Exploring the Complex Relationship between Housing and Health through Consideration of the Health Needs of People who are Homeless

“The need for a private space differs from one individual to another and varies according to culture, but the pathogenic effects of homelessness…are indications of the real importance of this need.”
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Introduction

When examining the residential context of health, clearly careful consideration must be given to the basic component that is a person’s dwelling place and home, and which lies at the heart of this context. The residential space of a person’s home plays a central role in shaping their health and well-being. This home impacts on their health in a complex and multi-facetted way. The present paper will seek to unravel the complex relationship between housing and health by examining the health impact of housing deprivation. Thus it will look at the health situation and needs of people experiencing homelessness and the way in which these health problems relate to the housing exclusion which they are suffering. In this way, the paper will explore the different ways that housing plays a role in relation to health. The examination of the chronic and varied health problems and barriers to good health that arise from homelessness and housing exclusion, will be used to throw into clear relief the vital role that adequate housing plays for sustainable good health and overall well-being.

Clarification of terms and scope of analysis

Homelessness

Before going further, it is important to clarify exactly what we mean by the terms “homelessness “ and “housing exclusion”. This paper will take as the basis for its discussion the definitions that have been developed by FEANTSA (The European Federation of National Organisations working with Homeless People)
 and its European Observatory on Homelessness in their work on data collection on homelessness. This organisation and its research observatory have developed a broad typology that offers the possibility of taking into account the many different forms and manifestations of homelessness and housing exclusion that exist. This is important, as it is the intention of this paper to look beyond the most extreme form of homelessness (rough sleeping), in order to give consideration to the whole range of forms of housing exclusion that exist. The FEANTSA typology is called the “European Typology of Homelessness and Housing Exclusion” (ETHOS)
. It has been developed for data collection purposes, but also more generally for use in policy-making, on the basis of the broad understanding of homelessness which it offers.

The ETHOS typology is based on the idea that homelessness is a form of exclusion that occurs in three domains: the physical, the legal and the social.
 The physical domain is straightforward: it refers to the physical fact of being without a place to live and therefore being forced to spend time in public space. The legal domain refers to the fact of being without a secure legal title to live in one’s dwelling. If one lives in squatted premises, for example, or if one has received an eviction notice, then this legal security is absent. The social domain refers to the fact of having a safe, secure and private space to enjoy social relations. Clearly someone living in the street doesn’t have such a space, but even someone who lives in a house to which they hold the legal title, may suffer from exclusion in the social domain, if the dwelling is overcrowded, for example, meaning that there is no privacy or space to enjoy social relations; or if the space for social relations is not a safe or secure one – perhaps due to the threat of domestic violence or due to the dilapidated state of the premises. These three domains serve as a useful tool for understanding the different forms and manifestations of homelessness and housing exclusion. Thus the most extreme form of homelessness entails exclusion from all three domains and corresponds to being a rough sleeper and living in public space. This situation means that one is physically without shelter and a place to sleep, one holds no legal title to a dwelling, and one has no safe and private space for social relations. However, there is a continuum of forms of housing exclusion that may be thought of in terms of these three domains. 

The ETHOS typology seeks to set out this continuum of homelessness and housing exclusion in a way that is shared and comparable for all EU countries. It brings together the possible permutations and combinations of exclusion in the three domains in four broad conceptual categories,which are as follows: roofless, houseless, insecurely housed, inadequately housed.  These are not meant to be hierarchical categories; rather they are intended to cover the full spectrum of housing exclusion. As can be seen in the FEANTSA literature devoted to this typology,
 these categories are further broken down into operational categories and subcategories that correspond to specific situations and types of services used. It is not necessary for the purposes of this paper to consider these sub-categories. Rather the paper will take the notion of a continuum of homelessness spanning situations of rooflessness, houselessness, insecure housing and inadequate housing as the basis for its analysis of the health issues associated with homelessness.  For simplicity, the first two categories of roofless and houseless will be considered together and will encompass situations such as rough sleeping, or using a homeless day or night shelter but spending time in public space. Equally, the second two categories of insecure housing and inadequate housing will also be considered together. They will cover situations where a person has housing of sorts at least, but it may be unfit for habitation, overcrowded, or dangerous or it may simply be the case that they have no legal title to it. This will also encompass problematic groups like people who are being housed by friends or relatives, or women who may stay in a relationship in which they are not happy in order to maintain a roof over their heads. Thus the present analysis of health needs and problems associated with homelessness will take into account the specific health issues associated with rooflessness and houselessness and with insecure and inadequate housing. This will allow a much broader understanding of the relationship of health and housing to be reached.

