Stewart, Bushell and
Habgood, 2005) (Publication 13). Partnerships occur within and between
organisations, but also involve communities to deliver new client centred, focused
services that meet a given community’s need (Stewart and Bushell, 2002)

(Publication 6).

Table 2: Current strategies to address health (and housing) inequality

Strategy Lead | Strategic purpose

Local Delivery | PCT | Emphasis on health inequality to tackle poverty, poor housing,

Plan pollution, low educational standards, joblessness & low pay
Healthy Living | Joint | Focus on deprived & rural areas, raising awareness on diet,

Centre smoking, drink, drugs & activity

Health Action | Joint | Priority areas of need; local integrated agreed strategy to sustainably
Zone improve health (now disbanded)

Local Strategic | Joint | Cross sector initiatives & services to support & work together; non
Partnership statutory, non executive organisation; operates closely with

individual neighbourhoods - community based decisions, aligned
with LA boundaries, clear vision, objectives & commitment to
partnerships - seen as pivotal to joined-up approach to tackle key
local priority areas e.g. crime, jobs, health & housing

Community LA To sustainably promote socio-economic & environmental well-
Strategy being, partnerships to meet community need; enhance quality of life;
long-term vision focusing on outcomes, addressing national & global
concerns through local action, needs assessed priorities subject to

Tresources
Public Service | LA LAs commit to delivering key national & local priorities in return
Agreement for operational flexibilities & finance; focus on exclusion & targets

include education, housing & employment & reducing crime &
health inequalities, partnerships, linked to Best Value

Best Value LA Service reviews examine extent of existing services meeting
community priorities cutting across traditional service boundaries
and revisit providers across a wide range of service delivery

Source: Stewart and Rhoden (2006) (Publication 15).
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Stewart, Bushell and Habgood (2005) (Publication 13: Chapter 3, pp. 74-81)
explore partnership working in relation to public health, but also question how
successful partnerships can be expected to be with barriers such as differing
performance regimes both within and between organisations. Some of the main
dilemmas arise from issues such as different organisations being pulled in different
directions to meet mandatory requirements and discretionary interventions. Even
within one organisation, balancing mandatory duties, such as the duty to act in
respect of substandard private sector housing, would take precedence over a
discretionary power such as a fuel poverty strategy”, which may in fact have a
greater health impact. Between organisations, different reporting regimes for local
authorities and Primary Care Trusts can again create tensions even though they
share partnership working for health improvement. Other problems have included
regular reorganisation of the public health function, and that many public health
initiatives, such as fuel poverty strategies, continue to be short term and not
sustainable, championed by individuals, lacking statutory status and sufficient

funding (Wanless, 2004).

My work has focused several times on fuel poverty strategies, a good example of a
public health intervention in housing which features partnership working and one
which illustrates some of the difficulties in putting policy into practice. The links
between fuel poverty and health are well documented, yet strategies remain
discretionary and there are no statutory reporting requirements relating to the health
gain arising from them. Stewart (2001) (Publication 4: Chapters 2.1 and 2.2)
emphasised some of the challenges for environmental health practitioners working
in reactive and sometimes inadequate legislation in attempt to address issues such
as fuel poverty at policy implementation level. Stewart, Bushell and Habgood
(2005) (Publication 13: Chapter 5, pp. 143-154) developed the fuel poverty theme,
and in particular raised some of the difficulties in addressing the private housing
sector where fuel poverty is at its most acute, as the sector is disparate and ‘hard to

reach’.

2 Fuel poverty arises where households are not able to afford sufficient heating due to a
combination of low income, poorphaegaeti7§ and inadequate thermal insulation.



3.6 The unique challenges of the private rented housing sector

The private rented sector is unique and the English House Condition Survey
(ODPM, 2003a) reported that it contains the poorest conditions and some of the
most vulnerable occupiers. Environmental health practitioners face daily challenges
of addressing conditions, whilst also working with landlords and tenants in attempt
to balance enforcement and other intervention activities. This is perhaps where
some of the dilemmas and anomalies current stated policy objectives are most
keenly felt, as local authorities seek to secure and encourage better conditions for
tenants (particularly at the bottom end of the private rented housing sector, where
there is often no alternative social housing option/choice), through initiatives such

as Landlord Accreditation Schemes, as explored in Stewart (2002) (Publication 5).

Several of the papers included are concerned with wider challenges of private sector
housing interventions. Stewart (1999) (Publication 2) considered the role of the
(then) environmental health officer, flagging up the poor conditions in the private
housing sector, raising the question of (then) reactive legislation and arguing for
wider changes to address poor private sector housing, including new legislation and
learning from wider regeneration schemes in social housing. Stewart (2001)
(Publication 3) was again concerned with reactive, insufficient legislation in the
area of home safety, developing arguments for new national standards. Some of
these points are consolidated in Stewart (2002) (Publication 7), which present an
early discussion and analysis of proposed legislative changes to integrate health,
housing and safety, and these are addressed more fully elsewhere in this

submission.

Stewart and Nunn (1999) (Publication 1) discussed some of the complexities
involved in private sector housing renewal due to the multiple stakeholders
involved, who may have different agendas and priorities. For example, owner
occupiers may wish to have works carried out that may or may not fall under
statutory requirements or grant assistance regimes; landlords may seek to raise the
capital value of their property through maximising grant investment; and tenants
may wish to have minimum works carried out for fear of resulting rental increase

they may struggle to afford. It discusses conditions in mixed tenure areas of owner-
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occupied and privately rented housing and the need to balance issues around
discretionary and mandatory interventions, whilst overall seeking healthier housing

for residents.

The public health agenda is fundamentally about addressing inequalities, most
keenly felt by some of the most vulnerable in society. Again, some of the
discrepancies and dilemmas of implementing current policy objectives are felt as
homeless households with children find it difficult to access decent housing, the
backbone of accessing a healthier lifestyle. Stewart, Bushell and Habgood (2005)
(Publication 13: Chapter 5, pp. 135-143) considers issues around (private sector)
temporary accommodation and the lack of joined up working due to insufficient
suitable, secure, affordable housing provision elsewhere. It also raised the question
of emotional ill health, a major concern of poor housing, but frequently not
addressed in strategy. This part chapter explores emotional health for residents,
including children, in temporary accommodation. Many low-income families
continue to be housed in such unsatisfactory accommodation, illustrating the
disjoined policy about meeting immediate housing need, but failing to address
parallel public health needs, particularly for children already faced with major
social inequality. It also raises the cyclical possibilities of ill health, poor internal
and external living environments and how residents might fall between safety nets
in established welfare regimes. Stewart and Rhoden (2006) (Publication 15) takes
the issue of children, housing and health forward, considering private sector
temporary accommodation (and social housing) and some of the strategies now

starting to focus particularly around children.

3.7  ‘Personal responsibility’ and private sector housing conditions

The Conservative administration explicitly referred to housing as a ‘private asset’
(as opposed to a health enabling environment) in 1996 (DoE, 1996). The (Labour)
Housing Green Paper (DETR, 2000a) carried forward this position, arguing that
homeowners should carry primary responsibility for stock condition. This requires
new relationships at the local authority / client interface, with local authorities
having an increasingly enabling, rather than providing role (see also DETR, 1998;

2001).
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An emphasis on ‘personal responsibility’ is now inherent in private sector housing
policy as the government has shifted from service provider to enabler. In private
sector housing renewal, this translates as a move away from interventionist housing
grants, to home-owners themselves having to access and manage other forms of
financial assistance. ‘Personal responsibility’ is invariably limited by age, health
and available funds for home maintenance and repair. In addition, the move away
from grant assistance also suggests a move away from local authority strategic
control over housing condition, and therefore associated health status, as a local
authority’s strategic housing objectives will not necessarily go hand in hand with

what an owner may choose to spend any of their income on.

The Regulatory Reform (Housing Assistance) (England and Wales) Order 2002
(RRO) (DTLR, 2002) subsumed earlier private sector grant legislation and provided
local authorities with a new power for ‘assistance’, with new responsibilities for
individuals and communities. The RRO is pivotal to the new approach to personal
responsibility, bringing substantial change to local authority housing renewal
strategies, although there has been very little research into the practicalities of how
the RRO might be implemented, and with what possible success. The RRO has
required local authorities to develop new approaches to private sector housing

renewal.

The RRO essentially requires that largely market-led solutions are absorbed into
helping to address housing as a social health determinant. Bearing in mind that most
poor housing is occupied by lower income households (particularly ethnic minority
and lone parents) (ODPM, 2003b), government preferred options include targeting
grants more effectively and encouraging home improvement loans and equity
release schemes (DETR 1998). Many low income households are not in a position
to afford necessary maintenance and repairs to their homes, and are normally those
with the greatest housing-related health risks with least (financial) ability to do

much about it.

Housing grants had existed for decades, providing local authorities (and more
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recently other organisations such as Home Improvement Agencies) with a major
interventionist tool to help fund private sector housing renewal. Even where grants
existed, it was sometimes difficult to encourage and ensure relevant works in this
sector (Stewart, 1999; Stewart and Nunn, 1999) (Publications 2 and 1). This said,
there remains insufficient self initiated and funded maintenance, repair and renewal,
possibly brought about to some extent by a culture of dependency on grants (DETR,
2001; Mackintosh and Leather, 1992).

Traditionally, outcome measures for grants have been quantitative (e.g. number of
houses passing the fitness standard on grounds of repair, provision of internal WC)
and not about health gain arising. Grants were historically provided only for issues
of unfitness and disrepair, but have more recently implicitly become about needs
based issues (such as suitability of housing for an older person enabled by a smaller
scale grant). There is now an emphasis on evaluating health gain from
interventions, and there is a risk that this will be complicated as grants are
withdrawn further and the market sector — which has no health outcome incentive
for housing conditions — takes priority. This is ironic at a time when the public
health agenda is seeking cost effective interventions into health improvement and
tackling health inequalities (Wanless, 2004) and there is currently no evidence to
show how the RRO might assist in meeting this objective (Stewart, Clayton and
Ruston, 2006a) (Publication 14).

Consolidating an ongoing relationship with officers in a South London local
authority, colleagues and [ secured funded research to explore what low income
owner occupiers in an ethnically diverse area would find useful in helping them to
maintain and repair their own homes. Our study revealed that some of the wider
policy options put forward by the government were not always what respondents
favoured; that many would do further maintenance and repairs given the right
support opportunities; and that there needs to be something of a revival of social
capital if neighbours are to increasingly help one another and keep costs to a
minimum (Stewart, Clayton and Ruston, 2004; Stewart, Clayton and Ruston,
2006b) (Publications 9 and 17). The research found that home-owners were faced

with barriers, but also facilitating factors that would assist and enable them to
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maintain and repair their homes. It was not just a case of having money, but
assistance with technical, organisational and other issues, where local authorities
can also play a role in the overall condition of the nation’s housing stock. In this
study, owners seemed to favour options giving them maximum scope to keep a
sense of control over their own houses, and favoured looking for cost effective
solutions. This ties in with a more individualistic approach to home ownership, with
personal responsibility for condition, yet it is low income households who are
particularly vulnerable to poor housing conditions, with perhaps less ability to be
able to access some of the resource options now on offer (see Stewart, Clayton and
Ruston, 2004; Stewart, Clayton and Ruston, 2006a; Stewart, Clayton and Ruston,
2006b) (Publications 9, 14 and 17).

The situation is different in Scotland where the approach tends to mobilise around
property management and maintenance, rather than wider area based interventions
addressing socio-economic regeneration as in England and Wales. With much
housing stock in Edinburgh being tenements, the City Council has been able to
pioneer a successful, cost effective strategy to promote maintenance with minimal
public sector cost. Like England and Wales, the emphasis is personal responsibility
and continual withdrawal from the sector. The Scottish public health function is
distinct, and at the time this work was carried out, appeared quite separate from
housing interventions with no emphasis on measuring health gain arising (Stewart,

2005) (Publication 11), although this is slowly finding a place in some areas.

3.8  Partnership agreements on health and housing

Any strategic approach should start with four considerations:

o Current status of local housing condition and health;

+ Aspirational status of housing condition and health;

« Means of reaching aspirational level; and

« Means of accounting for and evaluating success.

As partnerships are now pivotal, it follows that these partnerships must reach joint

agreement on the above to move forward in viable ways.

The public health agenda has renewed emphasis on strategic mechanisms to

page 24



encourage the players to fully participate in health improvement and to address
health inequalities at their most acute. Stewart and Bushell (2002) (Publication 6)
were the amongst the first in the profession to publish around Health Needs
Assessment (HNA), a policy tool enabling partnerships to jointly focus on
community health needs and assets, enabling gaps in services to be identified so
that appropriate services can be developed and implemented. The community may
comprise a geographical area (e.g. a Renewal Area), or a more dispersed social
community (e.g. children in temporary accommodation or a sub-group such as a
specified ethnic group of asylum seekers). In contrast to HNA, Health Impact
Assessment (HIA) is about measuring health gain deriving from a policy or process,
with an emphasis on maximising positive, and minimising negative health gain.
Whilst HNA and HIA should provide an impetus pivot for health focused
partnership working, neither is a statutory requirement so it can be difficult to
sustain support for them, and the extent to which they are routinely applied is

unclear.

My (joint) research — applying the principles of a HIA to a local fuel poverty
strategy — has demonstrated some of the challenges involved at delivery level and
the difficulties in measuring health gain from interventions, even where a strategy
has received national recognition (Stewart and Habgood, in press) (Publication 18).
This generally reinforces the position that although there is a partnership in place,
and interventions are being delivered, there is not a focus on health gain per se, and
the partners involved are currently not able to qualify their strategy in terms of
health gain locally, mainly due to different performance monitoring criteria. In
addition, the research reiterated some of Wanless’s concerns that it can be difficult
to sustain support for non-statutory strategies, and it is largely down to individuals
in organisations to champion such processes, even though they are key to

addressing key health inequalities.

If routinely applied at each stage of the policy process, HNA and HIA could
provide a useful basis to consolidate and promote partnership working so that joint
decisions could be made in the context of the public health agenda. This would

encourage discussion and agreement of local population health and health
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inequalities across the various partners involved before proceeding to the policy
implementation and evaluation stages. This would help enable appropriate and valid
health gain performance indicators to be jointly developed and established, suited to

existing and proposed public health monitoring regimes over a realistic timescale.

However, there remain barriers in place at all levels of the strategic process. Private
sector housing renewal is primarily delivered by environmental health practitioners,
relying on wider partnerships for shared agreement and support on key objectives,
funding (and other resources) as well as agreed outcomes. There may be tensions
between the different partner organisations charged with delivering public health.
However, a main benefit of the modern public health agenda is that it allows
multiple strategies to be applied (Krieger and Higgins, 2002). This is important in
meeting local need in ways that work. Adopting various approaches can maximise
the contribution of housing to health and well-being by continuing to challenge

barriers.

Recent research suggests that although public health partnership frameworks are
now well established, there remain concerns over the extent to which they are
aligning and sharing values, focus, vision, direction and objectives (Hunter and
Sengupta, 2004; Wills and Woodhead, 2004). There also appears to be some
uncertainty about public health roles (Evans, 2004). A ‘fully engaged’ public health
scenario is not yet happening (HM Treasury and DoH, 2002), and much further
work is still needed (DoH, 2001 and 2003). My (joint) research — investigating how
partnerships see housing as a health determinant — adds weight to the argument that
views and interventions are very fragmented, with little reliance on an evidence

base (Stewart, Ruston and Clayton, 2006) (Publication 16).

Several recent government reports, including the recent White Paper (DoH, 2004)
have referred to the need for further partnership working to improve health and
address health inequalities (DoH, 2003). Remits include overcoming barriers and
helping to ensure relevant measures are put in place to tackle social and
geographical health inequalities. The ‘Wanless Report’ (Wanless, 2004) raised

concern around the plethora of public health information, but the lack of sustainable
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solutions and the lack of evidence of their effectiveness. He reported a general
paucity of funding for public health research and gaps in knowledge around the
cost-effectiveness of policies, which lacked clear objectives and quantifiable
outcomes. Wanless’s concerns are similar to those barriers identified by Burke ef al
(2002) which relate specifically to environmental health, including a continued
focus on health care rather than health, narrow use of targeting and a lack of

appropriate evidence basis for interventions.

3.9  Evidence of health gain arising from private sector housing strategies
Public health is now about identified governmental programmes, policies and
resources that will have the greatest impact on health improvement and inequalities
in health. ‘Environmental Health 2012 - A key partner in delivering the public
health agenda’ (Burke et al, 2002), showed how environmental health practitioners
can increasingly contribute to public health, notably through private sector housing
interventions. Particularly it emphasised the need to rigorously assess, correct and
regulate environmental stressors. These ‘environmental stressors’ may be
biological, chemical, physical, social and/or psychosocial, and appropriate and
effective interventions are needed to maximise health outcome. Many of these

stressors were identified above.

Having research-based evidence of the health/housing relationship is one thing;
dealing with improvements as a front line practitioner is another. Barriers can
include inappropriate policy, strategy, legislative frameworks, partnership working
and so on. The problem is that there is a great amount of evidence about the
relationship of housing to both physical and mental health, but impacts on health
are complex and adaptive so direct evidence of effects on health are limited (Cave,
2004; HEA, 2000; Lawrence, 2004; Thomson et al, 2002; Wilkinson, 1999).
Evidence of the health effects of interventions, including health gain, is lacking and
a more holistic approach is necessary to respond to the complex issues in housing,
health and deprivation (Thomson et al, 2001). There is a need for flexible,
innovative interventions as occupiers age, change health status, their housing
conditions alter and they have differing needs during the course of their lifetime

(Lawrence, 2004). Current policy changes in private sector housing renewal and
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public health however offer potential to meet some of these challenges, with new
roles and relationships for both local authorities and their communities (Burke ef al,

2002), within the challenges of a private sector housing market.

Appropriate housing interventions can help to reduce negative health impacts and
thereby address health inequalities. However, it is difficult to accurately assess the
impact of housing conditions on health, as health can result from wider socio-
economic circumstance (HEA, 2000; Lawrence, 2004; Thomson et al, 2001;
Wilkinson, 1999). Despite this, there is agreement that housing is important in
maintaining and improving public health as well as quality of life and well-being
(HEA, 2000; Stewart, 1999; Stewart 2001; Stewart, 2005) (Publications 2, 4 and
10). Despite this, even where health gain is implicit, it is not always possible to
quantify health gain explicitly, often due to different performance monitoring
regimes across partnerships, as seen through my (joint) research on fuel poverty

(Stewart and Habgood, in press) (Publication 18).

Two of my joint papers in particular research this theme. Stewart, Ruston and
Clayton (2006) (Publication 16) sought to explore the extent to which housing was
seen as a health determinant, surely key to jointly deciding where to develop and
prioritise (health improvement) interventions across partnerships. Whilst the
concept of ‘partnerships’ as a tool to bring joint solutions has become paramount to
the public health agenda, there are clearly barriers in the way. The research showed
inconsistencies in how private sector housing is seen as a health determinant, how
evidence is used and that it will be some time before those involved will be able to

influence the public health agenda effectively.

The second paper, Stewart and Habgood (in press) (Publication 18) explored the
current feasibility of assessing health gain arising from a fuel poverty strategy. The
research was based around an award winning successful partnership based fuel
poverty strategy, which does not currently explicitly measure health gain arising.
We applied the principles of a Health Impact Assessment to a local strategy and
sought to identify health gain but found that no relevant data was available, partly

because there are currently no requirements to report in this area. This illustrates
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some of the barriers in partnership working (i.e. joint reporting), even where the
partnership itself is otherwise operating well. The government is promoting HIA as

an important public health tool, yet the extent to which it is being applied is unclear.

Themes from both papers also illustrate some wider issues in organisation and
policy delivery. For example, neither partnerships (at organisational level) nor fuel
poverty strategies (at implementation level) are mandatory, and therefore they vary
in success locally. Their success or failure is too frequently down to supported,
committed individuals in and across organisations, and this situation does not
appear sustainable. Successful partnerships take a long time to build and constant
organisational and policy change has not been helpful in delivering public health,
particularly in areas around housing where health outcomes may take many years of
interventions to record positive change. These issues reiterate some of the theories

of policy process identified above.

It is ironic that at a time when public health has been high profile in the policy
arena, there appear to be discrepancies at local level about what it means in its
application to housing interventions. Housing is a key health determinant, yet there
is a lack of public health performance indicators, leaving many partnerships
unaware of what they might be doing in housing, and why. Additionally, whilst
there is some evidence around health and housing interventions, there remains some
way to go, and this may not have facilitated partnership interventions in housing.
The continued development of appropriately disseminated evidence should assist
this process, and help ensure that housing interventions gain further support and

resource in the future.

4) CONCLUSION

In the mid-Victorian era, housing was seen as crucial to public health but more
recently there has been an emphasis on individual lifestyle in determining health.
However many in housing see it as a — if not the — key social health determinant and
there is agreement that housing is important in maintaining and improving public
health as well as quality of life and well-being. Whilst there is much housing and

health research, there is insufficient longitudinal evidence of the relationship and
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housing research needs to be seen more comprehensively in its wider context of
poverty and deprivation, which are difficult to tease out by empirical evidence. In
addition, much of the published literature to date is based on academic rigour, rather
than practitioner intervention success, and the latter was a key theme of the
research. There remains a notable absence of evidence based practice, although this

area is developing.

Housing has therefore had a varied contribution to the public health agenda since its
inception, and its position and status here continue to change. The public health
agenda — which is primarily situated in the Department of Health — still appears to
continue to place an emphasis on medical public health, rather than using a socio-
economic model favoured by others involved in health improvement and addressing
health inequalities. Indeed, housing policy is under the remit of the Department for
Communities and Local Government, and while many themes and objectives are
similar, notably community involvement, meeting need and socio-economic

regeneration, the agendas appear to fall under different policy banners.

Policy priorities and arrangements to deliver healthier housing have seen a
theoretical shift toward new evidence-based policies and strategies at the same time
as the government has withdrawn funding in the sector, emphasising the role of
personal responsibility in private sector housing renewal. There has been an
emphasis on HNA and HIA, although neither remains a statutory requirement and
application appears ad hoc, and with insufficient guidance or methodology

recommendation on what would be helpful in practice.

There has been a political emphasis on expanding the private housing sector, both
as owner occupation and private rented accommodation. Low income, lone parent
and ethnic minority households occupy the poorest housing and suffer greatest
health inequalities in this sector, yet are frequently least well placed to access
necessary services and strategies. Dealing with private sector housing is also
complicated because there are so many agendas in place. The ethos of owner
occupation and ‘personal responsibility’ does not always knit closely with what

government policy is saying in the public health domain and there may be
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organisational and individual tensions between the partnership organisations

involved.

There is something of a dilemma at the heart of policy, as to whether private sector
housing is seen as a personal commercial asset or social determinant of health. This
presents a disjointed message, and can complicate health-focused interventions. In
this respect, such interventions may not be priority for home owners or landlords.
Loss of traditional interventionist grants also heralds a reduction in ‘control’ by
local authorities in what they can require in housing. Whilst local authorities may
wish to objectively assess, correct and prevent the impact of housing stressors,
home owners may take a more subjective view, based on personal choice, with or
without appropriate guidance from the local authority. Local authorities need to
develop strategies that respond to a growing number of home owners and private
sector landlords and tenants, and a need to repair and maintain existing stock now
and in the future in ways that are appropriate, tailored, enabling and sensitive and
can meet wider public health objectives of addressing health inequalities where they

are most acute.

One benefit of the modern public health agenda is that it allows multiple strategies
to be applied and essentially bring an end to silo working. This is important in areas
like housing regeneration where wide indicators of health outcome (such as reduced
levels of deprivation, social inclusion and neighbourliness), are relevant. However,
whilst partnership working is well established organisationally and strategically,
many barriers remain. There are differences in agreement on how housing affects
health, and indeed very little joint data on existing health status and proposed health
gain arising from strategy. Again, HNA and HIA could be used to enhance
partnership working in this respect, yet are infrequently applied and it is therefore
difficult to measure realistic health outcomes arising from new interventions, also
complicated by barriers in partnership working (particularly professional status) and

differing performance management regimes across the various partners involved.

Measuring evidence of health gain in housing from practitioner interventions

remains challenging and again is carried out on an ad hoc basis, too frequently
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championed by individuals in organisations, rather than representing a sustainable
way forward in improving health and addressing inequalities through targeted and
appropriate interventions that really meet need. There are many examples of good
practice, and health gain is implicit, but there needs to be more cost-effective,

evidence-based verification if resource is to be proactively targeted to the point at

which health is determined, not where medical health care is delivered.

Ensuring the delivery of healthier housing is complicated by a range of socio-
economic and political issues, such as a return to personal responsibility and the
dilemma of housing as a health determinant or a commercial asset, which has
substantial implications for future housing regeneration policy. The relationship of
health and housing is complex and a variety of strategic approaches are necessary.
New approaches need to be able to identify evidence-based health need and
maximise health gain, but also need to be able to respond to the nature and context
of private sector, and the extent to which individuals, communities and the
government can form new relationships to improve health through housing in

sustainable ways.

My work has brought together different sets of literature and fields of research

which link housing and health in the private sector, and also different elements of

policy with government emphasis on joined up government, finding that although
the strategic public health frameworks are in place, there remains pressure for
organisations to revert to core activities. Key recommendations arising are therefore
as follows:

. The continued development of an easily accessible housing and health evidence
base, with particular reference to the unique nature of the private sector housing
sector;

. Wider dissemination of this evidence and new accountability and evaluation
mechanisms around the area of health gain, health improvement and health
outcomes;

. That health is increasingly considered at all stages of the policy process and that
mechanisms such as HNA and HIA become inherent parts of the policy process;

and
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« That key housing and health strategies such as fuel poverty strategies are

promoted to mandatory status with sufficient funding.
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Stewart, J. (2003) Encouraging home owners to maintain their
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Stewart, J., Bushell, F., and Habgood, V. (2005) Environmental
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Stewart, J. and Rhoden, M. (2006) Children, housing and
health, International Journal of Sociology and Social Policy, 26
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Publication 16
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(7/8), pp. 326-341.

Stewart, J., Ruston, A. and Clayton, J. (2006) Housing as a
health determinant: Is there consensus that public health
partnerships are a way forward? Journal of Environmental

Health Research, 5 (02), 87-94.

Stewart, J., Clayton, J., and Ruston, A. (2006) Encouraging and
enabling owner-occupiers to maintain their homes: an

exploratory study, Property Management, 24 (05), pp. 449- 463.

Stewart, J. and Habgood, V. (in press) The Benefits of a Health
Impact Assessment in relation to Fuel Poverty: assessing
Luton’s Affordable Warmth Strategy and the need for a national
mandatory strategy, Journal of the Royal Society for the
Promotion of Health,
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Other papers and books published, but NOT relied upon for this submission or

included in portfolio

Papers
Stewart, J. (2006) Current topics and opinions: Housing and health in Havana,
Cuba, Journal of the Royal Society for the Promotion of Health, 126 (02) pp. 23-25.

Stewart, J. (2004) Rebuilding Cuba, Environmental Health Journal, 112 (05) pp.
150-152, Online. Available HTTP: http://www.ehj-
online.com/archive/2000/may2004/may4.html

Thomas, S. and Stewart, J. (2005) Optimising health promotion activities, Journal
of Community Nursing, 19 (01), pp. 9-12.

Cited by Croydon Primary Care Trust: Current Awareness list for January 2005

cited under ‘Health Promotion’.

Stewart J and Thomas S (2004) Health Promotion in context, Environmental Health
Journal, 112 (12) pp. 382-284.

Stewart, J. (2004) Fuel Poverty comes in from the cold, Environmental Health
News, 19 (46) pp.6. Online. Available HTTP: http://www.ehn-online.com/cgi-
bin/news/newsfocus6/EEpEFZAIVpCLaDASXL .html

Stewart, J. (2004) Home Truths, Cuba Si, pp-29-30.

Stewart, J. and Brunswic, M. (2004) France faces up to public health,
Environmental Health Journal, 112 (08) pp. 240-242. Online. Available
http://www.ehj-online.com/archive/2000/august2004/august3.html
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Stewart, J. and Rhoden, M. (2004) Foyers: a model of success, Property People, 6
May 2004, 432: 8-9.

Stewart, J. (2003) Lend them a hand, Environmental Health Journal, 110 (04) pp.
212-214. Online. Available HTTP: http://www.ehj-
online.com/archive/2000/july2003/july5 .html

Stewart, J. and Rhoden, M. (2003) A review of social housing regeneration in the
London Borough of Brent, Journal of the Royal Society for the Promotion of
Health, 123 (1) pp. 23-32.

Cited by the (then) HDA Evidence Base.

Later cited by the National Institute for Health and Clinical Excellence (NICE)
Evidence briefing Housing and public health: a review of reviews of interventions

Sfor improving health.

Stewart and Rhoden (2003) was one of 62 papers, originally of 1,414, requested or
retrieval and subject to critical appraisal for this Briefing, focusing on the research

question: what housing interventions are effective at improving health outcomes?

This briefing aims to.

« Identify all relevant systematic reviews, syntheses, meta-analyses and review-
level papers on public health interventions relating to housing

«  Review these papers and highlight what housing-related interventions work to
promote health for all population groups, but with particular reference to
disadvantaged and vulnerable groups

« Identify cost-effectiveness data for housing-related interventions to promote
health for all population groups

o Highlight any gaps in the evidence and provide recommendations for future
research.

«  This briefing is intended to inform policy and decision makers, NHS providers,
housing officials, public health physicians and other public health practitioners
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Taske N, Taylor L, Mulvihill C and Doyle N (2005) Housing and public health: a
review of reviews of interventions for improving health - Evidence briefing,

London: National Institute for Health and Clinical Excellence.

Stewart, J. (2002) The Housing Health and Safety Rating System: Will the new
approach to assessing housing help?, Housing December/January 2002 pp. 26-37.

Cited by the South Australian Housing Trust; Paper presented at the Unhealthy
Housing: promoting good health conference, Warwick University, Coventry, UK,
19-21 March 2003. Housing Improvement and Rent Conirol: A Practitioners
Perspective. Presented by Mary Yates, Manager, Housing Improvement Branch,

South Australian Housing Trust, Adelaide, Australia.

Stewart, J. and Balchin, P. (2002) Community self-help and the homeless poor in
Latin America, Journal of the Royal Society for the Promotion of Health, 122 (2)
pp. 99-107.

Stewart, J. (2002) A Small World, Environmental Health Journal 110 (03) pp. 68-
70. Online. Available HTTP: http://www.¢hj-
online.com/archive/2000/march2002.april2.html

Balchin, P. and Stewart, J. (2001) Social housing in Latin America: Opportunities
for affordability in a region of housing need, Journal of Housing and the Built

Environment, 16 (3-4) pp. 333-341.

Stewart, J. and Thompson, N. (1999) Living aboard - as safe as houses?,
Environmental Health Journal 107 (5) pp. 145-9.

Stewart, J. (1998) Building up Eire's run-down estates, Environmental Health, 106
(11) pp. 326-330.
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This paper was cited on the (then) HDA Evidence base

Stewart, J. (1996) South Africa’s post apartheid housing policy: an exercise in
community participation, Environmental Health 104 (5) pp. 133-4.

Book chapters and contributions

Stewart, J. (2004) ‘Housing: Standards and enforcement’ in W H Bassett (ed)
Clay s Handbook of Environmental Health (19" edition), Part Five: Housing,
Chapter 17, pp. 364-408, London: Spon Press, Taylor and Francis Group.

This chapter was written on request from WH Bassett (ed) following publication of
Stewart J (2001) Environmental Health and Housing

Contributor to Balchin, P. and Rhoden, M. (2002) Housing Policy: An Introduction
(4" Edition). London: Routledge.
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Confirmation of breakdown of research and drafting papers

Publication 1
Stewart, J., and Nunn, G. (1999) A concrete future for concrete houses,

Environmental Health Journal, 107 (7) pp. 216-7.

Breakdown of research contribution: Stewart J, 50%
Breakdown of drafting and editing paper contribution: Stewart J, 80%

See e-mail attached at end of this section

Publication 6

Stewart, J., and Bushell, F. (2002) A question of need, Environmental Health
Journal, 110 (12) pp. 372-374. Online. Available HTTP: http://www.ehj-
online.com/archive/2000/december2002/decemberS.html

Breakdown of researching, drafting and editing paper contribution: Stewart J, 80%

See e-mail attached at end of this section

Publication 9
Stewart, J., Clayton, J., and Ruston, A. (2004) Maintenance and repairs: an
exploratory study into home-owners views on alternatives to grants, Journal of

Environmental Health research, 3 (2) pp. 58-65. http://www jehr-

online.org/volume3/issue2/3/index.asp

Breakdown of research contribution: Stewart J, 40%
Breakdown of drafting and editing paper contribution: Stewart J, 90%

See e-mail attached at end of this section

Publication 12

Stewart, J. and Gray, I. (2005) Health and Housing, Environmental Health Journal,
113 (06) pp. 24-25. Online. Available HTTP: http://www.ehj-
online.com/archive/2000/june2005/june6.html
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Breakdown of literature review research contribution: Stewart J, 80%
Breakdown of drafting and editing paper contribution: Stewart J, 80%

See e-mail attached at end of this section

Publication 13
Stewart, J., Bushell, F., and Habgood, V. (2005) Environmental Health as Public
Health, London: Chadwick House Group Ltd.

