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An evidence-based approach 
This paper considers the impact of regeneration and neighbourhood renewal on health and 
on inequalities in health. We discuss the evidence on these impacts produced from research, 
and we consider the ways in which people working in regeneration may use the evidence 
base. We make some observations about the quality of the evidence currently available and 
areas where more, or better, evidence is needed. We conclude with some recommendations 
for policy and practice and for research priorities. 
 
In the appendix we provide summaries of the research evidence on some of the changes 
associated with regeneration and renewal. 

Regeneration, neighbourhood change and health change 
We use the terms 'regeneration' and 'renewal' here to refer to policies and interventions 
aiming to change the economic, social and physical environment in neighbourhoods, through, 
for example; 
• improvements to the housing stock; 
• enhanced opportunities for training and employment; and 
• initiatives to improve transport infrastructure and make them more sustainable. 
 
In this paper we focus on these types of urban changes because they are typical of many 
initiatives resulting from the Single Regeneration Budget and the New Deal for Communities. 
However, regeneration and renewal schemes in Britain are varied and are implemented by 
many different agencies and through a variety of policies and interventions (1-3). The general 
conclusions we draw here are likely to be relevant to other policies and interventions for 
regenerating socio-economically disadvantaged areas where health status is relatively poor.  

 
A fundamental question for this paper is whether changes produced by urban renewal will 
also change population health. There is a general presumption that urban renewal is 
beneficial for health because schemes act on working and living conditions which are, in turn, 
determinants of health. It may appear self-evident that improvements in health determinants 
for disadvantaged groups will lead to health improvement and so reduce health inequalities in 
society. However, this assumption must be considered in the light of the evidence from 
research on health inequalities. Otherwise, as Allen (4, p444) points out, such an assumption 
becomes a 'given' based on a perspective that is too narrow and inflexible. 

 
There is a growing body of work in health impact assessment (HIA) α which aims to facilitate 
the use of public health evidence to inform regeneration planning and implementation. In this 
paper we are particularly concerned with the kinds of evidence that are needed for rapid 
prospective HIA. Rapid HIAs, carried out at an early stage in the development of an initiative, 
enable us to identify the likely health effects of a regeneration initiative and then to use this 
information to help 'form' the developing initiative. This early systematic appraisal will also 
contribute to designing the monitoring and evaluation strategy (6,7).   

                                                
α HIA is defined as … a combination of procedures, methods and tools by which a policy, program or 
project may be judged as to its potential effects on the health of a population, and the distribution of 
those effects within the population (5). 
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We focus on rapid HIAs as this is where, at present, there is especially strong demand for 
evidence. For this kind of HIA, we need to be able to produce timely advice, based on 
existing evidence, to make judgements about likely future health outcomes from 
neighbourhood change.  

Challenges faced in providing the evidence base 
There are several challenges involved in providing a useful evidence base which shows the 
effects of neighbourhood renewal on health and health inequality. These arise from  
• the requirements of the users of the evidence base; 
• the principles which guide the production of the evidence base; 
• the kinds of evidence currently available. 

The requirements of the users  
Users will include stakeholders in regeneration who are not specialists in public health and 
who are not very familiar with health improvement or reduction of health inequalities as a 
'performance target' β.  Neighbourhood renewal schemes require high levels of community 
involvement so the evidence needs to be available to members of the public, as well as to 
professional practitioners.   
 
Important principles for the evidence base 
There are particular questions we need to ask of the evidence base: it therefore needs to be 
structured in a way that will make the evidence useful. 
 
1. Evidence is required which clarifies the causal pathways and mechanisms by which socio-

economic conditions relate to health inequality. For example, research shows an 
association between change in employment status and change in health. If these results 
are summarised and presented without explaining the processes and causal links 
between unemployment and health change they will be of little use in the development 
and implementation of an employment programme.  

2. Urban regeneration is often based on target areas and on particular population groups, 
so any applications of evidence will need to be sensitive to local conditions (6).  We need 
to know whether evidence on relationships between neighbourhood conditions and health 
are likely to apply in different places or settings and for different age, gender or ethnic 
groups. 

3. Urban renewal usually aims to improve conditions for local communities.  Relevant 
evidence for HIA must show how change (ie improvement) in socio-economic conditions 
is likely to affect change in health inequality, and whether the health disadvantage 
associated with deprivation and exclusion is reversible by improving socio-economic 
conditions.   

4. HIA tends to proceed on the basis of the precautionary principle, aiming to take account 
of all possible health effects.  However, ideally we would like to be able to prioritize 
different health impacts on the basis of knowledge about the relative importance of 
different factors influencing change in health inequality. 

 
Important areas of research are those that show how specific types of urban change are 
associated with health change for individual people. Also relevant is research examining how 
conditions in places affect health and research which examines the effectiveness of 
interventions in particular settings (based in schools, workplaces, or strategic locations in the 
community) (see for example: 8,9). Much of the useful evidence uses a social model of 
health, which focuses on the environmental and socio-economic determinants of health as 
well as on individual factors (see for example 10,11).   
                                                
β Initiatives for neighbourhood economic and social development are typically managed from outside 
the conventional 'health' (NHS) sector. Health change is rarely viewed as the primary objective of 
neighbourhood renewal. Evidence of health change from economic and social development will 
therefore be applied at the interface between policy and action for urban renewal and for public health. 
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The kinds of evidence 
We need a variety of different kinds of evidence for HIA.  For example, the evidence base 
should include evidence from research which is: 
• quantitative and extensive, to measure the size and significance of change and show us 

how far associations are generalizable for populations; 
• qualitative (and often intensive), to help us understand how urban change influences 

health and how this is experienced by the people who are affected; 
• longitudinal,  to demonstrate effects of change over time 
• designed to explore associations at the level of individuals; 
• designed to establish whether the individual pathways linking health and socio-economic 

change also vary between different places or settings; 
• designed to show whether it is possible to attribute change in health clearly to change in 

socio-economic conditions.   
 
It might be argued that the strongest evidence comes from studies that collect similar data 
for large samples of individuals, chosen from a variety of different places and follow them 
over time, with complementary, qualitative studies to collect more in depth information.  
Ideally, research should also use 'quasi case-control' methods to compare populations 
affected by a particular type of regeneration change with other groups who are not affected.  
This type of research costly to commission, and may be almost impossible to conduct, for 
practical and ethical reasons.  For example, Rogers et al (12) discussed the problems, of 
finding 'control' groups for studies of the impact of housing improvement on health.  In fact, 
therefore, we need to be able to critically assess what can be gained from research that does 
not always match all these conventional criteria for epidemiological studies.   

Gaps 
There are some general shortcomings in the existing evidence base for HIA of regeneration 
schemes.  For example, we have noted a lack of:  
• systematic and comparable evidence on how local interventions through urban renewal 

impact on health over time and at the individual level; 
• quantified evidence of such health impacts; 
• evidence in an accessible form for use by lay people and professionals who are not public 

health specialists. 
 
There is a significant amount of evidence in the form of 'grey literature' which is not 
scientifically 'peer reviewed'.  This may be difficult to access and to interpret. It often takes 
the form of local case studies, which may not be widely generalisable, but do provide 
accounts of conditions in particular places or for specific population groups.  Such studies 
may be quite influential to local thinking about regeneration and health. 
 
