
Doctors are often asked to support applications for rehousing

for council property and existing tenants requesting a
transfer usually face a long wait. Local authorities
often try to give priority to applicants on the basis of
the time spent on the list or by allocating "points" for
factors such as family size, overcrowding, standards
of present accommodation, and relevant medical
problems.
The survey found that authorities use one or another

of four ways of collecting medical information: self
reporting, information from general practitioners,
information collected by specially trained visitors, and
assessment by a housing officer. Once collected, the
information is reviewed by a medical assessor, usually a
community physician, who advises about whether
priority should be awarded.

General practitioners need to be familiar with their
local system. They need to know whether information
should be provided on a special form and to whom it
should be addressed. This avoids repeated requests for
more information. Doctors should also remember that
it is the degree of disability, not the specific diagnosis,
that matters. Emphasis on diagnoses may even be
unhelpful-if council employees screen applications
they are unlikely to appreciate that "nervous diseases"
mean conditions like multiple sclerosis and Parkinson's
disease rather than depression.

Medical priority can be unfair
It is difficult to prove that rehousing has much

impact on health. A follow up study in Bolton found
that nearly a quarter of people rehoused on medical
grounds three years earlier thought that their health
had improved as a result, but just over a tenth were still
unhappy.'4 Studies of people in Salford applying for
rehousing on the grounds of mental ill health found
that they improved after rehousing," 16 but there
are many biases in such studies. It is impossible
for subjects to be blinded to the treatment (re-
housing), and because many people may exaggerate
their symptoms to gain priority any improvement
observed after rehousing may be an artefact.

Medical priority for rehousing can be unfair. One of
the studies in Salford found that many of the control
group also had neurotic symptoms. 16 The authors
concluded that a priority system reduces the chances of
rehousing for those who do not make a special claim,
regardless of their genuine problems. Once again, it is
the articulate and aggressive who gain most.
A medical claim for priority is no guarantee of

success. Gray found that less than a twentieth of
applications for rehousing on medical grounds were
successful.'" Dr Luise Parsons, acting district medical
officer in the Northern region, thinks that the scheme

is merely a way of deflecting blame for failure to
rehouse away from the local authority. "The bottom
line is that we haven't got enough houses."

Doctors are placed in a difficult position when asked
for support. It is hard to refuse to try to help a patient,
even when you know that your list contains many more
deserving cases. Many doctors supply reports for all
who request them and salve their consciences with the
knowledge that the housing shortage is so great that
they are unlikely to have any effect anyway. Others
devise schemes to support only the most needy cases
without offending anyone: a recent conference heard
how one housing authority ignored all of the written
requests from a particular doctor unless he also tele-
phoned.

Conclusions and comment
Many people have special housing needs because

they are poor or ill or disabled. Schemes that target
help at older age groups, without specifying disability,
often waste resources that could be better used by
younger people. The ideals of community care for the
physically handicapped and mentally ill hinge on the
provision of good housing. There are not enough
specially adapted homes to cater for the needs of
disabled people, and there are too few well maintained
houses in the public sector to provide healthy housing
for other "special" groups such as families, the poor,
the homeless, and the unemployed. There are not
enough good houses to go round, and it does not
require a medical degree to spot the most needy cases,
such as bilateral amputees living in tower blocks.
Perhaps doctors should distance themselves from the
shambles of prioritising cases and campaign instead for
improved standards for all.
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Correction

Housing and health: Accidents at home

An author's error occurred in this article by Stella Lowry
(13 January, p 104). The cost of domestic accidents to the health
service in England and Wales is about £300 million a year, not
£300 000 as published.
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