Breakdown of research, drafting and editing book contribution: Stewart J, 60%

See e-mail attached at end of this section

NB: all the sections included in this submission are Stewart J, 100%

Publication 14
Stewart, J., Clayton, J. and Ruston, A. (2006a) Personal responsibility for private

sector housing renewal: issues in health improvement, Health Education Journal,

65 (01), pp.73-83.

Breakdown of research contribution: Stewart J, 40%
Breakdown of drafting and editing paper contribution: Stewart J, 90%
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Exchange

A concrete future f

Solving private sector renovation problems in a way that suits all
interested parties is far from easy. Jill Stewart and Geoff Nunn
explain how Three Rivers DC tackled the problem

s anyone dealing with private sector housing
renovation will know, finding solutions to
suit all interested parties is rarely straightfor-
ward. This is particularly true where there is
mixed tenure — privately-rented and owner-
occupied. While owner-occupiers might be pleased to have

waorks done, particulary with the benefit of grant aid, ten--

ants may feel differently if faced with an increase in rent.

NATURE OF THE RENOVATION PROJECT. ]
When we first identified the dwellings, all we knew was
that they were of PRC (precast reinforced concrete) type
construction and in a poor state of repair. However, they
were in a desirable location, next to green belt and a canal,
with a strong community spirit. Although properties were
falling into disrepair, residents enjoyed the setting, particu-
larly those with families.

It was obvious that all 16 dwellings were statutorily unfit
because of disrepair and because the concrete was show-
ing signs of weathe fatigue, becoming.potentially dan-
gerous in places. In-addition, the poor thermal quality of
construction meant condensation and heat loss. Three
properties were long-term vacant and difficult to let or sell.

These dwellings were not a common construction type
and were not designated under the Housing Defects Act.
Step one, therefore, was to employ a structural engineer to
identify the type of construction and whether it was feasi-
ble to renovate. They were identified as Harnish (similar to
Cornish) construction, of which there is only one other
example in the country. Because of this, extensive concrete
tests had to be carried out. it was found that the proper-
ties were structurally sound and could therefore be over-
clad, to provide a serviceable life of at least 30 years.
Knowing the options, we were in a position to meet the
landlord who owned most of the properties and discuss
the future of the area and of course the occupiers.

We visited all residents to discuss the situation and
options for the site. By this stage, we had samples of over-
cladding material to show residents, and suggested they
look at local examples of renovated sites. it was clear that
most residents were sceptical about whether the project
would take off. However, we were surprised to find that all
were keen for works to go ahead, despite the chance of an
increase in rent. It was a good opportunity to discuss relat-

ed issues and what residents would like in the future.

We discussed possible eligibility for grant aid toward the
cost of works with the landlord and raised issues discussed
with the residents regarding works falling outside the
scope of the fitness standard. The tenants had some good
ideas, which were taken into the scheme. The landlord was
also willing ta-put tenants in the newly refurbished vacant
properties if this was necessary. We were fortunate that
the landlord was co-operative and agreed to fund some
private works to improve internal standards for residents.
This was particularly good for vacant properties which had
fallen into greater disrepair and had greater potential for
internal redesign. This included moving the bathroom
upstairs, creating a modern kitchen/diner downstairs and
installing full central heating.

We made efforts to keep residents informed, and
arranged with the landlord’s representative to be available
in one of the vacant properties for a couple of hours. Only
one person turned up — but at feast we tried. Many resi-
dents didn‘t r -ally believe that works would be done, and
this was aggravated by delays in the landlord engaging a
specialist contractor for the overcladding.

A notice was then served on each property and the
landlord made a grant application for each one. We tied
this in with the owner-occupied grant applications. For uni-
formity, we wanted the scheme to be dealt with as one
project. Once financial contributions were. established, the
landlord’s site manager was keen to oblige, ,

Internal works and external works were kept separate
due to the specialist nature of overcladding. Internal works
were carried out first, These took longer than anticipated,
but were completed to a high specification. Some residents
enhanced the upgrade, eg by paying the _difference for a
higher specification front door. Once the intérnal contrac-
tors had left, specialist contractors began the overcladding.

TECHNICAL ASPECTS

Chloride content testing of the concrete was necessary to
establish whether renovation was acceptable. The tests
put the repair at Category 3 according.to building societies
who deal with PRC type houses. Category 3 repair involves
retaining the existing concrete, fixing insulation to it, and
building a new skin around the property. The structural
engineer concluded that the properties were generally in
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Abstract

The relationship of health and housing has been
well documented. There is less said about action
that can be wken to deal with poor housing
conditions. Environmental Health Officers in UK
Government are key actors enforcing legislation
relevant to housing conditions. Despite a century of
legislative intervention in private sector housing
conditions, the English House Condition Survey
continues to report an excessive amount of poor
conditions, and a particular decline in quality
amongst the most disadvantaged in society who are
increasingly accommodated in the private rented
sector. This paper examines the role of poor housing
in ill health and the difficulties faced in enforcing
largely reactive legislative, arguing that wider
changes are needed if the link between poor health
and housing is to be broken.

Introduction

Environmental Health Officers (EHOs) are the key professionals in Local
Government who have legal powers to deal with private sector housing
conditions. They are therefore key players in impacting the issue of health
and housing. Whilst they routinely ensure that conditions are improved by
a mixture of mainly Housing Act enforcement and grant activity, they also
have a role to play in health education.

The rapid change in housing tenure from public to private sector, with an
increase in homeless figures, has had major implications for EHOs. Despite
the move to private rented housing and a recognised decline in standards,
there has been reduced capital expenditure in this sector. The 1996 English
House Condition Survey illustrated that poor housing is frequently
associated with low income (DoE, 1998). The private rented sector
proportionally comprises the pootest sector of housing, particularly in houses
in multiple occupation (HMOs) yet government ideology during the 1980s
and 1990s favoured this sector for housing the homeless. The Audit
Commission Report on Health Housing (1991) notes that despite
considerable staff resources, only a relatively small proportion of private
sector properties in poor condition has been subject to environmental health
enforcement powers.

This report considers the relationship of health and housing as a concept
that is not fully catered for in current legislation. It then considers why the
disadvantaged tend to end up in the poorest housing, aggravating their
situation. It makes the link between housing with physical and mental ill
health, before moving onto available legislation to deal with poor housing
conditions in the private sector. It seeks to explain that whilst some housing
conditions might be improved, it is outside the scope of the EHO to be able
to deal with the social structure that continues to create disadvantage in
society which is then reflected in housing conditions. It looks particularly at
the poorest housing stock in the private rented sector because that is where
the EHO enforcement role mainly lies.

Whilst it is recognised that many high rise and large scale municipal
estates present health and housing issues, these fall outside the scope of an
EHO's enforcement role and are not considered here.

The components of healthful housing

The need for healthful housing has been long recognised, but as Ormandy
and Burridge (1988) note, few attempts have been made to provide
comprehensive guidelines in assessing housing and setting standards. They
suggest that the 1939 American Public Health Association’s (APHA) Basic
Principles of Healthful Housing, is still a useful background to housing
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assessment. It lists four fundamental
categories by which housing standards can
be measured. These are physiological needs,
psycho]ogical needs, protection against
contagion and protection against accidents.
The PHA, even in 1939, recognised the
importance of not just individual physical
housing conditions’ relationship to health,
but the wider issues of housing within its
community. The PHA considered that the
local environmental quality, noise levels,
space for exercise, provision for a normal
family and community life and so on, were
equally important as, for example, adequate
heating or a safe water supply.

More recently, the World Health
Organisation (cited in Ransom, 1991),
described the complexities of healthful
housing both within the house itself and its
local environment. It reinforced the view
that housing is not just about the avoidance
of iliness but providing a living environment
for betterment of health. It set targets
relating to health and housing to be achieved
by 2000 within available resources.
Although this date is fast approaching, the
English House Condition Survey finds no
major improvements, and even a worsening
of conditions in accommodation housing
the most disadvantaged.

There are two main issues as to why this is
so. First is that housing renewal policy is based
within legislation on already defined
standards enforced by EHOs (Ormandy and
Burridge, 1993). There is no real scope to

jembrace all health professionals, GPs,
community workers, health visitors and so on
to develop the promotion of healthy housing,
Secondly, and of increasing importance, is the
use of temporary and other unsatisfactory
accommodation in the private rented sector
to house the homeless and those unable to
secure affordable accommodation elsewhere

in the housing market.

Housing and disadvantage
The Black Repors: Inequalities in Health
(Townsend et al, 1992) identified several
reasons as to why health differentials can be
expressed through a persons housing
conditions. They suggest that material and
structural factors are the main players in
housing inequality.

Since housing is one of the main direct
determinants of health inequality, if follows
that housing policy can be seen as a potential
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vehicle to alleviate social disadvantage.
Finding a suitable definition of social
disadvantage is necessary in our attempts to
help explain why poor housing and health
exist. Disadvantage goes beyond the bounds
of poverty, deprivation and inequality, which
tend to deal with single aspects and not the
combination of people’s access to, and
remaining in, housing. Clapham e 4/
(1990) usefully identify two broad
definitions of disadvantage: the market and
social democratic models. Advocates of the
market model argue that disadvantage has
an absolute scale. They see a minimum set of
standards required for subsistence, health
and welfare and suggest that continuing
deprivation is a consequence of an
individual's failure or entrapment in a
culture of poverty, and it is up to individuals
to resolve. Their definition looks only at the
economic and fails to address social needs.
The social democratic model explains how
social disadvantage arises and is maintained
as part of the organisation of ecohomic
and political processes. They then see
disadvantage as relative rather than absolute.

Clapham et 4/ (1990) show how social
disadvantage, poverty and inequality are
expressed in the housing system. They
illustrate how housing and its local
environment is apportioned by a hierarchy
of econornic and social power that structures
society more widely as a dynamic but
interlocking set of markets and institutions.
Housing is just part of the markets and
institutions whereby  disadvantage s
structured. It is a variety of social, economic,
political and demographic attributes that
have a bearing on the housing available and
its local environment. Thus housing may
facilitate or deny access to wider community
and health services. Housing in poor areas is
also more likely to have poor local services,
preventing disadvantaged individuals from
acting fully as citizens. Children born into
poor housing environments are less likely to
escape either that environment or the
behavioural patterns and lifestyle sometimes
associated with it, such as frequent moving
(see Richardson and Corbishley, 1999). This
means that the link between disadvantage
and poor housing becomes harder to break.

Who then is disadvantaged in housing?
Housing in poor condition is not uniformly
distributed, but is associated with social,

demographic and economic factors. It is
generally low income groups who are unable
to have an active choice in the housing
market (Rhoden, 1998). They are therefore
often marginalised into, or remain in, low
cost housing; sometimes reliant on income
related benefits to do so. Some examples are
as follows. Long term elderly tenants may
occupy poorly maintained private rented
housing lacking internal amenities, despite
security of tenure. Some low income ethnic
minorities have been unable to access owner
occupation or social housing due to
institutional racism. Single people may have
less potential to raise a mortgage or secure a
market rent without being dependent on
benefits and likewise, other low income
households tend to be marginalised into the
lower end of the private rented sector. The
homeless, frequently requiring other social,
educational and welfare support suffer
further disadvantage when placed in
temporary accommodation where poor
housing standards and community facilities
compound their situation.

Policies during the 1980s and 1990s
favoured the private rented sector as housing
provider. The simple issue of too much
demand and too litte supply has resulted in
increased low quality housing, increasingly
HMO accommodation at the bottom end
of the private rented sector, frequently in
otherwise undesirable or abandoned areas.
With benefits being paid to landlords
regardless of conditions, there is litle fiscal
incentive for landlords to invest in their
properties. Deregulation of rents and
tenancies has trapped many tenants within
the sector long term, becoming increasingly
marginalised from mainstream society. This
is aggravated by wider economic changes
including a general fall in income to the
poorest 20% of households due to loss
of access to free goods, services and subsidies
such as school meals, social fund loans rather
than grants and proportional increases
in water and local taxation (Townsend
et al, 1992).

Such issues reinforce the argument that
housing regeneration and promoting
healthier housing is not just about living
accommodation or unemployment. It is also
about the complex interrelationship of social
exclusion, abandonment of inner city areas

and current lifestyles that make up the
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bottom end of the private rented sector. The
combination effect of these inter-related
issues cannot be stressed strongly enough.
Housing and health is a two-way street.
Access 1o poor housing generally results
from disadvantage and disadvantage
frequently results in access to poor housing
and therefore poor health.

Housing and Health: the
relationship

Whilst the link between poor housing and
health is recognised it is difficult to directly
link by empirical evidence. It is generally
described in terms of negatives rather than in
terms of good housing promoting well
being, This is because there are many other
factors that affect ill health, such as social
disadvantage, poverty, inadequate diet, poor
working conditions or unemployment, lack
of medical care and so on. Attempting to
measure the health impact of poor housing
is difficult, particularly in cases of mental
health. There are few empirical studies
available, and a general problem in co-
ordinating health and housing information
between various organisations such as
architects, doctors, EHOs, social workers,
policy developers and so on directly relating
to poor conditions. However, it is generally
regarded that the combination of factors
which make up unhealthy housing has an
effect on health (Audit Commission, 1991;
Ransom, 1991; Townsend et af, 1992).
Some links between housing and health are
now considered.

Cold and damp

Cold and damp are intrinsically linked with
poverty. Fuel poverty rose from 5.5m in
1981 to 7m in 1991, particularly amongst
people at home all day who require more
heating, This is clearly more expensive, so
cheaper methods may be used, which
aggravate damp, as does drying clothes
indoors because there is no where else to do
s0. The poorest 20% of households spend
12% of their budger on fuel, whereas the
wealthiest 20% spend 4%. This disparity
has been aggravated by VAT on fuel
(Boardman, 1991).

Cold and damp are
construction type. It is relatively more
expensive to heat poor older housing,
particularly in the private rented sector

where landlords have little legal or financial

related to
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incentive to invest in energy efficiency.
Older people in rented accommodation and
people in lower occupational groups are less
likely to have central heating and there is less
dampness and condensation in centrally
heated accommodation. It can also lead to
decay of building fabric. Ironically, there has
been a rise in complaints of dampness and
condensation through improvements being
carried out which have reduced ventilation
levels, such as by sealing chimney breasts or
installing double glazing.

1l health effects include increased levels
of hypothermia, physiological changes in the
body, heart artack, stroke, cardiovascular and
respiratory disease (especially in children);
asthma and mould sensitivity and stress and
depression from visual effects- of mould
growth (Arblaster, 1993; Boardman, 1991;
DETR, 1999a; DoE, 1991; Ineichen, 1993;
Lowry, 1991; Markus, 1993; Ormandy and
Burridge, 1988)

~ Noise pollution

Noise pollution is closely related to
construction. Temporary accommodation
can aggravate noise nuisance due to
overcrowding and poor noise attenuation
due to inadequate building materials, poor
design and insulation. Complaints relating
to noise have risen about twenty fold in the
last twenty years (Ineichen, 1993). Tension
from noise, such as loud music or regular
arguments, can cause major problems
berween neighbours and increased stress
levels for sufferers. Remedial action falls to
the EHO, often with Police support, but
enforcement is often extremely difficult.

Space standards

Statutory overcrowding is now uncommon
except in temporary accommodation such as
HMOs, where conditions are aggravated by a
variety of other factors induding sharing
amenities and means of escape from fire. This
can lead 10 accidental injury and fire. This is
particularly so in ‘Bed and Breakfast
accommodation where a study has found
almost 50% to be statutorily overcrowded,
lacking adequate facilities and providing lirdle
control over an occupier’s personal space, such
as in communal areas. (Conway et 4/, 1988).
The health effects of overcrowding are related
to an increased incidence of infectious disease,
both minor ailments and more serious,
incduding Tuberculosis, which is currendy

rising. Stomach cancer in adults correlates
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with  overcrowding  in  childhood.
Undercrowding can also be a problem, with
foneliness, isolation and fear of going outside
(Lowry, 1991).

Domestic accidents

There is a significant correlation between
accident  statistics and social class,
unemployment, overcrowding, tenure,
education and so on. Accident levels are
higher in temporary accommodation, which
can be ill-designed, ill-equipped and ill-
maintained (Arblaster, 1993; Conway;
1988; Lowry, 1991). These hazardé
combined with makeshift cooking and
heating arrangements, overloaded electrical
installations and inadequate means of
escape, are particularly pronounced in
temporary accommodation where homeless
families are regularly placed. HMO :
residents are ten times more likely to die in
fire than residents of other dwellings (Home
Office, 1989). '

Depression
Whilst depression may not be exclusively,
caused by poor housing, there is no doubt
that living in poor housing conditions. can
aggravate feelings of isolation and
desperation, leading to the development and
maintenance of mental ill health (Ineicheni‘_‘»
1993 and Arblaster, 1993). The stress of day’
to day living in an unfamiliar area,
overcrowded conditions and sharing’
faciliies with strangers cannot. be
understated. Temporary accommodation ls
disrupting, uncertain and often means the
loss of a social support network (Arblaster,
1993), It is not hard to sec howa m1xture of
poor construction and insulation, a lack of
space, delays in necessary repairs, dampness;
pest invasion and so on combined with
wider factors such as crime, harassment and
living in a run down area with few services,
would effect mental health., Women at
home, lacking social interaction, privacy and
a leisure time due to child care
responsibilities, in poor housing conditions
are particularly likely to be depressed:
(Brown and Harris, 1978). S
Although the Audit Commission
Report, the key report concerned with the
EHO role in healthy housing, notes that
poor housing can cause ‘stress, it fajls o
recognise the impact of poor housing oft
mental ill health, such as depression

discussed above. It is largely limited t©
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physical ill health and is closely allied to the
existing standard of statutory fitness, which
is discussed later.

Legislation and housing
conditions

General background
Edwin Chadwick, the father of the
Environmental ~ Health  profession,
established the legislative link between
housing and health in the early Victorian
era. Early legislation was based around
public health rather than housing and
mainly concentrated on physical aspects
including drainage and water supply. The
Victorian attitude to poverty, and hence to
associated matters including housing
) conditions, was that the state’s role was
minimal and individuals should improve
their own lot. The notion of fitness for
human habitation was introduced around
the turn of the century, remaining a
precedent for local authorities taking
remedial action in relation to house
conditions (McManus, 1994).

Cross party government support for
tackling poor housing conditions increased,
particularly with the introduction of the
Welfare State after the second world war.
However, direct state involvement with area
clearance  and  subsequent  mass
municipalisation of housing stock by the late
1960’s was beginning to lose support for
several reasons. Much poor housing had
already been destroyed and some large
municipal estates were displaying early signs
of failure. It was also extremely costly. Many
of these municipal estates are now
considered ‘slums’ themselves. In response to
much literature (e.g. Coleman, 1986) many
such estates are now being redeveloped and
redesigned made possible via funding
through transfer to a Housing Association or
other non-Local Government organisation
such as a Housing Action Trust; a form of
‘re-privatisation’,

Recognising that mass municipal
redevelopment could not address poor
housing or communities as initially thought,
the Housing Acts 1969 and 1974 provided
for private sector housing grants. Housing
policy since then has favoured general
rehabilitation of the private sector, through
provision of grant aid to help reverse the
cycle of decay. Despite massive public
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investment, housing conditions have shown
little signs of improving overall, particulardly
in the private rented sector (DoE, 1988). We
have already seen that private sector housing
renewal policy finds it difficult to address
wider issues of disadvantage, which can
continually undermine renewal efforts. In
addition, there is litde information available
about grant applicants, other than by crude
income determination and location, so it is
more difficult to analyse trends which
redress the situation where necessary, to
ensure best targeting of resources (Leather
and Morrison, 1997).

Housing policy, particularly since 1979,
has continued to move the onus toward
personal  responsibility for  housing
conditions. Clearly this presents problems
for tenants who do not have an owner’s
interest and therefore the ability, or available
resources, to affect necessary renovations.
The Housing Act 1988 deregulated
tenancies to encourage expansion of the
private rented sector. The shortage of low
cost rented housing has been compounded
by sales of council accommodation,.lcaving
less traditional social housing available. The
result has been increasing reliance on
temporary accommodation for the homeless
in the private rented sector, and at a massive
social and economic cost. There have been

“few incentives for the private sector to invest

in affordable renting in recent years, and
there are no major forthcoming proposals to
do so.

Current legal standards

Local Authorities have many duties under
the Housing Act 1985 (as amended) in
respect of housing conditions. One is to
undertake an annual.assessment of housing
conditions to determine local housing
strategy. The manner in which this is carried
out is erratic, despite government guidance.
DoE Circular 17/96 encouraged a more
strategic and uniform approach to deal with
poor housing conditions such as establishing
Renewal Areas, although very few have been
set up. EHO:s base assessments of unfitness,
and the most satisfactory course of action to
deal with it, on their professional opinion
and experience of housing conditions,
which  varies  considerably  between
authorities, and even individual officers. In
practice, few authorities have resources to
proactively seek out poor housing. Most

poor housing is bought to the EHOs
attention by tenants and their advisers,
although a reactive complaint may lead to
proactive renewal of several properties where
relevant conditions are met. By its nature
this tends to mean that renewal action is low
key and pepperpotted and EHOs are
frequently under pressure to keep renewal
costs to a minimum. The Circular is
laudable in theory and draws upon the best
of previous policies and legislation but there
is generally an acute lack of funding to deal
with housing,

There are many legal standards covering
housing conditions, but the statutory
standard of fitness under the Housing Act
1985 (as amended) section 604, is key. It is
a checklist of items to look for and a house
is deemed statutorily unfit if it fails to meet
one or more of the requirements. The fitness
standard requires that houses are structurally
stable; free from serious disrepair and
dampness; there is adequate provision for
lighting, heating and ventilation; that a
kitchen and bathroom are provided, with
running water and proper drainage. The
fitness standard also applies to HMOs, but
means of escape from fire and amenities for
the number of occupants are also required.

The fitness standard has been criticised
since its introduction, mainly because it can
be subjective. It fails to address many issues
that impact health and housing such as
radon exposure, pest infestation and fire
safety in non-HMO:s and sees failure of one
requirement on an equal basis to failure of
another, which may in fact have more
impact on health. The fitness standard is not
dynamic and forward looking; it is finite and
static in focus, unable to look beyond basic
enforcement. For example, statutory
requirements for heating and thermal
insulation, key issues in healthy housing, are
minimal, and the Home Energy
Conservation Act 1996 seems to have made
relatively little difference in areas in which it
is most needed, despite a variety of agencies
actively encouraging Home Energy
Efficiency Grants.

The Housing Grants, Construction and
Regeneration Act and the Housing Act,
both of 1996 amended administration of
the system and broke the previous link
between unfitness and mandatory grant aid.
All House Renovation Grants are now
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discretionary and Home Repair Assistance
was introduced to deal with small scale
repairs for people on income related
benefits. Some Local Authorities have taken
the decision not to finance some grants such
as landlords grants (including HMO grants)
at all. Grants can certainly encourage some
landlords to carry out works, even to a
higher than required standard, without the
need for legal redress or works in default. An
already disadvantaged tenant who cannot
access social housing may be evicted if no
‘grant is available, ending up in worse
accommodation. Whilst EHOs and other
front line housing professionals are only too
well aware of these types of issues, their
scope for action is substantially controlled by
local councillors and the way in which they
use their discretionary powers under
housing legislation (Hutter, 1988). The
climate of decreasing resources is having a
huge effect on front line work.

EHOs can also deal with living
conditions under legislation that does not
primarily deal with housing, although the
Housing Acts are the primary course of
action. Other legislation is as follows:

The Environmental Protection Act 1990
provides for action in respect of a statutory
nuisance. A statutory nuisance arises if the
condition of the premises as a whole is
prejudicial to health, either as one defect or
an accumulation of defects. It is the effects of
the defects which is important, which must
be likely to cause injury to health
(‘prejudicial to health’). Courts have found
thar the requirement of prejudicial to health
is met where conditions would make a well
person ill or an ill person worse (Luba,
1991). Health is not specifically defined, but
can include physical and mental stress. This
action has been successfully used in cases of
severe dampness and mould growth. Where
statutory nuisance is Local
Authorities have a duty to serve an
Abatement Notice. A quicker response is
provided for in the Building Act 1984,
where Local Authorities are able to require
works in nine days where a statutory
nuisance exists.

Some basic repairs can be dealt with
under the Landlord and Tenant Act 1985
section 11, This section implies an obligation
on landlords to carry out basic repairs, both
to individual dwellings and common parts.

proven,
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This repairing covenant (i.e. active obligation
to keep in repair) means that tenants can sue
their landlord for breach of contract through
the County Court, and advice should be
sought from a private solicitor at an early
stage. The Defective Premises Act 1972 also
provides some legal redress. However, it
excludes many private sector dwellings that
have been covered on completion by an
approved scheme of purchaser protection,
but may be applied to those which have been
converted or altered later.

Miscellaneous housing conditions also
have legal redress. Some pest control can be
achieved under the Prevention of Damage
by Pests Act 1949. Filthy and verminous
conditions are regulirly dealt with under the
Public Health Act 1936, led by EHOs but
generally requiring input from other welfare
authorities, and even the police to secure
entry. It is not uncommon for such
conditions to exist where children are
present, requiring ongoing input from social
services. EHOs are also able to arrange
reconnection of water, gas and electricity
supplies where a landlord has failed to pay
the bill. Sometimes as much as the EHO,
who has been called in too late, can do is sit
and listen whilst a desperate and tearful
tenant describes how their landlord is going
to evict them within the week, deciding who
best to refer them on to for help, knowing
that sometimes there might not be any.

Development of current standards

and proposals for the future

Housing and health has recently made its
way back onto the political agenda largely
due to the continued efforts of EHOs and
pressure groups. Many EHOs and other
interested bodies have organised and
consolidated in recent years to address the
poor housing conditions they witness daily,
particularly in temporary accommodation.
The Chartered Institute of Environmental
Health has consulted and issued documents
to promote uniformity of enforcement for
standards in HMOs. There has been
growing interest and membership of
organisations such as the National HMO
Network, the Campaign for Bedsic Rights
(CBR), the Bed and Breakfast Information
Exchange (BABIE), and other Housing
Forums, (including landlords and other
professionals interested in housing) to help
promote standards. The continued pressure

from such organisations has led to proposals
to introduce a Housing Fitness Risk
Assessment and a National Licencing
Scheme for HMOs.

The housing fitness rating system
involves a review of standards for living
accommodation and a change of emphasis
in their assessment to replace the statutory
standard of fitness (DETR, 1999b). This
intends to target the worst dwellings,
whether for grant aid or enforcement action
by differentiating between serious health
and safety hazards and those where the
overall risk to occupiers is marginal. It
changes the emphasis from listing defects
under currently defined standards, toward
accounting for the effect of these defects so a
‘rating’ can be applied. The standard is likely
to indude fire safety, energy efficiency,
internal arrangement, lead piping, sound
insulation and air quality (including radon).
The rating approach would be a cumulative
assessment and evaluation of health risks,
informed by relevant scientific standards of
the interrelationship of housing and health
that could be based within existing local
housing strategies. There are currendy 22
areas of risk under consideration, with plans
for EHOs to check each area of risk, room
by room, and apply a score. This would
produce an overall hazard rating for each
area of risk with recommendations for
action, which could then be adjusted
according to the wvulnerability of the
occupier. The sum of final hazard score
would be the Dwelling Condition Rating
(Toulches, 1998). The new approach could
increase numbers of premises deemed unfit.

In view of the additional risks in
multiple-occupancy premises, plans to
licence HMOs are also currently under
consideration. This seeks to
uniformity between the various departments
involved in addressing HMOs. The main
purposes is to formally identify and classify
HMOs and to simplify the range of
enforcement tools currently available under
the Housing Act 1985 (as amended),
including management, overcrowding,
means of escape in case of fire and provision
of amenities. A Duty of Care for HMOs is
also under consideration (DETR, 1999¢).
Whatever the eventual outcome of Fitness
Rating and the HMO Licencing Scheme,
there will be a considerable change from

create
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current standards employed, but this is yet
to be seen.

Many local authority EHOs have sought
to use legislation available to them in
innovative ways, including already locally
risk assessing unfit housing and registering,
informally or otherwise, HMOs. More
pioneering authorities have promoted
housing and community issues through
Local Agenda 21, an umbrella term for
policies encouraging sustainable
development. This has required a shift away
from thinking on statutory fitness toward
suitability for habitation. Forrester (1988)
argues that the health and integrity of
housing and its environment is crucial to the
future human well being. Local Agenda 21
has provided a basis for local authorities to
develop and consolidate sustainable
indicators to measure performance. These
include using sustainable materials for grant-
aided works and introducing housing-
related statistics such as access to local
facilities, homeless, development of Life
Housing, as well as domestic carbon dioxide
emissions (which contribute to global
warming), each of which has at least some
impact on the poorest housing. There has
been much interest in the government’s
Social Exclusion Unit, and although we have
yet to see what its outcomes will be, sound
foundations are already there.

There is also an overlap into planning
legislation with new housing development;
the EHO's role includes compiling and
advising on a Local Register of
Contaminated Sites, and liaising with
planning colleagues in terms of construction
and design processes. Noise from the
environment is frequently tackled at design
stages through incorporating noise
attenuating  construction methods  as
planning requirements. This may apply to
new build (e.g. around airports, where Noise
Footprinting is already well established and
guidelines are set in respect of attenuating
noise) but does not normally apply to
existing buildings. Although there is little
scope to improve noise attenuation in
existing dwellings, EHO's are well placed to
provide advice and information on acoustics
where required

Conclusions
Despite a century of legislative action, poot
housing conditions are still far too common.
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This has led to calls for the introduction of a
Fitness Rating System and HMO Licencing
scheme at national level. Locally, EHOs
have taken stock of the situation and
developed  policies,  strategies ~and
information databases and now encourage
uniformity between staff to target resources
to the poorest housing stock. They have had
to reconsider the priority they can, and are
able to, offer private sector housing within
resource constraints. More pioneering
authorities have been able to use wider
policy initiatives, such as Local Agenda 21,
to encourage sustainability in housing work.

Crucially, long term structural changes
are necessary to deal with housing
environments, more in line with the USA
1939 components for healthful housing
cited earlier, with close co-operation with
other health and welfare professionals. There
is a need for a sustainable strategies to
improve physical structures of individual
dwellings as well as wider social and
environmental factors, and the chance to
obtain housing in the first place that is safe
and affordable. There is clearly a need for
more low-cost social housing so that already
disadvantaged households do not have to
live in poor quality private rented housing in
the first place, compounding their situation.

But there is a lot that is being improved
upon in dealing with private sector housing
by mutual learning and support. There
seems more willingness to learn from social
housing colleagues through many good
examples of how current social housing
redevelopment has learned lessons from the
past. New developments have involved
community participation, they tend to be
low rise and have well thought out designs
and layouts. There will be no return to the
mistakes on mass redevelopment and
municipal estates of the past. There is mixed
funding and greater scope for sustainable
communities and there are lessons EHOs
can learn from this. However, as we have
seen, the role of the environmental health
service is bound by mainly reactive
legislation which is not able to address wider
issues of disadvantage reflected in the
housing system that plays such a key role in
poor living conditions. EHOs can only
enforce what is currently in legislation, not
what is not there.

Despite and

many restrictions

frustrations, Local Authority EHOs and
others concerned with promoting healthy
housing have been establishing forums to
share knowledge and co-ordinate action: this
has been beneficial in promoting standards
of enforcement. This has helped some more
reluctant officers and authorities to take a
greater interest in private sector housing
conditions. Many housing forums are
working well together to develop best
practice and encourage councillors to take a
more positive look at the private rented
sector, targeting resources to areas of greatest
need. Many EHOs are working hard to
improve housing conditions within the
legislative framework available to them,
continuing to have at least some impact in
the poorest housing conditions to the
most disadvantaged households. Many are
now looking forward to the challenge of
risk assessment and HMO licencing to
provide new impetus in improving living
conditions, thus impacting on the issue of

health and housing.
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Abstract
There are mote accidents in the home than
many other environments, yet there is no
duty on local authorities to promote domes-
tic safety per s and the discredonary powers
under the Home Safety Act 1961 are rarely
used. The local authority remit in safe hous-
ing is therefore largely through housing
enforcement and grant led activity. The main
statutory controls available to local authori-
ties in addressing home safety are found
under various Housing Acts, in particular the
statutory standard of fitness for habitation,
which can provide remedy for some,
although not all, potential home accidents.
There are many potential hazards in the
home which current legislation fails to
address. This is one reason why a new stan-
dard of assessing domestic conditions - the
Housing Health and Safety Rating System -
is currently being considered. This new sys-
tem seeks to change the current emphasis on
a2 ‘materials and construction specification’
type approach to a system based on known
domestic hazards and their reduction (‘per-
formance specification’) although there
remains much debate around the subject.
This paper considers the current and pro-
posed systems and other opportunities avail-
able to local authorities in addressing the
major area of home safety.