Principles from natural science are not the only considerations governing interpretation of the 
evidence on urban conditions and health inequalities (13).  Wismar and Busse (14), for 
example contrast the 'technocratic' view of evidence with the 'participative' view.  Scientific 
criteria may not have democratic legitimacy if they are inconsistent with considerations such 
as social values, moral criteria or ethics. It is difficult to weight qualitative and quantitative 
evidence, and there is a danger that by privileging quantitative evidence, we will ignore 
important relationships in variables that we cannot measure very reliably (eg spiritual aspects 
of health; well-being; aesthetic aspects of environment).  
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What we learn from the existing evidence  
There is a large body of evidence on socio-economic determinants of health showing that 
disadvantage over the life course is linked to poor health (15-17). These associations vary for 
different population groups. The links between socio-economic disadvantage and poor health 
also vary according to specific local settings and conditions in places are important for health, 
as well as individual circumstances (18-21). 
 
Some evidence shows that worsening conditions are associated with worsening health. A 
smaller part of the evidence relates to how positive change affects health. The evidence 
relating to the ‘reversability’ of the impact of disadvantage on health is limited but some 
rigorous studies suggest that it is not realistic to expect that the damage to health due to 
poverty will be reversed quickly when poverty is reduced.  To achieve reduction in health 
inequality, sustained and significant improvement in health determinants, for the most 
disadvantaged groups, is likely to be required (see for example 22).  
 
On pages 7 to 16 we have summarized some of the evidence about how specific types of 
change due to regeneration appears to relate to health. We précis the evidence below.  
 
These summaries do not represent a systematic review; at present systematic review 
techniques are inadequate to review an evidence base with the characteristics described 
above.  

employment 
The research evidence suggests that unemployment, or employment in jobs with poor 
working conditions, is generally damaging for health.  Changes in employment status have 
been shown to be linked to changes in health.  Re-employment of unemployed people may 
be beneficial to health, but for those moving into work where conditions are poor, changes in 
health may be detrimental. Studies of regeneration that has improved the general economic 
situation in previously depressed areas have suggested that economically disadvantaged, long 
term residents do not always benefit. Participation in Active Labour Market Intervention 
schemes (ALMIs) are intended to address this problem by improving the capacity of 
unemployed people to participate in the labour market.   Participation in ALMIs has health 
benefits, but may also have some negative effects on health.  

housing 
Poor housing is associated with a range of physical and mental health conditions. In the short 
term, housing refurbishment can be disruptive and intrusive. In the longer term, 
improvements have been reported in general self-reported physical and mental health, as 
well as reductions in symptoms and use of health services. While there is potential for health 
gain for the people moving into improved housing, the health effects for the wider population 
of rehousing or housing refurbishment may be mixed. Housing regeneration programmes do 
not always improve housing equally for all local populations. Those with the most severe 
housing needs and some marginalized groups may be further excluded or displaced by 
housing schemes. Thus neighbourhood 'improvements' may displace social problems rather 
than solve them, so they may not help to reduce general health inequalities.  

transport  
Improvements to transport infrastructure is often included as part of urban regeneration 
schemes.  Transport has a number of features that contribute positively to determinants of 
health, by improving access to a range of services, facilities and amenities and providing 
social interaction.  Improvements to transport infrastructure such as major roads or airports 
may also impact negatively on health through pollution, accidental injury, severance of 
communities and reduction in some forms of travel which are healthy and sustainable, such 
as walking and cycling. Socially and economically disadvantaged communities are particularly 
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at risk of these detrimental effects and so it is important to minimize or mitigate the potential 
negative health effects of transport development to avoid exacerbating health inequality. 

Conclusions and Recommendations 
Regeneration programmes targeting specific areas and populations are not designed to 
change the wider structural factors in society that contribute to social inequalities. Also, they 
do not affect disadvantaged populations outside the target group or target zone. Health is 
affected by many different factors, whereas regeneration schemes often aim to tackle a more 
limited range of conditions that affect health. It is therefore important to be realistic 
about the potential for regeneration programmes to produce change in health and their 
potential to reduce health inequalities must not be over-stated (13,23).  On the other hand, 
there is evidence that, in the right conditions, regeneration can make a positive 
contribution to health improvement and the reduction of health inequalities.   
 
When planning regeneration schemes it is also important to be aware there is some 
potential for negative health impacts and a worsening of health inequalities. We have 
noted that, in the competitive context of bidding for and justifying regeneration funding, it is 
sometimes difficult for stakeholders to feel empowered to consider potentially negative 
outcomes for health. However, our experience with prospective health impact assessment of 
regeneration projects has shown that, where these potential risks to health are given 
consideration, it is possible for schemes to be modified to try to mitigate these possible 
negative effects, without altering the overall aims of the project (13). We recommend that 
stakeholders should be encouraged to create an environment for planning 
regeneration schemes which is more receptive of critical thinking about health 
impacts. 
 
The evidence base for prospective health impact assessment of regeneration schemes needs 
to be improved in two ways.  First, the existing evidence needs to be made more 
accessible and relevant for health impact assessment. This process has already begun 
with several reviews prepared to inform health impact assessment (24-29).  
 
Research councils and other funding organizations have commissioned a good deal of 
valuable research on health inequalities.  Examples include the Health Variations programme 
supported by ESRC, the Health of the Public programme funded by the MRC and DoH 
research on health variations.  These organizations are increasingly investing in efforts to 
present research findings from these programmes in ways that can be used for policy 
development.  The results need to be accessible not only to those working in public health 
but also for professionals and other stakeholders in other fields responsible for urban 
regeneration. 
 
We need to do more to develop suitable guidelines and protocols for reviewing and 
presenting a large and very varied body of research findings.  Existing systematic review 
methods developed to enhance the evidence base for clinical medicine are too limited to be 
applied to evidence in this field of social policy. 
 
More needs to be done to empower all the relevant stakeholders to be able to use 
the evidence effectively in participative decision making processes. At present the capacity 
and competence of users to interpret and apply the evidence base for health impact 
assessment is quite limited.  There are significant implications in terms of requirements for 
training.  Our experience with health impact assessment through stakeholder consultation has 
also shown that it is important to anticipate lay perceptions about the links between 
regeneration and health, which often correspond to the research evidence, but which may 
weigh the evidence in varying ways according to social values and ethical issues.  
 
We have identified some limitations and gaps in the research evidence to support 
prospective health impact assessment of regeneration schemes.  We particularly need better 
evidence on whether improvements in social, economic and environmental conditions, 
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consequent upon regeneration, produce appreciable changes in health and in health 
inequalities. We need information on negative, as well as positive, health effects that can 
result from such changes, and explanations for how such health impacts are produced, and in 
what circumstances. 
 
This implies a continued effort to improve evaluation of regeneration programmes. 
National evaluations of programmes such as New Deal for Communities provide an 
opportunity for relatively systematic  evaluation of regeneration schemes of various types and 
in various settings. Local evaluations of renewal projects tend to focus heavily on 
performance with respect to the particular goals set for the project, but they should also pay 
attention to health outcomes. Rapid prospective health impact assessment may help to 
design evaluation of regeneration programmes and projects as they proceed. We also need to 
continue to build the evidence base with new research on how urban change relates to 
change in population health and health inequalities.  Research Councils and other 
funding bodies have a role to play in this respect.  
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Appendix: Summaries of research evidence 
These summaries do not represent a systematic review (at present systematic review 
techniques are inadequate to review an evidence base with the characteristics described 
above). The following notes come from structured reviews of the evidence, which have 
particularly tried to bring out the best available evidence that is relevant for HIA in this 
field (see for example 24). 

employment 
The research evidence suggests that unemployment, or employment in jobs with poor 
working conditions, is generally damaging for health.  Changes in employment status 
have been shown to be linked to changes in health.  Re-employment of unemployed 
people may be beneficial to health, but for those moving into work where conditions are 
poor, changes in health may be detrimental. Studies of regeneration that have improved 
the general economic situation in previously depressed areas have suggested that 
economically disadvantaged, long term residents do not always benefit from such 
economic regeneration. Participation in Active Labour Market Intervention schemes 
(ALMIs) are intended to address this problem by improving the capacity of unemployed 
people to participate in the labour market. ALMIs can have some health benefits, but 
they may also have some negative effects on health.  
 