Health

Before beginning this overview, it must also be established what understanding of “health” is being used as the basis for the analysis. Given that housing situations impact not only on a person’s state of bodily health, but also on their feelings of wellbeing and general ability to cope with every day life, it is desirable that the definition of health used should be broad enough to reflect this. For this reason, the World Health Organisation’s definition of health lends itself particularly to the analysis being undertaken in the present paper. It is set out in the preamble of the constitution of the organisation and is as follows: “Health is a state of complete physical, mental and social well being and not merely the absence of disease or infirmity”.
 When considering the health problems arising from homelessness, it is useful to take account of the broad spectrum of physical, mental and social health.

This paper therefore lays out a structured overview of the health issues relating to homelessness by considering each of these domains of health in turn, and relating them back to the two broad categories of roofless or houseless and insecurely or inadequately housed, which are intended to cover the spectrum of homelessness. This structured approach has the advantage of allowing a broad range of health problems to be identified and related to specific types of housing exclusion. However, it may also be somewhat problematic to apply these categories too strictly. There are health issues that may span several categories: drug abuse for example has physical, mental and social implications. People experiencing homelessness also often have significant co-morbidity across a range of areas and these interacting multiple needs may add up to a high aggregate of vulnerability.  For this reason, a number of specific issues, including substance abuse, dual diagnosis and multiple needs will also be examined separately. Furthermore, it is also useful to look at how housing exclusion can lead to barriers to accessing to healthcare. While this is not an example of how housing has a direct impact on a person’s physical, mental or social state, the indirect impact is very clear. Where housing exclusion gives rise to barriers to healthcare – whether administrative, psychological or other – the implications for the person’s state of health and wellbeing can only be negative. Thus this further health implication of housing exclusion will also be taken into account in this analysis.

Finally the paper will draw some conclusions from the analysis of the close and complex relationship between housing and health. The final section will look at how policy-making can take account of this relationship. It will outline the need for the development of a social model of health that can encompass housing within its understanding of health and well being and what it implies in terms of joined-up thinking and working etc. It will examine the importance of addressing housing issues for in order to improve health outcomes for vulnerable populations and to reduce health inequalities.

Section 1 – Physical Health 

Physical health problems of roofless and houseless populations

The physical health needs associated with rooflessness and houselessness are often linked to exposure to the elements and lack of a safe protected shelter. Thus rough sleepers tend to suffer injury and fall victim to violence. Wounds that are not adequately treated may become infected and fail to heal. Exposure and inadequate conditions in night shelters and hostels lead to high levels of certain infectious diseases such as tuberculosis and hepatitis among rough sleepers. Rough sleeping and staying in inadequate and unhealthy shelters or temporary accommodation mean that chronic respiratory and cardiac ailments are highly prevalent among the homeless population. In many European countries, levels of tuberculosis are far higher among this vulnerable group than among the general population
. This is also in part due to hostel conditions, which make transmission of the airborne disease easier.
 Multi-drug resistant TB is becoming a problem among people who are homeless in some countries, as the chaotic lifestyle associated with rough sleeping for example makes it difficult to follow the rigorous daily treatment regime for the six months that are required in order to cure this illness. If care is not completed, the result can be the development of a drug-resistant strain of the disease that is far less amenable to treatment and requires a two year medication programme in order to tackle it. What is more, if someone who has developed a drug-resistant strain of the disease then infects others, they will have the same resistant and hard-to-cure strain.
Exposure also leads to high levels of skin complaints that may be worsened by self-neglect. The living conditions of homeless people also give rise to a great many types of skin disease, both infectious and non-infectious. Many of the less serious skin conditions found among People experiencing rooflessness and houselessnesss could be treated successfully and relatively easily, but unfortunately they are unlikely to seek medical attention until the disease becomes disabling. Poor foot hygiene and exposure to moisture also mean that foot problems are common, particularly among rough sleepers and those spending a lot of time in the streets. Most prevalent are superficial fungal and bacterial infections.
 These are often caused or aggravated by walking long distances in unsuitable footwear or by standing and sitting for long periods. Certain severe and contagious diseases are found to a higher degree among the homeless population than among the general population, for reasons related to inadequate access to healthcare, malnutrition, unsanitary conditions and lifestyle factors such as drug use or other addictions. These include hepatitis B and C, HIV, and diabetes. Dental health also tends to be below the norm for the general population and research suggests that this type of care is particularly difficult to access for people experiencing homelessness. Smoking is common and along with poor conditions in hostels and poor nutrition, this serves to predispose many homeless people to pneumonia, influenza and minor upper respiratory infections