Introduction

The nisk of suffering from domestic accidents can be greatly influenced by the state and
condition of one’s home. Statistics for home accidents remain high in relation to acd-
dents in other environments. There is however, very little media coverage or home safe-
ty promotional actvity despite the Home Safety Act 1961. Most local authority activi-
ty in respect of home safety is vested in housing legislation, both mandatory and dis-
cretionary, and there are currently proposals to link legislative intervention into housing
conditions through a new health and safety nisk assessed system based on empirical evi-
dence. Some local authorities carry out home safety campaigns, though there is no legal
requirement for them to do so.

In the absence of any UK-based duty or strategy, home safety promoton tends to
be distributed sporadically and by a variety of organisations, with no consolidated,
national programme for delivery in what comprises a major safety issue. Non-statutory
organisations have filled this gap. Organisations such as The Royal Society for the Pre-
vention of Accidents (RoSPA) and The Institute of Home Safety (IHS) are working to
encourage home safety promotion. They are campaigning for 2 new Home Safety Act
to give local authorities a statutory duty to investigate accidents and provide education
and advice as part of an adequately resourced National Home Safety Strategy (NHSS).

This paper is divided into four sections so that the local authority home safety role,
normally delivered by environmental health officers, can be considered. It begins with
an overview of home safety issues and accident statistics. It then looks at the require-
ments of housing legislation that can address home safety issues. It then turns to look
at current proposals to review the way that housing conditions are legally evaluated and
dealt with, through the proposed introduction of a Housing Health and Safety Rating
System (HHSRS) and the impact this might have. Finally, it considers a wider local
authonty role in home safety, tackling issues for which it would be difficult to find a legal
response where accidents are related to day-to-day living,

For the purposes of this paper, home safety refers to domestic conditions or behav-
iours that might give rise to accident or harm. This paper does not seek to address wider
issues of housing and health or social disadvantage that can lead people to living in poor
housing environments, as this is dealt with in more detail elsewhere (Stewart, 1999).

Safety in the home
According to statistics, the home is not a particularly safe place. The Department of
Trade and Industry (DTT), through the Homes Accident Surveillance System (HASS),
collates statistics on domestic and leisure accidents recorded at Accident and Emer-
gency (A&E) units in UK hospitals. The data is used as part of a wider government ini-
tative to identify preventable accidents and to make proposals for change (DoH, 1999;
DTI, 2000).

HASS statisucs include fatal and non-fatal home accidents. Figures for fatal accidents
are accurate and relate to England and Wales only and are distinct from the UK-wide
approximated A&E figures presented elsewhere in this paper drawn from DTI statis-
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tics. Home based deaths for 1998 are pre-
sented in Table 1 and show that male deaths
tend to exceed female deaths across all age
groups and that risk generally increases with
age. For 1998, the DTI (2000) recorded
3946 home deaths resulting from falls
(1,650), accidental poisoning (649), drown-
ing, suffocating or choking (356), fire or
burn (34U), poisonings, other accidents and
undetermined events (951).

Non-fatal accidents are collated by
HASS on a UK-wide basis from people
artending A&E departments. In 1998, the
DTI (2000) recorded that accidents at home
comprised approximately 1.08 million falls,
650,000 strikes or collisions with other peo-
ple or objects, 102,000 burns, 41,000 poi-

ings and 14,000 choking incidents.

le 2 shows a summary of non-fatal
home accidents by type from UK A&E sta-
tstics from 1998. These are normally relat-
ed to day-to-day household activities such as
cleaning, gardening, eating and drinking,
resulnng in injuries such as cuts, broken
bones and damaged joints and tendons.

The combined cost to society of home
accident injuries has been estimated at
£25,000 million annually (DTI, 2000).
RoSPA (2000a) have expressed concern that
despite the high home accident statistics in
‘elation to traffic and work related accidents,
here remains verv litle media interest in the
ubject of home safety in comparison to
sther areas.  The DTI is beginning to
espond - as an example, their burn preven-
fon campaign for pre-school children has
!{ted in reduced burns in this age group
1, 2000).

-ategorising accidents

‘oSPA (2000b) place home accidents into
ree main categories: impact accidents,
eat accidents and ‘through mouth/foreign
ody’ accidents,

Tpact accidents

fost impact accidents occur through falls
d through injury from falling objects.
he young and the eldetly are particularly at
sk. Falls account for 39% of all children’s
cidents with around ten dying each year as
tesult of falls from walls, balconies and
airs (DTI, 1995). Young, inquisitive chil-
‘en are vulnerable to poorly designed
chitectural features such as sharp corners,
'd non-toughened window and door glaz-
8 (Connelly, 1999). Accidents may result

from distraction, inadequate supervision or
lack of familiarity with surroundings. Boys
are likely to have more accidents than girls.
Older children are likely to explore more and
further afield, and as a result may suffer
injuties from tampering with electrical
equipment or twols to which they have
access in sheds or outhouses (Ransom,
1999). Older people are likely to suffer from
decreased mobility, eyesight and sensory per-
ception, which can render them more vul-
nerable to suffering domestic accidents. Itis
estimated that one elderly person dies every
five hours from an accidental fall in the
home (DTI, 1999). Clearly, many poor
design features result from either inadequate
regulations in the past, or failure to carry out
remedial work up to the current required
standards. Some remedial measures can be
relatively simple, such as providing non-slip
flooring, cupboards at suitable heights, safe-
ty catches to windows and grab rails to
baths (Ransom, 1999).

Electrical accidents also fall within this
category, and affect the young and the elder-
ly the most. Accidents are more likely to
occur where appliances are defective or
where electrical circuits have not been prop-

Home safety

erly installed. Risk can be reduced by regular
inspections and by ensuring that residual cir-
cuit breakers ate provided to new connec-
tions or instatlations (Ransom, 1999).

Poor housing conditions lead to an
increased incidence of accidents (DTI,
1995). There is a significant correlation
between domestic accident statistics and
social class, unemployment, overcrowding,
tenure and education. Accident levels are
higher in temporary accommodation,
which are often ill-designed, ill-equipped
and ill-maintained (Arblaster and Hawtn,
1993; Conway, 1988; Lowry, 1991). These
hazards, combined with makeshift cooking
and heating arrangements, overloaded elec-
trical installations and inadequate means of
escape, are particularly pronounced in tem-
porary Childhood
injuries are closely linked to social depriva-
tion. Research by the Department of
Health (DoH, 1999) illustrates that chil-
dren from poorer backgrounds are five
tdmes more likely to die from an accident
than those from more ‘well-off’ back-
grounds. This incidence can be further
increased by anxiety, stress and homeless-
ness.

accommodation.

Table 1

Accidental deaths in the home for 1998, England and Wales

Age Male
04 a7
59 9 ‘
10-14 18
1519 78
20-24 138
2529 192
30-34 220
3539 167
4044 143
45-49 153
5054 141
5559 96
60-64 115
65-69 124
70-74 140
7579 157
8084 163
85+ 212
Total 2313

Female Total
29 76

7 16

5 23

34 12
35 173
42 234
65 285
68 235
80 223
78 231
83 224
51 147
58 173
85 209
102 242
156 313
204 367
451 663
1,633 3,946

Note:  Accidental deaths caused by poisoning, falls, fire/bums, natural factors,
drowning/suffocation/choking, other accidents or undetermined
(Source: Office of National Statistics cited in DT, 2000)
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Table 2

Summary of non-fatal home accidents by type from UK A&E statistics, 1998

Category

Fall
Striking
Bum
Poisoning
Choking

Numbers of people

1.08m
650,000
102,000
41,000
14,000
(Source: DTI, 2000)

Heat accidents

Heat accidents include scalds and burns,
Such accidents may result from inadequate
or poorly protected heating appliances or
cooking equipment, where sometimes sim-
ple measures can reduce potential risks, such
as by providing fire-guards whenever chil-
dren are present, ensuring that children are
supervised in the kitchen when someone is
cooking and that gas-heating appliances are
annually serviced.

Gas-heating appliances may pose a par-
ticular threat of carbon monoxide poison-
ing if they are poorly maintained and venti-
lated. Every year, around 30 people die
from carbon monoxide poisoning as a result
of inadequately installed or ill-maintained
gas appliances and flues (HSE, 1999). The
Gas Safety (Installadon and Use) Regula-
tons 1998 place duties on gas consumers,
installers, suppliers and landlords. Landlords
have the responsibility of ensuring that flues
are maintained and checked annually, and
that these records are made available to the
tenants. Anyone working on gas appliances
must be CORGI (Counal for Registered
Gas Installers) registered. It is illegal to use
appliances known to be unsafe. The Health
and Safety Executive have produced good
practice leaflets on gas appliances targeted
toward householders and landlords (see the
Gas Safety website:
http://www.open.gov.uk/hse/gas/
index.htm).

Those living in fuel poverty (i.e. those on
low income who cannot afford adequate
heating and/or who live in poorly insulated
conditions) (Boardman, 1991) often have to
rely on non-fixed heating facilities, such as
bottled gas burners and paraffin heaters,
which can be dangerous due to risk of
scalding and instability. The young, elderly
and thosc in temporary accommodation are
particularly at risk.

Older people in rented accommodation,

and people in lower occupational groups,
are less likely to have central heating. Hous-
es without central heating suffer more from
condensation and dampness. 1l health
effects include increased levels of hypother-
mia, heart attack, stroke, cardiovascular and
respiratory disease (especially in children),
asthma, stress and depression (Arblaster
and Hawtin, 1993; Boardman, 1991;
DETR, 1999a; DoE, 1996; Ineichen, 1993;
]_bwry, 1991; Markus, 1993; Ormandy and
Burridge, 1988). Such issues may aggravate
the likelihood of home-based accidents
through changes in behaviour.

House fires are a common cause of
injury and death. Fire may arise as a result
of cooking, faulty electrical appliances or
smoking, but are often also caused by chil-
dren playing with matches (DTI, 1995;
Home Office, 1996). The risk of fire can be
reduced by relatively simple measures such
as by installing smoke detectors in suitable
positions. House fires account for 46% of
all fatal accidents to children (DTT, 1995).

Fire safety is a particular concern in
houses in multiple occupation (HMOs)
such as bed-sits or shared housing, where
residents are ten times more likely to die in
a fire than residents in other dwelling types
(Home Oftice, 1989). There is a particular
risk in such rented accommodation because
the landlord may be unwilling to carry out
necessary works to provide adequate means
of escape in case of fire and other precau-
tionary measures, and tenants do not have
the power, or incentive, to do so. HMO
accommodation is unique in that it is the
only domestic accommodation where ade-
quate reactive fire safety measures can be
enforced, subject to certain provisos.
Ingestion accidents
Through mouth/foreign body accidents
include accidental poisoning, suffocation
and choking. Young children are especially
vulnerable (RoSPA, 2000c¢). Many acciden-

tal poisoning incidents occur each vear,
many of which involve children with access
to medicines, drugs and chemicals. Such
poisoning can be relatvely casily prevented
by securing cupboards containing such
items. ln spite of this, over 36,000) children
each year receive treatment for poisoning,
or suspected poisoning (DTL, 1995).
Drowning also falls within this category.
Children should be under constant supervi-
sion whenever there is water.

Many home safety issues can be resolved
easily by using common sense and fore-
thought. For example, are smoke detectors
installed? If children are present, are stair
gates provided? If older people or those
with disabilities are present, is a stair lift pro-
vided? However, some conditions are more
fundamental to the repair, condition, ameni-
ties and layout of a house, and some have a
remedy in existing, or proposed, legislation
concerned with housing standards.

Legislation and housing
conditions

Current legal standards
There are many separate pieces of legisla-
tion enforced by local authorities and other
statutory agencies that have a role to play in
home safety, particulatly relevant to falls and
striking accidents (Table 3).

A standard of housing fitness was intro-
duced around the turn of the twentieth cen-
tury, but was not enacted until 1957. This
standard remained largely unchanged, with
the notable exception of incorporating
internal amenities under the Local Govern-
ment and Housing Act 1989. This statuto-
ry standard is now contained in the Housing
Act 1985 (as amended) section 604 and
forms a benchmark for local authority inter-
vention into poor housing conditions. A
house is deemed statutorly unfit if it fails to
meet one or more of the requirements. The
fitness standard requires that houses are
structurally stable; free from serious disre-
pair and dampness; have adequate provision
for lighting, heating and ventilation; and are
provided with a kitchen and bathroom
which have running hot and cold water and
proper drainage. The fitness standard also
applies to HMOs, but means of escape
from fire and amenities for the number of
occupants are additionally required.

The statutory standard of fitness, as well
as action to take in respect of unfit housing,
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sance under the Environmental Protection
Act 1990. A statutory nuisance arises if the
condition of the premises as a whole is prej-
udicial to health, either as one defect or an
accumulation of defects. It is the effect of
the defects that is important, which must be
likely to cause injury to health. This legisla-
don can be useful where there is no direct
legal remedy under the Housing Acts for
addressing conditions likely to give rise to
accidents. A quicker response is provided
for in the Building Act 1984, where local
authorities are able to demand works in nine
days where a statutory nuisance exists.

Statutory overcrowding is now relatively
uNCOMMON except in temporary accommo-
dation such as HMOs, where conditions are
aggravated by a variety of other factors
including sharing amenites and poor fire
safety measures. This is particularly the case
in bed and breakfast accommodation where
a study has found almost 50% to be statu-
tonly overcrowded, lacking adequate faciki-
ties and providing litde personal control
over an occupier’s personal space, such as in
communal areas (Conway, 1988). Clearly
this leads to a greater likelihood of home
accidents.

There is much legislation specifically tar-
geted towards poor conditons in HMOs
where research continues to show that con-
ditions are worse than in other types of
housing (DETR, 1998). Most of this legis-
laton remains discretionary and deals with
issues such as provision of adequate ameni-
tes, fire safety and neglect of management,
all of which can lead to domestic accidents.
A national HMO licensing scheme, which
seeks to improve conditions in this sector,
remains under consideravon (DETR,
19992) and may be linked to the HHSRS
(Hatchett, 2000a) discussed below:

Proposals for change

Housing Health and Safety Rating
System (HHSRS)

In view of some of the issues identified
above, a review of the current statutory
standard of housing fitness has been under-
way for some time. Initial consultation
focused on whether expanding the standard
to incorporate matters such as internal
arrangement and energy efficiency, both
with important implications for home safe-
ty, should be added, or whether a more fun-
damental review of evaluating housing con-
ditions, based on empirical evidence, was in

fact required (Battersby and Ormandy,
1999; DETR, 1999b).

The current proposal is to introduce a
HHSRS. This proposal is based on research
carried out at Warwick University and based
on building regulation, DTI home accident
and DETR (Department of the Environ-
ment, Transport and the Regions) English
House Condition Survey data (DETR,
1998). The research showed that some of
the main health and safety risks are not cov-
ered comprehensively by current standards.
The new HHSRS seeks to be comprehen-
sive, assess the seventy and possible effect
of health and safety risks and be practical to
apply (Hatchett, 2000b; Ormandy e 4/
2000). The 24 hazards identified by the pro-
posed standard are shown in Table 4.

The HHSRS considers the effect of the
defect and provides a rating, which is a sub-
stantial move away from the existing stan-
dard, which comprises a pass or fail check-
list. The ideal standard is established and the
actual condition compared with this ideal,
conditions falling short of this (faults) are
assessed for their potential to cause harm.
The assessment is based on the likelihood of
occurrence (an event or period of exposure)
multiplied by the range of harms or out-
comes, which provides a hazard weighting
score. The person most vulnerable to the
hazard is taken into the equation. The
numerical score calculated represents risk,
which may be deemed acceptable or unac-
ceptable, and would then trigger appropri-
ate action. The DETR is currently develop-
ing further guidance in administering the
proposed standard (DETR, 2000a; DETR,
2000b; DETR 2000c) which is now set to
apply to HMOs, where each unit or
‘dwelling’ would be assessed separately.

Whilst many see the proposed system as
dynamic and forward thinking, it has not
received support from all quarters. Some
have disputed the fundamental concept of
the system  although it mitially received
support in principle and believe that an
updated and revised version of the current
fitness standard would be more appropriate,
arguing that the new system could be
unnecessarily cumbersome to apply (see for
example Parkinson and Fairman, 2000).
Some arc concerned as to how it can relate
adequately to HMOs and compares in
scope to exisung enforcement regimes
(Beach, 2000).

Regardless of arguments for and against
the proposed system, few would argue that
there is a need to ensure that any new stan-
dard would more fully address domestc
safety more comprehensively.

Local strategies for improving

home safety

Accident prevention was a key issue in the
Government’s Health of the Nation Strategy
(DoH, 1992), yet the last ten years” home
accident statistics reveal fluctuations, rather
than general trends, to the reduction of the
major injury categories of falls and striking
leading to A&E attendance over the period
1989 to 1998 (DTI, 2000). The DTI (2000)
statistics reveal that home accidents due to
falls fluctuated rather than declined, those
being struck or colliding in the home rose
fairly steadily from around 400,000 to
650,000, whilst burns, choking and poison-
ing accidents generally decreased.

The major problem seems to be that no
organisation carries responsibility to help
prevent, investigate or act upon, in particu-
lar, the two largest categories of home
based accident. The only current legislation
available to local authorities is the now large-
ly disused and, according to some, outmod-
ed, Home Safety Act.

The Home Safety Act 1961 is the only
piece of legislation that specifically address-
es domestic safety and provides a discre-
tionary power, not a mandatory duty, for
local authorities to give home safety educa-
non. Many other housing acts have been
substantially updated in recent years, but this
Act remains untouched. The extent to
which its discretionary powers are used
remain unclear, and it does carry the same
status as other housing acts, such as discre-
tonary grants, which are recognised
through DETR resource status. In a climate
of decreasing local authority resource, dis-
cretionary powers, such as those vested in
the Home Safety Act, are normally first to
g0 so that statutory dudes can be met, Edu-
cation and promotion rarely seem to attract
the same status as enforcement-led work in
many local authority departments, even
though they may have a major impact on
accident stadstics.

There seems to be a gap between the
accidents that are known to occur and what
happens to help prevent them from hap-
pening in the first place, or to mvestigate
and take appropyiate remedial action in their
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Home safety

ing conditions, such as disreparr, multiple-
occupancy or overcrowding, or the result of
human error. Many potential accidents can
be easily prevented and preventatve mea-
sures need not cost the householder much,
if any, money.

Many organisations have a role to play in
home safety, ver there is no legal require-
ment for any agency to promote it. Non-
stattory organisations, such as IHS and
RoSPA, play a fundamental role in cam-
paigning for improved home safeti: Many
statutory organisations, particularly those
where emplovees regularly visit people in
their home environment, are ideally placed
to offer advice and assistance on domestic
safety, but may require home safety training
Local authority environmental health
departments are particularly involved in
respect of enforcing adequate conditons,
especially in the private rented sector, where
some of the most vulnerable and disadvan-
taged are resident.

A reworking of resources towards
proactive home safety strategies could yield
real financial savings to the health service
and reduce much stress to individuals and
their families as a result of home accidents.
Perhaps this can only happen if local
authonities are given new statutory powers
to promote home safcty alongside their
powers to control poor housing conditions.
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Chapter 2

Background to legal conditions

2.1 History of private sector housing renewal

Outline

A background knowledge in the development of private sector housing
renewal policies is important in informing an understanding of current
housing conditions, law and practice. It is also useful to overview which
policies were successful and why, and, conversely, which policies were
not so successful, and why. A comprehensive, honest and sensitive
overview is useful in developing sustainable new policies. This section,
which can only offer a summary of key features and dates, traces the
history of private sector housing renewal to its roots in the Victorian
public health movement, changes in policy since then, to where it is at
now. It seeks to show how much housing policy relates to wider social
change and political ideology, and briefly considers the development of
social housing, and is summarised in Table 2.1.
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Table 2.1 History of housing law

Key dates and features

Committees and legislation

Comments

1840s — Industrial

Public Health Act 1848

Revolution and urbanisation, Common Lodging Houses

aggravating poor housing.
Laissez-faire ideology. Birth
of public health and
philanthropic activity in
housing.

Late 1800s

1914-1918 -
Predominantly privately
rented housing, low
incomes, rent strikes,
massive social change

19201930 — Growth of
Building Societies,
development of

suburbia, increasing owner
occupation and decline of
private rented sector, self-
help schemes, etc.,
alongside growing
depression and poverty;
national debt, and socio-
political unrest, worsening
of housing conditions
housing conditions,

e.g. overcrowding and

lack of renewal. Health
Minister Sir Hilton Young
promised £95million on

Act 1851

Labouring Classes Lodging
Houses Act 185! (Lord
Shaftesbury)

Torrens Acts 1868 and
1879

Artisans and Labourers
Dwellings Act 1868
Artisans and Labourers
Dwellings Improvement
Act 1875 (Cross Acts)
Public Health Act 1875

Royal Commission on
Housing of the Working
Classes Classer Act 1890
Town ana Country
Planning Act 1909

Tudor Walters Committee
Rent and Mortgage
Restriction Act {1915

Introduction of legislation
empowering local authorities
to deal with poor housing
conditions

Provided for local authority
intervention in housing
conditions and allowed for
rates for local authority
building

Local authority powers to
make building by-laws
Provided a formal structure
to ad hoc housing schemes
and encouraged further
schemes

Rent controls introduced
‘Homes Fit for Heroes’ to
standards determined by

Housing (Additional Powers) Tudor Walters Committee

Act 1919

The Housing and Town
Planning Act 1919
(Addison Act)

Housing Act 1923
(Chamberlain Act)

Housing (Financial
Provisions) Act 1924
(Wheatley Act)
Housing Act 1930
(Greenwood Act)
Housing Act 1935

with a subsidy for new
houses, extended in 1923
with Trade Union support.
New duty to survey
district’s housing needs.

Long-term house building
programme

Power to grant rent rebate
Definition of overcrowding
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Table 2.1 continued

Key dates and features

Committees and legislation

Comments

slum clearance and
rehousing in 1933,
combining employing with
social provision

1939-1945 - 3.5 million
homes damaged in air-raids,
173,500 slum houses from
the 1930s’ programmes still
lived in; use of unfit housing
to meet need; poor housing
still common

Post-1945 — talk of a ‘New
Jerusalem’ and introduction
of the Welfare State.
Development of New
Towns, but not untit

1955 that housing renewal
was in full swing

1950s—1960s — Continued
decline in private rented
sector, increase in owner
occupation. Welfare State
remained a priority with
fult employment. Growth
of pressure g "oups together
with Fackm .n legacy and
Cathy e Home had a
huge impact on social
attitudes on housing and
homelessness. Rent officers
established and birth of
Housing Corporation.

Tale ends of mass clearance
and area municipalisation

1970s — Social unrest,
influence of Europe on
domestic policy.
Ombudsman service
introduced in 1974.
Recognition of early failure
of some municipal estates

Recent — recognition of
social exclusion, emphasis
on partnerships and

1944 — Dudley Committee

New Towns Act 1946
Town and Country
Planning Act 1947
Housing Act 1949

Housing Act 1952
Housing Repairs and Rents
Act 1954

Housing Subsidies Act 1956

Rent Act 1957
Housing Act 1957
Housing Act 1961
1961 — Parker Morris
Committee

Housing Act 1964
Protection from Eviction
Act 1964

1965 — Milner Holland
Report (Housing in
Greater London)
Rent Act 1965

Housing Subsidies Act 1967

Housing Act 1969

Housing Act 1974
Local Government Act
1974

Housing (Homeless
Persons) Act 1977

Housing Act 1980
Housing Act 1985
Housing Act 1988

Recommended standards for
local authority housing

New Town Development
Corporations
Development rights
consolidated

Grants for standard
amenities introduced

Housing subsidy increased
Slum clearance
High-rise building encouraged

Fitness standard consolidated
Controls for HMOs
introduced.

Subsidy costs based on
Parker Morris standards

New power to repair where
substantial disrepair. GlAs
introduced

HAA:s introduced. More
interventionist local authority
role through grants and CPO
Right to permanent housing
for the priority homeless

Right to Buy, tenants charter,
amendments to finance
Consolidating Act.



477 Environ.Health.ch.02 23/01/2001 9:41 am Pag%

SRR SRt SR

e kb o s
TLOND DN N Y G G 2

SISO VI IV
S TGl e T

A T IR Y R ISR B IO B RO R AV ]
o GG e L L ) Y

v

12 Background to legal conditions

Table 2.1 continued

Key dates and features Committees and legislation Comments

commissioning, Introduction of deregulated

sustainability. Increased tenancies (Assured), Housing

emphasis on local housing Action Trusts, Tenants

strategy. Rise of the ‘New Choice, mixed funding

Left’ Local Government and Mandatory means tested
Housing Act |989 grants linked to fitness

standard; ring-fenced housing
revenue account

Leasehold Reform, Housing CCT in local authority

and Urban Development housing

Act 1993 All grants discretionary,
except DFGs

Housing Grants, Changes to homeless,

Construction and enforcement processes etc.

Regeneration Act 1996
Housing Act 1996
Housing Green Paper 2000 See tables 1.2 and 1.3

Public health pioneers

The Industrial Revolution had seen thousands of people move away
from rural life and into the emerging polluted and overcrowded cities to
find work. The massive influx from town to countrv put huge pressure
on urban areas. Edwin Chadwick, me 1atner ot the environmental health
profession in the Victorian era, first made the link between health and
housing (Figure 2.1). In 1842 he presented a report on the Sanitary Con-
ditions of the Labouring Population of Great Britain to Parliament (cited
in Brown and Savage 1998, Hibbert 1988). It was the first time anyone
had linked living conditions to health and revealed a desperate picture of
overcrowded, damp, unventilated houses lacking adequate drainage and
proper water supplies. Chadwick believed that such conditions caused
and aggravated ill health among the working classes, resulting in an
average life expectancy of an urban working class person of 12-15 years.
Engels’ 1844 Condition of the Working Classes (cited in Briggs 1987,
Hibbert 1988) painted a similar picture.

Pioneered by Chadwick, the Public Health Act 1848 had attracted
much criticism, but by now there was no turning back and the General
Board of Health was borne. This early legislation focused around public
health rather than housing conditions, mainly concentrating on issues
such as drainage and water supply, possibly because recent cholera out-
breaks had affected all social classes, not just the poor. The Victorian atti-
tude was very much laissez-faire; the poor were seen to be responsible for
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Background to legal conditions 13

Figure 2.1 Edwin Chadwick in |848

their own lot, and it was up to them to take steps to counteract their
housing conditions, where overcrowding, disrepair, lack of facilities and
so on were rife. Providing the poor with decent housing was seen as
nothing short of revolutionary, and certainly not a government function.

Chadwick was not the only one changing attitudes in the Victorian
era. Octavia Hill, pioneering in her time for being both a philanthropist
and a woman set on social change, established the first social housing at
Paradise Place, Marylebone in London. Other wealthy families commit-
ted to social change also became involved. Joseph Rowntree (1805-59)
for example, of a Quaker family, believed that social change was possible
and he began to challenge the Victorian notion that poverty was a
natural, and therefore acceptable, state of affairs — the Joseph Rowntree
Foundation is still a key institute for housing and social research. Charles
Booth’s Life and Labour of the People of London from 1899 to 1903
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developed a new attitude toward poverty, which was increasingly seen
as a social phenomeneon rather than as a fact of life (cited in Briggs 1987,
Hibbert 1988).

Many low-income households had to share accommodation, so
common lodging houses became popular. Lord Shaftesbury (previously
known as Lord Ashley) pioneered two Acts to tackle such poor con-
ditions. The Common Lodging Houses Act 1851 introduced some con-
trols to such accommodation and the Labouring Classes Lodging Houses
Act 1851 enabled local authorities to create lodging houses to reduce
homelessness, although these Acts had little impact on housing con-
ditions due to a lack of associated resources.

However, the continued pressure for legal improvements had gained
momentum. The Torrens Acts 1868 and 1879 enabled local authorities to
deal with individual insanitary houses, although not areas of bad
housing. The first legal powers for area action were introduced in private
legislation in Manchester in 1867. With little security of tenure, tenants
were readily evicted when an owner wished to sell the property for com-
mercial interests. This changed with the Cross Acts (Artisans and
Labourers Dwellings Improvement Acts) 1875 and 1879, which allowed
local authorities to intervene in unfit housing, to clear and redevelop
land for the purpose of improvement, through designated schemes, for
the working classes, with provision for Compulsory Purchase. The
simultaneous Public Health Act 1875 enabled proactive local authorities
to adopt by-laws to control building standards.

One problem for local authorities with these new Acts was that of
cost. Local authorities were reluctant to spend funds on tackling
working-class housing conditions but public pressure continued, leading
to the Artisans Dwelling Act 1882, which provided closely controlled
financial assistance from central government. Progress remained slow
and a Royal Commission was established in 1884 to consider housing for
the working classes. It was made up of respected public figures such as
Lord Shaftesbury and Chadwick, who was by then President for the
Association of Sanitary Inspectors. The Commission’s work led to the
Housing of the Working Classes Act 885, which required local authori-
ties to achieve proper sanitary conditions of housing in their areas
through an implied condition that houses would be fit at the commence-
ment of the holding, provided for by-laws to deal with houses let as
lodgings and required the supervision of temts and vans used for
dwellings (Foskett 1999). Simultaneously, philanthropic charitable trusts
were providing some working class housing and were developing new
forms of housing management. Hill, in particular, pioneered early tenant
involvement in housing management, largely through attempting to
encourage certain behaviour .

The Housing of the Working Classes Act 1890 drew together the
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Background to legal conditions 15

miscellaneous ad hoc housing schemes in an attempt to consolidate best
policy and to encourage housing where none currently existed. The Act
provided for dealing with unhealthy areas and improvement schemes,
unfit dwelling houses and powers to provide lodging houses, which pro-
vided the administrative framework for later housing measures.
However, it came with no funding and local authorities were expected to
raise the money themselves. The Housing and Town Planning Act 1909
enabled local authorities powers to control development and it intro-
duced some controls on housing development and design, such as pro-
hibiting back-to-back houses, and it recognised the role of building
societies in housing. As a result, prior to the First World War, less than
1 per cent of housing stock had been provided by municipal and philan-
thropic activity.

Regional differences remained in both legislation and policy. Gener-
ally, large northern industrial towns were developing long-term plans
for housing redevelopment. By 1894, the London Building Act had legis-
lated for the first building code and building standards requiring
minimum standards of sanitation and layout. The idea of the garden city
and the new town was borne at the turn of the century, together with the
notion of fitness for human habitation, remaining a precedent for local
authorities planning and control powers in respect of housing con-
ditions.

Into the twentieth century

Although the Victorians had introduced and pioneered then radical leg-
islation, the prevailing society of extreme wealth existing alongside
extreme poverty had changed little, but the First World War was to bring
social change on an unprecedented scale. Throughout the world, soci-
eties were changing as the horrors of the war began to emerge. The
revolution in Russia had overthrown its ruling class; Trade Unions in the
UK were gaining considerable standing; men were returning to England
physically injured and mentally disturbed; women had been employed
in the previous male preserves and were not prepared to lose their
emerging equality. There was a lot of pressure on government to act on
ill-health issues such as tuberculosis and the still high rate of infant mor-
tality. The emphasis was moving toward creating healthier housing and
a better standard of living. In 1911, 9.1 per cent of the population lived at
a density of more than two per room, and by 1921 this had risen to 9.9
per cent (Foskett 1999). The first rent controls had been introduced in
1915, and some vehemently argued that this was interference in the
housing market and was responsible for the sector’s decline, although
wider changes were having a greater impact.

The Government had promised ‘Homes fit for Heroes’ after the War



477 Environ.Health.ch.02 23/01/2001 9:41 am Pagf@

Z
[yl

~

28

16 Background to legal conditions

and some 176,000 council houses were built under the Housing Act 1919
(Foskett 1999) to standards determined by the Tudor Walters Committee.
This Act also provided a new duty for local authorities to survey the
housing in their district. The house building programmes had several
objectives, including the recruitment of post-war male unemployed
workers and professional classes into house building to help quell
growing domestic social unrest, as well as to respond to the very real
need for decent and affordable housing. There were criticisms of some of
these new programmes, including allegations of financial mismanage-
ment in some areas, but, in general, large numbers of new homes were
constructed to a good standard and, in general, house-building rates mir-
rored the Exchequer subsidy available. The Housing Acts 1923 and 1924
sought further to stimulate house building through new subsidy and, by
1927, more than 270,000 dwellings were constructed annually (Foskett
1999). The Labour Minister of Health, Wheatley, instigated a local
authority house-building subsidy with trade union support. The major-
ity of existing legislation concerning housing developments and general
conditions was consolidated into the Housing Act 1925, by which time
building for sale rather than for rent had become more profitable.