Research on employment status and health (reviewed for example by: 
11,17,30,31,32,33,34,35,36,37,38) has demonstrated that unemployment has effects 
which are generally damaging to health.  Also, those at greatest risk of unemployment 
also have a higher risk, when they are in work, of ‘negative’ job attributes such as:  
• low pay; 
• lack of job security; 
• low levels of job control and involvement for employees; 
• lack of support from colleagues at work; 
• low reward to effort ratio; 
• lack of prestige and poor physical working conditions. 
 
Unemployment and work with negative attributes produce negative material effects 
which include: 
• low income and poverty (30,31,39-46) associated with low standards of living and 

poor housing; 
• greater risk of physical effects like hazards at work (30,31).  
 
There are also negative psychosocial effects (17,33,37,38,47) such as: 
• in the case of unemployment, loss of 'traction' (the routines and habits associated 

with work which help to motivate people and guide their daily activities) (37,38,48);  
• uncertainty and lack of choices and control in life (33,37,38); 
• disruption of life plans due to unplanned changes in employment status (37,38); 
• negative social stigma and loss of self esteem (37,38,49);  
• stresses due to effort/reward imbalance and lack of control in work (8,50-54).  
 
The research evidence suggests that changes in employment status, alter these Material 
and psychosocial determinants (especially the psychological stressors that people 
experience through their work). It is sometimes also suggested that, employment 
change may influence behavioural health determinants, (eg diet, alcohol consumption, 
smoking, the amount of exercise they take) but the research evidence does not clearly 
demonstrate this (55,56).   
 
Figure 1 summarizes research evidence on the health changes that result from change 
in these health determinants. These health impacts of employment change include:  
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• changes in general aspects of health (eg risk of death from all causes, and from 
specific causes such as cardiovascular disease, cancers, suicide, accidents, 
respiratory disease) (39,41,55,57,58);  

• illness or death due to specific physical and mental health problems (like heart 
disease (50,51), domestic violence (59), depression and anxiety (49,56,60) and 
general self reported health (47,48,55,61-63); 

• physiological changes to, for example, blood cholesterol and immune system have 
also been detected (55,64).  

 
Changes in health are also indicated by changes to use of health services, sickness 
absence from work, pensionable disability (65-68).  
 
The health impact of change in employment will vary for different people, depending on 
'mediating factors' (see for example: 69,70,71,72) such as: 
• age;  
• gender;  
• ethnicity;  
• the salience (or perceived importance) of their work for them and the compatibility 

of work with other roles and responsibilities;  
• their personal capacity to cope with changes in their work;  
• the amount of social support they enjoy; 
• individual’s biological and psychosocial susceptibility to illnesses. 
 
 

Figure 1: Summary of potential health impacts of 
unemployment or negative job attributes 

 

material effects 
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Most of the evidence for the relationships shown in Figure 1 comes from studies of 
‘negative’ conditions at work such as poor working conditions, experience of 
redundancy, or of unemployment, which in general are damaging to health.  
 
There is some evidence that reemployment can reverse the negative health effects of 
unemployment (69,73-79). However, other research suggests that negative health 
effects are not always quickly or easily reversed by improvements in labour market 
conditions or income (62,80). The relationships summarized in Figure 1 indicate that, 
while reemployment into satisfying work may be beneficial, a transition from 
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unemployment to ‘inadequate’ work, with negative job attributes, is unlikely to be 
beneficial to health (36,63,81,82). Furthermore, it may take a significant time for the 
‘damage’ to health resulting from unemployment to be repaired.  
 
Some studies have suggested that the employment opportunities created by 
regeneration schemes risk being dominated by low paid, insecure, secondary sector, 
non-standard forms of employment which may contain many of the negative attributes 
described above (83-85). Re-employment in such forms of work may be actually worse 
for psychological health than the experience of unemployment (33,81,86). Even if 
employment prospects do improve, for some groups of workers such as lone mothers, 
there may be conflicts between the demands of employment and other salient roles and 
responsibilities (70-72).   
 
Critics of urban regeneration (87-89) have pointed out that new jobs created by 
regeneration initiatives are often filled by workers from other parts of the city, rather 
than local populations in areas targeted for regeneration. A few studies have considered 
the implications for health.  For example, Glenn et al (62) conducted a longitudinal study 
of the health and economic status of a cohort of residents in Johnson County, 
Tennessee, USA.  After a period of economic recession, the local economy improved 
between 1990 and 1993. The authors found that between 1990 and 1993, long term, 
non-migrating residents did not on average benefit economically from the regeneration.  
They experienced a significant decrease in average household income. These residents 
had a statistically significant worsening in the Duke Health Profile measure of physical 
health status. Their mental health, measured by the Duke Health Profile - showed slight 
(insignificant) improvement. Their decline in health was tentatively attributed to either 
direct or indirect effects of the decline in family income. There was a rapid population 
increase during the expansion, attributable to inward migrants who were younger and 
healthier than existing residents. They conclude that local economic development can 
leave long term area residents poorer and less healthy, and this problem may be 
masked by an increase in healthier, wealthier inward migrants (62). 
 
ALMIs (Active Labour Market Intervention schemes) may help those who are excluded 
or disadvantaged in the labour market to benefit from expanding local employment 
opportunities (90). Some studies have specifically investigated the more immediate, 
short term health impacts of participation in ALMIs.  The results of these are 
summarised in Figure 2.  Most of the studies reviewed here have concentrated on the 
psychological impacts of ALMIs for participants in the short term, and there is relatively 
little evidence concerning long term change, or  possible physical health impacts.  Most 
studies involved measurement of change in psychological health outcomes prospectively 
(though Branthwaite and Garcia (91) used comparison of participants and non-
participants at a single time point, and Hagquist and Starrin (92) used retrospective 
questioning to assess change). These studies provide evidence that certain intended 
outcomes of ALMIs can have immediate and beneficial health effects, arising directly 
from participation in the scheme. Theoretically, this is explained by Creed, Hicks and 
Machin (93) and  Creed (94) in terms of Jahoda’s model of latent functions (37), Fryer’s 
agency restriction model (35), and theories concerning the health effects of social 
support at work.  They suggest that outcomes that may produce positive health change 
include enhancement of skills and competences; imposition of a structure to the working 
day; helping participants to set goals for themselves; and empowering them to take 
greater control of their lives; provision of supportive a rapport between participant and 
trainer. Such effects of ALMIs are thought to explain psychological health improvements 
that have been reported over the period of participation in ALMIs.  These include:  
• improved general psychosocial health, (as measured by the General Health 

Questionnaire) and reduced distress and related physical symptoms (92,95-97); 
• reduced depression (77,94,96,97); 
• reduced anxiety (96); 
• improved social adjustment (96); 
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• reduced sense of helplessness (97);  
• improved self esteem  (94,96-98); 
• improved self efficacy (99);  
• improved life satisfaction (94,96);  
• improved role and emotional functioning (77). 
 