Physical health problems of insecurely and inadequately housed populations
In many Eastern European countries, there has been large-scale privatisation of the housing sector in recent years. Major changes in the housing sector and a lack of repairs and reduction of construction has led to a large, visibly deteriorated housing stock. Much of the population lives in large estates of prefabricated blocks of flats, which are inadequate to the needs of those living in them.
 In Western Europe too there are problems with inadequate housing. Post-war construction for example often used poor and inadequate materials and has deteriorated, leaving much of the housing stock in need of renovation. 

Living in inadequate housing of this type has certain serious physical health risks. Damp is a significant health problem in such conditions. Damp homes may lead to mould growth and increased prevalence of respiratory conditions such as asthma and skin problems. This is particularly problematic for children. Their risk of asthma is increased by allergy to mould spores and dust mites.
 Damp serves to aggravate existing respiratory problems. Damp conditions also increase risk of bacteria and viruses. Cold temperatures and difficulty heating the housing have a negative impact on health. The World Health Organisation recommends indoor temperatures of between 18 and 24 degrees and this is particularly vital for vulnerable groups such as older people or the very young.

Overcrowding also gives rise to health problems. It may aggravate existing problems with the housing and interact with other factors to worsen overall conditions. There is evidence that overcrowding relates to higher levels of mortality and higher prevalence of respiratory conditions, tuberculosis and meningitis in children.
 Accidents are also more prevalent in poor and overcrowded housing conditions. They arise from factors like exposed heating sources, poor design, dangerous staircases and breakable glass in locations where it is at risk of contact.
 Fire is another health threat that arises in poor living conditions.

Indoor air quality is another factor that impacts on health and well-being. There are toxic substances that can occur in the air within people’s houses that have a very negative health impact. Asbestos is a product that was formerly used for fire-proofing. However it disintegrates with age and may disperse microscopic fibres in the air. Where asbestos has been left in a building, these fibres may be present in the air and breathing them in has very serious health consequences. It commonly leads to fibrosis of the lung (asbestosis), lung cancer, and other lung conditions. 
 Tobacco smoke also reduces air quality and has a detrimental impact on health. Emissions from health appliances and cooking with gas may also release pollutants into the air, reducing the air quality and thus impacting on respiratory conditions. 

Physical Health and housing

This section has served to show the basic, primordial way in which people depend on housing as a physical shelter. It has highlighted the physical health problems that result when housing fails to fulfil this, its most basic function, of being a protected, sheltered and safe space where a person can live and sleep. Lack of this safe shelter mean that exposure and the need to keep moving without being able to rest properly, damage and wear down a person’s health in a variety of ways. Equally, where the housing is inadequate to fulfilling this basic function it can become a source of illness and ill-health in itself. Where conditions are bad, it may be a site of infection and disease. Bad construction and design may make the home a hazardous place, where accidents and injury are likely. Finally, a house that is not safe and secure, but whose residents live constantly with the threat of violence, has failed to provide the haven of a home.