The interwar years saw a re-emergence of poverty with the decline in
industry, a General Strike and the Wall Street Crash leading to the
Depression in the 1930s. Public health worsened correspondingly,
particularly in industrial areas. The problem of poor housing became so
acute that the government was forced to act, introducing the Housing
Act 1930 to instigate slum clearance and area improvement programmes,
with accommodation provided for those to be re-housed. The Act gave
local authorities powers to demolish or repair unfit dwellings leaving
land for new development. In 1933, the Health Minister Sir Hilton Young
promised £95 million for slum clearance to generate employment as well
as to tackle poor housing. The 1930 Act also introduced new powers for
overcrowding, which were built upon in the Housing Act 1935 by intro-
ducing a definition, guidance and powers to deal with overcrowding. It
was envisaged that mass building programmes would both help reverse
unemployment figures and replace slums with new local authority
housing. Because conditions were so bad, it was relatively easy to equate
improved health with improved living accommodation and the Housing
Act 1936 added impetus to the recent legislation.

In the aftermath of the Second World War, housing took its place
alongside the new National Health Service (NHS) as part of the Welfare
State and was increasingly important politically. The 1944, the Dudley
Committee recommended further standards for council housing. New
towns were constructed in green-field areas, with many re-housed in
new areas some distance from their previous lives in cities. The govern-
ment pledged itself to regional regeneration, particularly since some half
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a million houses had been demolished by bombing raids. The 1930s’
slum clearance programmes had been put on hold because of the War
and about 173,500 houses included in slum clearance schemes had been
disbanded. Additionally, unfitness had risen because routine mainte-
nance had not been carried out. People’s expectations had changed, and
households were growing in number and changing in structure.

The first private sector housing grants were introduced under the
Housing Act 1949, but with little overall impact on conditions. This was
followed by the Housing Act 1954, which required local authorities to
survey local housing - this revealed massive levels of unfitness. In Birm-
ingham, 16 per cent of houses were unfit, in Manchester 33 per cent and
in Liverpool 43 per cent (Foskett 1999). Post-war clearance programmes
started again in 1954, but existing housing conditions tended to lag
behind the general improvements in the standard of living envisaged
through the Welfare State. The Joseph Rowntree Memorial Trust esti-
mated that in the early 1960s, 29 per cent of households still had no bath,
28 per cent no hot water supply, 6 per cent no flushing lavatory and 10
per cent had to share a toilet. Inmigrant communities were also growing
but they faced much discrimination in housing and social opportunity.
Many faced overcrowding and poor living conditions, particularly in
inner city areas.

Housing law took a new direction and the Housing Act 1957 intro-
duced the statutory standard of fitness and directed action to take in
respect of unfit houses. Based largely on standards around 1919, it still
did not include internal amenities (bath, hand basin, toilet), but housing
had a new legal basis on which to move forward. Discretionary grants
for rehabilitation and conversion were introduced in 1959.

Much happened during the 1960s that had an impact on attitudes
toward poor housing and homelessness. The Parker Morris design stan-
dard, covering matters such as heating, floor and storage space, was
introduced in 1961 and it remained mandatory until 1981. The govern-
ment established the Milner Holland Committee in 1963 particularly to
investigate private rented accommodation in Greater London, which
drew attention to poor conditions in this sector. The first national House
Condition Survey followed in 1967. The Rachman legacy and film Cathy
Come Home in this period had changed many public perceptions of
housing, homelessness and poverty. Housing pressure groups such as
the Public Health Inspectors London Action Group (PHILAG), but more
notably Shelter, were gaining momentum. The combined effect gathered
support for an increase in local authority house building.

Meanwhile, local authority house-building programmes were shifting
in emphasis from quality to quantity with the introduction of high-rise
rapid build, concrete developments taking place on a massive scale
during the 1960s and 1970s. Poor private housing was replaced with a
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18 Background to legal conditions

new form of largely high-rise municipal estate, considered at the time to
be an answer to the nation’s housing problems.

Whilst there was, of course, a need for ending poor housing con-
ditions, the policy response was not always beneficial. Many communit-
ies were broken up and have never recovered. Some clearance was
unnecessary, and whilst the number of unfits may have reduced, this did
not mean that the replacement municipalised housing was socially more
desirable. Some thought that the housing crisis was over, and high-rises
had answered the nation’s housing problems, but new problems came to
light, such as untested construction methods and inherent problems
in design, as illustrated with the 1968 explosion at Ronan Point.
Additionally, social problems were already starting to emerge with the
new large-scale municipal schemes and emerging concentrations of
welfare-dependant communities.

The Dennington Committee pointed to a new way to improve housing
and its environment. It was also seen as more economical to provide some
funding to poor housing before it required demolition and, in any event,
most of the unfit housing had by now already been cleared, but much
unsatisfactory housing remained, so a new power was introduced to tackle
substantial disrepair. As a result, the Housing Act 1969 introduced General
Improvement Areas in an attempt to target grants more effectively to areas
of poorer housing and complement clearance programmes through area
renewal. Even so, grant uptake was generally by better off people, and
funding was not reaching the poorest sectors of private housing, in the
owner-occupied or privately rented sector. This had resulted in gentrifica-
tion and local people finding it harder to afford local housing. There were
also allegations of ‘winkling’ whereby some landlords sought to displace
tenants with a one-off financial payment following housing grant assistance
and a subsequent rise in house-price (Balchin 1995).

The Housing Act 1974 introduced Repair Grants and sought to
address how grant assistance was allocated, providing a more interven-
tionist role and incorporating compulsory purchase. The Act introduced
Housing Action Areas so that funds could be targeted into the poorest
sector of private sector housing, preventing the need for clearance. Such
legislation sought to use a mixture of public and private funds to arrest
the decay in private sector stock so that it would not require early clear-
ance. This was seen to be both more cost-effective and socially desirable.
The problem of pepper-potted resources - grants being scattered across a
local authority area — with some houses being improved and others not
tended to undermine attempts at area improvement. As a result,
enveloping schemes were introduced around 1979 so that local authori-
ties could improve the external fabric of an entire block of houses,
including windows roofs and walls, to encourage confidence in an area
and owners to invest in internal works to their properties.
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The Housing (Homeless Persons) Act 1977 for the first time acknow-
ledged a growing issue of homelessness, and it provided a new duty for
local authority to meet the needs of the statutorily homeless. This
remained so until the Housing Act 1996 controversially redefined home-
lessness and the ‘right’ to local authority housing accommodation.

Into the twenty-first century

Private sector renewal policies have favoured general rehabilitation over
renewal of the private sector through grant assistance to owners to arrest
housing decay. Despite massive public investment, housing conditions
overall have remained relatively stable, although the age profile of the
stock continues to rise (DETR 1998). Most local authorities have had to
prioritise action in respect of poor housing and have had to make diffi-
cult decisions in respect of private sector stock. Some enforcement
powers concerned with housing repair and HMOs, as well as all-
renovation grants remain discretionary, and the climate of decreasing
resources is likely to build up a greater backlog of houses requiring reha-
bilitation. In addition, there is little information available about grant
applicants, other than by crude income determination and location, so it
is more difficult to analyse trends to help ensure best targeting of avail-
able resources. Private sector housing renewal policy finds it difficult to
address wider issues of disadvantage, which can continually undermine
on-going renewal efforts, a key issue in policy sustainability.

The 1980s saw the rapid emergence of ‘New Right” policies, with a
withdrawal of the Welfare State, a growth in unemployment and poverty
and a shift from the housing budget to the social security budget. In line
with the ideology of deregulation, the Parker Morris standard was dis-
banded in 1981, allowing each local authority to decide its own housing
standards. A form of ‘privatisation’ of social housing by schemes such as
Large Scale Voluntary Transfer (from local government to housing
associations) and Housing Action Trusts gained momentum. The
Housing Act 1988 deregulated tenancies, and in addition temporary
accommodation became increasingly important to house the homeless.
The move from public to private sector housing was not without finan-
cial cost (e.g. Balchin 1995). There have been few long-term incentives for
the private sector to invest in affordable renting in recent years, and
there are no major forthcoming proposals to do so.

The ideology of the New Right from 1979 was to have a radical and
substantial impact on housing policy. The Housing Act 1980 introduced
the Right to Buy for local authority tenants, and the Housing Act 1985
consolidated legislation before the Housing Act 1988 introduced powers
for new contractors to take over the local authority housing function
with a range of new powers not available to local authorities. Grants
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22 Background to legal conditions

Conversely, activities are not sustainable when they:

® require continual inputs of non-renewable resources;
use renewable resources faster than rates of renewal;
cause cumulative environmental degredation and extinction of
species; and

* undermine other’s well-being.

It therefore follows that sustainable development would be based on
the four principles of sustainability: futurity, environment, equity and
participation. In terms of housing, there are wide-ranging implications.

Sustainable housing requires a community based and multi-agency
approach to be successful and, in effect, to be self-regulating in the
longer term. It requires input from all those involved in housing, plan-
ning, the environment and community services at local level. Some local
authorities have maximised the potential of Local Agenda 21 as a frame-
work to deliver sustainable and locally developed housing policies
(LGMB 1995). This process requires that local authorities develop sus-
tainable indicators, many of which can be drawn from lessons from past
private sector renewal policies — what has proven sustainable in the
longer term, and, conversely, what has not. Forrester (1998) argues that
the planning function is key as the number of households continues to
grow, and the demand for both brown- and green-field sites requires
close control. Construction and design processes are also key, so that
new house building and rehabilitation of existing housing both uses
renewable resources where possible, and that maximum energy is con-
served during the property’s lifetime.

Sustainability also incorporates lifestyle issues. House design needs to
cater for an ageing population and changing households needs; to be
located to minimise travel; to incorporate renewable materials and to
conserve energy and to be located sensibly to promote health and
housing issues; and to have an optimum density with a good infrastruc-
ture (Forrester 1998, Conway 2000).

Such issues pose a huge challenge to a local authority housing func-
tion, particularly in the private sector, where much work is a response to
existing housing conditions, rather than the development of new. There
is however an increased potential to incorporate sustainability issues into
some areas of housing, which are covered throughout this book.
Renewal action will almost always lead to some improvement in the life-
time of the property; the Home Energy Conservation Acts 1995 and 1996
require local authorities to reduce carbon dioxide emissions; renewal
areas can provide the impetus for wider socio-economic change; and
SO on.

The government's recent document Regeneration that Lasts (DETR
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2000) refers to elements of sustainability in social housing rehabilitation
and notes the importance of well-thought-through exit strategy that
happens at the right time to enable project sustainability. This strategy,
which also has implications for private sector renewal areas, includes the
on-going ability to:

* preserve the results of capital works, including environmental
works;

* sustain improvements in housing management; and

* sustain the ‘Housing Plus’ agenda.

In terms of private sector renewal, the equivalent would be for the
local authority to exit a renewal area at the point at which the commun-
ity was displaying the ability to sustain itself locally through new
community initiatives, employment and local services, with a marked
improvement in housing conditions and infrastructure.

Summary

* Edwin Chadwick first linked housing conditions and poor health
around 150 years ago.

* Legislation addressing poor housing conditions received much
government support after the First World War.

* Housing policy has followed political ideology and changed
markedly since the Second World War.

* Recent years have seen a gradual withdrawal of the welfare state,
moves away from municipal housing stock, a targeted grants system
encouraging area action with public-private partnerships, and
moves toward sustainability through multi-agency approaches.

2.2 Housing and health
Outline

Housing and health is a wide-ranging subject covering all issues of phys-
ical and mental health that might arise from poor living accommodation,
or conversely well-being that might be promoted by decent accommoda-
tion. This section reviews issues of housing and health and introduces
the potential for positive action in dealing with private sector housing.

General background

The World Health Organisation (WHO) defines health as being ‘a state of
complete physical, mental and social well-being, and not merely the
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24 Background to legal conditions

absence of disease or infirmity’, an optimistic and all embracing state-
ment (WHO 2000). A healthy body needs to be in a state of equilibrium
and the Greek term ‘homeostasis’ means ‘staying the same’, so that it can
cope with changes to its external environment. Illness, then, is the body’s
response to harmful environmental forces such as poor housing and a
poor local environment. A person’s housing conditions plays a crucial
role in their physical and mental well-being; the better the housing, the
better the health. Conversely, the worse the housing, the worse the
health is likely to be.

The Greeks first established a link between housing and health, but it
was not until the early sanitary reformers such as Chadwick made a link
in the UK, when the term ‘slum’ was introduced to describe poor
housing conditions. The Victorians began to keep statistics that illus-
trated a profound link between premature death and impoverished con-
ditions, but linked poor housing and ill-health with smells. They,
however, took a broad view of health - including relating overcrowding
to potential harm to mental and moral health by inadequate separation
of the sexes, but their responses nevertheless began to reduce housing-
related disease such as tuberculosis.

Linking housing and health

Whilst the link between poor housing and health continues to be recog-
nised it is difficult directly to link by empirical evidence. It is generally
described in terms of negatives rather than in terms of good housing pro-
moting well-being. This is because there are many other factors that
affect ill-health, such as social disadvantage, poverty, inadequate diet,
poor working conditions or unemployment, lack of medical care, and so
on. Attempting to measure the health impact of poor of housing is diffi-
cult, particularly in cases of mental health. There are few empirical
studies available, and a general problem in coordinating health and
housing information between various organisations such as architects,
housing officers, doctors, EHOs, social workers, policy developers, and
so on directly relating to poor conditions. However, it is generally
regarded that the combination of factors that make up unhealthy
housing has an effect on health (Audit Commission 1991, Ransom 1991,
Townsend et al. 1992).

The English House Condition Survey (DETR 1998) continues to point
to the fact that though most of the worst condition housing is in the
owner-occupied sector (because this is the predominant tenure), as a per-
centage, the private rented sector suffers the worst housing, particularly
to the most disadvantaged groups, such as the homeless in temporary
accommodation and those otherwise unable to secure decent accommo-
dation in the housing market. The Audit Commission Report on Healthy
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Housing (Audit Commission 1991) only comments on physical aspects
on ill-health - and makes no mention of mental ill-health such as depres-
sion. The government tends to focus on a medical rather than social
model of health. Measurement of health is usually based around occupa-
tional class, which excludes a lot of groups, such as people with a dis-
ability, who have special housing needs. There are also different class
perceptions of health and how articulate people are in visiting their
doctor and so on. Such a focus tends to be individual and looks at cures
for health, not social and environmental factors that may prevent ill-
health and promote well-being. Dependence on mass social housing is
politically no longer seen to be the answer as it was in the heyday of the
Welfare State and the health debate in terms of private sector housing is
invariably reactive. Some links between health and housing are now con-
sidered.

Homelessness and temporary accommodation

Many current issues on housing and health focus on an increase in the
use of temporary accommodation, which aggravates many of the issues
discussed below. Some local authorities make extensive use of accommo-
dation rented from private landlords, mostly to offer temporary housing
to those accepted as unintentionally homeless and in priority need (see
the definitions in Section 2.5), for whom there was no suitable accommo-
dation available in the social rented sector. Temporary accommodation
can be provided either direct by private landlords to nominated house-
holds, or through an intermediary such as a housing association as lease-
holder or manager. Temporary accommodation comprises many types of
accommodation, normally financed through housing benefit, which the
DETR (1997) categorises as follows:

Private sector leasing.

Housing association leasing.

Housing association as managing agents.
¢ Assured shorthold tenancies.

e Discharge of duty.

® Bed and breakfast.

Of the above categories, bed and breakfast accommodation is fre-
quently in poor condition, and dependence on this sector for temporary
accommodation has fallen in recent years in favour of other types.
However, a substantial number of households are still housed in bed and
breakfast establishments, and it is this sector that is mainly considered
here to illustrate health and housing issues.

The London Research Centre (LRC) established the Bed and Breakfast
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26 Background to legal conditions

Information Exchange (BABIE) in 1988 as a response to poor conditions
in hotels being used by London Boroughs for temporary accommoda-
tion. At this time there were about 20,000 households in temporary
accommodation, some 7,000 of which were placed in bed and breakfast
accommodation, although the figure has now dropped to around 3,000
(LRC 2000). Owing to increasing pressure on accommodation, as well as
increasing costs, many were housed outside of their own boroughs, so
housing conditions became another local authority’s responsibility.
BABIE was formed to coordinate action and agree recommended prices
for rooms across local authorities and it has prepared a common grading
system for hotels, which EHOs inspect. The details are of location and
condition, including amenities, etc., and are centrally collated by BABIE.
This has led to a gradual improvement in such temporary accommoda-
tion, and disuse of accommodation that remains unsatisfactory.
However, there is still some way to go.

The effect on health from living in bed and breakfast-type temporary
accommodation has been well documented. Day-to-day living in over-
crowded conditions and sharing insufficient facilities with strangers has
some impact on ill-health. Such lifestyles frequently result in accidents,
small babies, less immunisation of children, poor nutrition and depres-
sion arising from uncertainty and poor conditions (Conway 1988). Pro-
viding comprehensive health services to temporary accommodation
residents is difficult; because it is temporary, many find it difficult to reg-
ister with a GP and so do not; some GPs do not wish to take them on for
financial reasons. They may end up as no one’s responsibility in the hos-
pital system. Closure of many specialist hospitals has left many people
living in the community with inadequate support in temporary accom-
modation.

Many fall outside of the statutorily homeless definition and self-place
themselves in temporary accommodation, which can aggravate their
health, housing and social needs. They may have less support, but
similar health and support needs, to those deemed statutorily homeless.
Many asylum seekers fall into this category (see Section 2.6), and may
already be disadvantaged because of accessing low-cost unsatisfactory
private rented accommodation with inadequate local facilities, often
compounded by language and cultural differences, a general lack of
resources and simply having nowhere else to go. Here, housing need
and conditions can be at their most acute and multiple disadvantage
needs to be addressed.

Being accepted as homeless and in ‘defined’ temporary accommoda-
tion or otherwise housed in the private rented sector is only one side of
the story. The deregulated assured shorthold tenancies introduced by the
Housing Act 1988 place considerable pressures on private sector tenants
and their families. There is without doubt some impact on tenant’s emo-
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tional well-being, and the constant pressure of a possible end of tenancy
and having to move after 6 months is, at the very least, stressful.

Rooflessness

Homeless is not the same as roofless. The number of people sleeping
rough is unknown and it is difficult accurately to quantify those with
nowhere at all to live, but the figure may be up to 96,000. Many are dis-
charged mental health patients, some of whom struggle to cope in
‘formal’ housing. It is difficult for GPs to take on, and keep track of,
homeless people who may go to a specialist clinic, but follow up is diffi-
cult unless the patient self-presents. Crisis, the national charity support-
ing single homeless people with no legal rights to accommodation, seeks
to help individuals to rebuild their lives and to move into sustainable
housing. Crisis’s Health Action for Homeless People initiative seeks to
improve homeless people’s access to a range of quality health and social
care services (Crisis 2000). It estimates that 65 per cent of premature
deaths were probably preventable given proper housing and good health
care. The sector displays high, and growing, levels of tuberculosis.

Cold and damp

Cold and damp is perhaps the most familiar aspect of health and
housing to the majority of people. Cold and damp are intrinsically linked
with poverty. Numbers in fuel poverty (see the definition in Section 2.7)
rose from 5.5 million in 1981 to 7 million in 1991, particularly among
people at home all day who require more heating. This is clearly more
expensive, so cheaper methods may be used, which aggravate damp, as
does drying clothes indoors because there is no where else to do so. The
poorest 20 per cent of households spend 12 per cent of their budget on
fuel, whereas the wealthiest 20 per cent spend 4 per cent. VAT on fuel
has aggravated this fuel poverty (Boardman 1991).

Cold and damp can be closely related to construction type. It is relat-
ively more expensive to heat poor older housing, particularly in the
private rented sector where landlords have little legal or financial incen-
tive to invest in energy efficiency. Older people in rented accommoda-
tion those in lower occupational groups are less likely to have central
heating and there is less dampness and condensation in centrally heated
accommodation. It can also lead to decay of building fabric. Ironically,
there has been a rise in complaints of dampness and condensation
through improvements being carried out which have reduced ventilation
levels, such as by sealing chimneybreasts or installing double-glazing.

Ill-health effects include increased levels of hypothermia, physiological
changes in the body, heart attack, stroke, cardiovascular and respiratory
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overcrowding are related to an increased incidence of infectious disease,
both minor ailments and more serious, including tuberculosis, which is
currently rising. Stomach cancer in adults correlates with overcrowding
in childhood. Under-crowding can also be a problem, with loneliness,
isolation and fear of going outside (Lowry 1991).

Domestic accidents

Fhere are about 5,500 fatal accidents per year in British homes, and
another 2.2 million non-fatal accidents requiring hospital treatment,
another 900,000 requiring GP treatment which cost the NHS some £300
million anaually. Domestic accidents are the commonest cause of death
among chilsren. Childhood accidents, including those leading te.
permanent disanility, show a significant correlation with social class. and
a further associativn with unemployment, overcrowding tenure, educa-
tion, etc. Older people show an increased likelihood of acciderts, such as
from poor mobility and vision, and open fires rather than central
heating. Internal layout ane design such as awkwarz stairs, widely
opening windows and so on ca.’ contribute to an increused accident rate.

Many features are introduced Juring domestic planning phases, but
others can be incorporated into existirg homes < uch as good lighting, fire
guards, grab rails and stair gates to stairs, safety glass, and smoke detec-
tors. Many of these features could be ince porated at relatively little cost
at the design phase.

Accident levels are higher in temporary accoramodation, which is ill-
designed, ill-equipped and ill-;ruintained (Conway 1988, Lowry 1991,
Arblaster 1993). These hazards combined with maksshift cooking and
heating arrangements, overtoaded electrical installations and inadequate
means of escape are particularly pronounced in temporary accommoda-
tion where homeless .amilies are regularly placed. HMO re=idents are
ten times more likety to die in a fire than residents of other dwellings
(Home Office 1959).

Increased weliance on artificial lighting due to changes in the Builsing
Regulatiors might cause physical damage and an increase the possibilr.y
of accicents. There is an increased risk of accidents (especially to older
peor..€) in poorly lit accommodation, which might be improved by better
liznt bulbs and decoration to increase illumination.

Depression

Whilst depression is not exclusively caused by poor housing, there is no
doubt that living in poor housing conditions can aggravate feelings of
isolation and desperation, leading to the development and maintenance
of mental ill health (Arblaster 1993, Ineichen 1993). The stress of day-to-
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Background to legal conditions 3!

day living in an unfamiliar area, overcrowded conditions and sharing
facilities with strangers cannot be understated. Temporary accommoda-
tion is disrupting, uncertain and often means the loss of a social support
network (Arblaster 1993). It is not hard to see how a mixture of poor con-
struction and insulation, a lack of space, delays in necessary repairs,
dampness, pest invasion and so on combined with wider factors such as
crime, harassment and living in a run down area with few services
would effect mental health. Women at home, lacking social interaction,
privacy and a leisure time due to child care responsibilities and in poor
housing conditions are particularly likely to become depressed (Brown
and Harris 1978).

Air quality and indoor pollutants

People spend 80 per cent of their time indoors, or far more if a vulner-
able group, such as older people, the disabled, the young or unem-
ployed. Ironically, air quality has decreased with energy efficiency
measures. The effect of different pollutants varies with time as well as
individual susceptibility. Carbon monoxide poisoning has attracted
much publicity due to recent fatalities caused by faulty heating appli-
ances. Radon exposure (in granite areas) is long-term and can lead to
lung cancer, asbestos exposure is only a problem if it is friable or if reno-
vation works are going on, formaldehyde can result from cavity wall
insulation, nitrogen dioxide from burning fossil fuels and gas cookers.
Legionnaires disease and domestic smoking also fall into this category.
The quality of indoor air can always be improved by increasing ventila-
tion, removing or modifying the source of pollution, filtration or changing
the occupant’s behaviour. Ventilation helps to maintain or improve indoor
environmental conditions so that heating and cooking appliances operate
effectively, humidity levels are kept below critical levels associated with
house dust mites ability to breed, and so on. Problems frequently occur
where accommodation is shared and maintenance of equipment is the
responsibility of another person, such as a landlord. Those living in flats,
hostels, bedsits, and bed and breakfast accommodation are most vulner-
able, often because dangerous appliances have been reconnected or where
owner-occupiers cannot afford to maintain or replace faulty equipment.
The increase in asthma, particularly to children, has been heavily pub-
licised in recent years. Asthma is a respiratory condition and symptoms
include wheezing, coughing, shortness of breath and tightening of the
chest. It is not possible to identify what is responsible for the increase in
asthma, which seems to vary between individuals, and may be a result of
antibiotics weakening the immune system, eating processed foods, lack
of exercise, smoking during pregnancy, and so on, and the UK has
amongst the highest rates of asthma in the world (BBC 2000). Whilst not
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32 Background to legal conditions

the sole trigger for asthma, there is little doubt that symptoms are at least
worsened, if not caused, by poor internal environments, where house
dust mites and their waste products as well as condensation and associ-
ated mould spores can aggravate asthma.

Sanitation

Legally speaking, drinking water should be ‘wholesome’. The European
Union’s Directive on drinking water quality came in into force in 1985,
when some domestic water failed the 100 per cent pass standard
required. The water authority’s responsibility is as far as the stopcock in
the house, when it becomes the householder’s responsibility. This is why
pipework can be a source of contamination, such as lead pipes in soft
water areas. Local authorities sometimes carry out checks on water sup-
plies, especially private water supplies and home treatment plants where
known about.

Waste disposal tends not to bé an issue in the UK except where prob-
lems arise with individual pipework, cesspits and so on, where public
health risks are obvious. The English House Condition Survey (DETR
1998) illustrated that some households still lack basic amenities such as
an internal toilet, especially in the private rented sector. Many amenities
have to be shared in HMOs which can present problems of hygiene
where management standards are low, possibly leading to diarrhoea,
particularly to high-risk groups such as children.

Waste disposal

If allowed to build up, such as in communal areas where no one takes
overall responsibility, domestic waste can lead to secondary problems of
vermin. Rat and cockroach populations are increasing and can be vectors
of disease, especially where design factors encourage their multiplica-
tion. Refuse can also present problems of accidents, fire and stress.

High-rise flats and municipal design

As a mass, low-cost response to housing need in the 1960s, many high-
rise flats, though providing a decent internal living space with internal
amenities, were poorly designed, developed and constructed to provide
an unsatisfactory outside environment. Many had inherent problems of
the low structural and insulation properties of concrete and metal sup-
ports, with asbestos insulation. Poor thermal qualities and cold bridging
from supporting beams is linked to high heating costs, compounded by
cheaply installed heating that is inefficient to run. Besides inherent
design faults, they can be difficult to manage, leading to problems with
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refuse chutes, lifts, vandalism, lack of operable lighting and crime
(Coleman 1990). Many of these issues would be difficult to address
because they are ‘designed in’. There are few places for children to play
outside because of safety. Again there is the issue of who is responsible
for communal areas.

Health problems also include feelings of isolation; lack of choice and
control in housing allocation with a loss of family and friends network;
lack of community, facilities and shops; mental ill-health has been found
to increase with the number of floors and women are particularly
affected. Poor construction, use of materials and design also lead to
damp housing. The Child Accident Prevention Trust suggested that
architectural design would substantially reduce the number of child hos-
pital cases (currently 250,000 annually). Social exclusion has become an
issue in many such estates, although local authority (and ex-local author-
ity) estates are by no means the sole location of exclusion.

Special needs housing

Housing for older people should not be thought of on mass, but for indi-
viduals who may have special needs increasing with their increasing vul-
nerability, such as maintaining body temperature, poor eyesight,
restricted mobility and deteriorating memory in some case. ‘Lifetime
Housing’, incorporating, for example, wider doors, designing kitchen for
later adaptation, installing lever taps, is finding it hard to enter design
processes. Older people may have increased heating requirements due to
reduced mobility, but some struggle to afford this. Severe weather pay-
ments are usually too little too late and insulation grants are inadequate.
Isolation may delay help arriving in case of accidents. People may not
wish to admit they are elderly and their family may pressurise them into
decisions about their housing, or having an alarm system to call for help.
Violent crime against older people has increased in recent years. With an
increasingly elderly population, there is more choice than ever for
housing possibilities, but people’s needs are continually changing and
the resultant financial implications can be considerable. Often older
people are forced to move suddenly due to illness. Many older people
are well off and in good health and some suggest that they are given
unfair advantage over more needy groups.

Housing and disability

There is little housing choice available to people with learning and phys-
ical disabilities, particularly for young people. Many live in the commun-
ity relying on carers for support, but they may wish to have homes
designed to live more independently. People with disabilities do not
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wish to be labelled or stigmatised, but often, for economic reasons, small
estates have been developed to cater exclusively for them, which can be
isolated from the wider community. There is tremendous inequality
between those with disabilities, because there is so little purpose-built
accommodation. Accommodation often requires adaptation to meet spe-
cific needs, rather than some simple features being designed-in at plan-
ning stages (see Section 4.7).

Housing and health — breaking the link

Ormandy and Burridge (1988) suggest that the 1939 American Public
Health Association’s (PHA) ‘Basic Principles of Healthful Housing’ is still
a useful background to housing assessment. It lists four fundamental cat-
egories by which housing standards can be measured: physiological
needs, psychological needs, protection against contagion, and protection
against accidents. The PHA, even in 1939, recognised the importance of
not just individual housing conditions and their relationship to health, but
the wider issues of housing within its community. The PHA considered
that the local environmental quality, noise levels, space for exercise, provi-
sion for a normal family and community life, and so on, were equally
important as, for example, adequate heating or a safe water supply.

The World Health Organisation (cited in Ransom 1991) described the
complexities of healthful housing both within the house itself and its
local environment. It reinforced the view that housing is not just about
the avoidance of illness but it provides a living environment for better-
ment of health. It set targets relating to health and housing to be
achieved by 2000 within available resources. Unfortunately, poor
housing, particularly to lower-income groups in the private sector,
remains at unacceptably high levels.

There are two main issues as to why this is so. First is that housing
renewal policy is based within legislation on already defined standards
enforced by EHOs (Ormandy and Burridge 1993). There is no real scope
to embrace all health professionals, GPs, community workers, health vis-
itors and so on to develop the promotion of healthy housing. Second,
and of increasing importance, is the use of temporary and other unsatis-
factory accommodation in the private rented sector to house the home-
less and those unable to secure affordable accommodation elsewhere.

EHOs are the key professionals involved in delivering legislation to
promote housing conditions in terms of housing fitness, nuisance, pest
control and public health in the private sector through a range of meas-
ures described in Chapter 4. There is also scope for campaigning for
improvements on housing and community. Much poor public sector
housing is currently being renovated or redeveloped, with a move away
from tower blocks to more traditional designs. In improving housing and
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! health, it is important to target resources to the worst housing identified,
2 which will inevitably include HMOs and the bottom end of the private
} rented sector as well as housing meeting the specific needs of the occu-
4 piers. There is also a clear need for increased liaison between health pro-

3 fessionals and multi-agency working. Particularly relevant to private
6 sector housing, the government is currently considering a housing fitness
7 rating scheme that seeks directly to relate health and housing issues, and
8 to introduce a national licencing scheme for HMOs. These are discussed
9 further in Chapter 4.

10 Also encouraging are moves toward a reworking of public health
11 issues since the late 1980s (Ashton and Seymore 1988). This revision of
12 pubic health — the New Public Health - seeks to draw together partner-
13 ships (see Section 5.6) of those involved to develop new and innovative
14 ways forward in promoting well-being. This represents a substantial
15 move away from traditional static organisations delivering predefined
16 and segregated services. The new public health combines health promo-
17 tion, healthy alliances, issues of equality and empowerment through new
18 styles of management and service delivery in a corporate approach. The
19 success of such approaches can be seen in the many examples of well-
20 attended Healthy Living Centres, which offer a new approach to, and
2 interest in, community health in its holistic context.

2 The recent White Paper, Saving Lives: Our Healthier Nation (DoH
23 1999) has sought to consolidate and develop such initiatives in order to
24 tackle the complex causes of ill-health (personal, social, economic and
25 environmental). Partnerships and joined up government action are seen
26 as key in order to extend and encourage healthier lives by tackling and
27 reducing health inequalities. Housing quality is recognised in impacting
2% health across all tenures, and the government’s current policy initiatives
29 to address poor private sector housing include extending Home
30 Improvement Agencies and the proposed housing health and safety
3 rating system, as discussed further in chapter 4.

32

33

a4 Summary

35 * Health and housing issues are wide ranging and can be aggravated
36 or resolved by a variety of issues.

37 e People with special needs, such as the elderly and those with disabil-
38 ities, sometimes require particular adaptations to enable them to
39 make use of their existing accommodation.

40 e Some health and housing issues can be resolved relatively easily and
41 inexpensively, but others are far more difficult to address and can be
42 reinforced by a complex matrix of inequality.

43 * Existing legislation tends to be reactive and cannot address wider
44 issues of disadvantage.

36 Background to legal conditions

o New legislation is set to focus more directly on the health and
housing relationship rather than concentrating on physical standards
as at present.
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5.5 Urban regeneration
Outline

A history of private sector housing renewal was reviewed in Section 2.1
and it is this history that has flavoured current activity in this sector.
What generally emerges is a separation of renewal across tenures, due
largely to funding opportunities and ownership differences. Much social
housing has had specific programmes for resource allocation, such as
estates action, housing action trusts and, more recently, the estates
renewal challenge fund.