Figure 2: Immediate Health impacts of Active Labour Market 
Intervention schemes reported in the research literature 

 
Some researchers report benefits persisting for a time beyond the period of participation 
in an ALMI (95,98), though some of the effects may only be temporary (94). On the 
other hand, as shown in Figure 2, these health benefits may not be realised where 
ALMIs fail to produce the outcomes intended.  ALMIs may also have unintended 
outcomes which have also been reported in evaluations.  These negative effects include 
the possibility that ALMIs will be seen as inadequate alternatives to work (91) or that 
low financial rewards will exacerbate financial strain (96).   
 
The nature of the health impacts of ALMIs will depend partly on mediating effects.  For 
example the impacts may be different for men and women (92,95).  The duration of 
unemployment and the severity of financial strain may influence health impacts 
(92,95,99). Initial psychological state may influence the potential for health 
improvement.  For example, those with initially poorer wellbeing and poor sense of 
mastery and motivation may benefit most (77,94,98). 
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Poor housing is associated with a range of physical and mental health conditions. While 
there is potential for health gain for the people moving into improved housing, the 
health effects for the wider population of rehousing or housing refurbishment may be 
mixed. In the short term housing refurbishment can be disruptive and intrusive. In the 
longer term improvements have been  reported in overall self reported physical and 
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mental health, as well as reductions in symptoms and use of health services. The 
evidence suggests that housing regeneration programmes do not always improve 
housing equally for all local populations. Those with the most severe housing needs and 
some marginalized groups may be further excluded or displaced by housing schemes. 
Neighbourhood 'improvements' may displace social problems rather than solve them, 
and this will not help to reduce inequalities in housing or in health.  
 
Dunn and Hayes present a conceptual model of housing and health (100): they argue 
that inequalities in housing, and housing satisfaction, are due to a combination of 
individual attributes, such as age, gender and income, employment status and housing 
attributes such as tenure and type of housing.  The attributes of housing (especially its 
physical condition) can have direct impacts on physical and mental health. Health 
inequalities are also related to  the ‘multiple, overlapping stressors of day-to-day life, of 
which housing is both a conduit and one source' (100, p505). Various sources of stress 
and support are included: stress is related to employment, child care and housework. 
Social support is a mediator of the wide range of stressors so this is reflected in Figure 
3. Unexpected events, or critical life events, are shown as being contingently related to 
health the figure suggests links between housing and other factors such as employment 
and social capital, which are discussed elsewhere in this review. These stressors have 
potential to affect health.  
 
Individual and housing attributes are modified by: 
• household characteristics: eg number of persons, household type, number of 

children, ethnicity, marital status, language spoken in the home; 
• individuals' appraisal of  various dimensions of their housing interior: eg design/ 

layout, sunlight, inside noise, outside noise, space, heating, indoor air quality and 
safety/security; and  

• neighborhood: eg parks & greenspace, traffic, streetlights, police, recreation and 
personal safety. 

 
In Figure 3 on page 13 we show how housing components of regeneration and renewal 
place most emphasis on the physical condition of the dwelling and the social and 
physical characteristics of the neighbourhood eg on 'dwelling satisfaction' and 
'neighbourhood satisfaction'. 
 
Several reviews have pointed to links between poor physical condition of housing and 
health (31,101-106). Aspects of physical health which may be affected by poor housing 
include: greater risks of injury; greater levels of reported respiratory disease and 
gastro-intestinal problems associated with cold, damp and mould growth; and an 
increased risk of infections due to crowded conditions especially in temporary 
accommodation. Cold, damp housing or crowded housing which is in poor condition 
may also be associated with mental illness. Children living in temporary accommodation 
are more susceptible to a range of conditions including disturbed sleep, poor eating, 
hyperactivity, bedwetting and soiling, aggression and higher rates of accidents and 
infectious disease.  
 
Mental health of mothers and children living in flats may be worse, perhaps due to 
isolation and the difficulties of getting out of the home. Living in cramped unsanitary 
conditions is also very stressful and undermines personal and parental relationships 
(107). Evidence for women in Britain suggests that high density living may be 
damaging to mental health (108).  
 
The design of the housing may not be solely responsible for the observed link between 
mental health and high density (109). A recent review (110) noted that residents of 
high-rise flats report a greater sense of isolation and have a higher risk of experiencing 
psychiatric disturbance than people who live in houses. However, the review found no 
reports of such effects from other countries where living in high-rise blocks is more 
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common. Indeed, studies comparing psychological distress rates in high rise flats in 
urban and suburban areas, and in mixed types of housing, suggest that it is "problem" 
estates that impact most on people's mental health, rather than the style of housing 
(111). 
 
Atkinson (112) describes how neighbourhood improvement may ‘gentrify’ an area; social 
problems tend not to be solved but evacuated. The subsequent absence of social 
problems is thereby used as evidence that gentrification has positive social impacts. This 
displacement has real social costs (112): for example, increased housing need, 
overcrowding in ‘hidden households’ and homelessness. In addition, displaced residents 
may feel resentment, disenfranchisement and a sense of exclusion. Displacement also 
has neighbourhood effects (113) ie impaired social networks and reduced service 
provision. These neighbourhood effects will adversely affect vulnerable groups that are 
less able to cope with the psychological and financial costs.  
 
The evidence concerning the links between health or wellbeing and regenerative 
changes in housing is less extensive. The available evidence suggests that outcomes 
may not be strongly or universally positive.  
 
We have adapted Dunn and Hayes' analytical framework (100) to include the effects of 
housing change on health (Figure 3 on page 13). 
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Figure 3: Analytical model for 
housing and health regression 

analysis. 

adapted from  
Dunn and Hayes (100, p505) 
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Thomson et al (114) reviewed the health effects of housing improvement. They found few 
studies examining the effects of housing improvements on health, and the quality of the 
studies identified was generally poor. Improvements were reported in overall self reported 
physical and mental health, as well as reductions in symptoms and use of health services. 
There was some evidence of improvements in broad indicators of social inclusion such as 
neighbourliness and fear of crime. Thomson et al (114) found only one study looking at 
'rehousing, refurbishment and relocation or community regeneration' which had an 
acceptable study design: Wilner et al (115,116) conducted a  prospective controlled study 
and reported that rehousing and refurbishmentχ had beneficial effects on health outcomes, 
including improvements in mental health.  Wilner et al (115,116) report an initial increase in 
illness episodes in the intervention group at 9 months. This group was reporting a greater 
reduction in illness episodes than the control group at 18 months. Thomson et al note that 
the absolute difference was small (29 episodes/1000 people) and the rate of follow up was 
not stated (114, p323). 
 
Some authors do report positive health changes following housing regeneration.  
 
For example, Halpern (117) reports on the situation in an English town estate before and 
after housing improvements to windows, bathrooms; fencing of semi-private space; closing 
alleyways, traffic calming, improved children’s play facilities. Mental health and psychosocial 
changes found to be associated with these improvements were reduced anxiety and 
depression and improved self-esteem, reduced fear of crime and greater perceived 
'friendliness' of area. In a Swedish study of changes in urban neighbourhoods, Dalgard and 
Tambs (118) reported that in an area which had undergone improvement to local services 
and facilities, the population showed reduced mental illness and increased social support. 
Smith et al (119) found that medical priority rehousing alleviated mental illness and 
depression. However they also found that rehousing could precipitate bouts of depression.  
 
Wadham (120) reports a study before and after refurbishment of Holly Street estate in East 
London. People living in the new houses reported higher levels of self-rated health. However, 
this study is not a longitudinal study of the same population: the people who were moved out 
were not followed up so comparison between the two surveys do not show individual health 
impact.  
 