Section 2 - Mental Health 

Mental Health Problems of roofless and houseless populations

Mental health and rooflessness and houselessness often relate to each other in a negative cycle. Mental health problems can contribute to the breakdown of social relationships, to unemployment and to eventual homelessness, which in turn may lead to worsening mental health, as well as complicating factors such as substance abuse. This is why mental health cannot be considered in isolation from the wider social and personal situation. 

It is a widely documented fact that people experiencing homelessness have a far higher rate of mental health problems than the general population. Among rough sleepers, the prevalence of severe and enduring mental health problems is high, and problems such as depression, anxiety and learning difficulties are extremely widespread. 
 Mental illness may be present as schizophrenia, depression and other affective disorders, psychoses (including drug-related psychosis), anxiety states or personality disorder. 

Many homeless people with mental ill-health are dually diagnosed with substance dependence. This aggravates existing mental health problems and may give rise to others. This problem will be examined in detail in the section of this paper devoted to the cross-cutting issue of substance abuse and dual diagnosis. 

Research indicates that experience of trauma (sexual and/or physical abuse) is very high among people who are roofless and houseless, particularly among those suffering from dual diagnosis.  This has major implications for their state of mental health and well being. It can lead to mental vulnerability and play a role in tenancy breakdown. These traumatic and destructive experiences underlie iterative experiences of homelessness and may be layered underneath the distress and chaos that characterises their living conditions.
  In its brief on personality disorder and homelessness, UK organisation Homeless Link expressed the problematic relationship of trauma and rooflessness in the following way:

“Personality disorder clients knew a psychological “home” only for a very short part of their early lives before they were traumatised by experiences in which the attachment figures were in effect or in reality identical with the source of danger. Affectional bonds were snapped like so many nerve ends. “Unhousedness” became their home, their state of mind. Caught between the two poles of longing for a home and fearing what they would find there, homeless personality disorder clients oscillate endlessly between the intimacies of inside and the distances of outside…And this oscillation is intensified, like a signal hitting a resonant frequency, by the polarities of abuse and neglect, intrusion and abandonment, that lie at the centre of their experience of trauma.”

Recent research from the US
 postulates that trauma rates are high enough among this part of the homeless population to warrant the inclusion of trauma services in the care package available. This type of counselling can be an important part of treating mental problems and helping the person overcome substance abuse. This would seem to be an area where there is scope for learning and development. It seems that further adaptation of mental healthcare for the roofless and houseless population is necessary.

Mental Health Problems of insecurely and inadequately housed populations

The mental health and wellbeing of an individual is closely related to their physical environment. Overall, housing dissatisfaction, for whatever reason, has an effect on mental health. Housing insecurity is a significant stressor and worries over possible housing loss and lack of control over one’s housing situation can lead to depression, stress, insomnia and anxiety. 

Housing that is overcrowded and of bad quality can impact on mental health from failing to protect from noise and damp, creating feelings of stress and irritation. Constant exposure to noise may cause sleep disturbance by night and be a source of annoyance during the day. Loss of sleep has a serious impact over time on a person’s mental health and on their ability to function during the day.
 It may also affect a person’s mental well being if they do not have sufficient light. 
. Where there are dangerous and and toxic substances in the indoor air there is a risk of mental ill-health, as it is documented that exposure to certain toxic compounds (such as heavy metals or solvents) can lead to neuropsychiatric disorders.

Housing that is located in areas that are perceived to be undesirable and which may be 

segregated and isolating can lead to feelings of low self-esteem through self-identification with the neighbourhood. Neighbourhoods where are visible social problems and vandalism create feelings of insecurity and fear of crime which take their toll on mental health. Such neighbourhoods where there is little possibility of being outside and socialising and where there may be few amenities such as parks etc. are also isolating and this too can create feelings of loneliness and depression. 