Until the Local Government and Housing Act 1989, private sector
housing renewal was based on small-scale housing schemes with no
legislative scope for wider area regeneration. This Act introduced the
concept of renewal areas to take on board wider regeneration issues,
essential to sustainable renewal programmes. These were developed
further through the Housing Grants, Construction and Regeneration Act
1996, with government guidance in the form of Department of the
Environment Circular 17/96, Private Sector Renewal: A Strategic Approach
(DoE 1996), which for the first time provided detailed guidance on area-
based action, incorporating issues wider than just housing rehabilitation.

There is currently other potential resources in the form of single
regeneration budget, which has to be competitively bid for. Current
regeneration strategies have to take on board this process of bidding for
a declining base of funds, and accessing resources elsewhere, such as the
European Union as well as becoming increasingly innovative in new
initiatives in urban regeneration.

This section looks at the process of urban decline, how this is under-
stood, and subsequent policy development in terms of political ideology
to intervene and reverse that decline. It looks at legislation and funding
available to local authorities to deal with urban regeneration and how
this is evolving.

Urban regeneration - the policies, legislation and
resources

What is regeneration?

Regeneration is wider than just housing rehabilitation. In its urban
context, regeneration is about the improvement of a distinct geographical
area by tackling a wide range of factors causing disadvantage and
decline. Regeneration activities range in scope from small-scale
community development projects to large-scale regeneration with sub-
stantial capital investment (Hooton 1996). The nature and extent of
regeneration is frequently determined by funding and other resource



248 Private sector housing strategies

opportunities. Urban regeneration is largely governed by the extent to
which the State chooses, or is able to involve itself in a market-based
system that has ultimately failed to be sustainable. This State involve-
ment is mainly subject to resource availability, particularly financial.

Whilst it would be encouraging to claim that regeneration schemes are
always successful and sustainable, this is not always so. Even the
government’s own publication (DoE 1994) points to the facts that some
schemes have not been successful in the longer term and their research
illustrates the need for sustainable renewal programmes based on a
sound and guaranteed financial footing, which allows for flexibility and
partnership approaches, including clearly defined local authority and
community roles combined with programme coherence across and
within government departments. The report also suggests the possible
development of an urban budget administered at regional level to
improve coordination. across programmes and departments. This is
dlearly in line with European Union thinking and resource allocation.
The key objectives to include in effective urban regeneration policy are
illustrated in Table 5.3.

What then emerges is a need for honest appraisal of the current urban
situation before embarking on a regeneration programme and the
following questions become key:

* How is the area of decay defined? By whom?

* What policy will be put in place, and is this actually likely to be
effective?

* Whatis its goal? How will this fit in with prevailing market forces in
the area?

Table 5.3 Key objectives to include in urban regeneration policy

* Economic revitalisation to promote industry and commerce as well as creation of
employment in the building sector

* Decentralisation of power to local government and local community involvement in
the renewal process

* Involvement of public-private partnerships

* Improvement in use of infrastructure

* Improved quality of life and environment, including social renewal initiatives and
energy conservation

* Rehabilitation of historic buildings and districts to maintain character

* General residential improvements with a guarantee for residents to stay after
improvements; maintenance of low-cost housing; transfer of rented dwellings to
owner occupation or cooperatives; better special needs housing, particularly for the
elderly and disabled

Source: based on Skifter Andersen (1999)
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Process of urban decline

There is not scope here to analyse fully the economic process involved in
urban decline, but to provide a brief overview of the changing nature of
the urban arena. Balchin et al. (1995) argue that urban regeneration is a
reaction to changing requirements and demands placed on large conur-
bations and the inevitable process of obsolescence and reconstruction.
They add that redevelopment, rehabilitation and relocation of services
are all part of the urban growth and renewal process. Such change essen-
tially relocates urban activities, spontaneously regenerating some areas,
but causing stagnation and decline in others, and inevitably affecting
wider issues such as transport and infrastructure. Areas in decline may
fall into further decline as market investment withdraws due to risk,
causing local decay. The process tends to be a downward spiral, with a
blighting effect on neighbouring areas, with depressed property values
and little incentive for improvement.

The effect is similar for housing, as older dwellings are vacated by
higher-income groups and re-occupied by lower income, or benefit-
dependent groups experiencing high levels of unemployment, with a
possible shift to multiple-occupation, serving as an inexpensive form of
residential accommodation. Such rented accommodation, where heavily
subsidised by housing benefit, can also serve to support low wages and
temporary labour, and, of course, the poverty trap. The urban environ-
ment has therefore become increasingly temporary and there is little
market incentive to invest in rehabilitation. Some see this as a key feature
in intervening in private housing, which is alreadv more difficult to
address than social housing because of dispersed ownership and low
property prices (Simpson 2000). The combination of low demand and
decay inevitably effects land values.

Whatever their ideology, governments have involved themselves in
some form of subsidised urban regeneration, and associated intervention
in the market in the form of local taxation, for example, for around a
century. Such intervention has taken many forms, but became particu-
larly prevalent in the 1960s and 1970s in whole-scale clearance and rede-
velopment. Such intervention and municipalisation is no longer seen as
politically desirable or indeed sustainable. The emphasis is now on part-
nerships approaches, with communities themselves taking a key role,
and mixed funding opportunities — a mixture of the market and the State
working together in urban regeneration schemes. Regeneration also
requires some process of getting people involved — whether by persuas-
ion, assistance (such as through grant-aid) or compulsion (such as
through enforcement notices), and it is up to each local authority to
determine a suitable way forward.

Cities are a primary source of economic progress and wealth creation,
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but at the same time suffer many social costs brought about by urban
change including industrial decline, poor housing, unemployment,
crime, social exclusion and so on (Oatley 1998a). Cities therefore contain
both opportunities, and issues arising from a combination of economic,
social, political and ideological changes over time. There is pressure to
retain a competitive edge in a global economy, and a simultaneous need
to address urban deprivation. Recent years have seen major economic
shifts toward high unemployment, short-term contract working, etc.,
which has been in part responsible for an increase in inequality, welfare
dependency and social exclusion. Political responses have included
increased partnership working, centralisation of government and new
management practices, brought about largely by New Right ideology, a
rolling back of the Welfare State and principles of competition and pri-
vatisation {Oately 1998a). Both the nature and history of the urban
environment influence urban regeneration policies, but political ideology
also plays a key role.

Land prices, and consequently land use, play an important role in any
urban regeneration programme, and invariably has some effect on the
commercial-residential pressures in an area. The nature of local govern-
ment, and the financial, political and community power it is allowed to
have in relation to central government, can help influence planning and
land use patterns and how much of a role housing can play in the regen-
eration process, rather than being a peripheral issue in urban regenera-
tion. Skifter Andersen (1999) points to the following justification for the
State to intervene in improving poor housing conditions:

Provision of decent housing conditions for all.

Long-term preservation of housing stock.

Prevention of health problems caused by substandard housing.
Provision of savings to social care services.

Making a contribution to broader regeneration programmes.

Clearly, these all have different implications in terms of strategies and
resources required to achieve them and the role that the State takes in
meeting required objectives.

Urban regeneration — the local authority role

In terms of regeneration, the government has developed and adminis-
tered complex systems directed to meeting specific objectives across dif-
ferent housing tenures. As far as private sector housing is concerned, the
first real area-based schemes were introduced in the form of General
Improvement Areas and Housing Action Areas by the Housing Acts
1969 and 1974 respectively. Although theses schemes had some success,
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there were criticisms that resources were not targeted to the worst prop-
erties and the most in need, but that some landlords were exploiting the
grant system and that the grants caused gentrification in some areas.
Enveloping schemes followed, whereby grants were targeted to whole
blocks of houses for external renovation which was seen as more cost-
effective, and had the objective of improving confidence in an area and
encouraging owners to invest in further works. Such schemes were
housing-based, and largelv overseen by environmental health officers
within a local authority. Such schemes had little scope to bring wider
issues, such as poverty, deprivation, exclusion, employment and capac-
ity building opportunities into the equation.

It was not until the Local Government and Housing Act 1989 (where
grants for fitness were means tested and mandatory), and more recently
the Housing Grants, Construction and Regeneration Act 1996 (where
such grants became discretionary), that legislation provided for renewal
areas as a new means of pioneering urban regeneration. Renewal areas
provide the administrative framework to deal with social, economic,
environmental and housing problems in an area of mainly private sector
housing, which involves a range of strategies to encourage sustainable
renewal. There is no dedicated funding, so local authorities have to
identify their own resources as part of establishing a renewal area. There
are currently one hundred renewal areas in England (DETR 1999a). Such
area-based approaches have many benefits over other types of strategy,
including:

* tackling both poor housing and its social environment;

* developing long-term sustainable partnerships;

* the possibilities of bidding for other funding, such as the Single
Regeneration Budget;

¢ the stimulation of private investment through developing confidence
in the area; and

e providing a local strategic framework for group repair, renewal,
clearance or targeted renovation.

Renewal Areas superseded GIAs and HAAs and provided a new
framework for a comprehensive approach to improve housing as well as
the local socio-economic environment through developing partnerships,
extensive regeneration and mixed-use funding and to provide maximum
impact by increasing community and market confidence to help reverse
decline. A renewal area would contain from 300 to 5,000 dwellings, of
which 75 per cent would be privately owned and 75 per cent of which
would be in poor condition. In addition, 30 per cent of households
would be in receipt of income-related benefit. Establishing a renewal
area is based upon a comprehensive area appraisal prior to declaration,
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using Neighbourhood Renewal Assessment as detailed in Department of
the Environment Circular 17/96 (DoE 1996). This provides the frame-
work for 10-year resource identification, publicity and consultation
required, before seeking Secretary of State approval. After declaration,
local authorities need to ensure a flow of information, an implementation
plan, mechanisms for monitoring and review, a strategy to suitably end
the scheme and importantly give consideration as to coordination
of action with other local authority schemes. This is summarised in Table
5.4

For a flow chart on the procedure, see Bassett (1998: FC118).

Group repair and clearance can be used within renewal areas to help
achieve required objectives. The aim of a group repair scheme is to reno-
vate blocks or terraces with mixed funding, within or outside of a
renewal area. The objectives are to improve the external appearance of
dwellings and target resources on area basis. This is thought to encour-
age owners to then invest their own finance in carrying out further
necessary repairs and on-going maintenance, although the extent to
which this actually happens is unknown. Clearance areas (as outlined in
Section 4.3) seek to replace worn out housing and can be an important
dimension of housing strategies when considered alongside possible re-
novation as the most satisfactory course of action. The issues to be
addressed through clearance are sensitive ones concerning the local
community, since compulsory purchase orders can result in blighting the
area.

Impact of regeneration

To be successful, regeneration schemes need to be able to tackle broader
urban problems and the extent to which poor housing conditions are
part of a general social and economic process in a geographically defined

Table 5.4 Establishing a renewal area

Before declaration After declaration

Provide adequate information and advice
Prepare an implementation plan
Monitor and review activity

« Comprehensive area appraisal
» Use NRA process
+ ldentify resources for 10-year

programme Prepare an ‘exit’ strategy for the end of
« Carry out publicity and consultation the programme
* Prepare a report * Coordinate renewal area action with
* Seek Secretary of State approval other local authority schemes

Source: based on DoE (1996)
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urban area. It can be difficult to find a way forward in some areas where
traditional industries have disappeared, leading to an ageing population
and lack of young inflow, causing long-term decline which can cause
changes to local housing markets due to low demand for owner occupa-
tion and an increase in private renting, with less funding for private
sector renewal. There is a need for investment that some regeneration
programmes are not meeting (Brooks 2000). Administrators need to
decide the feasibility of rehabilitation (of existing stock) versus renewal
(providing new housing stock, which is likely to have a greater impact
on residents) and how social and economic issues can be realistically
addressed (Skifter Andersen 1999).

The impact of housing renewal legislation from the 1989 Act has been
mixed. One major difficulty in area-based schemes has been the means
testing element, and encouraging wide take up to improve an area. One
of the difficulties in declaring renewal areas has been the lack of long-
term funding guarantees (Leather and Mackintosh 1993, Leather 1999,
Skifter Andersen 1999). This has resulted from a shortage of capital
resources, inadequate local authority funds to meet other forms of grants
and the inability of the means testing system to take account of an appli-
cant’s out-goings and the lack of grants to the private rented sector,
where conditions are poorest (Leather ef al. 1994). The legislation has had
some impact on preventing further decline in housing conditions, but
has made little overall impact on stock improvement. There were also
problems with grant distribution nationally, with some areas of housing
stress receiving proportionally less than elsewhere (Balchin 1995).

Competition in funding opportunity

Urban policy has altered radically since the 1979 election of a govern-
ment with a New Right philosophy and ideology. The focus of the New
Right shifted away from local management toward contracting and
competition in the urban regeneration arena, and this has been largely
retained by the New Left. Part of this change has been a move away from
traditional property-led regeneration, toward exclusion and economic
competitiveness. The philosophy is manifested and characterised
through funding opportunities, new forms of local authority manage-
ment and partnership working (Oately 1998b).

The ideas of competition and challenge were introduced into private
sector housing (and wider urban) regeneration in the 1980s and has
become a key political tool in resource allocation. The City Challenge
injtiative was introduced in 1991 to fund 5-year programmes of compre-
hensive urban regeneration. To be successful in achieving funding, local
authorities would have to illustrate how their proposals were compre-
hensive and ambitious, contained partnership proposals with the private



254 Private sector housing strategies

sector, provided for local community participation and that they had
arrangements in place for implementation and delivery (Balchin 1995).
Through the bidding process, thirty-one winners each received £7.5
million over a 5-year period (Oatley 1998b). This amounted to additional
potential funding toward wrban regeneration strategies. Renewal ini-
tiatives since 1989 are summarised in Table 5.5.

City challenge was incorporated into, and superseded by, the single
regeneration budget (SRB), along with other funding initiatives from
other government departments, such as estate action, development cor-
porations and housing action trusts, in 1994. The introduction of SRB
was the most significant re-organisation of urban policy since the 1978
Inner Urban Areas Act and a proportion of SRB was made available for
new regeneration schemes designated under the challenge fund, deliv-
ered by regional offices to be more comprehensive and accessible (Oately
1998c, DETR 1999b). The fund sought to recognise problems of poverty,

Table 5.5 Initiatives in private sector housing and urban regeneration

Date Initiative Key regeneration purpose

1989  Local Government Introduced mandatory means-tested grants based on
and Housing Act 1989 fitness; introduced home repair assistance; introduced
renewal areas and group repair schemes; redefined
clearance areas and action for individual dwellings

1991 City Challenge Programme to rehabilitate housing and commercial
areas and at the same time to provide training for
employment

1994  Single Regeneration Combination of some twenty previous urban aid

Budget budgets administered through regional offices to

improve economic and industrial competitiveness,
employment, social, and physical environment and
quality of life. Bidding, competitive process. Initiatives
to be comprehensive and part of a wider strategy
incorporating partnerships, providing added value and
value for money

1994  Lottery Funding Added value-type funding to support urban
regeneration initiatives
1995  Regional Challenge Resource derived from EU Structural Fund for

competitive bidding for public—private partnership
projects, to stimulate innovative regional developments
and maximise private sector contributions
1996 Housing Grants, Discretionary grant-aid for renovation; further
Construction and proposals for renewal areas and group repair schemes;
Regeneration Act 1996 home repair assistance extended
1997  Social Exclusion Unit  Established to coordinate policies to tackle social
exclusion

Source: based on Oatley (1998)
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isolation, community breakdown and industrial decline and associated
issues by targeting some areas, based on need, not previously receiving
priority for assistance.

SRB provides resources to support regeneration initiatives undertaken
by local regeneration partnerships. SRB is very much about local regen-
eration and capacity building through relevant partnership support. It
seeks to reduce inequalities and areas and groups, and encourages best
practice as well as value for money. SRB allocation varies according to
local circumstance, but needs to include some or all of the following as
identified by the DETR (1999b):

* Improvement of education, skill and employment prospects locally.

* Addressing social exclusion and improving opportunities.

* Promotion of sustainable regeneration through improving and pro-
tecting environment and infrastructure, including housing, com-
merce and industry, and social problems such as crime, drugs and
community safety.

SRB is administered through regional development agencies, except in
London where the London development agency has this function.
Bidding in rounds one to five led to the approval of 750 schemes
amounting to £4.4 billion for up to 7 years. This is likely to attract over
£8.6 billion of private sector investment, and make funding from the
European Union more likely. Such partnerships are likely to create or
retain 790,000 jobs, complete or rehabilitate 296,000 homes, support over
103,000 community organisations and 94,000 new business ventures
(DETR 1999b).

Such competition in accessing funding has radically altered the way in
which policies tackling urban decline and social disadvantage are formu-
lated, funded and administered. Urban and rural locations alike can bid
for the same budget - a shift away from an urban regeneration fund.
Competitive bidding and funding has altered the way in which local
governance, management, local representation and leadership have had
to develop and operate, particularly in terms of new partnership (Oatley
1998a). The shift has been from local governance toward central control
over funding allocation and altered previous methods of allocation and
at the same time seen reduced government funding (Balchin 1995). There
remain many arguments about the nature, extent and accountability of
SRB funding.

The EU has had a growing influence on domestic policy, with some
£10 billion allocated to the UK through the European structural fund
between 1994 and 1999 (Oately 1998a). As government resources have
declined, local authorities are having to look elsewhere for funding, and
the EU offers some potential for urban regeneration projects. Funding has
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been available from the EU in the form of regional challenge — launched
in 1995 - modelled largely on city challenge. This resource is allocated
from the domestic allocation of the EU structural fund and must be
competitively bid for by public-private partnerships. A total of £160
million was allocated in 1995, and repeated in 1997. This accounts for
12 per cent of the domestic fund allocation from the EU. The EU is
seeking to develop the role of cities in the global economic context,
and the current Labour Government is supportive of this policy.

The philosophy of competition and bidding for funds has to a large
extent been retained by the current Labour Government, with a general
trend in emphasis away from pure economic efficiency concerns toward
cooperation and best use of resources (Oately 1998b). However, there has
been a greater emphasis on issues of social exclusion, and interest shown
in the social and economic consequences of long-term unemployment
(Oatley 1999a), but delays in the government’s urban White Paper and
adequate strategies, funding and freedom in place to pioneer urban
change (Hatchett 2000). The current approach is social democratic, and
resources remain severely constrained. It is difficult to see how effective
such an approach will be where a radical, if not revolutionary, approach
is required to deal with if some of the root causes of urban decline, such
as disadvantage, are to be turned around by regeneration process, and
sustainable in the longer term.

Resourcing future regeneration

A major problem in regeneration policies has been a reduction in capital
expenditure and a shift toward competitive bidding for available funds.
Meanwhile, the nation’s housing stock is ageing and clearly requires
investment. Grant expenditure has declined even though renovation of
existing stock is favoured over redevelopment.

There is a need to address other potential sources of funding, particu-
larly in the private rented sector, many of which are explored by Leather
and Younge (1998). Options for investment might include a decreased
capital grant with loan charges for remaining costs, providing equity
sharing loans, limiting of a grant to renewal areas, subsidised interest
rate loans, an increased role for building societies, education, informa-
tion, advice and practical help and reform of the building industry. This
would need to be combined with an awareness of true costs of owner-
ship and maintenance, a reduction in initial costs for first-time buyers, a
change in attitude to borrowing, saving and insurance in the long-term,
houses seen as liabilities as well as assets; use of housing equity for reno-
vation works, a reduction in prices in run down areas, so releasing
money for renovation, and targeting of grants to areas where there is no
potential for private investment and other relevant assistance.
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It remains to be seen what the local authority role will be longer-term
in housing regeneration.

Summary

* The State has taken an active involvement in housing, and more
recently wider urban regeneration, for many years, but particularly
since the late 1960s in terms of private sector housing.

* More recent trends have been toward recognising the role of the
wider environment in housing decline and a reflection of this in
policy, made particularly explicit in Department of the Environment
Circular 17/96: Private Sector Renewal: A Strategic Approach (DETR
1996).

* There has been a general shift from local to central government in
decision-making on urban renewal seen through the funding
opportunities and local authorities now bidding competitively for
funding to preset criteria, resulting in new forms of management
and local partnerships developing.

* Current policy seeks to take on board wider urban issues, to turn
around problems such as social exclusion, so that regeneration can
be sustainable in the longer-term, which is in line with academic
research in the area.

* There is a need for local authorities constantly to appraise what they
are doing and to be imaginative in how new organisations can
become involved in the regeneration process, particularly in respect
of securing increased resources.












IOA6|

Environmental Heatth Journal

Accreditation schemes can also help fulfil a local authority’s
multiple aims in wider strategic housing objectives, normally related
to increasing supply and improving the quality of stock, including:
promoting standards in the private rented sector; bringing vacant
properties back to use; addressing anti-poverty strategies;
encouraging wider regeneration; and finding viable options for
homeless households. Many authorities have made innovative use
of wider government initiatives to help finance local strategies.'

Despite the many anomalies of the private rented sector, there is
cross-party governmental consensus on the role of the private
rented sector, although those involved day-to-day in trying to
regulate the sector may hold an understandably different
perspective. Research continues to recognise problems in the
sector, especially conditions and management, and how these
might be tackled.”®

There remains a lack of consensus on how to tackle the private
rented sector, but the general trend is to focus enforcement
attention on the bottom end of the sector; offering assistance to
where 1t currently works well.* There is agreement that the private
rented sector is performing below its potential in both quality and
quantity ~ hardly surprising considering some of the fundamental
dilemmas in terms of affordability for tenants, and expectation of
return from landlord. The social housing sector'simply does not
operate in this way.

Many local authorities have found landlord accreditation
schemes a more acceptable and viable option than using bed and
breakfast hotels for temporary accommodation. While local
authorities have tried many schemes in working with the private
rented sector — including private sector leasing, housing association
leasing, housing associations as managing agents and discharge of
duty — direct provision has tended to prove more cost effective. This
is because the landlord bears the cost of management, voids,
arrears and dilapidation — with most of the cost as housing benefit
from central government.®

A workable landlord accreditation scheme
Landlord accreditation schemes administered by local authorities
attempt to secure a supply of decent quality privately rented
properties for those in housing need. They are also seen to establish
a competitive market posttion for members and encourage others
to improve by setting and monitoring standards.>*

Setting up an accreditation scheme requires considerable
strategic development and implementation, but authorities already
have many organisational systems, personnel, knowledge and
information in place to champion them. Successful schemes involve
landlords from an early stage — utilising a landlords forum - and are
likely to take some twelve months to develop and a further six
months to launch (see tables 2 and 3).°

If landiord accreditation schemes are to stand any chance of
success, the landlord’s objectives need to be met. Incentives are
therefore crucial, particularly as landlords will wish to see a market
advantage in joining a scheme. However, the DETR has reported
that only 45 per cent of authorities were monitoring the success of
their schemes and that, generally, numbers of accredited properties

Table 1: Features of accreditation schemes

Accreditation to include management practices and letting
of suitable standard, which may be recognised by
"hallmarked” symbol.

Self-certification on the production of current gas safety
certificate; compliance with fire regulations (where
appropriate); inspection certificate from professional agency;
tenancy agreement signed by manager and tenant (for each
letting); property details eg building type, amenities, number of
residents, and notices served by the local authority (or other
recognised accrediting agency).

Retention of local authority enforcement powers in case
of breach of standards.

Annual re-accreditation may be Jess incentive to landlords
than "one-off” accreditation.

Benefits to landlord of joining accreditation scheme eg
preferential access to grant assistance, fast track housing
benefit, support and training, and negotiated cheaper
insurance.

(Based on Rugg and Rhodes, 2001)

remained small.® This raises some questions about the viability of
schemes, particularly where the outcomes; including security for
tenants and financial and resource cost to local authorities,
are considered.

The constant battle to house a growing list of households may
lead to standards being cut, as any willing landlord may be seen as
preferable to a bed and breakfast alternative. Equally, there may be
pressure to let to a tenant before inspection by the environmental
health department when standards are not legally acceptable.

There has been concern as to the cost of such schemes, and it
has even been suggested that poor scheme management can lead
to housing benefit fraud. There is also the very real problems of
locating decent accommodation on an adequate scale in respect of
the local authority resources put into setting up such a scheme.

In order to overcome potential problems before they emerge, it
is essential that the interested parties - including local authority
officers (housing allocations and advice, environmental health and
so on) as well as potential landlords and tenants meet to determine
the aims and objectives of such a scheme.

An important issue is who would ultimately be held liable on
accident where a local authority placed a tenant in accommodation
that it later emerged were defective. In particular, concerns about
rent payment need to be met. Local authorities already have
considerable expertise and existing administrative systems that can
be developed to help administer the deposit and rent promptly to
make belonging to the scheme an attractive option to the landlord.
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Table 2: Key features of a partnership approach

+ Development of “internal” partnership approaches that are
workable and provide support and guidance on rights,
including local authority environmental health and housing
departments, and housing advice services (benefit, tenancy
advice etc).

Development of existing and new “external” partnership
approaches including private sector tenants groups, tandlord
forums, and local authority personnel etc.

* Working groups of field staff to meet regularly to ensure a
flow of information and co-ordinate action to develop best
practice; to regularly and honestly appraise the scheme’s
success and necessary amendments.

= Planned, proactive inspections based on good practice
guidelines to avoid loss of lettings.

Joint meetings to establish areas of overlapping
responsibility and training needs.

Establishing a database of landlords and lettings — as well as
other local accreditation agencies - so that the most
appropriate accommodation can be selected and allocated to
meet need rapidly and effectively.

# Opportunities to look to potentiaily longer-term housing
supply; eg leasing, housing association nominations, and
private rented housing accommodation that meets minimum
standards.

Table 3: Making voluntary accreditation work

Clear objectives set within overall private sector housing
strategy with political support.

Appreciation of the local housing market’s operation
Thorough development of accreditation scheme with
agreement from landlords to ensure that the scheme’s

incentives are adequate.

Adequate staffing resource and support from partnership
organisations.

On-going publiaity and promation, supported by clear
documentation of the scheme.

(Based on DETR, 2001)

Itis apparent that landlord accreditation schemes are only likely
to attract the better landlords, but there is stilf a huge way to goon
Promoting standards and security eisewhere in the private rented
sector. The establishment of landiord accreditation schemes
requires considerable local authority resource, with no guarantee
of increasing privately rented supply. But costs to local authorities
are decreasing as lessons are being learned and schemes are slowly
becoming more accountable and more attractive to landiords and
authorities alike.

Accreditation may be one step closer toward licensing the
Private rented sector, although there is clearly a long way to go.
There remain many different perspectives behind the theory and
Practicalities of establishing an accreditation scheme, but at the
very least it may hetp promote conditions and self-regulation more
Widely ~ and more acceptably - to landlords, tenants and local
authorities alike.

Further information about private sector housing, its purpose, condition
and necessary remedy can be found in Jill Stewart (2001) Environmental
Health and Housing, London: Clay’s Library of Health and the Environment
Volume 1: Spon Press. ISBN 0-415-25129-X
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Forum question:

What are you views on landlord accreditation schemes — do they
work, are they economically viable and can they improve poor
housing conditions? To discuss the issues raised in this article visit:
www.ehj-online.com
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A question of

Health needs assessment sets health priorities for a given
population according to need and identifies changes and action
needed. Jill Stewart and Fiona Bushell investigate its relevance

to environmental health

health needs assessment (HNA) researches the current

status of health and need within a community - je a

geographical area or social group of people — as a basis for
decision-making. Fundamentally, HNA is about profiling a community
to determine which health issues should be tackled and how.

Both existing and new organisations charged with delivering
public health through partnership arrangements — notably to
inform health improvement plans (HIMPs), community strategies
and local strategic partnerships — have to take a needs-assessed
approach, with an emphasis on ensuring that identified, evidence-
based health inequalities are addressed. Further, in an increasingly
competitive funding environment, that requires almost constant
justification as to value for money, HNA is becoming increasingly
important in attracting resources to an area or community.

HNA, which involves looking at the health problems that have a
major impact on the population and the recurring factors so that

better services can be provided locally®, helps to provide accurate’

information on:

@ baseline or supporting evidence in developing innovative,
partnership-based strategies that are comparable over time;

@® current and potential health-based activity based on resource
allocation, bidding, or prioritisation, or to influence, justify or review
policy, service or practice;

@ acceptability and feasibility of policy changes;

® impact maximisation in relation to resource used;

@ community participation and involvement in health activity;

@® organisational and individual activity in health delivery and its
impact on a community’s health; and,

@ |ocal health issues to raise consciousness, or in advocacy work.

Unravelling the definitions

Before getting started on a HNA, it is important to achieve
consensus from partnership organisations (statutory, voluntary,
community etc) as to what is understood by the concepts of
“health” and “need”, as these terms can mean different things to
different people. It is also necessary to determine the * community”

that is subject to'assessment, which could be either geographically’
based or a dispersed social group. Methods of research and analysis
selected need to be valid, reliable, objective and rigorous enough to

withstand scrutiny.? At the earliest stage, the organisations

commissioning the HNA research must decide its purpose so that it

can be appropriately directed and managed.

Health, need and community

A HNA seeks to identify, measure and source health information in
its widest sense, unravel the causes, and find out what action to
take to best address the issues. Although much of the literature on
HNA is placed firmly in the remit of the NHS, it is clear that
improvements need to reach far beyond the NHS to those charged
with delivering positive change to address the underlying causes of
ill-health — notably environmental and public health specialists. But
this must be centred around communities that need support — many
of whom have already filled the gaps in state provision and begun
to find their own health solutions. HNA and resulting policy is not
about public sector organisations domineering grass roots
organisations, but looking at why and how they work, and
providing appropriate support.

A health need can be seen as a subjective, relative concept,
identified by a professional or community. However, needs defined
by the former reflect a professional judgement and may be very
different to those identified by the community. Thus, it is essential
that those most in need of information, support or services are able
to express their needs and have them taken into account. While
community profiling can result in a wish list, limited resources
means that not all needs can be met.

Whether subjective or objective, the purpose of identifying health
needs is to assist in prioritising action to secure health improvements
and to reduce inequalities. Action must be based on gualitative and
quantitative data and medical, environmental and social data should
be layered on top. Information on health status, the community itself
and on the determinants of health, /e lifestyles, quality of housing,
levels of employment and access to health services, is needed.



























































































































932

J. Stewart

Paper 'Saving Lives—Our Healthier Nation’®® argued

for a comprehensive programme of action to tackle
the complex causes of ill health (personal, social,
economic and environmental); partnerships
between individuals, communities and the govern-
ment, and more activity on addressing the deter-
minants of health in the most deprived
communities. The emphasis is concerned with
assessing evidence-based need (health needs
assessment) and developing strategic responses
that sustainably address this need with maximum
health-promoting impact (health impact
assessment).%’

What is the current public health workforce?
Where is housing placed in the public health
agenda?

Pubtic health is about the organizations and policies
that seek to promote health, but who makes up this
workforce, and with what interventionist powers
and outcomes to sustainably address key health
determinants?

The majority of the public health agenda has
been concerned with organizational change to the
NHS to deliver public health through the new
primary care trusts (PCT) in partnership arrange-
ments with other organizations, notably local
authorities. Some public health doctors see them-
selves as best placed to promote public health,”®
but others refute this, arguing in favour of those
dealing more directly with health determinants,
such as housing officers, environmental health
officers, etc. to adopt a higher profile role in the
public health agenda to sustainably address health
inequalities at community level.”** It is important
that community-based partnerships take a lead, as
if medics alone take control of strategy, there is a
risk that it will mobilize around quantifiable health
risk only—such as home accidents, fuel poverty,
etc. and wider socio-economic issues in regener-
ation may fail to be sustainably addressed.

The Environmental Health Commission*® recog-
nized the need for: health inequalities and health
determinants to be sustainably addressed; policy
and its organizational delivery to be more closely
aligned to need through community development
and bottom-up participation mechanisms; a new
focus and re-integration of environment and health
policies; and a renewed emphasis on addressing the
needs of the most deprived communities through
active citizenship and partnership working. Much of
this is happening in social housing (although housing
officers may not see themselves as part of the
public health workforce), although the extent to
which it is happening in private sector housing is
notoriously more difficult to implement and assess,

except in area renewal schemes which are gaining
increasing political favour.

Partnership approaches in health improvement
have moved apace.”’' Local Delivery Planning
(previously Health Improvement Programme
(HimP), then Health Improvement and Modernis-
ation (HIMP) is now concerned with identifying
local-needs and turning national contracts into
local action with a focus on schools, workplaces
and neighbourhoods. It has placed particular
emphasis on health inequality. The aim is to tackle
poverty, poor housing, pollution, low educational
standards, joblessness and low pay. This is to be
allied with other partnerships, including local
strategic partnerships (LSP) that align public,
private, business, voluntary and community initiat-
ives and services, and seek to operate at the right
level for strategic decisions that are close to
communities. LSPs are seen as pivotal to finding
joined-up solutions to help tackle priority areas for
local people, notably in crime, jobs, health and
housing.