Allen (4) examined the experiences of tenants on a peripheral local authority housing estate 
which was undergoing renewal. The experiences they reported appeared to depend on the 
amount of control they wished to have, and managed to exert, over the refurbishment 
process. Some found it intrusive and disempowering to have no say over the improvements, 
choice of contractor or when the work should take place. Others were pleased with the 
improvements to their home. A recurring theme in the interviews was that although the 
tenants consistently paid their rent, and invested emotional, and other, resources in their 
home they still had little control over whether the work was done. Allen suggests that 
tenants should be involved as much as possible in the process of renewal.  
 
Ambrose (121) describes a programme of work, including housing improvements, on an 
estate in East London. Original residents from the estate who were rehoused after the 
improvements reported high levels of satisfaction with the new flats. There were also 
difficulties: the new flats were larger so the bills for heating were higher. Kempson (122) 
describes how families often have to buy kitchen equipment and furniture for their new and 
larger homes. Bills for utilities have to be paid so resources for food often become restricted. 
Collard (123) recorded the experiences of Bangladeshi families in temporary accommodation. 
The families reported that financial assistance in moving, redecorating and furnishing the new 
home would have been helpful. Temporary accommodation is one phase in the transition 

                                                
χ Thomson et al (114) do not specify whether participants in this study were undergoing  rehousing or 
refurbishment. 
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from homelessness to rehousing. High levels of mobility had detrimental effects on the 
families access to primary health care and education. 

transport  
Transport infrastructure is often included as part of urban regeneration schemes. Different 
types of transport regeneration initiatives may vary in the extent to which they emphasise 
improvement of accessibility, as opposed to improving the sustainability of transport systems 
and traffic calming measures. Although the primary function of transport is in enabling access 
to people, goods and services ((124) cited in (31)), it also has a number of other functions. A 
review for the DETR (125) suggested a link between transport and health and commented 
that transport provides: 
• access to work, food, health facilities, training, education, leisure 
• practical services (e.g. in isolated rural areas, buses serve variety of functions such as 

carrying parcels, and a ‘bank’); 
• social interaction, through greater levels of contact between people ; 
• symbolic expression of an area as well connected with wider society in the city as a 

whole. 
 
While good transport systems may have these sorts of benefits for local populations, traffic 
can also present a hazard to health in various ways. We refer the reader to the conceptual 
framework produced by Joffe and Mindell (126). This shows how traffic volume and speed, 
the design of transport systems and the travel behaviour of individuals may all influence 
mental and physical health through a number of causal ways. The pathways that might result 
in detrimental health effects are likely to operate through: 
• emissions that cause populations to be exposed to air and noise pollution (eg 127); 
• traffic related accidents and injury (eg 128,129,130,131,132,133); 
• reduction in healthy physical activity such as walking and cycling (eg 134); 
• physical severance of communities by major transport routes that are difficult to cross 

((eg 135) cited in (136, p102)); 
• restrictions on some sorts of travel, which may prevent some journeys and limit access 

for some populations (eg 31, p56). 
 
Deficient transport systems and exposure to the health risks associated with traffic may be 
unevenly distributed for different socio economic groups and this may contribute to health 
inequality. Lack of access to transport is experienced disproportionately by women, children 
and disabled people, people from minority ethnic groups, older people and people with low 
socio-economic status. These groups find their access is reduced to services such as shops 
and health care and they spend a higher proportion of their resources on transport (31, p56). 
Disadvantaged urban areas tend to be characterized by high traffic volume, leading to 
increased levels of air and noise pollution and higher rates of road traffic accidents without 
the benefits of access to private transport (124).  
 
Because there is an association between poverty and greater exposure to the 'nuisances' and 
health risks associated with transport, it can be difficult to establish the true extent of the 
transport related health effects. Research in environmental epidemiology on the health 
effects of proximity to roads and airports faces technical challenges in distinguishing impacts 
that are due to traffic pollution or from those due to other socio-economic factors. This has 
been discussed by Haines et al (137) in relation to research on the impact of aircraft noise on 
performance tests of school children. 
  
The association between transport associated health risk and other aspects of socio-economic 
deprivation also highlights the importance of HIA of transport developments to ensure that 
they do not have the effect of exacerbating health inequalities. Some early examples of HIA 
focused on development schemes which were intended to enhance transport: for example 
the HIA of the proposals to extend Manchester Airport (138). This illustrated the need to 
balance the benefits to the economy in a whole region against the costs to local communities 
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close to the Airport development site, due to increased weight of air and road traffic 
generated.  
 
 



 

17 

 

References 
 
 1.  Edmans, T. and Tarifa, G. The regeneration maze revisited.  2001. London, The King's Fund 

and The London Regeneration Network.  

 2.  Roberts, P. "The evolution, definition and purpose of urban regeneration" in Urban 
regeneration: a handbook eds. Roberts, P. and Sykes, H. London, Sage Publications Ltd. 2000: 
pp.9-36. 

 3.  Hill, D. Urban policy and politics in Britain. Basingstoke, Macmillan. 2000. 

 4.  Allen, T. Housing renewal - doesn't it make you sick? Housing Studies,  15 (3) pp.443-461, 
2000 

 5.  WHO European Centre for Health Policy. Health impact assessment: main concepts and 
suggested approach. Gothenburg consensus paper.  pp.1-10. 1999. Brussels, WHO Regional 
Office for Europe, ECHP.  

available at http://www.who.dk/hs/ECHP/index.htm 

 6.  Pawson, R. and Tilley, N. Realistic evaluation. London; Thousand Oaks, Calif., Sage. 1997: 1-
235. 

 7.  Judge K, Barnes M et al. Health Action Zones: learning to make a difference.  pp.1-117. 1999. 
Kent.  

 8.  World Health Organisation. Health promotion in the workplace: strategy options. Copenhagen, 
World Health Organisation. 1995. 

 9.  World Health Organisation. Healthy cities: settings approach in public health.  1999. 
available at http://www.who.int/hpr/archive/cities/approach/settings.html 

 10.  Whitehead, M. "Tackling inequalities in health: a review of policy initiatives" in Tackling 
inequalities in health: an agenda for action eds. Benzeval, M., Judge, K. et al. London, King's 
Fund Publishing. 1995: pp.22-52. 

 11.  Wilkinson, R. G., Marmot, M. et al. The solid facts: social determinants of health. ed. Wilkinson, 
R. G. and Marmot, M.  pp.1-32. 1998.  World Health Organisation.  

available at http://www.who.dk/healthy-cities/hcppub.htm#SD 

 12.  Rogers, A., Huxley, P. et al. Evaluating the impact of a locality based social policy intervention 
on mental health: conceptual and methodological issues. International Journal of Social 
Psychiatry,  47 (4) pp.41-55, 2001 

 13.  Curtis, S., Cave, B. et al. Is urban regeneration good for health? Perceptions and theories of 
the health impacts of urban change. Environment and Planning C: Government and Policy,  20, 
2002 

 14.  Wismar, M. and Busse, R. Targets for health in Germany. European Journal of Public Health,  
10 (4-supplement) pp.38-42, 2000 

 15.  Graham, H. "The challenge of health inequalities" in Understanding health inequalities ed. 
Graham, H. Buckingham, Open University Press. 2000. 

 16.  Gordon, D., Shaw, M. et al. Inequalities in health: the evidence presented to the independent 
Inquiry into Inequalities in Health, Chaired by Sir Donald Acheson,. 1999. 