Mental Health and Housing

The preceding section reveals the very important and central role played by housing in shaping our identities and how we relate to the world. It would seem that stable housing creates a strong anchor for mental stability and wellbeing. Living without housing is associated with high levels of confusion, vulnerability, chaotic lifestyle, affective disorders, personality disorders and higher levels of severe and enduring mental illness. It also seems that severe trauma and extreme mental stress breaks down the ability to relate to housing as a safe space and a central node of existence and creates a “unhoused” state of mind. This too points to housing as a defining element of our personal identity. Severe trauma no longer allows one to take on this permanence and separation of the self through having a personalised and private space. This notion of housing as one of the building blocks of identity is further reinforced by the way that bad housing affects one’s sense of oneself. Where a person is dissatisfied with their housing and perceives it as inadequate and undesirable, this translates itself into depression and low self-esteem. Feelings that one’s housing situation is not secure and under control are a source of significant stress and engenders a sense of loss of control over one’s circumstances.

This section has also shown that the relationship to housing as a safe and secure shelter is a mental as well as a physical one. Where the housing fails to offer protection from external elements such as noise and damp, the damage caused is mental as well as physical. Furthermore, where there is clear evidence that the housing cannot be depended upon to fulfil its function of providing a safe and protected space –for example through visible signs such as graffiti and vandalism – this has an impact on mental wellbeing, creating feelings of insecurity and fear of crime and giving rise to stress.

Section 3 – Overarching health considerations

The health issues that will be briefly examined in this section span both mental and physical domains of health and concern mainly the roofless and houseless populations and the extreme situations of chronic bad health in which they often find themselves.

Drug addiction, alcoholism and dual diagnosis

Substance abuse is both a mental and physical health issue. Drug dependence and alcoholism are very prevalent among roofless and houseless populations. They have an extremely severe impact on mental and physical health. Drug addiction is often to heroin or crack cocaine and use of these drugs causes physical damage over time to the respiratory system. Intravenous drug use is also a major risk factor as it may lead to exposure to infectious diseases, such as HIV and hepatitis B and C and blood borne viruses. Bad injecting techniques and repeated injecting in unsanitary settings can lead to infection, and in some cases loss of limbs. There is also a risk of death from overdose.  Alcoholism takes its toll on the cardiovascular system and greatly weakens a person’s overall state of health over time. It causes severe damage to the liver and can lead to cirrhosis. 

Both drug addiction and alcoholism can lead to mental disorders and psychoses. The problematic interaction of subtance abuse and mental ill health can take a number of forms:

· “Substance use (even one dose) may lead to psychiatric syndromes or symptoms

· Harmful use may produce psychiatric symptoms 

· Dependence may produce psychological symptoms

· Intoxication from substances may produce psychological symptoms

· Withdrawal from substances may produce psychological symptoms

· Withdrawal from substances may lead to psychiatric syndromes 

· Substance use may exacerbate pre-existing psychiatric disorder

· Psychological morbidity not amounting to a “disorder” may precipitate substance use

· Primary psychiatric disorder may lead to substance use disorder

· Primary psychiatric disorder may precipitate substance use disorder which may, in turn, lead to psychiatric syndromes”

These addiction problems may often have had a role to play in the person’s becoming homeless, as alcoholism or drug abuse may make it impossible to sustain a tenancy. They may be among the trigger factors that finally push a person into a situation of homelessness

Exposure to the street and street culture often worsens these problems or may lead to addiction, even if the person did not previously take drugs. Given the high levels of drug and alcohol abuse among those in the street, it would seem that substance abuse is to some degree a coping strategy that allows people who are roofless to endure street conditions. It would also seem that where there is untreated and unmedicated mental illness, which is causing a person mental stress and anguish, substance abuse and alcoholism can often be a form of “self-medication”
 that ease symptoms that would otherwise be unbearable. However the co-morbidity of addiction and mental illness is extremely hard to treat and there are few services that are adapted to cope with this problem.
 

Multiple Needs and Competing Needs

These problems of multiple needs and competing needs are prevalent among the street homeless population and serve to greatly worsen their overall health and treatment prospects. They are directly related to the extreme conditions in which they are living. The term “multiple needs” refers to the fact that homeless people will often present to services with more than one serious health problem. These multiple needs present in a single person interact and aggravate each other, often leading to a high aggregate of vulnerability across the number of needs. Workers in the area of healthcare provision for homeless people have tried to come up with a health definition that truly captures the multi-dimensional nature of the health needs of the homeless. Below is a definition that was elaborated by NGOs in consultation in the UK: 

“A definition of multiple needs: a typical homeless or ex homeless person with multiple needs will often present with three or more of the following, and will not be in effective contact with services: 

· mental health problems; 

· misuses various substances; 

· personality disorders; 

· offending behaviour; 

· borderline learning difficulties; 

· disability; physical health problems; 

· challenging behaviours; 

· vulnerability because of age. 