In addition, local authorities—who oversee local
social and private sector housing, conditions and
need—have new duties for community strategies
under the Local Government Act 2000 and are
required to prepare a strategy for promoting or
improving the economic, social and environmental
wellbeing of their area and contributing to sustain-
able development across housing tenures. The
purpose is to enhance the quality of life locally
based on community need and participation, with a
long-term vision focusing on health improvement
outcomes. This is closely aligned to local auth-
orities ‘best value’ obligations, to ensure continued
service improvements, Public service agreements
(PSA) also offer opportunity for additional resource
that can be used to help address national and local
priority issues such as social exclusion, improving
education, housing and employment, and reducing
crime and health inequalities.

However, despite these major policy shifts, the
extent to which partnerships are being developed
and implemented as perceived—so that they have an
actual and sustained impact on health improvement
where it is most acute—is difficult to gauge. The
plethora of policy change leaves little time for
evaluation, aggravated by the fact that meaningful
improvements in housing and health status need to
be measured over a period of years, not months.
Meanwhile, however, there are many examples of
innovative practices being delivered by local auth-
orities and their partnersin promoting public health.

One example is that of the London Borough of
Newham’s approach to tackling tuberculosis.’
Newham had one of the highest rates of



UK housing policy: ideology and public health

533

tuberculosis in the UK, and this has been tackled
through partnership with the PCT, environmental
health practitioners, social services and others
through a PSA receiving some £100k/year which
established patients’ targets and decided on action
to be taken. This has led to further training, health-
promotion activities, tuberculosis screening, out-
reach work, vitamin D deficiency research, and
quantitative and qualitative research into new
solutions, leading to innovative increased concen-
tration on socio-economic and housing conditions.
Such projects are having an impact in other areas of
public health, largely because traditional, medical
and socio-economic barriers between organizations
are being broken down, but they are only funded in
the short term. This needs to be redressed by
government to maintain the achievements made.

Additionally, many local authorities have used
their best value reviews as an exercise in working
towards issues such as improved home safety,
where their traditional ‘top-down’ legal powers
have been inadequate. Home safety has become an
increasingly recognized public health issue, perhaps
because it is easier to monitor by empirical
evidence than most housing and health issue.’
Best value performance reviews have enabled
such issues to be adopted on wider partnership
bases, and have helped to raise the profile
nationally, although there is no national home
safety strategy per se.

Housing policy and contemporary public health
The most recent English House Condition Survey®?
demonstrated a continued close correlation
between low income, ethnicity, lone parents and
poor housing.

Government is seeking to address health-pro-
moting housing through its ‘Community Plan’** and
to create thriving, sustainable communities in all
regions, ensuring that socio-economic and environ-
mentat community needs are met alongside housing
delivery as part of the public health agenda. Key to
this is the concept of ‘decent homes’ and neigh-
bourhoods across tenures, which is defined to be: fit
(imminently to be replaced by the housing health
and safety rating system®); in reasonable repair
with reasonably modern amenities; adequate noise
and thermat insulation; and adequate size and
layout of common areas in flats.>*>¢ The priority
is to address poor social housing in the most
deprived local authority areas, although it also
covers private sector housing, but it is unlikely that
this target will be met.

In addition, the Housing Bill>* seeks to: re-
integrate living environments and health with a
new evidence-based housing health and safety

rating system; introduce mandatory Health Main-
tenance Organisation (HMO) licensing (but only for
those HMOs deemed ‘higher risk’); introduce
discretionary licensing of the private rented sector;
modernize the Right to Buy provisions; and to
improve the process of house selling and buying. All
this, of course, sits within a wider package of pubtic
health reform aligned with national policy and
local-needs-based strategic partnerships to pro-
mote health where inequalities are most acute.
Partnerships alone cannot guarantee this, and there
is a real need for enough suitable accommodation
within health-promoting environments where hous-
ing—whether owner occupied or rented—is avail-
able, secure, of a decent standard and affordable.

However, despite these major steps forward, it is
the author’s view that many of those involved in
housing still do not see themselves as public health
workers. Environmental health practitioners, who
mainly work in private sector housing, are trained in
public health, and therefore tend to recognize the
role they play in the public health agenda.
Conversely, social housing practitioners—whilst
dealing with housing and health—do not normally
regard themselves as public health practitioners
(although they clearly are), despite the current
government agenda. There still remains a divide in
terminology in social and private sector housing,
which is not helpful. Such issues could be more
comprehensively addressed so that housing and
health policies are more closely integrated and the
new partnerships could offer a more ‘tenure
neutral’ approach.

Conclusion

The public health movement has made enormous
progress since its inception in the mid Victorian era.
The post-war welfare state sought to ensure
equality, and remained in its largely top-down
structure for some 30 years. The post-1979 con-
servative government adopted a neoliberal agenda,
with a focus on ideology and health seen as a
commodity rather than a complex result of a
complex socio-economic society. The current
labour government has absorbed many political
systems into its Third Way, promoting public health
as a core policy, arguing for a new relationship
between individuals, communities and the govern-
ment, and seeking to align policy with health-
promoting outcomes. Turning around a legacy of
health inequality is a large task and it will be some
years before the fruits of the current public health
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agenda—and, in particular, moves in heatth-pro-
moting housing and communities—can be realized.
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Personal responsibility for private sector
housing renewal: Issues in health
improvement

Jill Stewart!, Julie Clayton? and Annmarie Ruston®

Abstract

Objective To investigate current policy in respect of resourcing private
sector housing renewal to promote healthy housing and communities.
Design A qualitative study using focus group research investigating what
low-income home owners would find helpful in carrying out maintenance
and repair to their homes.

Setting The focus groups were held in the area office of a South London
(private sector housing) Renewal Area.

Method Exploratory focus groups were held in 2003 to 2004, to represent
low-income ethnically diverse home-owners within the Renewal Area.
Results Respondents were open to looking at new ways of maintaining
and repairing their homes, although tended to focus around their own
needs rather than the works a local authority may strategically wish to
see carried out in private housing sector to meet legal housing standards
and promote healthy housing.

Conclusion Local authorities need to be able to find new, evidence-based
ways of supporting home-owners to carry out maintenance and repairs
to their homes as part of a wider public health agenda.

Key words: private sector housing renewal, health promotion, housing and public health,
health and housing, health improvement

Introduction
The links between housing and health are well documented'->*** and there is renewed
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interest in housing as a social health determinant>57#. Owner-occupiers now account
for 70 per cent of English housing stock, with important implications for lower-income
groups who are disproportionately represented in poor housing’. There remains a lack
of information about what works to help lower-income owner-occupiers to improve
their housing, and therefore their health status.

Private sector housing renewal policy is currently subject to major overhaul to
reintegrate health!®. This includes a range of measures, such as the introduction of the
new evidence based Housing Health and Safety Rating System'!, the Decent Homes
Standard'?, and the Community Plan'3, which seeks to promote sustainable
communities. These run parallel to the wider public health agenda with its focus on
addressing health inequalities through partnership working. The current Labour agenda
pivots around interventions that are evidence based and work>*,

Concurrently there has been a return to ‘personal responsibility’ for resourcing
poor housing conditions in the owner-occupied sector as part of wider governmental
policy and a withdrawal of earlier government expenditure!*!>1617:18 rajising the
question of how private sector housing renewal is to be funded into the future. The
Regulatory Reform (Housing Assistance) (England and Wales) Order 2002'6 subsumed
earlier private sector grant legislation and provided local authorities with a new power
for‘assistance’, with new responsibilities in private sector housing. Simultaneously health
gains need to be demonstrated®. Local authorities are now required to develop new
participative, community led and bottom up approaches to private sector housing
renewal, introducing new roles in home maintenance.

Health improvement through improved housing

There is much evidence about the relationship of housing to both physical and mental
health, but impacts on health are complex and adaptive!*?%?!. Evidence of the effects of
interventions is lacking,arising from difficulties in researching housing and health issues
and a more holistic approach is necessary to respond to the complex issues in housing,
health and deprivation®. Current policy changes in private sector housing renewal and
public health however offer potential to meet some of these challenges, with new roles
and relationships for both local authorities and communities*?2, within the challenges
of a private sector housing market (Figure I).

In public health, there have been calls for more evidence-based activities. The
Wanless Report* has focused attention on how deprived communities might become
more ‘fully engaged’ in their own health; how front line organisations can priorities
interventions and target priority groups; and what evidence would be required to do
this better. The Health Development Agency (HDA) started to collate research around
what works to deliver healthier housing and communities, acknowledging that housing
refurbishment generally improves physical and mental health?. The Learning from
Effective Practice System and Standard (LEPSS) (currently under development) seeks
to capture and share effective research based practice of successful interventions to

2 Health Education Journal 65(1) 2006 000-000
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improve front line service delivery?. This approach squares with the view that housing
research tends to lack a broader conceptual framework and rarely addresses practical
guidelines or policy issues required for innovative interventions'. Indeed, greater health
impact is achieved by organisations working with communities, particularly where the
needs of specific groups are flexibly and responsively targeted>?4.

Methods

The overall aim of this study was to explore and support the development of new policies
for helping home-owners to take more responsibility in achieving effective home
maintenance within the public health agenda.

Interviewees were selected from the Renewal Area in conjunction with the local
authority to participate in exploratory focus groups. Three focus groups of approximately
10 respondents aged over 60 were undertaken to represent the local ethnic mix. Each
groups lasted for around 1.5-2 hours. The discussions were centred around a topic
guide and facilitated by an experienced researcher and were tape-recorded. The tapes
were transcribed verbatim. The data were analysed using content analysis, which is a
technique for making replicable and valid inferences from data to their context. The
analysis was conducted separately by two researchers to ensure all relevant themes were
identified and verified.

The focus groups enabled group data to be collected to cover a range of views,
capture a diversity of perceptions and help offer new insights. Focus groups are quicker
than individual interviews; enable researcher interaction with the respondents to probe
and clarify responses; and provide an opportunity to obtain large and rich amounts of
data in the respondents own words.

Results

Differences between local authority and respondents’ needs and
priorities in housing

The focus groups revealed a difference, or even ‘tension’between the local authority and
respondents’ objectives. Local authority strategies revolve around meeting legal
standards, area regeneration and health promotion activities. Respondents tended to
focus around their personal needs or cosmetic home improvements, such as having a
new shower, a loft conversion or a new front door.

Respondents reported that there were sometimes barriers to getting works
done, so they often responded to, rather than anticipated maintenance and repairs.
Some reported that age, ill health or losing a partner prevented them from being
proactive and shifted their priorities. The following quote illustrates what the groups
were thinking:

DIY is one of the things that gets more difficult as you get older. I look around my
house and see the things that I did when we moved in 25 years ago and I think
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how on earth did I manage to do that?

In addition, respondents saw the level of emotional support available as extremely
important and relevant to carrying out maintenance and repairs, particularly for older
people:

I think actually losing your husband or wife is actually an extremely important
element because. .. generally one or other of you could arrange to get the works
done. . .if there is only one of you it’s quite another matter.

Respondents showed some knowledge of the relationship between health and
housing. For example some made comments about dampness as being ‘very bad for
your health’. Mainly, health related concerns focused around emotional/mental health,
such as how their housing made them feel, or general neighbourliness.

The fall and rise of community spirit in promoting healthy
housing and communities
Respondents made several comments about how their community had changed over
the years (‘You used to help neighbours in the old days’), and the effect this had on
neighbourliness and doing favours for one another. Respondents acknowledged that
the Renewal Area itself had seemed to play a role in encouraging community spirit, as
illustrated by the following quotes:
... We have got to know each other much better through [the Renewal Area].
...I know most people on the street because of it. Its been very good that way
hasn’t it?

Respondents also viewed some local amenities and business as helping them in
carrying out maintenance and repairs to their homes. For example, a local shop had
provided impetus to many:

The shop on the corner here is very helpful with things like that now. And they
have got all the workmen there in case you live nearby. And because they have
got a shop there they look after you.

In terms of neighbours helping (or even knowing) one another, the experience of
living in London was felt by respondents as different from what might be found in living
in a more rural setting as illustrated by the following quote:

Could I just mention my experience of being an owner-occupier because the
first house that I owned was in an Oxfordshire village and the thing there
was that if you needed jobs done whether it was electrical or plastering or
whatever, there was somebody there who everybody knew who would do
that. They wouldn’t always do it terribly well but at least you knew who they
were...

Another respondent added that this was important so that it would be possible to
contact that same builder again.

Generally, respondents said that they would be happy to help one another out on
an ad hoc basis, but would not expect anything in return for such a favour.
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Services that respondents would find helpful from local
authorities in maintaining and repairing their homes
The respondents’ views frequently centred around accessing finance and other resources
to enable them to carry out works to their homes themselves. Respondents seemed
relatively well informed about the resource required to maintain their homes, and this
was possibly because they were from an existing Renewal Area. Lack of money proved a
barrier to respondents in carrying out maintenance and repairs,and the following quote
illustrates what the groups were thinking:
And you haven't got the money to pay for it as well. So it’s very hard to keep up
any one of those houses there anyway.

Respondents showed personal initiative in finding ways of making maintenance
and repair works more affordable. Methods included Do It Yourself (DIY), reading books,
learning from others and accessing the internet for guidance (‘T know I haven't got the
money so | have a go myself’) and cheaper materials. Many respondents wanted to
learn how to carry out maintenance works as illustrated by the following quote:

There used to be a very good class. . . that you could go to where you learnt how to
do... like if you are a woman and you didn’t know because your husband had
always done it, you could go and learn how to change a plug and put up a shelf
and...

However, respondents reported that they were not always able to carry out
maintenance and repairs themselves and would sometimes need someone qualified
and reliable to be able to do works for them, such as with electrical installations: ‘No, I
wouldn’t have anything to do with electrics, because it could start a fire’. Several
respondents also reiterated the issues of reliability of builders, which at times provided
a barrier to them arranging to get works done. The following quote illustrates what the
groups were thinking:

And the builders come in, you have a job there which they are qualified to do it
and most of the time when they come and then finish and then go it’s worse than
when they came. ..

... The problem is when they come to do a job they start it and then they go and
leave you. You never get anybody doing a complete day’s work.

In respect of being able to fund and afford works, respondents favoured schemes
that they could contribute to on a regular basis, such as insurance type schemes. In
addition they also tended to favour a home maintenance strategy where they might be
able to share some costs with neighbours. They generally favoured builders lists, but
only where those listed could be guaranteed to be reliable.

Discussion

The starting point for this research was the withdrawal of grants in favour of personal
responsibility for private sector housing conditions. This has come at a time when
evidence based health and housing initiatives have become more important in respect
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of ‘what works’in policy. Very few studies focus on the intervention level, particularly in
private sector housing renewal. Assumptions appear to have been in the Regulatory
Reform Order made that lower income home-owners will take personal responsibility
to invest in their own homes in a way that meets government objectives for healthier
housing and communities, although this research did not fully support this. The
respondents tended to look at the practicalities of carrying out works, such as
affordability or accessing local trustworthy builders, rather than health gain in itself.
This research helps plug a gap in the current evidence base, whilst also supporting
thelocal authority’s role in developing new strategies that the community feel they own.
It is, however, recognised that this was an exploratory study, and that focus groups are
limited in their generalisability to a wider population, but can help provide a baseline of
evidence for future research in developing good practice at implementation level.

The dilemma: private sector housing as an asset or social
determinant of health?

The fundamental issues seem to stem from whether housing renewal should primarily
be seen as a personal asset, or as a social determinant of health. Whilst low-income
home-owners would have liked to invest more resources into their homes, there were
often barriers in the way. Loss of interventionist grants also herald loss of some sense of
control by local authorities in what they can require in housing. Whilst local authorities
may wish to objectively assess, correct and prevent the impact of housing stressors in
the context of legislation, policy and strategy and based on research of the health
relationships?2, home owners may take a more subjective view, based on personal choice,
with or without appropriate guidance from the local authority (Figure 1).

One benefit of the modern public health agenda and the emphasis on local
strategies is that it enables some of these dilemmas to be overcome and allows multiple-
strategies to be applied®®. This is important in areas like housing renewal where wider
indicators of health gain include social inclusion, neighbourliness and comparative rates
of deprivation®. As poor housing often exists along with other deprivation, strategies
need to be able to ensure that communities’ needs can be appropriately and sensitively
met in ways that work. It is important to assess the likely success of interventions>?*
which can help reduce negative health impacts and address health inequalities. The
Health Education Authority (predecessor to the HDA) report that it is necessary to apply
thebest research evidence, current debate and discuss the health promotion implications
where appropriate?.

How can low income home-owners get the help they need?

This research suggested that some of the government favoured options (equity release,
more closely targeted grants,home loans)**%” were not necessarily what the respondents
in this study favoured. Many wanted to do works, yet their low income presented the
main barrier. In overcoming this, they looked for ways to make works less expensive
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and more accessible, such as proactively saving (subject to appropriate supports in
place); having regular, ongoing contact with local and trustworthy builders, particularly
for more specialist works including electrical installations; and having a strategy that
could respond to their changing needs arising from age, loss of a partner and so on. In
respect of health, respondents appeared to refer more to emotional/mental health rather
than physical health issues,and valued a close community network to meet their needs.
Generally, respondents seemed to favour more individual approaches where they retained
more personal control.

One issue with this - with a more individually centred approach - is that it may
notlead tolocal authorities being able to require that legislative standards are fully met,
and loss of interventionist grants also heralds some loss of local authority control over
physical housing condition. However, in respect of health gain, it is possible to argue
that emotional health (which appeared to be priority for respondents here) would be
enhanced by enabling more feeling of individual control over their environment, even if
this were to result in for example a new blocked front garden (which would not meet
housing legislative requirements) as opposed to a new roof (which would).

In balancing these positions, the local authority has been developing a local Home
Maintenance Strategy'® that seeks to cover many to the evolving issues identified. This
is likely to be successful as the community has been involved from the outset.

The Renewal Area: impetus fo community spirit

The ongoing work in the Renewal Area is not just about physically improved housing,
but also creating a supportive environment for personal and community empowerment,
a distinct move away from the ‘grant dependency culture’ as an interventionist
option2627-82%_ Such health promoting activities recognise the need for improved
housing, but also synthesise personal choice and social responsibility in getting
there3*31:32, which are now important factors in local housing (and health) strategies.
The manner in which the community are being included in such early stages is likely to
yield beneficial results as the relationship between the local authority and community
continues to evolve?,

Ongoing activities in the Renewal Area are key to help support individuals and
communities to develop their own solutions to home maintenance. The actual process
of the Renewal Area as well as this research appeared to have had some influence on
developing - even ‘reintroducing’ community spirit into the area, but the situation is
fluid and complex in a private sector housing market. The constant challenge facing
those working in private sector (as opposed to social housing) renewal is that of
gentrification and a rise in house prices, so the traditional low-income community is
being replaced.

Conclusions: Implications of this research
Private sector housing grants have existed for decades, but the Regulatory Reform Order
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introduces new powers for assistance, calling for more personal responsibility in housing
conditions and presenting new challenges to local authorities and communities in
delivering heaithier housing. The main challenges seem to be balancing the tension
between local authorities expert roles and the community’s individual needs and
aspirations in investing their own resource. Flexible, innovative interventions are
required as occupiers age, change health status, their housing conditions alters and
they have differing needs during the course of their lifetime?!. The local authority in
this study has been recognised for its pioneering approaches to private sector housing
renewal, such as the development of its Home Maintenance Strategy. It is now involving
its relevant communities in other new strategic developments, which will help ensure
that needs are met. Whilst this can contribute to health improvement, it remains too
early to evaluate the impact on health arising from a range of new initiatives to enable
low-income home-owners to take more responsibility for their housing conditions in
ways that work, but good foundations are certainly in place.
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Abstract

Purpose - To consolidate and review current literature that relates children’s health to their housing
and living environments.

Design/methodology/approach — A range of published sources which review the relationship
between children, housing and health. The sources consolidate research that applies specifically to
children and their domestic situation. The paper also reviews literature around municipal tower block
estates and the unique health/architecture relationship before turning to children living in temporary
bed and breakfast accommodation. An overview of current public health policy that seeks to
reintegrate housing and well-being is undertaken.

Findings — Decent housing lies at the heart of health for all. Generally, the picture is more positive,
but action remains slow. Children’s needs must be given a higher priority in housing in future to
promote physical and emotional well-being.

Research limitations/implications — It is not an exhaustive list and the sources are mainly UK
publications.

Practical implications ~ The UK approach to children, housing and health may be of interest to a
number of overseas countries in Eastern Europe, Africa and Asia.

Originality/value — This paper fulfils an identified information/resources need and offers readers
such as students, academics and practitioners an overview of the UK approach.

Keywords Children (age groups), Personal health, Housing, Public health, Homelessness

Paper type Literature review

Introduction

Many factors affect health inequality, and it has been estimated more than 70 per cent
of all medical and health care is for preventable conditions, frequently where
determinants are known (Harrison, 2001). It is improvements in health determinants —
not medical health care — that ultimately make the most difference in addressing health
inequality (Cornell, 1996; Harrison, 2001; McKeown, 1976; Naidoo and Wills, 2000).
Health is not evenly distributed and there are inequalities linked to social class, gender,
race and geography (Townsend ef al., 1988).

Housing is a key health determinant both as an internal and external living
environment. Internal housing health and safety factors are well documented and there
is increasing recognition that the wider housing environment location represents
access to employment, training, facilities, decent food, social cohesion and so on. A
lower income leads to less — if any — choice in housing and this is aggravated by stress,
lack of social support and sometimes health-damaging behaviours (Blackburn, 1991),
which can damage physical and mental health (Naidoo and Wills, 2000).

The health and housing relationship is compounded for children, who are still too
frequently housed in unsatisfactory living conditions that can give rise to physical and
emotional ill health that — once suffered — can be magnified into adulthood. The
complex relationship of children, housing and health is documented, but not commonly
drawn together into the impact of poor living environments in general on health, which



was recognised by Acheson’s “inquiry into inequalities in health” (Acheson, 1998) as
representing a key aspect of inequality.

This paper consolidates and reviews current literature that relates children’s health
to their housing and living environments, and the housing and health relationship is
summarised in Table I It considers children on polarised social housing estates and
homeless children in temporary bed and breakfast (B&B) accommodation, before
turning to strategies that can help address poor housing and living environments to
promote health for children.

Children,
housing and
health
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Health/safety issue

Comments

Poor domestic conditions/housing
standards/inadequate amenities

Home accidents/fire

Security of tenure/temporary
accommodation

Cultural needs
Special needs housing

Cold and damp/fuel poverty

Indoor air quality/pollutants
Community
High rise municipal flats

Emotional health/depression

Overcrowding

Noise pollution
Pest invasion

Local crime, nuisance and anti-social

behaviour

Note: Adapted from Stewart (2005)

Disrepair, insufficient amenities and sanitation can
have negative physical health impact and increased
likelihood of accident and ill health, notably in B&B
where amenities may be shared with strangers

More accidents (including fatalities) than other
environments; closely correlates to housing standards
and vulnerability of occupant; young children have
high levels of domestic accident as are inquisitive
Can lead to insecurity, stress, etc; lack of stability for
children in school, access to healthcare etc; impact on
physical and emotional health

Anomie, alienation, language barriers

Suitability of housing for actual/future needs e.g. age,
disability, ill health

Low income, poor housing, poor heating leading to
respiratory disease, accident, discomfort, hypothermia
etc — young children tend to be in the home
environment longer, once have asthma, more likely to
be aggravated in the future; lack of heated space may
affect issues such as ability to do homework in own
room etc

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

Social cohesion and social capital; support networks;
access to health and welfare services; empowerment
Poor design and architecture; socio-economic
exclusion; polarised communities

Poor housing environments (e.g. B&B) can exacerbate
poor emotional health; learn behaviour from possibly
already traumatised/stressed families

Mainly found in multiply occupied premises

(e.g. B&BY); increases risk of infectious disease e.g.
tuberculosis; education may suffer for lack of space
to do homework etc

Can cause tension, stress

May result from lack of refuse disposal provision/
architecture etc, rat and cockroach infestations
increasingly common

Children may cause — or be affected by — levels of
crime, drug abuse etc within local community

Table 1.
Health and housing: the
relationship
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Children and housing as a health determinant

The Public Health Green Paper (Department of Health, 1998) formaily acknowledged
that housing was a key health determinant and aspect of inequality. Some
commentators have argued that housing policy through the 1980s aggravated
inequality more than any other policy issue (Balchin, 1995; Malpass, 2005) and that
Britain’s housing situation today has created an increasingly polarised society (Shelter,
2004). There remains a serious housing shortage in some parts of the country such as
the South East leading to an increase in homeless in these areas. The private rented
sector remains in particularly poor condition with 50 per cent of the sector categorized
as non-decent homes in the 2001 English House Condition Survey (Office of The
Deputy Prime Minister, 2003a). Furthermore, many polarised housing estates have
skewed concentrations of the poorest tenants and high concentrations of ethnic
minorities. Such strict classifications between tenures have caused tension and
divisiveness in society (National Federation of Housing Associations, 1985). In
addition, the 2001 English Housing Condition Survey (Office of the Deputy Prime
Minister, 2003a) reported that black and minority ethnic communities and women
headed households (with their children) are over-represented in poor housing and
frequently trapped by lack of choice because of their income.

The extent of the homelessness problem in the UK is that the number of homeless
households arranged by local authorities under homelessness legislation at the
end of December 2004 was 101,030. Of these 84 per cent were in self-contained
accommodation such as temporarily leased housing and 16 per cent were in
accommodation with shared facilities such as B&B hotels (Office of the Deputy Prime
Minister, 2005).

Poor housing and subsequent poor health for children is most acutely manifested
through two distinct types of housing: tower block type municipal estates, and
temporary B&B accommodation. Whilst it is relatively easy to map multiple
deprivation — as well as to longitudinally measure progress — in social housing estates
which have a clear geographical boundary, it is less so to track equally deprived, but
more dispersed communities in B&B accommodation, who may miss out on necessary
support regimes. This paper reviews issues around children’s health in polarised social
housing estates, before turning to B&B accommodation.

Children and polarised social housing estates

The legacy of tower block type municipal housing from the 1960s and 1970s (see
Plate 1) has engendered previously unforeseen problems such as children causing
disruption and noise which often resulted in the blocks becoming hard to let “as
respectable and ambitious families tried to avoid exposing their children to conditions
they could not control” (Power, 1999, p. 285) . Thus, social and economic exclusion is
frequently closely related to their unique architectural features and polarised low-
income (welfare dependant) communities such as female headed households.
Communities — housing large numbers of families with children — have had a high need
for services such as good transport links and medical centres, which often went unmet
in the past (Power, 1993; 1999).

Coleman, A. (1990) argued that much criminally related behaviour on such estates
was a response to the architecture, or due to “design disadvantagement rating”. (Power,
1993; 1999) pointed to wider socio-economic issues in communities as key to estate
decline and polarisation. Both agree that the characteristics of such estates encourage
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cyclical repetition of social problems for parent(s) and child, such as vandalism and
crime reinforcing insecurity, low self-esteem and underachievement.

Coleman’s research developed earlier work in respect of the need for (psychic and
actual) “surveillance” and “supervision” to help maintain social stability. Where this
was lacking, children would learn from peers rather than adults, so gain little sense of
respect or acceptable behavioural norms due to the potential for anonymity, escape
from detection and lack of routine adult eyes placing boundaries on behaviour.
Coleman, A. (1990) argued that such estates could fuel social instability and encourage
an increased likelihood of graffiti, littering, family breakdown and criminal behaviour.

What are the solutions?

Many such estates seem so polarised that it is difficult to see a strategic way ahead in
regenerating both physical housing conditions and community cohesion. However,
Power (1999) has found many estates to have enormous potential by having in place
relaxed and friendly interracial community contact and a good level of care taking and
cleaning services, seemingly against many odds regeneration of such estates relies on a
distinct response closely allied to architectural typology combined with new forms of
housing management that necessitate resident involvement at their core,(now deemed
“neighbourhood management”), which represents a holistic approach to management.
Key to this are new partnerships that are able to address social exclusion, between
housing and allied health, welfare, education, police and so on, and which help promote
sustainable development through better housing and improved community cohesion
through increased social capital.

Within the context of social housing, Coleman, J.S. (1990) defined social capital as
being within the structure of relations “between persons and among persons”. He
stated that it is transitory and often declines with growing affluence. Coleman, J.S.
(1990) acknowledged that networks and relationships are easily created and
strengthened by adverse circumstances but as key problems are resolved public
participation declines. The World Bank defined social capital as the ability of
individuals to secure benefits as a result of membership in social networks or other
social structures. It 1s a term that is often used in discussions about deprived
neighbourhoods and social exclusion as the growth of social capital is seen as
important for improving deprived communities. Social capital is seen as the foundation
on which social stability and a community’s ability to help itself is built.

Encouraging and developing social capital is an aspect of regeneration strategies
and seen as increasingly important in the public health agenda to address inequalities.
A development of social capital can help bring positive benefit to communities, notably
identity, trust, belonging etc. (Putnam, 1993; 2000). Although, as stated above, deprived
areas tend to lack social capital its development offers significant potential for
optimising health improvement, particularly in deprived communities when
accompanied by regeneration policies (Campbell and McLean, 2002; Cattrell and
Herring, 2002; Swann and Morgan, 2002). Children are often seen in a negative light,
but present enormous potential to heterogeneous social networks in longer term
inclusion, cohesion and integration, helping to lead to community cohesion (Morrow,
2002; Cattrell and Herring, 2002). Indeed, some estates have focused attention on
meeting children’s needs a priority.

The acute levels of health need in many such estates are represented by higher than
anticipated levels of socio-economic and environmental problems, both when compared
locally and nationally. Indicators include skewed resident profiles (by age and



ethnicity); low incomes, high unemployment and benefit dependency; high levels of
crime; high numbers of lone parent families and children; nuisance from children, such
as anti-social behaviour; numbers of households requesting transfers etc.

Regeneration policies have been funded through a range of partnership based
initiatives that consolidate housing and wider regeneration budgets focused on
deprived areas, such as the Market Renewal Pathfinders, the Decent Home Standard,
Single Regeneration Budget, New Deal for Communities as well as allied welfare
budgets such as Sure Start and the Supporting People programme (discussed later in
this paper). These align to wider health based partnerships, such as (then) Health
Action Zones and continuing Healthy Living Centres, new management arrangements
involved varied teams of staff and fiscal options to regenerate the estate and provide
new opportunities where resident involvement is key to help engender a new sense of
community.

Wider options are being made available to address inclusion and tackle poverty,
whilst also giving children aspiration for the future and break the cyclical poverty trap
from parent to child, with a renewed focus on meeting actual need (i.e. gaps in service
provision), not just delivering re-defined and segregated services. Such activities,
which are now seen as housing related issues, include supporting individuals in
accessing training and employment opportunities through a range of initiatives which
include capacity building. Resident involvement activities have also been able to
support people in locally devised activities such as community organisations, funding
for health workers and drug advice centres and local initiatives to cut crime.

However, what is really key is provision of decent and affordable housing stock n
the first place as recommended by Kate Barker for the South East (Barker, 2004) and
the government through the establishment of nine Market Renewal Pathfinders which
are located in areas of low demand in northern cities and former industrial and mining
areas and so lends itself to sustainable community cohesion. An example of
redevelopment of the estate shown in Plate 1 to a more traditional construction
typology is illustrated in Plate 2.

Children and homelessness: temporary B&B accommodation

The extent of housing inequality is frequently manifested in children as poor health as
some 100,000 children are currently homeless. In March 2002 there were approximately
4,000 homeless families housed in B&B hotels for more than six weeks. The
government set a target in 2002 that by March 2004 no homeless family with children
would be housed in B&B hotels except in an emergency, which should last no longer
that six weeks (Office of the Deputy Prime Minister, 2004b).

However, many homeless households are placed in temporary B&B accommodation
because of a lack of alternative housing options due to insufficient housing supply, lack
of other suitable accommodation, low incomes, inadequate allied services and an
increase in women headed households (Styron et al,, 2000). In March 2004, the number
of homeless families with dependent children in temporary accommodation was 64,340
(Department for Work and Pensions, 2004). For children the situation is particularly
acute as increasing numbers of homeless households suffer mental illness, drug/
alcohol abuse, child and adult victimisation, inadequate social support and parenting
difficulties.

Many children are suffering serious and prolonged illness exacerbated by poor
housing conditions. It is widely acknowledged that B&B accommodation is
inappropriate for childrens” health and well-being as this aggravates gastroenteritis,
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additional psychiatric help (Styron et al.,, 2000) - which is not currently met. There have
been calls for services to homeless households to be tailored toward actual need (see for
example Ballinger, 2002) in partnerships that align housing and health more closely
based on statutory — not voluntary — government guidance (Shelter, 2004).

What are the solutions?

Better integration in a network of social relations is known to benefit health. There isa
need for increased social cohesion and inclusion through economic integration, reduced
unemployment, material security and narrower income differences. community
infrastructure and developing social capital are seen as key to impact environmental,
behavioural and lifestyle determinants (Wilkinson, 1997; Harrison, 2001).

As mentioned above, additional funding was set aside to reduce the numbers of
families with children being housed in B&B, with a deadline of March 2004 (except in
an emergency, supported by additional funding) more private sector housing provision
(Barker, 2004) and changes to the benefit system. The government is keen to see a
revival of the private rented sector through Landlord Accreditation Schemes to
support further housing provision and availability, although in general this is the most
expensive housing sector to rent compared to council housing or registered social
landlords tenancies, the situation is particularly acute in London.