 17.  Marmot, M. and Wilkinson, R. G. Social determinants of health. Oxford, Oxford University 
Press. 1999. 



 

18 

 18.  Popay, J., Williams, G. et al. "Theorising inequalities in health the place of lay knowledge" in 
The sociology of health inequalities eds. Bartley, M., Blane, D. et al. Oxford, Blackwell. 1998: 
pp.59-84. 

 19.  Macintyre, S., Maciver, S. et al. Area, class and health: should we be focusing on places or 
people? Journal of Social Policy,  22 (2) pp.213-234, 1993 

 20.  Curtis, S. Health and inequalities in cities: geographical perspectives. (Forthcoming). London, 
Sage. 2002. 

 21.  Curtis, S. and Jones, I. R. Is there a place for Geography in the analysis of health inequality? 
Sociology of Health and Illness,  20 (5 special issue) pp.645-672, 1998 

 22.  Benzeval, M., Judge, K. et al. Tackling inequalities in health: an agenda for action. London, 
King's Fund Publishing. 1995. 

 23.  Cave, B. and Curtis, S. Health impact assessment for regeneration projects. Volume III: 
Principles.  2001. London, East London and the City Health Action Zone and Queen Mary, 
University of London.  

available at http://www.geog.qmul.ac.uk/health/guide.html 

 24.  Cave, B., Curtis, S. et al. Health impact assessment for regeneration projects. Volume II: 
Selected evidence base.  2001. London, East London and the City Health Action Zone and 
Queen Mary, University of London .  

available at http://www.geog.qmul.ac.uk/health/guide.html 

 25.  Cave, B. Rapid review of health evidence for 'Towards the London Plan … initial proposals for 
the Mayor's Spatial Development Strategy'.  2001.  Greater London Authority, London Health 
Commission and London Health Observatory.  

 26.  Stansfeld, S. A., Haines, M. et al. Rapid review on noise and health for London. A review to 
support the development of the Mayor of London's Ambient Noise Strategy. 2001.  Department 
of Psychiatry, Department of Geography, St Bartholomew's and the Royal London School of 
Medicine and Dentistry, Queen Mary, University of London.  

 27.  Watkiss, P., Brand, C. et al. Informing traffic health impact assessment in London.  pp.1-141. 
2000. London, AEA Technology and NHS Executive London.  

available at http://www.doh.gov.uk/london 

 28.  McIntyre, L. and Petticrew, M. Methods of health impact assessment: a literature review. 
Occasional Paper Number 2, pp.1-110. 1999. Glasgow, MRC Social and Public Health Sciences 
Unit.  

available at http://www.msoc-mrc.gla.ac.uk/Reports/PDFs/Occasional-Papers/OP-002.pdf 

 29.  Elliott, E., Landes, R. et al. Regeneration and health: a selected review of research. ed. Popay, 
J.  2001.  Nuffield Institute for Health, University of Leeds. King's Fund.  

 30.  Bartley, M. J. Unemployment and ill health: understanding the relationship. Journal of 
Epidemiology and Community Health,  48 pp.333-337, 1994 

 31.  Acheson, D., Barker, D. et al. Independent inquiry into inequalities in health: report.  pp.1-164. 
1998. London, The Stationery Office.  

 32.  Karasek, R. and Theorell, T. Healthy work: stress, productivity, and the reconstruction of 
working life.  1990. New York, Basic Books.  

 33.  Burchell, B. J. "The effects of labour market position, job insecurity and unemployment on 
psychological health" in Social change and the experience of unemployment eds. Gallie, D., 
Marsh, C. et al. Oxford, New York, OUP. 1994. 

 34.  Barnett, P. Unemployment, work and health: opportunities for healthy public policy. New 
Zealand Medical Journal,  108 (998), 1995 



 

19 

 35.  Fryer, D. and Payne, R. "Being unemployed: a review of the literature on the psychological 
experiences of unemployment" in International Review of Industrial Organisation eds. Cooper, 
C. and Robertson, I. 1986. 

 36.  Fryer, D. M. "Unemployment and mental health: hazards and challenges ofpsychology in the 
community" in Health Effects of the New Labour Market eds. Isaksson, K., Hogsedt, C. et al. 
Kluwer Academic/Plenum Publishers. 2000: pp.11-25. 

 37.  Jahoda, M. Employment and unemployment. Cambridge, Cambridge University Press. 1982. 

 38.  Warr, P. B. Work, unemployment and mental health. Oxford, Clarendon Press. 1987. 

 39.  Brenner, M. H. Mortality and the economy: a review, and the experience of England and 
Wales, 1936-1976. Lancet,  ii pp.568-573, 1979 

 40.  Ritchie, J. Thirty families: their living standards in unemployment. Department of Social 
Security Research Report No.1. 1990. London, HMSO.  

 41.  Moser, K. A., Goldblatt, P. O. et al. Unemployment and mortality: comparison of the 1971 and 
1981 Longitudinal Study census sample. British Medical Journal,  294 pp.87-90, 1987 

 42.  Moser, K. A., Goldblatt, P. O. et al. "Unemployment and mortality" in Longitudinal Study 1971-
1981: mortality and social organisation ed. Goldblatt, P. O. London, HMSO. 1990. 

 43.  Piachaud, D. "A price worth paying? The costs of unemployment" in Working for full 
employment ed. Philpott, J. London, Routledge. 1997. 

 44.  Berthoud, R. The reform of supplementary benefit. London, Policy Studies Institute. 1984. 

 45.  White, H. Against unemployment. London, Policy Studies Institute. 1991. 

 46.  Bradshaw, J. Child poverty and deprivation in the UK. London, National Children's Bureau. 
1990. 

 47.  Stansfeld, S. A., Fuhrer, R. et al. Work characteristics predict psychiatric disorder: prospective 
results from the Whitehall II study. Occupational and Environmental Medicine,  56 (5) pp.302-
307, 1999 

 48.  Joelson, L. and Wahlquist, L. The psychological meaning of job insecurity and job loss: results 
of a longitudinal study. Soc.Sci.Med.,  25 (2) pp.179-182, 1987 

 49.  Bolton, W. and Oatley, A. A longitudinal study of social support and depression in unemployed 
men. Psychological Medicine,  17 pp.453-460, 1987 

 50.  Bosma, H., Stansfeld, S. A. et al. Job control, personal characteristics, and heart disease. 
Journal of Occupational Health Psychology,  3 (4) pp.402-409, 1998 

 51.  Bosma, H., Marmot, M. et al. Low job control and risk of coronary heart disease in Whitehall II 
(prospective cohort) study. British Medical Journal,  314 pp.558-565, 1997 

 52.  Marmot, M., Bosma, H. et al. Contributions of job control and other risk factors to social 
variations in coronary heart disease incidence. Lancet,  350 pp.235-239, 1997 

 53.  Siegrist, J. Adverse health effects of high effort/low reward conditions. Journal of Occupational 
Health Psychology,  1 pp.27-41, 1996 

 54.  Karasek, R. "Stress prevention through work reorganization: a summary of 19 international 
case studies" in Preventing stress at work: conditions of work digest, volume II, No.2 ed. 
International Labour Organisation Geneva, International Labour Organisation. 1992. 