And if one were to be resolved, the others would still give cause for concern.”
 

Competing needs is a term used to describe the necessity of prioritisation of needs by homeless people, given the limited resources at their disposal. Thus a roofless person, who is weakened by illness and addiction, may have to give priority to basic needs such as getting enough food to manage and finding a place to sleep, rather than addressing health problems, when to do so will require time and energy and possibly have financial implications as well.
 

Multiple needs and competing needs
 are a feature of living in an extreme situation. Very bad living conditions and health conditions give rise to a whole range of health problems across a range of areas, which aggravate each other and worsen the overall state of health. Furthermore, the need to address other basic needs that are lacking, such as food and shelter, leaves few resources for addressing health problems.

Section 4 – Social Health

Social health problems of roofless and houseless populations

To find oneself in a situation of rooflessness or houselessness is to find oneself marginalized from the rest of society. It is an extreme form of social exclusion. This part of the homeless population lives very much on society’s margins, not always visible and often spending much of their time in spaces of transit for the general public (train stations, underground stations etc.). Contact with the passing public may not be frequent or meaningful and can create a dangerous situation for the person who is homeless. All in all, there may not be much feeling of contact or of belonging in relation to society as a whole.

Furthermore, a situation of rooflessness may often in part be triggered by the breakdown of family and social bonds.  It may be the absence of this support network that has led to having to live in the street. It may be that homelessness has occurred following a relationship breakdown with partner or parents, leaving the person isolated and without options. Certainly many roofless people have no contact with relatives or former friends and this situation can be further entrenched by feelings of shame concerning their situation. 

Friends made on the street are important, but may not be in a position to offer much support as they face similar difficulties and challenges themselves. However, they are an important source of companionship and the loss of this friendship when formerly roofless or houseless people manage to get access to housing can be a reason for failure to sustain the tenancy. Equally, friendships formed in the street may prove problematic for homeless people who are attempting to make the transition to housing. They may end up losing control of their housing, accommodating people that they did not want and perhaps being drawn in to a drugs scene again. 

Participating in society through employment is generally very difficult for roofless and houseless people. Where it is not rendered impossible by mental and physical illness, the competing priorities of food, shelter etc.  make it extremely difficult for them to take up employment. 

Social Health problems of insecurely and inadequately housed populations

People living in isolated and “ghettoised” neighbourhoods may also feel marginalized by society. Such neighbourhoods are often physically located on the fringes of urban centres and may be inadequately connected to the centre by public transport. Lack of amenities and recreational facilities in the local environment will also make the creation of good social networks and bonds more difficult. Where neighbourhoods are run-down, it is more likely that there will be feelings of insecurity and mistrust. Growing up in such neighbourhoods may also be associated with a lack of social opportunities such as access to good quality education and employment. 

Section 5 – Barriers to Healthcare

For the roofless and houseless population in particular, their severe health situations are generally worsened by the fact that they have a great deal of difficulty getting access to the healthcare that they need. Their situation of housing exclusion gives rise to a number of factors that make it much harder for them to access healthcare services than it is for the general public.

Homeless people themselves have identified the following as factors that prevent them from accessing primary healthcare
:

· Stigma: Homeless people tend to encounter negative reactions when they try to access healthcare services. Trying to deal with administrative personnel can be particularly difficult;

· Discrimination: Homeless people find it harder to register with a General Practitioner than members of the general public. Requests for a permanent address and other details can constitute a real or a psychological barrier; 

· No continuity of care: The lifestyle of homeless people tends to be a mobile one, but there is frequently no flexibility in the healthcare system in this regard. A move from one district to another may mean that a homeless person finds himself or herself outside the system again; 

· Difficulty accessing drug and alcohol services: services may be insufficient and often have very long waiting times, but they are crucial for the health of homeless people;

· Lack of knowledge about entitlements: some homeless feel that they don’t know what they are entitled to in the line of healthcare and services. If they were better informed they would be more confident about trying to access them; 

· Financial obstacles: in many countries there may be cost associated to accessing healthcare that makes it inaccessible to homeless people. 