It is generally Environmental Health Practitioners who address poor conditions in
private sector accommodation, including B&Bs, but they are unable to meet all the
challenges alone. At local level, partnerships have therefore emerged to help deal with
the unique issues of families in B&B accommodation. For example, the bed and
Breakfast Information Exchange (BABIE), a non-statutory scheme, has since 1988
collated information on B&B hotels and hostels used for homeless households in
London (BABIE, 1995), with the objective of promoting standard’s in some of the
capital’s worst accommodation which houses some of the most vulnerable households.

BABIE inspections continue to reveal situations such as high relative numbers of
children related to adults in B&B (representing a skewed community suffering
overcrowding and over-occupation) where there are inadequate amenities for the
number of residents. BABIE is also able to go beyond strict legal requirements and
make reference to tenant’s “lifestyle” needs, such as access to a washing machine, or
facilities for doctors or social worker to visit. Since its inception, BABIE has been able
to ensure that some B&B establishments have showed improvements, and some taken
out of use. However, with continued demand for accommodation, there is the ever
present risk of homeless households being housed in unsatisfactory conditions or
conditions in once “suitable” B&B accommodation which have declined due to a lack of
regular inspection.

Reintegrating children’s housing and health: a role for government

Access into decent housing

The only real solution is decent, secure and affordable housing to help ensure inclusion
and the development of health and well-being from the start of a child’s life. Housing
must be safe, secure, affordable and of appropriate standard. The Housing Green Paper
(Department for Environment, and Transport and the Regions, 2000) proposed a
renewed focus on a range of housing and health issues. It established a wider strategic
approach to address inequality and momentum for improved housing standards, on
issues such as inequality, decent homes for all, and protection of vulnerable
households.
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The subsequent “More than a Roof: A Report into Tackling Homelessness” (Office of
the Deputy Prime Minister, 2002) outlined the need for strategic and practical activities
to tackle the acute health issues focusing around why people become homeless and the
need for sufficient affordable housing. It referred specifically to the complex nature of
homelessness in B&B hotels and called for appropriate strategy at local level. The
Homelessness Act 2002 now requires every local authority to develop a homelessness
strategy to help prevent homelessness, but also to ensure accommodation and support
for the homeless and those at risk of becoming homeless. This is the first time that
legislation has had such a proactive emphasis. The Act essentially required a needs
assessed approach to homelessness to provide accommodation for the homelessness,
with an emphasis on security to help alleviate some of the worst excesses of temporary
accommodation.

It has, however, been difficult to evaluate the impact of this Homelessness Act for
children. Rashleigh (2005) reported from a “Roof” survey of 60 homelessness officers or
managers of homelessness units found that 63 per cent felt pressurised to reduce
numbers accepted as homeless. Some of the concerns were that while the Act
encourages authorities to adopt homelessness prevention strategies, it should not be
used as a means of gatekeeping and preventing people from applying as homeless in
order to meet government targets. Ongoing problems include a shortage of affordable
housing and the restrictions on the use of B&B hotels.

The action plan, “Sustainable Communities: building for the future’ (the
“Community Plan”) (Office of the Deputy Prime Minister, 2003b) consolidated and
extended many regimes across housing tenures to help ensure that housing as well as
social, economic and environmental community needs are sustainably addressed for
the future as part of the public health agenda. The Community Plan advocates
partnership approaches to help regenerating declining communities, tackle social
exclusion and homelessness and to bring decent homes and communities for all to the
core of policy. “Decent housing” includes a home being wind and weather tight, warm
and having modern facilities, in reasonable repair with reasonably modern facilities
and services, adequate insulation against external noise, adequate size and layout of
common areas in flats and reasonable degree of heating and insulation.

Area regeneration strategies such as Market Renewal Pathfinders, have been
particularly favoured for social and private sector housing to encourage and
consolidate partnership working to deal with the range of issues presented.
Partnership approaches have been nurtured to engage communities and stimulate
private sector investment. Such activities help demonstrate commitment to an area,
and the process is intended to bring long term, sustainable change. This clearly has
implications for children as they are able to benefit from the development of
sustainable communities, increasing levels of employment and responds to some of the
concerns of poor housing outlined above. Such activity has also been supported by
“Best Value” since April 2000, requiring review with year on year improvement leading
to high level performance agendas nationally in horizontal service integration,
particularly in areas of health, community safety, poverty and sustainability. Best
Value applies to all local authority housing functions, including regeneration.

In addition, statutory organisations have been encouraged to adopt strategies that
more closely related resource input to health outcome. A good example of this is fuel
poverty, where low income households spend proportionally more of their income on
heating than wealthier households, and households with children need more heating as
they are more likely to be at home more often during the day (Department for



Environment, Food and Rural Affairs and Department of Trade and Industry, 2001).
Increasingly home improvement agencies (HIA) are offering differing client centred
support services with renewed emphasis on private sector resource such as funding and
advice on loans, insurance and equity release. There are proposals to reform HIA’s part of
the “Supporting People” policy, strategic private sector regeneration, debt and poverty
reduction, whilst simultaneously addressing related issues of health and housing.

Both “Supporting People” and “Sure Start” can help provide welfare assistance for
housing and health related issues. Supporting People offers support to various
vulnerable client groups, including homeless families with support need for housing
related support, through reviewed and evaluated partnership working. However,
Delargy (2004) expressed some concern regarding the lack of coordination and the
impact on the homeless, arguing that homeless people move across borough boundaries
and local authorities should be working more closely together to decide where best to
place local services and hostels. There currently appears to be little information about
how Supporting People relates to young homeless children in particular.

Sure Start is key to the Government’s drive to tackle child poverty and social
exclusion. It particularly seeks to improve health and well-being of families and
children under 4, partly through assisting service development in disadvantaged areas,
delivered through community based local programmes (Ball, 2002; Barnes ef al., 2004).
A national evaluation is currently underway to assess its early impact, implementation
and cost effectiveness and how it is adding to and enhancing existing services at local
and national level. There is an emphasis on improved partnership working focusing on
experiences of health, education and community services available (Sure Start, 2002).
This is a major challenge as the national evaluation is to run until 2008. Some early
concerns have been expressed as to the extent to which communities are included or
excluded, the nature and quality of consultation and relationships with the partnership
(Ball, 2002). More recent research shows that Sure Start local programme areas
continue to experience amongst the worst deprivation in England. The Sure Start areas
have more social housing and less owner occupation (although private renting is not
specified) than other areas in England, and — in relation to housing — more
overcrowding is recorded and crime rates have increased. There remain higher
hospitalisation rates than other parts of England for illnesses including gastroenteritis,
respiratory infection and severe injury (Barnes et al, 2004), although these have not
been related to housing conditions per se.

A wider public health agenda
The Acheson Report (Acheson, 1998) argued that higher priority should be given to
families with children, including a reduction in income inequalities and improvement
of living standards of poor households and an emphasis on the social environment and
networks. Recommendations included health inequalities impact assessment, better
housing, and a distribution of resources according to need and partnership working.
The Government continues to establish and promote the national policy framework
to improve public health, which includes combating social exclusion, supporting
families, tackling housing, education and welfare. This has included a range of
organisational changes as well as local partnership working and new needs based
welfare benefits such as Supporting People and Sure Start to respond to multiple
disadvantage and deprivation. Local Strategic Partnerships help provide a wide
partnership based focus to the complex and interrelated issues of social exclusion
manifested as health inequalities and deprivation indices. The Government argues that
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sustainable, socially inclusive communities are central to enhancing local quality of life
and local needs based partnership strategies are paramount. This is a pivotal concept
in the public health agenda.

A Minister of Public Health was appointed in 1997 to coordinate health policies. The
“Saving Lives” White Paper (Department of Health, 1999) encouraged partnership
working in delivering solutions to priority issues including poor housing. Partnership
working has become more formalised as primary care trusts (PCTs), local authorities
and related health organisations are now required to develop joint strategies including
local delivery planning (LDP) (led by the PCTs), community strategies (led by the local
authorities) and joint strategies such as local strategic partnerships (LSP) and public
service agreements (PSA). These seek to provide a new impetus to focus on health
determinants and inequalities which more closely focus on addressing health in new
ways. See Table II. Most recently, partnership arrangements with other health agencies
(including HIAs) have helped achieve more of a holistic focus.

However, whilst this public health agenda is strategically and organisationally well
established, concerns have been raised about how cohesive and shared the new
strategies, in development, implementation and evaluation (such as through joint
health impact assessments) really are (Evans, 2004; Hunter and Sengupta, 2004; Wills
and Woodhead, 2004). There is still a major emphasis on targets and target setting
(Cordell, 2004) which are not always about partnership based strategic health gain.
Shelter (2004) has continued to raise concerns as to inconsistent application of
strategies, confusion in partnership roles, poor working relationships and lack of
emphasis on housing issues. Key public health documents such as the Wanless’s report
(2004) continue to point toward issues such as the lack of evidence based practice and
the holistic cost effectiveness of practitioner activities. There has been an emphasis on
evidence-based policies and finding new ways of tackling determinants of health, with
the health development agency (HDA) being established in 2000 to assess policy
effectiveness. The HDA is working toward applying the Learning from Effective
Practice Standard System (LEPSS) system across all government departments to put
some of the research into practice (Health Development Agency, 2004). This is still in
developmental phase and it remains too early to assess its policy impact through
health gain.

The public health agenda and more specific housing policies have enabled more of a
focus on childrens’ health in recent years, with more of an emphasis on addressing
inequality, meeting need and evaluating health gain from policy intervention. Whilst
housing is clearly a key health issue for children, the “Choosing Health” Public Health
White Paper (Department of Health, 2004) tended to shift away from wider health
determinants and toward lifestyle issues. It emphasised the government vision of not
being overly intrusive in individual choices and creating mixed massages about what
the public health agenda should comprise, such as the extent to which children’s health
and housing isrelevant.

However, “health choices” are not so clear-cut for homeless families and
Shelter (2004) has called for more rigorous evidence based partnership services
working for this already marginalised community and to ensure that needs are
appropriately met.

The government has proposed more of an emphasis on children’s health (see
Children Bill, 2004). This has generally been welcomed as a means of streamlining
children’s services and a focus on specific groups such as homeless families. Shelter
(2004) argues that the links between housing and health (and wider access to services)



Strategy

Led by Strategic purpose

Children,

Local delivery plan

Healthy living centre

Health action zone (now disbanded)

Local strategic partnership

Community strategy

Public service agreement

Best value

PCT

Joint

Joint

Joint

LA

LA

LA

housing and

Emphasis on health inequality to tackle poverty, health
poor housing, pollution, low educational
standards, joblessness and low pay
Focus on deprived and rural areas, raising
awareness on diet, smoking, drink, drugs and
activity 337
Priority areas of need; local integrated agreed
strategy to sustainably improve health
Public, private, business, voluntary and
community initiatives and services to support
and work together; non statutory, non executive
organisation; operates closely with individual
neighbourhoods — community based decisions,
aligned with LA boundaries, clear vision,
objectives and commitment to partnerships -
seen as pivotal to joined-up approach to tackle
key local priority areas e.g. crime, jobs, health
and housing
To sustainably promote socio-economic and
environmental well-being, partnerships to meet
community need; enhance quality of life; long-
term vision focusing on outcomes, addressing
national and global concerns through local
action, needs assessed priorities according to
resources
LAs commit to delivering key national and local
priorities in return for operational flexibilities
and grants, enabling access to a Performance
Reward Fund; focus on exclusion and targets
include education, housing and employment and
reducing crime and health inequalities,
partnerships etc, linked to BV
Service reviews examine extent of existing
services meeting community priorities cutting
across traditional service boundaries; LA can
fund activities, take on functions currently
undertaken by other providers, wide range of Table II.
service delivery Current strategies to
address health (and

Notes: PCT - primary care trust; LA — local authority housing) inequality

are still insufficiently recognised; that the scale or implications of child homelessness
are not fully appreciated and there is a need for new models of partnership working to
meet need and overcome some of the negative health consequences of poor housing

and homelessness.

Shelter’s Million Children Campaign, reported in “Generation Squalor” (Minton,
2005) sought to secure government commitment to end bad housing for children. Its
research was based on evidence from a partnership of housing and health
practitioners, teachers etc., finding that some 1 million children in Britain live in bad
housing. Shelter argue that the number of homeless households in temporary
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accommodation has more than doubled since 1997 and now affects 116,581 children,
which differs from government data. The report said that homeless children risk
missing education, suffer poor mental health, live in poor and overcrowded conditions.
It called on the government to treble spending on social housing, through a new
dedicated Department for Housing and Communities.

Conclusions

Benefits to health should focus around the availability of housing, quality and
environmental safety to promote public health and reduce inequalities. In addition to
physical housing provision and availability, it is important to reducing homelessness,
promote community development, enhance social networks, ensure mixed housing
environments, energy efficiency, home safety and removal of hazards.

Of course children and their housing and family income do not sit in isolation,
and efforts are being made at national and local level to address need where it is
most acute. A variety of policies and organisations are seeking to address this
income levels, such as organisations are trying to address in partnerships, which
are seen to offer integrated solutions to joined up problems of poverty, poor housing
and poor health.

Some of the most deprived municipal tower block estates are now being regenerated
and offering children the chance of a more inclusive, sustainable healthy living
environment that removes some of the architectural and polarised community issues
identified. Far too many homeless children still live in B&B accommodation, which is
wholly unsatisfactory. Efforts are being made to reduce numbers being temporarily
housed there, by local authorities are frustrated in their efforts by lack of alternatives,
although steps have been made in this direction. Partnership working has become
paramount, to address housing conditions and area regeneration, but also to maximise
income to low-income families and meet other social needs.

Generally, the picture is more positive, but action remains slow Childrens’ needs
must be given a far higher priority in housing in the future to promote physical and
emotional well-being.
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Abstract

Purpose — The purpose of this paper is to show that owner occupation has become the prevailing
tenure in the UK with owners increasingly being seen as holding primary responsibility for the
condition of their properties. The UK has had a long tradition of public sector enforcement and
grant-led intervention to help preserve the nation’s private sector housing stock. Recent housing policy
changes have subsumed earlier grant legislation and provided a general provision for “assistance” to
help owner-occupiers maintain and repair their own homes. Simultaneously, the role of local
authorities continues to shift from provider to enabler of service, with greater discretion and an
increased role for other agencies at local level.

Design/methodology/approach - This paper shows the focus group discussions that were held in
South London to explore what low-income owner-occupiers in an ethnically-diverse area would find
helpful from the local authority in carrying out maintenance and repair works to their homes.
Findings — This paper reveals that some of the wider policy options put forward by the government
were not always what respondents favoured, but that many would like to carry out further
maintenance and repairs, given the right resource and support opportunities.

Research limitations/implications — The paper contains an exploratory study, limited to
homeowmers aged over 60.

Practical implications — The paper suggests that a range of resource and support mechanisms are
required for home-owners to carry out works to their homes as private sector housing grants contintue
to decline.

Originality/value — The paper seeks to put national private sector housing renewal policy into
strategic practice at local authority level in helping ensure that home-owners receive the most
appropriate means of assistance and support in carrying out works to their homes.
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Introduction

An ideological trend favouring owner occupation and “personal responsibility” began
in the Conservative administration after 1979 and has been continued by the current
Labour administration. Nettleton (1997) states that, “contemporary forms of welfare
are increasingly requiring that individuals take personal responsibility for their own
future and purchase goods and services which are designed to meet their personal
requirements. A range of risks are presented by the ‘experts’ and it is up to individuals
to calculate the likely consequences of certain actions for themselves.”

Such an emphasis on “personal responsibility” is now inherent in private sector
housing policy as the government role has shifted from service provider to enabler.
The government’s policy intentions were clearly established in 1996 when the then
Department of the Environment (DoE, 1996: paragraph 2.2.1) stated that:

Private housing is a private asset. Owners are responsible for its repair and maintenance.
Many owners can afford to repair and maintain their properties to an acceptable standard. An
effective strategy should aim to encourage owners to keep properties in good order by
making them aware of the importance and longer term cost benefits of doing so.

Despite a change of government, Ministerial Foreword to the Housing Bill 2003
(ODPM, 2003a), stressed that:

Four-fifths of households in England and Wales live in the private sector, whether renting or
owning their own home. Responsibility for these homes must rest first and foremost with the
homeowner or the landlord, but Government recognises that it has to ensure that those in the
private sector, as much as those in social housing, have the opportunity of a decent home.

The private sector now accounts for some 70 per cent of housing stock (ODPM, 2003b,
¢), and the figure is rising, including amongst lower income groups who were
previously unable to access mortgages. This has substantial implications for housing
tenure and responsibility for issues allied to owner occupation, notably ensuring that
private sector housing stock is maintained, repaired and improved.

The UK has had a long tradition of an interventionist grant policy to help repair and
improve the nation’s private sector housing stock. This is to help prolong its life as well
as to help to ensure a healthy living environment (for further discussion see Stewart,
2001, 2003a, b). However, such interventionist policy has been increasingly questioned
since the Local Government and Housing Act 1989 (when mandatory grants were
means tested and related to statutory fitness) and the Housing Grants, Construction
and Regeneration Act 1996 (when grants became discretionary), see Table I. Alongside
a wider sea change to encourage personal responsibility, capital budgets for private
sector housing renewal have been in general decline (Wilcox, 2001). This represents a
shift from public to private sector spending on private sector housing renewal, as well
as raising questions as to the objectives and direction of grant policy (see, for example,
Leather, 2000; Mackintosh and Leather, 1993; Revell and Leather, 2000).

Essentially, research points to the fact that there is currently insufficient
self-initiated and funded maintenance, repair and renewal, possibly brought about to
some extent by a culture of dependency on grants (DETR, 2000a, 2001, 2002;
Mackintosh and Leather, 1992). Whilst this might be true, there remain too many low
income households who are not in a position to afford necessary maintenance and
repairs to their homes, and it is normally low income households (particularly ethnic



Act Key grants/assistance purpose

Local Government and Housing Act 1989  Introduction of mandatory means tested house
renovation grants based on revised fitness standard
Introduced home repair assistance (small scale grant)
Introduced renewal areas and group repair schemes

Housing Grants, Construction and Shift from mandatory to discretionary grants further

Regeneration Act 1996 proposals for renewal areas and group repair schemes
home repair assistance extended

DcE Circular 17/96 Guidance on private sector renewal activity, emphasis
on local housing strategies and home-owner
responsibility

The Regulatory Reform (housing assistance) Subsumed existing grant legislation into new local

(England and Wales) Order 2002 authority power to provide “assistance”

Source: Adapted from Stewart (2003b)
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Table 1.

Recent legislation in
private sector housing
regeneration

minority and lone parents) who occupy the poorest housing stock (ODPM, 2003b).
They are normally those with the greatest housing-related health risks with least
(financial) ability to do much about it (see, also, Easterlow et al, 2000). The government
drive is for homeowners to take more responsibility for their housing conditions, but is
this possible? The situation is complex, since it is at the interface to the
government/community/individual relationship. In addition, a local authority’s
strategic housing objectives will not necessarily go hand in hand with what owners
may choose to spend any of their income on.

Although the Regulatory Reform (Housing Assistance) (England and Wales) Order
2002 brings with it substantial change to local authority housing renewal strategies,
there has been very little research into the practicalities of how this might be
implemented, and with what possible success. Essentially the change is about levering
in additional private sector finance, and the preferred options emerge as targeting
grants more effectively, home improvement loans and increasing emphasis on equity
release schemes (Mackintosh and Leather, 1992; DoE, 1996; and DETR, 1998).
However, working with the private sector is essentially individual and market-driven
and not necessarily related to property condition. Some private sector schemes can be
expensive and have in the past given cause for concern (such as risk of possible debt or
repossession arising from some equity release schemes. Note: here equity release refers
to freeing up existing capital from the property to finance current works as a form of
loan to be paid back on the sale of the property, plus interest). The market has not
really provided much by way of replacement to grants, but the government is focusing
in this area. For other options, see Table II

Many homeowners are not financially, technically, organisationally or otherwise
able to maintain their own homes, although this sector is favoured and the government
is seeking new ways of levering in private finance. This research was conducted to
investigate what lower income owner-occupiers may find useful in helping themselves
to maintain their properties, set against the policy background discussed above. This
paper presents research exploring what homeowners in an established Renewal Area
within South London would find helpful as support from the local authority in enabling
and assisting them to carry out maintenance and repairs to their homes.
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Table IL

Options for home
maintenance and repair:
organisations and
resource opportunities

Initiative Organisation responsible

Private sector housing grant LA and/or HIA

LA home improvement loan LA

Equity release scheme Private sector or new not-for-profit organisation

Handy person services Scheme facilitated by LA, HIA, voluntary sector, etc.

Subscription based emergency repair services Private companies, funded by charging client

Subscription based maintenance service Local building companies may be managed by LA

Money advice LA, citizens advice, voluntary sector, etc.

Advice and information LA, HA, HIA, etc.

Home maintenance surveys LA, HA, HIA, etc, either free of charge, or fee to cover
costs

Tool loans LA or community based organisations

Home maintenance training LA as well as possible funding from other
organisations

Volunteering schemes LA and/or existing community groups

Builders list LA or community group

Maintenance strategy LA led

Do-it-yourself (DIY) Private sector, instigated by home owner

Notes: LA = Local Authority; HIA = Home Improvement Agency; HA = Housing Association
Source: Adapted from Stewart (2003b) and based on Leather (1998); Mackintosh and Leather (1992);
DoE (1996); Davidson et al (1997); DETR, (2000b) and Davidson and Leather (2000)

Methods
In order to meet the overall aim of supporting the development of new policies to enable
homeowners to take more responsibility for effective home maintenance, a series of focus
groups were conducted. Focus groups are effective for addressing the type of research
questions being posed in this study for a number of reasons. First, they enabled data to
be collected from a group of people more quickly than individual interviews, second, the
researcher was able to interact directly with the respondents to probe and clarify
responses, and finally, the open response format of the focus groups provided an
opportunity to obtain large and rich amounts of data in the respondents own words with
the advantage of participant interaction. The main disadvantage of focus groups,
however, is that they are limited in their generalisability to a larger population.
Interviewees were selected from the Renewal Area in conjunction with the local
authority to reflect both the segment of the local population considered most likely to
find difficulty in maintaining their homes and the local ethnic mix. Three focus groups
were undertaken, each comprising approximately ten respondents aged over 60 years,
some of who had in the past, received assistance from the local authority. This group
were typically lower-income owners in the area, and available to participate in the
groups. Each groups lasted for around 1.5-2 hours each. The topic protocol used to
guide the discussions covered the following areas: respondents’ understanding and
skills in relation to home maintenance; their perceptions of the value of undertaking
home-maintenance; factors that acted as barriers and those that facilitated
home-maintenance; and their perceptions of what constituted disrepair and their
perceptions of what would be of value in supporting them to prevent their property
getting into a state of disrepair and/or putting it back in order. A series of prompts
were available to the researcher.



The focus group discussions were led by an experienced researcher/moderator.
They were tape-recorded and transcribed verbatim. The data were analysed using
content analysis, which is a technique for making replicable and valid inferences from
data to their context. The analysis, was conducted separately, by two researchers, to
ensure all relevant themes are identified, and verified.

It is important to note that the Renewal Area is sited within a progressive authority
which has offered a participative approach to residents in the context of housing and
area regeneration for a period of years. As such, it is acknowledged that responses may
to some extent be atypical, but results are presented as arising from this study.

Results
The findings of this study are presented under two main headings as:

(1) Barriers identified.
(2) Facilitating factors in assisting and enabling homeowners to maintain and
repair their homes.

1) Barriers identified preventing homeowners from maintaining and
repairing their homes

1) Available finance

The primary barrier to maintenance and repair was that of available finance,
concerned with both level of income and the (likely and actual) cost of maintenance and
repairs: “Having enough money yes, number 1”. However, the extent to which financial
issues either enabled or prevented respondents from carrying out the maintenance and
repair was difficult to identify. Although many respondents were restricted by a lack of
funds, this was not universally the case.

The way in which respondents could find, identify or access funds differed widely
and was very individual in nature (e.g. one suggested just getting an overdraft), and
only one person of all the respondents set aside a particular “home maintenance
budget” for routine maintenance and repairs. Funding, tended to be ad hoc, and very
individual in nature, relating to personal situations arising, and other priorities in
respondents’ lives. There was however, some agreement that it would be wise to put
some money aside each month to pay for maintenance and repairs and plan more
effectively for the future.

#) Builders

A number of issues were raised in connection with builders, mainly with regard to cost
of maintenance and repairs, additional cost from unforeseen works, cost of decoration
that would become necessary as a result of the works and also additional
miscellaneous costs, e.g. electricity.

Respondents generally reported that they minimised costs as far as possible
through DIY to help make maintenance and repairs more affordable, as well as
alleviating some concerns about unknown builders. Some respondents commented that
they would rather do maintenance and repairs themselves, as they would at least have
some level of control over quality, other than, “having some ropey workman in doing it
badly”, particularly when “paying someone to do it and they are not doing it properly”.
However, there was an overall agreement that things should be done at an early stage

Enabling
low-income
owner-occupiers

453




PM
24,5

before they got worse, affected other things, and costing more. Respondents reported
that it was easy to, “shut their eyes” to things that needed doing to their homes, and
therefore cost more in the longer run.

This issue of lack of trust in builders was raised time and again, emerging as a key
barrier, sometimes preventing people carrying out maintenance and repairs even if
they did have funds available. Being able to get reliable builders — both to start and
finish the works — was a strong theme emerging from the research. Older people,
particularly women, felt intimidated when given a quotation and did not know how to
handle the situation from then on, lacking both technical skills and contracting skills to
ensure they were getting a good, value for money, service. The following quote
illustrate what respondents were thinking around this issue:

And the other problem is, if you can’t do it yourself it’s difficult to find somebody that is able
... that you can rely on to do it for you at a reasonable price because most of us here are on
very, very limited budgets and if you haven't got the money and trying to get estimates . ..

Some older people had the money to do the maintenance and repairs, yet found it
difficult to get reliable builders and found this daunting enough to deter them from
getting the maintenance and repairs done.

This was exacerbated by respondents’ bad experiences in the past of being
“conned”, for example, “you feel a bit suspicious if it’s a roofer working on the roof next
door, because you think oh is he only looking for a job?”. Respondents also said other
things put them off instigating works. These included having to wait for maintenance
and repairs to start and also to be completed in a reasonable timescale, etc. being
required to pay up front for maintenance and repairs and concern over contracting a
reliable builder. Finding a reliable and available builder was seen as a major problem,
particularly for small scale, relatively low cost maintenance and repairs.

1)) Motivation and ability to carry out works

The practicalities of actually getting around to carrying out maintenance and repairs
alongside other priorities and commitments in homeowners’ lives rated highly. A
number of factors were reported as leading to a lack of motivation to proactively
instigate maintenance and repairs. For example, those living alone lacked a partner
with whom to discuss what work needed to be done. This negatively impacted on them
both on a practical level, and on motivation to do the maintenance and repair works.
Respondents reported that this was compounded by difficulty in securing a contractor/
builder to do minor works such as putting up shelves or changing fuses, which was
found to have a knock on effect in instigating more major maintenance and repairs,
such as painting or re-roofing. Respondents also reported that as they got older, the
house got older around them, and they may not notice that maintenance and repairs
might need doing, or would be too stressful to have done.

Respondents reported that a combination of ill health and age meant that tasks that
may have been simple in the past became more problematic, and older people reported
that they were more frightened of home accidents, which in itself prevented them from
trying maintenance and repairs themselves. Getting older came across as a strong
theme and the following quote illustrates what people were thinking:



DIY is one of the things that gets more difficult as you get older. I look around my house and
see the things that I did when we moved in 25 years ago and I think how on earth did I
manage to do that?

As owners grew older, so did their homes:

Because you don’t realise that you are getting older, and your house is getting older as well.
It's one of the problems with living in an old house.

Health care took priority over home maintenance, and some reported that with not
being well, they had effectively neglected home maintenance and repairs they knew
needed doing. Some felt that there was little point having major repairs done if they
were older, and one who needed major repairs doing but could not cope with the stress,
quoted the builder as saying:

you can either have it completely taken away and rebuilt or bodged. So I thought, “I am 71"
and [ said “I will go for bodged”.

Allied to this was the loss of a spouse, leaving the remaining partner feeling vulnerable
and sometimes unable to cope with the upheaval of major repairs due to lack of close
support. This seemed particularly true for older women, whose husbands had
traditionally dealt with maintenance and repair issues.

1) Competing priorities for resource
In addition, respondents reported that home maintenance and repair is not always of
great interest to people and lifestyle issues frequently take priority, such as holidays or
new carpets. However, some respondents’ reported that home maintenance was
important:
I think the house comes first ... Because you have got to live somewhere and keep up the
house the right and proper way ... you should concentrate on the house and make sure that
the house has everything, which it needs anyway.

And that this could be done by having a regular home maintenance check by a trusted
source (such as a good builder) to identify what needed doing, check on this regularly
and,

what ever needs to be done, don’t leave it until a year, or two or three years because it's
getting worse.

v) The local community
Respondents suggested that the dispersed nature of communities and families in
London proved problematic, although the Renewal Area process had helped build
cohesion. The level of community trust also extended to trust in builders. Local
builders were favoured as they were seen as an integral part of the same community
who could be contactable again, not just attending as a one off. Respondents generally
said that even if they were not considered to be the best builders in the world, being
trustworthy and reliable were highly valued.

The discussion led to how more formal “social networks” might assist in home
maintenance and repair, but respondents reported that such schemes depended very
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much on the local community, and the following quotes illustrate the general thinking
of the respondents:

Excellent if you live in certain neighbourhoods. But I mean, there are some people ... I'd be
frightened of asking some people into my house.

... This is the problem.
... There are issues around security and ...

It sounds a wonderful idea, I mean very often I have thought of putting my name down, I
have but I think “oh god you don’t know who is coming”.

However, turning existing informal social networks into something more formalised
locally, was not favoured. The general feeling of the respondents was that people were
happy to help each other out and not to expect a financial reward, but possibly a return
favour in the future.

In addition, behaviour and tenure of others in the community was felt to have an
impact. Difficulties of living in mixed tenure areas, or simply where neighbours had
been carrying out maintenance and repairs, were found to have a major impact on
owners doing maintenance and repairs to their own homes, particularly in terraced
housing. This also extended to the standard of work carried out, and timing of those
works, and comment was also made about supervision and quality of work.

vi) Local authority duty v personal responsibility and choice

Another issue arising was the difference — possibly even defined as a tension —
between the local authority’s strategic role in housing renewal and what respondents,
saw as important. This is also allied to the changing role of local authorities from
provider to enabler of service. Whilst the local authority, for example, may wish to get
the envelope of the houses weather tight under earlier Group Repair Schemes
provisions, or to ensure houses met the statutory standard of fitness (due to be
imminently superceded by the Housing Health and Safety Rating System), respondents
tended to focus on their needs, not physical characteristics of the property.
Respondents believed in having personal choices. Several comments illustrate this
point as follows:

If you own your own house it’s nothing to do with the council.
I think the advantage of owning my place is that I can let it fall down if I want to!

If you are a homeowner you don’t expect anybody else to pay for that..

This led to some differences in the local authority’s and the respondents’ definitions of
maintenance, repair, improvement and DIY and what each would like to see from a
strategy. Whilst the local authority’s objective would focus around legal and
policy-driven standards, the respondents tended to focus around their individual needs
and aspirations. Respondents also favoured maintenance and repairs to the inside of
homes because, “Well, you are living in there, inside”. Other views however squared
with the local authority’s objectives more closely in that enveloping schemes were
important, “because it's keeping up the house, isn't it, to protect you as well.”



2) Facilitating factors assisting homeowners to maintain and repair their
homes

1) Affordability

As the cost of maintenance and repairs was a key barrier, so finding ways to make
works more affordable became a key solution, or at least part of a solution. Therefore,
making home maintenance affordable emerged as a key theme and was seen as
something the local authority could potentially help with as a partnership between
individual and local authority, with both mutually benefiting. Some respondents
reported that they were happy to do the maintenance and repairs themselves, but
would still struggle with the cost of the materials, and raised the possibility of the local
authority helping with this.

The respondents had found their own ways to make things more affordable, such as
though DIY and helping each other, getting reliable trades people in the first place
(where possible) and entering pre-payment insurance based schemes.

In addition, some of the respondents favoured some type of regular payment scheme
to help pre-plan and cover the cost of future maintenance and repairs. Some
respondents already made provision for insurance-based schemes, mainly relating to
gas and electricity (perhaps because these are widely advertised and relatively easy to
join). The culture for such schemes therefore already exists, suggesting that home
maintenance schemes and surveys may be an attractive option with payments spread
over the year, although some suggested that this would still prove too expensive:

No, the only thing, as I say, is the gas board, we pay an insurance on the boiler and they give
you a yearly check.

Yes. It's what you were saying about having the sort of maintenance contract which is fine if
you...yeah ...

Well, I think you are a little bit befter than I am because you can afford to pay the payments
for your boiler.

But there was also a counter argument to this:
I want to pay for that to happen and I haven’t got the money to.