 

20 

 55.  Mattiasson, I., Lindgarde, F. et al. The threat of unemployment and cardiovascular risk factors 
– longitudinal study of quality of sleep and serum cholesterol concentrations in men threatened 
with redundancy. British Medical Journal,  301 pp.4, 1990 

 56.  Hammer, T. Unemployment and mental health among young people: a longitudinal study. 
Journal of Adolescence,  16 pp.407-420, 1993 

 57.  Eyer.J. Prosperity as a cause of death. International Journal of Health Services,  7 pp.125-168, 
1977 

 58.  Martikainen, P. T. Unemployment and mortality among Finnish men 1981-1985. British Medical 
Journal,  301 (6749) pp.407-411, 1990 

 59.  Ratner, P. A. The incidence of wife abuse and mental health status in Edmonton, Alberta. 
Canadian Journal of Public Health,  84 pp.246-249, 1983 

 60.  Frese, M. and Mohr, G. Prolonged unemployment and depression in older workers: a 
longitudinal study of intervening variables. Soc.Sci.Med.,  25 (2) pp.173-178, 1987 

 61.  Morrell, S., Taylor, R. J. et al. A cohort study of unemployment as a cause of psychological 
disturbance in Australian youth. Soc.Sci.Med.,  38 (11) pp.1553-1563, 1994 

 62.  Glenn, L., Beck, R. et al. Effect of a transient, geographically localised economic recovery on 
community health and income studied with longitudinal household cohort method. Journal of 
Epidemiology and Community Health,  52 (11) pp.749-757, 1998 

 63.  Halvorsen, K. Impact of re-employment on psychological distress among long-term 
unemployed. Acta Sociologica,  41 pp.227-242, 1998 

 64.  Cobb, S. Physiological changes in men whose jobs were lost. Journal of Psychosomatic 
Research,  18 pp.245-258, 1974 

 65.  Vahtera, J., Kivimaki, M. et al. Effect of change in the psychosocial work environment on 
sickness absence: a seven year follow up of initially healthy employees. Journal of 
Epidemiology and Community Health,  54 pp.484-493, 2000 

 66.  Iversen, L. and Sabroe, S. Hospital admissions before and after shipyard closure. British 
Medical Journal,  299 pp.1073-1076, 1988 

 67.  Westin, S. The structure of factory closure: individual response to job loss and unemployment 
in a 10 year controlled follow up study. Soc.Sci.Med.,  31 pp.1301-1311, 1990 

 68.  Beale, N. and Nethercott, S. Job loss and family morbidity: a study of a factory closure. Journal 
of Royal College of General Practitioners,  35 pp.510-514, 1985 

 69.  Kessler, R. C., Turner, B. J. et al. Effects of unemployment on health in a community survey: 
main, modifying and mediating effects. Journal of Social Issues,  44 pp.69-85, 1988 

 70.  Backett-Milburn, K., Cunningham-Burley, S. et al. Caring and providing: lone and partnered 
working mothers. Family Policy Studies Centre. 2001. 

 71.  Brown, G. W. and Bifulco, A. Motherhood, employment and the development of depression. A 
replication of a finding? British Journal of Psychiatry,  156 pp.169-179, 1990 

 72.  Baker, D. and North, K. Does employment improve the health of lone mothers? Social Science 
and Medicine,  49 pp.121-131, 1999 

 73.  Claussen, B., Bjorndel, A. et al. Health and re-employment in a two year follow-up of long term 
unemployed. Journal of Epidemiology and Community Health,  47 pp.14-28, 1993 



 

21 

 74.  Iversen, L. and Sabroe, S. Psychological well-being among unemployed and employed people 
after a company closedown: a longitudinal study. Journal of Social Issues,  44 (4) pp.141-152, 
1988 

 75.  Warr, P. B. and Jackson, P. R. Factors influencing the psychological impact of prolonged 
unemployment and re-employment. Psychological Medicine,  15 pp.795-807, 1985 

 76.  Vinokur, A. D., Caplan, R. D. et al. Effects of recent and past stresses on mental health: coping 
with unemployment amongst Vietnam veterans and non veterans. Journal of Applied Social 
Psychology,  17 pp.710-730, 1987 

 77.  Vinokur, A. D., Schul, Y. et al. Two years after job loss: long term impact of the JOBS 
programme on reemployment and mental health. Journal of Occupational Health Psychology,  
Jan 5 (1) pp.32-47, 2000 

 78.  Lahelma, E. Unemployment and mental well being: elaboration of the relationship. 
International Journal of Health Services,  22 pp.261-274, 1992 

 79.  Lahelma, E. Unemployment, re-employment and mental well being. Scandinavian Journal of 
Social Medicine,  Supplement 43, 1989 

 80.  Benzeval, M. and Judge, K.  Income and health: the time dimension. Social Science and 
Medicine,  52 pp.1371-1390, 2000 

 81.  Dooley, D., Prause, J. et al. Unemployment and depression: longitudinal relationships. Journal 
of Health and Social Behavior,  41 pp.421-436, 2000 

 82.  Ezzy, D. Unemployment and mental health: a critical review. Soc.Sci.Med.,  37 (1) pp.41-52, 
1993 

 83.  Deakin, S. Labour market flexibility: a cure for unemployment? Benefits,  12 pp.1-5, 1995 

 84.  Peck, J. and Theodore, N. Work first: workfare and the regulation of contingent labour 
markets. Cambridge Journal of Economics,  24 pp.119-138, 2000 

 85.  Martin, R., Nativel, C. et al. The local impact of the New Deal: does Geography make a 
difference? Paper presented at the annual conference of the Institute of British Geographers. 
2000. University of Sussex.  

 86.  Winefield, A. H., Tiggemann, M. et al. Growing up with unemployment: a longitudinal study of 
its psychological impact. London, Routledge. 1993. 

 87.  Brownhill, S. "Turning the East End into the West End: the lessons and legacies of the London 
Docklands Development Corporation" in British urban policy: an evaluation of the Urban 
Development Corporations eds. Imrie, R. and Thomas, H. 2 edition. London, SAGE Publications 
Ltd. 1999: pp.43-63. 

 88.  Bailey, N. and Turok, I. Adjustment to job loss in Britain's major cities. Regional Studies,  34 
(7) pp.631-653, 2000 

 89.  Turok, I. and Webster, D. The New Deal: jeopardised by the geography of unemployment? 
Local Economy,  12 (4) pp.309-328, 1998 

 90.  Lodemel, I. and Trickey, H. An offer you can't refuse: workfare in international perspective. 
Bristol, The Policy Press. 2001. 

 91.  Branthwaite, A. and Garcia, S. Depression in the young unemployed and those on Youth 
Opportunities Schemes. British Journal of Medical Psychology,  58 (67) pp.74, 1985 

 92.  Hagquist, C. and Starrin, B. Youth unemployment and mental health-gender differences and 
economic stress. Scandinavian Journal of Social Welfare,  5 (4) pp.215-228, 1996 



 

22 

 93.  Creed, P. A., Hicks, R. E. et al. Behavioural plasticity and mental health outcomes for long-term 
unemployed attending occupational training programmes. Journal of Occupational and 
Organizational Psychology,  71 (2) pp.171-191, 1998 

 94.  Creed, P. Industrial and Organizational Psychology Conference.  1997. Melbourne.  
available at http://www.usp.edu.au/users/machin/IOConf97.htm  

 95.  Vuori, J. and Versalainen. Labour market interventions as predictors of re-employment, job 
seeking activity and psychological distress among the unemployed. Journal of Occupational 
and Organizational Psychology,  72 pp.532-538, 1999 

 96.  Oddy, M., Donovan, A. et al. Do government training schemes for unemployed school leavers 
achieve their objectives? A psychological perspective. Journal of Adolescence,  7 pp.377-385, 
1984 

 97.  Creed, P., Hicks, R. et al. Research. Australian & New Zealand Journal of Vocational Education,  
4 (2) pp.26-41, 1996 

 98.  Machin, A. Industrial and Organizational Psychology Conference.  1997. Melbourne.  
available at http://www.usp.edu.au/users/machin/IOConf97.htm  

 99.  Eden, D. and Aviram, A. Self-efficacy training to speed re-employment: helping people to help 
themselves. Journal of Applied Psychology,  78 pp.352-360, 1993 

 100.  Dunn, J. R. and Hayes, M. V. Social inequality, population health, and housing: a study of two 
Vancouver neighborhoods. Soc.Sci.Med.,  51 pp.563-587, 2000 

 101.  Lowry, S. Housing and health. London, British Medical Journal. 1991: 1-109. 

 102.  Best, R. "The housing dimension" in Tackling inequalities in health: an agenda for action eds. 
Benzeval, M., Judge, K. et al. London, King's Fund Publishing. 1995: pp.53-68. 