Conclusions

The preceding overview of the health impact of housing exclusion has served to highlight the close and complex relationship between housing and health. Clearly the primary and essential function of housing, to provide a safe and sheltered space, is absolutely fundamental to the people’s health and well being. Where this basic need goes unmet, the health impact is very far-reaching. The physical implications of being without shelter are many and severe, but are further compounded by the mental ill-health implications. Stress and mental vulnerability go hand in hand with social and housing exclusion, which impacts even on identity and self-esteem. It also makes it hard to maintain social bonds and networks, as there is no structure around which to build them. There is also a relationship between the quality and security of the housing and mental, physical and social health. Bad quality of housing has a significant negative impact in terms of health outcomes. 
What emerges very clearly from the overview in this paper is that the relationship to housing plays a very important role in terms of health. In light of this fact, it is important to take account of housing factors when examining health issues. Thus it is useful to adopt a broad, social model of health, which can encompass this understanding of the impact of housing and the need to address housing exclusion for health reasons. 

In terms of public health, it is vital for policy-makers to take account of the housing dimension of questions of health and wellbeing. Addressing issues of health inequalities cannot be addressed by solely focussing on adjustments of the healthcare system for example. Renovation and improvement of existing social, public and private housing stocks are a vital part of addressing better public health. If meaningful progress is to be made in the area of health promotion, particularly for vulnerable groups and sectors of the population that suffer from higher rates of ill-health, the actions undertaken must encompass a housing dimension. 
It is also clear that the right to housing and the right to health go hand in hand. It is not possible for a person to enjoy their right to health unless they are housed in secure and adequate housing. This has been expressly recognised by the Committee on Economic, Social and Cultural Rights of the UN. In its General Comments on the Right to the Highest Attainable Standard of Health, the Committee stated that: 

“the reference in article 12.1 of the Covenant to "the highest attainable standard of physical and mental health" is not confined to the right to health care. On the contrary, the drafting history and the express wording of article 12.2 acknowledge that the right to health embraces a wide range of socio-economic factors that promote conditions in which people can lead a healthy life, and extends to the underlying determinants of health, such as food and nutrition, housing, access to safe and potable water and adequate sanitation, safe and healthy working conditions, and a healthy environment.”

In policies to tackle social exclusion, the place of housing is also clear. Given that dealing with housing exclusion can impact positively on mental, physical and social wellbeing, and improve one’s chances of employment, it is clearly a vital element for consideration.

In addressing the needs of the very vulnerable roofless and houseless population, an understanding of the role of housing exclusion in their situation is vital, if workable solutions are to be offered.  If consideration is given to the question of competing needs for example, it may be that the best approach is to first of all stabilise the housing elements of the situation in order to try and approach the others. This has led to the development of the “Housing First” approach which has been tried in the United States
. This approach differs from a traditional “incremental” approach to meeting the needs of homeless people, which is based on the idea of a gradual transition through a series of services, addressing different needs and moving through transitional accommodation culminating in a new tenancy. However, the housing first approach is based on the premise that all other needs and difficulties are more easily addressed once a person’s housing situation has been stabilised. This is particularly true in the area of health and in relation to the treatment of ill-health, but is also true of administrative problems. What is more, this is a model that makes sounds economic sense, given the very high costs of emergency shelter services. It is also a successful model,
 whose initial results are very encouraging. It shows far better treatment outcomes than the more common approach of waiting to address the housing situation. Knowledge of the mental and social difficulties of readapting to housing for people who have been roofless makes it possible to tailor support services to meet these needs and support them through the transition to stable housing.

Overall, this review has served to highlight the vital place of a person’s dwelling and home in their overall health and wellbeing. Policies that seek to improve the residential context of health should not fail to address this basic and fundamental building block of health.
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