#) Having the right skills

To carry out DIY of course, people needed the right skills. Respondents said they had
developed their own skills through a variety of means, including technical training
schemes previously offered by the local authority, which had been well-received.
Several respondents were prepared to turn their hand to most things for DIY purposes,
but tended to steer clear of more “specialist” works. They reported that they used
common sense, learned their skills from school, and self-driven learning such as by
reading books, asking or watching other people (such as when buying materials),
having the right tools available. The following quote is typical of the discussion in that
it would be:

... so useful to have had a kind of home maintenance course just to sort of prepare you for
how to do things like simple electrics ...
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The internet was also cited as a major source of information, both in terms of learning
skills (e.g. to aid early detection and costings) but also in accessing cheaper materials:

Things like the prices of things, whether they were in stock. Whether there were alternatives.
How to do things, how to fit something, there is quite a lot of instruction out there you know,
s0 you can use all of that.

Respondents also suggested therefore that help with the internet would prove useful.

Some female respondents in the focus groups particularly favoured having more
information, both to carry out maintenance and repairs themselves and to help prevent
builders assuming that they did not have sufficient technical knowledge. For example:

{Builders] think that you don’t know anything and if you actually talk to them ... and I know
quite a bit about how things [.. ] and if you start talking on that sort of technical level then
they do alter their attitude.

tit) Trusting builders

Being able to trust builders was seen as paramount, and word of mouth
recommendation — rather than recommendation from the local authority — was the
most favoured method. Other respondents found builders through sources such as
Yellow Pages, basing their choice on “Credentials or certificates”. However,
respondents did not feel that simply being given a “Builders List” was necessarily
the answers as not everyone felt that had had a satisfactory service from the local
authority in the past. The general feeling of respondents was that it was preferable to
contact a builder recommended by family or friends or via a local and trusted DIY
shop, as illustrated by the following quote:

The shop on the corner here is very helpful with things like that now. And they have got all
the workmen there in case you live nearby. And because they have got a shop there they look
after you.

1) Pride in the area
The extent to which the local authority’s initiatives in the Renewal Area had motivated
households to invest their own resources in additional maintenance and repairs to their
home was unclear, as was whether there would be a longer term, sustainable impact.
However, there was certainly an indication that respondents were proud of the
maintenance and repairs done, with an apparent renewed sense of local identity.
Respondents commented that the roads looked better than they had in the past, and
picked out several where group repair schemes had been implemented to illustrate this.
Respondents felt that there was a knock on effect beyond the actual maintenance and
repairs done, with neighbours getting to know each other more, which may lead to
more mutual help and motivation in the future in a variety of innovative ways.
Most respondents reported that they would be happy to help their neighbours, but
were wary of over reliance on asking for favours and would also like the option of
asking their family if they lived locally enough, or paying a local builder. Many
expressed regret that helping neighbours was not so common now as in the past,
although the Renewal Area was reported to have played a role in re-nurturing this



social role as people had got to know each other better. For example one respondent
said:
I know most people on the street because of it. [The Renewal Area’s] been very good that way
hasn'’t it?”

... I've had the man from across the road said “do you realise that you have got a slate
missing”. You can’t see it but they can see it from their house.

Discussion

The research was extremely timely with the shift away from housing grants to other
forms of assistance. It enabied issues relating to both maintenance and repair of private
housing sector as well as issues around affordability — in the absence of a local
authority grant — to be explored.

There are various ways in which local authorities are able to support, assist and
enable homeowners to carry out maintenance and repairs to their homes. Respondents
demonstrated commitment and interest in carrying out maintenance and repairs
themselves, with appropriately tailored help from the local authority. However, the
research was about individual home-owners and did not explore wider issues in
addressing renewal at street/area level, such as an enveloping scheme, or strategy to
improve all houses in a given street, and how this might be possible without the
leverage of grants.

The results raise some interesting questions. Local authorities have to deliver
government policy locally. Providing more choice and options for residents invariably
complicates the local authority’s strategic objectives. This study poses challenges to
the delivery of a range of options to help maintain and repair private sector housing
stock in a variety of innovative ways (as outlined in Table II), which have not
traditionally been part of local authority housing functions. This also ties into how
those working for the local authority see their role (as top down bureaucratic, as
bottom up enabler’ etc.), how residents engage with the local authority (or its agency)
when they have a choice whether to or not, and the nature of “empowerment” in
communities. Indeed, it has historically been more straightforward for local authorities
to offer nationally prescribed grants with established objectives, than a range of
largely untested options locally.

A key issue emerging was that of choice, in what an owner would choose to spend
“housing” funds on, in comparison to what the local authority might strategically wish
such expenditure to fund, such as renovating the envelope of a building. Loss of grants
to some extent represents a loss of local authority control over local private sector
housing conditions, and this is an important issue. This research gives some insight,
but it remains too early to examine the extent to which this will impact the nation’s
housing conditions overall in the longer term.

The Government has suggested three key options for replacing nationally
prescribed grants with more closely targeted grants; more choice between grants and
loans; and equity release. The government have also indicated that other options are
given consideration. The focus groups in this study did not necessarily favour the
government’s suggested options, but gave some insight into what older, low income
homeowmers may find more helpful. This gives some indication that policy and local
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strategies should ensure that new services are tailored to need and that they are helpful
in maintaining and repairing homes locally. If the government wants to address
conditions in the private sector housing stock, it needs also to address key beliefs to
achieve the outcomes. The focus groups helped determine what the community wants
and needs from the local authority and suggested that there is some scope for the local
authority to meet the needs of its local community more closely. Older people may have
different horizons for their housing needs than younger homeowners, and services
need to be adapted accordingly.

Some issues and potential solutions emerged from the research that the local
authorities may be able to deliver on, notably supporting home-owners to take more
personal responsibility for their homes; developing a new enabling relationship with
the local community; encouraging homeowners to prioritise home-maintenance works
above other competing priorities; further exploring the role of other agencies in
delivering local strategy; and encouraging more reliable and cost effective solutions to
home maintenance.

As stated previously, there was little expectation that the local authority should provide
grants, but respondents seemed to adopt the “personal responsibility” role favourably,
seeing a possible role for the local authority to support what they wanted to do. Effectively,
this squares with a more individual approach, whereby conditions are likely to be
individually — rather than property — led in the future (see, for example, Stewart, 2003b).
In addition, ideas for funding private sector housing renewal by the government — other
then a re-targeting of grants — did not seem to be favoured by the focus groups, notably
equity release. Once again, such schemes are still in their early stages and bad publicity
about private schemes in the past may negatively impact on such an approach.

Local authorities officers need to develop new skills that are no longer “top down” to
engage with communities. This involves engendering new relationships whereby local
authorities identify and meet the needs of the residents, and not the other way around.
Respondents in this study particularly favoured issues such as training in
maintenance, subscription-based services as well as more reliable and available
builders. Respondents also raised issues that concerned them, including untrustworthy
builders, potential cost of works, and so on. These are all issues that local authorities
are very well placed to address and deliver on by taking new roles in educating
home-owners in areas such as early detection of housing defects, and in finding ways
of closer working with reliable, cost-effective and trustworthy builders. Part of the new
local authority role may be to develop effective survey packages and home
maintenance schemes, which help empower homeowners.

This goes hand in hand with a new range of services that local authorities ~ in
conjunction with other housing renewal agencies — may be able to offer in the future.
Local authorities could enhance their roles in coordinating assistance packages to suit
need. New services such as offering home maintenance plans, helping ensure good
builders and education for homeowmers on both DIY skills and issues around
contracting builders and understanding estimates seem key. Whilst there may be some
difficulties in local authorities “recommending” builders, there seems to be a place for
assisting homeowners to find decent builders through a local list, thus helping avoid
poor builders. Local authorities already have staff whom are well placed to adapt their



existing skills in survey, specification, negotiation, costing and project management
accordingly as grants continue to decline and other options are explored.

The fundamental question to ask is whether homeowners are more likely to invest
further in their own homes as a result of changes to national housing policy. It is
perhaps too early to answer that question. Indeed, there has been little research in the
past to explore the extent to which owners invest their own funds into their homes
following local authority fund injections (e.g. following group repair to the exterior of
properties) or whether such schemes in themselves encourage sustainable maintenance
by owners in the future following the scheme’s exit (Revell and Leather, 2000). Further
research is needed here and such assumptions need to be investigated more fully. This
study suggests that homeowners have different priorities as to what they choose to
spend their money on which may not tie in to local authority objectives. Nevertheless,
local authorities may be able to offer new ways of encouraging and enabling
low-income homeowners to repair and maintain their homes in the future that have not
to date had a major place in housing renewal initiatives.

Conclusions

It is of mutual benefit to local authorities, communities and individuals to keep costs of
maintenance and repair in private sector housing to a minimum. Public funding
through the housing grants systems has been in decline for many years, as the role of
government shifts from provider to enabler and assistance is delivered through an
increasing number of agencies. The new policy put forward in the Regulatory Reform
(Housing Assistance) (England and Wales) Order 2002 supercedes earlier grant
legislation with a power for local authorities to provide new forms of assistance. Local
authorities need to coordinate assistance and develop strategies that respond to more
homeowners’ needs, and to repair and maintain existing stock now and in the future in
ways that are appropriate, tailored and enabling.

Owners in this study seemed to favour options giving them maximum scope to keep
a sense of control over their own houses, and favoured looking for the most
cost-effective solutions such as DIY, although DIY may not necessarily offer a longer
lasting solution to home maintenance. This ties in with a more individualistic approach
to home-ownership, with personal responsibility for condition, yet it is low income
households who are particularly vulnerable to poor housing conditions, with perhaps
less ability to be able to access some of the resource options now on offer. This is
particularly true for older households, or those in ill health who are least able to
minimise costs through DIY. “Personal responsibility” is invariably limited in respect
of age, education, health and available funds for home maintenance and repair.

The UK’s private sector stock is ageing and its owner-occupiers growing in number.
New ways need to be found to meet the changing need of homeowners who — both
nationally and internationally — will be increasingly expected to provide their own
housing renewal solutions. There is a shift from government to private expenditure in
housing renewal, which represents a shift from grant dependency to one of
self-reliance, but what is not yet known is whether this will make a real difference to
physical housing, social communities, both, or neither. Language and rhetoric of
empowerment is one thing, what really matters is how — or if ~ it can translate into
action,

Enabling
low-1ncome
owner-occupiers
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The Benefits of a Health Impact Assessment in relatio,
Poverty: assessing Luton's Affordable Warmth Strategy
need for a national mandatory strategy.

Abstract

The links between fuel poverty and poor health are well documented, yet there is no statutory
requirement on local authorities to develop fuel poverty strategies, which tend to be patchy
nationally and differ substantially in quality. Fuel poverty starts from the perspective of
income, even though interventions can improve health. The current public health agenda calls
for more partnership based, cost-cffective strategies based on sound evidence. Fuel poverty
represents a key arca where there is currently little local evidence quantifying and qualifying
health gain arising from strategic interventions. As a result, this initial study sought to apply
the principles of a Health Impact Assessment to Luton’s Affordable Warmth Strategy,
exploring the potential to identify health impact arising — as a baseline for future research - in
the context of the public health agenda. A national strategy would help ensure the promotion
of targeted fuel poverty strategies.

. Key words
Affordable warmth; fuel poverty; housing and health; health impact assessment; Luton
Borough Council.
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The Benefits of a Health Impact Assessment in relation to Fuel
Poverty: assessing Luton's Affordable Warmth Strategy and the
need for a national mandatory strategy.

Introduction

Fuel poverty may cost the National Health Service (NHS) some £1 billion annually (1).
Substantial public health benefits could arise from appropriate housing regeneration (2),
addressing thermal efficiency and heating affordability and thereby reducing health care costs
(3). Despite the general paucity of evidence on the financial and social costs of fuel poverty,
the Department of Environment, Food and Rural Affairs (DEFRA) (4) argues that a reduction
in cold, damp housing would reduce costs to the NHS . Although full data is not available,
there is general agreement that excess winter mortality and morbidity could be reduced by
local partnership based interventions delivered by local authorities, Primary Care Trusts
(PCT) and the voluntary sector.

The health effects of cold homes are well documented (4,5) (see table 1), although this ill
health may also be partly related to income and lifestyle. The Department of Health (DoH)
recently reported that 2.5m homes are cold enough to cause ill health during any winter in
England (6). DEFRA reported an estimated 25,000 to 45,000 excess winter deaths annually in
England and Wales, many of which are likely to be related to the cold (4). Healthy and active
people are able to generate more of their own heat than sedentary or ill people and generally a
living room temperature of 18-21°C is considered comfortable. Health risks arise in prolonged
colder temperatures. Below 16°C there is a decrease in ability to stave off respiratory illness;
below 12°C, increased blood pressure and heart rate, associated respiratory disorders; and
below 6°C, risk of hypothermia (7).

(INSERT TABLE 1 NEAR HERE)

The government’s Fuel Poverty Strategy defines a fuel poor household is defined as, “one that
needs to spend in excess of 10 per cent of household income on fuel in order to maintain a
satisfactory heating regime”, (5:3). It is difficult to accurately ascertain the extent of fuel
poverty because the definition hinges on income level (fuel poverty), not quality of housing
stock, so numbers can change with different income occupiers of the same housing. Estimates
of numbers in fuel poverty can therefore vary substantially and establishing a baseline for
strategy can be difficult. It has proven easier to address fuel poverty in the social housing
sector, where strategies more readily revolve around planned stock maintenance programmes.
The private housing sector is more fragmented and proves harder to reach, although energy
inefficiency in this sector is known to be more acute (5). The already vulnerable are
particularly at risk: low-income households tend to spend more time in their home because of
unemployment, age (old or voung) or illness, and needing warmth over an extended
timescale.

The government’s strategy sees an important role for public health in developing localised
and focused interventions to address fuel poverty and has encouraged appropriate strategies
through Local Strategic Partnerships (LSP) (4). LSPs comprising PCTs, local authorities and
other agencies are now seen as key to addressing health inequalities, protecting and promoting
health by addressing the determinants of health around issues such as fuel poverty (6,8).
However, there is still no statutory duty to deliver fuel poverty strategies. As a result, less that
50 per cent (4) of local authorities have a fuel poverty strategy and the framework is currently
patchy and non sustainable.

Allied to this is the issue of assessing health impact arising from fuel poverty strategies. The
1999 Public Health White Paper (9) identified the importance of applving Health Impact
Assessment (HIA) to promote health concerns in policy. However, there is no statutory duty
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to apply HIA methodologies. There is very little information about how to measure health
impact arising from fuel poverty strategies locally. This would be useful in assessing the cost
effectiveness of such strategies, helping to attract additional resource at the point of health
determination.

In the context of the public health agenda, fuel poverty could have health ramifications but
links need to be proved, as health outcomes are implicit rather than explicit. Luton Borough
Council has achieved Beacon status (10) for its Affordable Warmth Strategy, and therefore
provides an interesting strategy to study. It already has a good quantity of data to assess,
which could be subject to a HIA. Applving HIA to other local authority's fuel poverty
strategies would be worthwhile, requiring an alignment of strategies and data across the UK.

Luton Borough Council’s Affordable Warmth Strategy

Luton’s Affordable Warmth Strategy (AWS) uses the definition that, “no household should
have to spend more than 10 per cent of disposable income on fuel to keep comfortably warm”
It sees fuel poverty as a number of interrelated difficulties, which locate around areas of low
incomes, poor domestic energy efficiency and high or unequal fuel prices (11). which are seen
to contribute to poor physical and mental health, reduced quality of life and unsatisfactory
housing conditions.

Luton’s AWS is an intrinsic part of tackling deprivation, poor housing, social exclusion and
improving health. The partnership approach is key to its success, since it enables multiple
health determinants to be addressed including access to service and assistance, personal,
social, cultural, economic and environmental influences (12,13,14). (See table 2). The
approach is initially concerned with technical implementation and variety of approaches
necessary to respond to the diverse and sometimes ‘hard to reach’ communities affected.
Luton’s Unified Referral Scheme (see figure 1), relies on trained agencies for its three tvpes
of assistance:

+ Warmth - i.e. Warm Front or Cosy Homes grants;

»  Benefits — i.e. checks to ensure full uptake on eligibility; and

» Social - i.e. aids and adaptations, home care assessments etc (see table 3)

(INSERT FIGURE 1 NEAR HERE)
(INSERT TABLE 2 NEAR HERE)
(INSERT TABLE 3 NEAR HERE) - includes ref 15

The partnership approach also enables issues such as health to be considered in well-
established forums and networks. It continues to investigate new options across organisations
to meet the need of vulnerable groups. The (then) Health Action Zones brought a health
focus, with reference to wider determinants of health (see table 2) and the need to integrate
closer with the PCT was seen as important with wider health practitioners (11). Much work is
now going on around a health ethos brought by the new partnerships. The LSP for example
now has themed groups including a Health and Social Care Group, which considers cold
houses, excess winter deaths and the costs of heating. The Housing and Sustainability Group
considers issues around the decent homes standard and private sector housing. Such issues
may otherwise be marginalised. Partnership working has been found to help pool budgets
such as a Reach Out Project, which helps focus on need, to raise profiles all round for issues
such as the Winter Flu campaign and carry out some work on assessing domestic
temperatures.

Fuel poverty and health: applying the principles of a Health Impact Assessment
Luton's ASW has already received recognition for its success. However, to date, and like
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other local fuel poverty strategies, it is primarily about income (poverty) rather than health.
This squares with DEFRA’s approach to fuel poverty as primarily about addressing poverty
and social exclusion, rather than addressing health improvement per se (4,5). However, fuel
poverty strategies are also implicitly about health and interventions should have positive
impact on already disadvantaged low income communities. Although health gains arising are
implicit, they are not explicit in such strategies. In order to take the health ramifications of
fuel poverty further, it could be subject of a HIA.

The government stated its commitment to applving HIAs to relevant policies in the 1999
White Paper ‘Saving Lives: Our Healthier Nation' (9) for policies at local and regional level.
This is relevant to bring health considerations to the fore in all policies where health is an
issue, but not necessarily the primary reason for intervention. Health is not however
specifically defined, but includes addressing wider health determinants including well-being
and quality of life. through adopting multi-method approaches. HIA help focus policy on
health determinants and interventions addressing the needs of disadvantaged and marginal
communities to promote equity whilst addressing health inequalities and reducing costs to the
health care sector (16-21).

Whilst there is a growing literature on HIAs, the extent to which the methodologies are

applied remains unclear. This paper reports on an initial exploratory study carried out by the

authors. This approach was undertaken as an initial exercise, with scope for a more in depth

HIA in the future. The purpose of this HIA was to help provide a starting point in the process

of information gathering (both in terms of current evidence available, as well as what is not

currently available) for what is needed in order to more closely target future interventions in

heaith improvement arising from fuel poverty strategies and exploring some of the barriers.

The principles of a Rapid Retrospective HIA were applied, reviewing existing literature and

local evidence, supported by semi-structured discussion with key players at Luton Borough

Council focusing around the following issues:

»  Definition and agreements on health and health determinants from fuel poverty
partnerships;

« Joint approach to addressing health inequalities (notably poverty);

«  Symptoms of health from fuel poverty (as indicated in table 1):

» Existing data as evidence; proposals for further research

« Nature of partnership and reasons for members; extent of collaborative working;

»  Outcomes of fuel poverty strategy: links back to demography; inequalities; other research;
hospital admissions etc;

» Interaction with other strategies: social inclusion; sustainability; environmental health and
private sector housing regeneration;

« How is strategy being evaluated and moving forward?

Luton’s Annual Public Health Report 2003 (14) was also scrutinised in its relationship to
issues around fuel poverty. Informal discussion with relevant representatives from the PCT
helped gain initial insight and to explore additional public data they may hold relating to cold
homes and health care needs arising from fuel poverty.

Fuel poverty and health data at Luton

At the time of this work, Luton’s strategy had been largely about delivery, rather than
evaluation. However, Luton now has a growing evidence base of quantitative and qualitative
data that help provide some weight to the health aspects of the strategy. To date, much of
Luton’s data is quantitative and concerned with issues around referrals and who is receiving
assistance. Data available includes the nature and extent of new benefits awarded: energy
grants allocated by type of award; number and percentage of referrals by ethnic group by
type; number and percentage of referrals by age; organisations making referrals and key
individuals in organisations making those referrals.



6 of 34

Many households in Luton cxperience the combination of low-income, poor housing and
heating that contribute to fuel poverty. Some 15,455 households in Luton Borough Council
(25.8 per cent) of all houscholds in Luton spend more than 15 per cent of net income on fuel.
Of these, an estimated 6,733 households spend more than 15 per cent, and are classified as
being in serious fuel povertv. Main causes of death locally include circulatory and respiratory
disease (14). which may be related to fuel poverty. However, excessive cold 1s seen as being
amongst the most frequently occurring domestic hazards in Luton (11). In 2002, 5 per cent of
Luton’s private sector housing stock was unfit for human habitation and some 28 per cent did
not have adequate loft insulation, let alone other energy efficiency measures (14), although
this figure has since reduced. Data on Luton’s wards most affected by fuel poverty are
summarised in tabie 4 (11,14).

The AWS is indeed helping ensure that welfare benefit uptake is increased. For example,
from January to June 2004, some £231,000 was generated in benefits for Luton residents.
Every household receiving a (maximum) Warm Front Grant saves an average £134 per vear
on their heating bills, although this does not in itself ensure that fuel poverty is resolved for
that household. The Referral Scheme has also been successful in accessing ‘hard to reach’
groups, including exceeding targets for black and minority ethnic groups. Overall, 70 per cent
of all people referred to the AWS are in the target range of 60 year old and over. The Luton
NHS PCT (14) also refers to the success of work around encouraging benefit take up to
maximise income. Whilst this would help alleviate fuel poverty by tackling income level, it
would not necessarily improve health.

Luton has trained more than 400 health practitioners in energy awareness, including GPs,
District Nurses, Advanced Nurse Practitioners, Health Visitors, Social Workers and Mental
Health Practitioners, who are now making referrals. Additionally, local people have received
some £400,000 extra welfare benefits; 700 people have been referred for advice and
assistance since April 2001, with 76 per cent recipients in the private housing sector, and 81
per cent over 60, closely targeting black and minority ethmc communities (11,14).

Despite this, there are gaps in some assistance regimes even where fuel poverty is established.
Ironically, not all fuel poor houscholds have been eligible for assistance such as Warm Front
Team grant. As many as 25 per cent may be ineligible, and 60 per cent of these are single
elderly households and other older couples, who may ‘under-occupy’ their homes (4). Ethnic
minorities may also have problems in accessing Warm Front Team grant. This squares with
Luton’s research and practice experience, which shows that — since Warm Front Team are
essentially a one off payment that may not be fully utilised initially - the client would lose
access to remaining funds for which they would have been eligible. This makes Luton’s
approach successful. as the client-centred, supported application is very important, to
maximise access to grants. Warm Front Team 2 (WFT2) (from June 2005) eligibility criteria
should help with ensuring more extensive assistance for households identified as eligible, as
well as including children more directly, a potentially vulnerable group.

At implementation level, Luton’s AWS has achieved recognition of its good practice through
achieving Beacon status. Despite this, it remains very difficult to realistically and usefully
establish and evaluate health and health care datas relating to fuel poverty locally, even
though the Unitary Authority shares coterminous boundaries with the PCT. This is
characteristic of the national situation. Like many other organisations, data for fuel poverty is
not comparable due to a lack of national reporting requirements for fuel poverty across
organisational boundaries and different performance management regimes. Health gains are
inferred but cannot currently be substantiated on individual organisation or partnership level,
a repeated difficulty of the public health agenda in seeking to adopt a more cost effective

approach.

Learning from Luton: aligning national strategies and data
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The public health agenda has helped ensure a re-focus on health at the heart of policy. HIA
offers a valuable means for reassessing policy and strategy in the light of health determinants
and health inequalities and asking questions about what might work best in a health
promoting strategy. This points to the need for a national, mandatory strategy with
recommendations for nationally recognised set of health indicators for fuel poverty that can
work across organisational boundaries.

The Wanless report (23) criticised the lack of evidence in health improvement, and called for
the need for a greater evidence base. Wanless also pointed to the paucity of mechanisms for
PCTs and local authorities to gather reliable (and comparable) evidence on their local
populations, partly due to a lack of skills in undertaking HIA and disseminating resulting
information to enable dynamic health comparison, with lessons adopted from successful.
innovative. evidence based strategies such as Luton’s.

One reason for the paucity of evidence has been the lack of funding to enable collaborative
academic/practitioner research work. It is difficult to see a way forward when HIA are not a
mandatory requirement, particularly in such a key public health strategy. There is therefore a
need for fuel poverty and health links to be formallv identified to fill in gaps in the public
health evidence base. Compiling and assessing public health research remains and ongoing
function of the National Institute for Health and Clinical Excellence (NICE) (previously under
the auspices of the Health Development Agency), the organisation responsible for providing
national guidance on promoting good health and preventing and treating ill health.

Establishing a fuel poverty and health evidence base would be useful for those involved in
strategies development and evaluation. There 1s already a range of general data available, but
more needs to be done at to help explore health impact arising from strategic interventions.
Data needs to be both qualitative and quantitative. The range of evidence should be readily
easy to capture across partner organisations involved and be able to be dynamicallv compared
and evaluated both locally and nationally. Luton (and some other local authorities) already
collates a range of health datas to enhance the health aspect of its strategy, providing a very
useful starting point and focus for other local authority strategies whose strategies are less
developed.

Some of the datas collated by Luton have already been identified above, but they have also
been involved in other research. For example, Luton has commissioned and have been
analysing qualitative research from the Centre for Sustainable Energy to evaluate the
adequacy of the referral scheme in tackling fuel poverty and accessing hard to reach
households. It has particular reference to the client’s perspective, to recommend
improvements where appropriate, and to help promote best practice more widely. This
research secks specifically to obtain information on the impact of referral routes on the
clients’ actual fuel poverty levels.

At the time of this work. and on a more medical basis, Luton were considering initiating
analysis through using World Health Organisation coded classification of reasons for hospital
entry to help focus on morbidity level that is likely (i.e. indicative only) to have arisen from
fuel poor households. Whilst this may be a useful indicator of health impact over time, it
would take some time to establish longitudinally and may require additional performance
indicators to ensure fuel poverty and health data is not oversimplified. Over time, this could
help estimate the real cost of cold homes to the NHS at local level.

To further explore and imply health impact arising, 1t could be useful to look at local housing
stock (regardless of occupier’s financial status) before and after interventions (physical
condition, heating installation, insulation etc) to demonstrate additional warmth arising and its
effect on health. Analysing likely temperature gains in domestic properties after interventions
could help estimate health gains based on existing knowledge of temperature over time, and
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such a model could be adapted for different housing. Notably, there is still little evidence
gencrally evaluating the effects of housing interventions on health improvement (see for
example 23).

As part of a wider public health agenda, fuel poverty strategies should continue to target
vulnerable groups, both by geography (e.g. through post code analysis) but also by social
group (e.g. black and minority ethnic communities, low income housecholds with children or
older people) and to continue to seek new means of identifving and working with vulnerable
communities, that may be ‘hard to reach’. Particularly, activity should be targeted in the
private housing sector. Barriers (organisational, reporting etc) need to be broken down at
national and local level to enable health gain inferred in fuel poverty strategies to be assessed
and reported to enable dynamic evaluation.

Conclusions

Although health issues arising from cold, damp housing are well documented, there remains a
gap between this knowledge and accounting for their health impact. A fundamental problem
is that fuel poverty strategics are not mandatory and there are no national reporting
mechanisms relating to health impact. Nationally the situation is patchy and not a priority for
many local authorities. Current monitoring of performance across different organisations can
make dvnamic comparisons of health gain inferred from fuel poverty strategies difficult to
establish. It would be helpful if this data could be more closely aligned to establish a viable
basis for fuel poverty strategies as a cost effective approach. There must be more rigorous
uptake of such strategies in helping avoid cold related illness in the first place. Policy and
strategy are increasingly directed at strengthening the public health role of PCTs and local
authorities and facilitating partnership working, but capacity, organisational changes and
differing performance regimes still present barriers.

Collaborative Health Impact Assessments would help further reintegrate health and policy,
and help raise the profile of fuel poverty strategies. HIAs help focus on a socio-economic
concept of health, recognising that inequalities are concentrated in already disadvantaged
communities, and points to the need for a partnership approach, using a range of health and
heath care datas. An increasing base of evidence quantifying and qualifving the dvnamic
health impacts arising, would surelv present the case for prioritising and attracting resource to
help promote cost-effective fuel poverty strategies locally. Adopting such an approach
nationally would help to protect the health of some of the most vulnerable individuals and
communities, particularly in the private housing sector who are frequently marginalised from
assistance regimes and continue to live in fuel poverty. There remains a need to work toward
a partnership based, national performance-monitoring regime to optimise the potential of fuel
poverty strategies.
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Table 1
Health effects of cold homes

1of 11

« Physiological changes in the body, including hy pothcrmia

« Heart attacks and stroke

« Cardiovascular and respiratory disease (especially in children)

« Asthma and mould sensitivity (once sensitised, increased future response likely)
« Stress and depression (related to mould growth)

«  Accident (cold affected behaviour, also due to unsafe heating appliances)

« Premature death (mostly attributable cardiovascular related illness)
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Table 2

Fuel Poverty and Health Determinants

Categories of influences on health Examples of health determinants

a) Biological factors Age

b) Personal/family circumstances Family structure and functioning; education, (un)employment; income (poverty)

and lifestyle

¢) Social environment Social and community networks: culture

d) Physical environment Housing and living conditions: communications (road, rail, bus networks); energy

¢) Public services Access to (location, disabled access), and quality of local health and health care services
(NHS/PCT), including social services; housing; social security services; public transport; other
health-relevant public services, non-statutory agencies and services

f) Public policy (social policy) Economic, social (including social exclusion/inclusion), environmental and health prioritics.
policies, programmes and projects at national and local level

Source: adapted mainly from 12.13




Table 3
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Affordable Warmth Referral Scheme (for private sector households)

| Agents taking referrals

Comments

Energy Efficiency and Keeping
Warm
Warm Front

Grants for insulation and improved heating in private sector housing, aimed at householders on certain
benefits with greatest health risks

Cosy Homes Scheme

Currently covers private sector households not eligible for Warm Front, with income below £12,000;
provides free insulation measures combined with energy advice

Luton Borough Council Energy
Officer and Bedfordshire Energy
Advice Centre

Available for those ineligible for above; alternative sources of assistance and/or energy advice and
information

Benefits/Money Advice Free and confidential service for people who require benefits eligibility and/or money advice and support
Luton CAB

Social/Community Care Free and confidential service for people who may need some assistance with regard to home care, personal
Community Link Worker - care or social links such as local clubs or societies; befriending; other community activities based around
Affordable Warmth assessment of client’s needs to provide appropriate support and maximise income, warmth and tackle social

exclusion

Source: adapted from 15




Table 3

Luton wards most affected by fuel poverty (geographical needs assessment)

Hof 14

Ward In fuel In serious fuel | Unfit Index of Unemployment | Health indicators
poverty poverty houses * Multiple
Deprivation
2000
Biscot 763 796 11-14% Amongst top LBC remains an | Not specifically related to ward,
households households 10 deprived arca of high long | but in Luton generally:
(24%) (25%) wards in term « Birth weights less than the rest
England; high | unemployment, of Bedfordshire
child poverty 3.9 % above o  Perinatal mortality 40% higher
scores regional and than national average
Dallow 354 877 21% Amongst top national averages |+ Comparatively high accidents,
households households 10 deprived (3.1%). notably falls among older
(11.7%) (29%) wards in people
England; high | Out of 16 wards, |+ SMR of 107 (96 for East of
child poverty these 4 wards England as a whole)
SCores account for 25.7 |«  Minority ethnic health risks are
High Town | 512 450 11-14% n/a % of all 4x national average for heart
households households unemployed disease, strokes, infant
(11.6%) (10.2%) people mortality and accidents.
Saints 329 329 11-14% n/a
households households (for all
(15.4%) (15.4%) tenures)

+ Statutory unfitness has recently been replaced with the Housing Health and Safety Rating System

» Adapted from 11,14

+ LBC = Luton Borough Council




Figure 1
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Luton’s Referral Scheme for households in fuel poverty

Central Referral Desk

Referrals made by around 400 trained
Affordable Warmth Referrers

QTrack Computerised Computer
Programme

Domestic Energy Efficiency
Improvement

\

Income Maximisation

Independent Living
and Social Inclusion
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Appendix 1

National Public Health Evidence Base

NB - from April 2005 the HDA'’s evidence base work continued under the auspices
of the National Institute for Health and Clinical Excellence (NICE). This is an
independent organisation responsible for providing national guidance on promoting
good health and preventing and treating ill health. NICE produces guidance in three
areas of health, including public health to support the promotion of good health and
the prevention of ill health for those working in the NHS, local authorities

and the wider public and voluntary sector

(Source: http://www nice.org.uk/ and
http://www.nice org uk/page.aspx?o=aboutnice)
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Appendix 2

CIEH calls for EH Evidence Base
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