 103.  Best, R. "Health inequalities, the place of housing" in Inequalities in health: the evidence 
presented to the Independent Inquiry into Inequalities in Health, chaired by Sir Donald 
Acheson eds. Gordon, D., Shaw, M. et al. Bristol, The Policy Press. 1999: pp.45-67. 

 104.  Burridge, R. and Ormandy, D. Unhealthy housing: research, remedies, and reform. E&FN Spon. 
1993. 

 105.  Bardsley, M., Jones, I. R. et al. Housing and health in London: a review by the Health of 
Londoners Project.  1998. London, East London & The City Health Authority.   

 106.  Victor, C. The health of homeless people: a review. European Journal of Public Health,  7 
pp.398-404, 1997 

 107.  British Medical Association. Deprivation and ill-health.  1987. London, British Medical 
Association Board of Science and Education Discussion Paper.  

 108.  Gabe, J. and Williams, P. "Women, crowding and mental health" in Unhealthy housing: 
research, remedies and reform eds. Burridge, R. and Ormandy, D. London, E & FN Spon. 1993: 
pp.191-208. 

 109.  Hunt, S. "Housing-related disorders" in The Health of Adult Britain 1841-1994. Volume 1 eds. 
Charlton, J. and Murphy, M. London, Office of National Statistics. 1997. 

 110.  Seymour, J., Jefferis, B. et al. Rapid review of housing and the built environment. Rapid 
reviews of public health for London. 2001.  London School of Hygiene & Tropical Medicine for 
the NHS Executive, London.  

available at http://www.doh.gov.uk/london/hatbe.htm 

 111.  Freeman, H. "Mental health and high-rise housing" in Unhealthy housing: research, remedies 
and reform eds. Burridge, R. and Ormandy, D. London, E & FN Spon. 1993: pp.168-190. 



 

23 

 112.  Atkinson, R. Measuring gentrification and displacement in Greater London. Urban Studies,  37 
(1) pp.149-165, 1999 

 113.  Atkinson, R. Gentrification and displacement in London: a theoretical and empirical analysis. 
Unpublished PhD thesis. 1997. London, University of Greenwich.  

 114.  Thomson, H., Petticrew, M. et al. Health effects of housing improvement: systematic review of 
intervention studies. British Medical Journal,  323 pp.187-190, 2001 

 115.  Wilner, D. M., Price-Walkley, R. et al. Housing as an environmental factor in mental health: the 
Johns Hopkins longitudinal study. American Journal of Public Health,   pp.50-63, 1960 

 116.  Wilner, D. M., Price-Walkley, R. et al. The effects of housing quality on morbidity: preliminary 
findings of the Johns Hopkins longitudinal study. American Journal of Public Health,  48 
pp.1607-1615, 1958 

 117.  Halpern, D. Mental health and the built environment: more than bricks and mortar. London, 
Taylor and Francis. 1995. 

 118.  Dalgard, O. and Tambs, K. Urban environment and mental health: a longitudinal study. Journal 
of Psychiatry,  171 pp.530-536, 1997 

 119.  Smith, S. J., Alexander, A. et al. Rehousing as a health intervention: miracle or mirage? Health 
and Place,  3 (4) pp.203-216, 1997 

 120.  Wadham, C. Just what the doctor ordered: a study of housing, health and community safety in 
Holly Street.  1996. London Borough of Hackney: Estate Management and Development, Holly 
Street EC1, Woodin Consultancies and Chris Wadham Associates.  

 121.  Ambrose, P. A drop in the Ocean: the health gain from the Central Stepney SRB in the context 
of national health inequalities.  2000. Brighton, Health and Social Policy Research Centre, 
University of Brighton.  

 122.  Kempson, E. and Whyley, C. Kept out or opted out? Understanding and combating financial 
exclusion. Bristol, Policy Press. 1999. 

 123.  Collard, A. Settling up: towards a strategy for resettling homeless families. London, London 
Homelessness Forum. 1997. 

 124.  Davis, A. Submission to the Inquiry into Inequalities in Health. Input paper: transport and 
pollution.  1998.  

 125.  Department of the Environment Transport and the Regions. Social exclusion and the provision 
and availability of public transport: summary report. Report by TRaC at the University of North 
London. 2000. London, Crown Copyright.  

 126.  Joffe, M. and Mindell, J. A framework for the evidence base to support health impact 
assessment. Journal of Epidemiology and Community Health,  56 (2) pp.132-138, 2002 

 127.  McCarthy, M. "Transport and health" in Social determinants of health eds. Marmot, M. and 
Wilkinson, R. G. Oxford, Oxford University Press. 1999: pp.132-154. 

 128.  Carlin, J. B., Stevenson, M. R. et al. Walking to school and traffic exposure in Australian 
children. Australian and New Zealand Journal of Public Health,  21 (3) pp.286-292, 1997 

 129.  DiGuiseppi, C., Li, L. et al. Influence of travel patterns on mortality from injury among 
teenagers in England and Wales, 1985-95: trend analysis. British Medical Journal,  316 pp.904-
905, 1998 

 130.  Macpherson, A., Roberts, I. et al. Children's exposure to traffic and pedestrian injuries. 
American Journal of Public Health,  88 (12) pp.1840-1843, 1998 



 

24 

 131.  Roberts, I., Norton, R. et al. Effect of environmental factors on risk of injury of child 
pedestrians by motor vehicles: a case-control study. British Medical Journal,  310 pp.91-94, 
1995 

 132.  Roberts, I. Injuries to child pedestrians. British Medical Journal,  310 pp.413-414, 1995 

 133.  Roberts, I., Norton, R. et al. Socioeconomic and ethnic differences in child pedestrian injury: 
the importance of exposure to risk. Journal of Epidemiology and Community Health,  50 
pp.162-165, 1996 

 134.  Hillman, M., Adams, J. et al. One false move: a study of children's independent mobility. 
London, Policy Studies Institute. 1990. 

 135.  Appleyard, D. Liveable streets. Berkeley, University of California Press. 1981. 

 136.  Rogers, R. and Power, A. Cities for a small country. London, Faber and Faber Limited. 2000. 

 137.  Haines, M., Stansfeld, S. A. et al. Multilevel modelling of aircraft noise on performance tests in 
schools around Heathrow Airport London. Journal of Epidemiology and Community Health,  56 
(2) pp.139-144, 2002 

 138.  Winters L. Health impact assessment: a literature review. Observatory Report Series No 36, 
pp.1-56. 1997. Liverpool, Public Health Observatory.  

 
 
 




