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Abstract. In this paper new findings on the average life expectancy of the population of Britain arc
reported according to housing wealth. In addition, estimates of mortality rates for rough sleepers,
hostel residents, and bed and breakfast residents are presented. The results indicate that the death
rates of bed and breakfast residents are four to five times those of the housed population, death rates
for hostel residents are seven times greater, and death rates for rough sleepers are 25 times greater
than those of the housed population. At the extremes, people living in the most salubrious housing in
Britain (holding over £100 000 of equity in their properties) can expect to live, on average, more than
twice as long as those sleeping rough on the streets.

Introduction

The connection between housing and health has been known for many decades. Those
who live in better housing conditions have better health in terms of morbidity (both
physical and mental health) and also in terms of mortality. Various studies have
reported an association between health and housing tenure, which, in conjunction
with car access, is being increasingly used as a measure of social position in preference
to the Registrar General’s occupational social class categorisation.!’?. Wannamethee
and Shaper (1997), for example, from a study of mortality amongst a sample of over
7000 British men, report that mortality differences by tenure are greater than those
indicated by social class based on occupation alone; those who owned their home and
a car had significantly lower mortality than those who did not, irrespective of social
class and a wide range of individual lifestyle and biological factors. Wannamethee and
Shaper propose that this is because tenure is a good indicator of wealth. Other studies
have also reported a relationship between housing tenure and health, such that those
who own their own homes have the lowest mortality rates, followed by those in
privately rented accommodation; residents of local authority housing experience the
worst health outcomes (Britton, 1990; Kogevinas, 1990; Pugh et al, 1991).

Table 1 (see over) (adapted from Filakti and Fox, 1995) shows the extent of the
mortality differences between housing tenures as well as those with and without access
to a car (for those dying under the age of 65). From this table it can be seen that in
1971 - 81 the death rate for male local authority tenants was 35% higher than that for
owner-occupier males and 42% higher for females. By 1981 —89, this gap had widened
to a death rate which was 62% higher for males in local authority housing and 44%
higher for females. Thus not only can we observe substantial differences in mortality by
these traditional tenure categories, but in the more recent period these differences are
widening.

9] Current address: Maternity Alliance, 45 Beech Street, London EC2P 2LX, England.

@ The Registrar General, head of The General Register Office, is responsible for the central
archive of all registrations of births, marriages, and deaths that have occurred in England and
Wales since 1 July 1837. The classification of occupational social class first used by the Registrar
General in 1911 has since been widely used in social science.
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Table 1. Direct age-standardised rate ratios for deaths under 65 by housing tenure and car
access: 1971 and 1981 Census cohorts (Longitudinal Study data) (source: adapted from Filakti
and Fox, 1995).

Males Females

1971-81 1981-89 1971-81 1981-89
Owner-occupiers 1 1 1 1
Private renters 1.32 1.38 1.32 1.38
Local authority tenants 1.35 1.62 1.42 1.44
One or more cars 1 1 1 1
No cars 1.44 1.57 1.40 1.56

These tenure categories, however, can be criticised for concealing variations within
groups. In the last two decades in Britain there has been a dramatic rise in the number
of households which can be classified as owner-occupiers, rising from 10 million
owner-occupiers in 1971 to 16 million in 1993 (Dorling, 1995). In the 1991 Census,
over two thirds of the population (68%) either owned their own home outright or
had a mortgage (Dorling, 1995). This category contains a gradient of wealth, however,
from people struggling to pay a mortgage and on the verge of repossession to those
with hundreds of thousands, and sometimes millions, of pounds worth of housing
equity. While the relatively crude traditional housing tenure categories mask this
important variation they also exclude one increasingly important group: the homeless,
by definition those without housing tenure.

Although research until now has not revealed the variations in health of those with
different levels of housing equity, there is some evidence to suggest that the homeless
have particularly poor health outcomes, such as respiratory disease, alcohol and drug
dependence, mental health problems and suicide, accidents and violence (Alstrom
et al, 1975; Bines, 1994; Hanzlick and Parrish, 1993; Hibbs et al, 1994; Hwang et al,
1997; Victor, 1997).

Unlike the traditional housing tenures, however, homelessness is much more diffi-
cult to define and to enumerate—there is no easy, single definition of homelessness
(Everton, 1993) as the ‘homeless’ are not a homogeneous group (Balazs, 1993). It is
customary to refer to those who qualify as statutory homeless and those who do not
(Widdowfield, 1999). The statutory homeless are those who have been assessed by a
local authority and qualify for permanent rehousing, either in council housing or in
housing association accommodation. These people often have to wait to be housed,
and may be placed in temporary accommodation such as hostels or bed and breakfast
hotels. The numbers of statutory homeless are recorded in official statistics. In England
the number of homeless households peaked around 1991 at 177 000 (Victor, 1997) and in
1994 stood at 143 500. These almost always contain children, and with an average of 2.3
people per household this gives a total of over 330000 homeless persons in England.

The nonstatutory homeless are those who do not qualify for rehousing and many of
these are single people. These people may be living in a variety of situations, in bed and
breakfast accommodation, hostels for the homeless, or they may be sleeping on
friends’ floors, in squats, or sleeping rough on the streets. This is a very difficult ‘group’
to enumerate; although there have been various attempts to enumerate the number of
nonstatutory homeless, there are no reliable figures at the national level (Bines, 1994).
However, some attempts at enumeration have been made, although at different time
points. In 1996 the bed and breakfast sector, which contains both statutory and non-
staturory homeless, was thought to house almost 80000 people (Carter, 1997). In 1991
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the Census enumerated 19417 people in hostel accommodation, although the charity
for the homeless, Shelter, estimated that the true figure was closer to 50000 (Royal
College of Physicians, 1994). With rough sleepers there is an even greater uncertainty as
to their number.- The- 1991 Census counted 1275-rough-sleepers in London-(Inner and
Outer) and 1428 outside the capital. Pleace refers to this as “by far the most system-
atic” (1998, page 7) enumeration yet says: “Based on the geographical mobility and
dynamism of the population experiencing rough sleeping, it is possible to be confident
that rough sleeping is almost certainly more widespread than any of the counts suggest”
(page 8).

In this paper we look at housing and health in Britain beyond the traditional
housing-tenure categories. We do this by looking at variations in mortality within
owner-occupation, using housing wealth as an indicator of relative social position.
We also include estimates of the death rates of those excluded from the traditional
housing-tenure categories: the street homeless and those living in hostels or bed and
breakfast accommodation.

Housing wealth and- mortality = e : :

We have developed an alternative measure of the relative social position of people in
terms of housing by referring to the price that people are willing or able to pay for it.
This is not available at the individual level but at the ecological level for very small
areas can be derived from building society and census data. Here, for the same time
period as used in table 1 (1981 —89)—a period of stable then rising housing prices in
Britain—we have calculated both the average income of homebuyers in each ward and
their average wealth in terms of positive housing equity. To estimate the wealth in each
ward, the average price of housing is multiplied by the number of households who own
their homes outright and then the average positive equity of homebuyers is multiplied
by the number of buyers who do not have negative equity. From these two figures an
estimate of total positive equity is made, from which the total value of negative equity
in each ward can be subtracted. When this total net housing equity is divided by the
total number of households living in each ward an estimate of local housing wealth is
produced and hence an indication of total wealth in each small area (see Dorling, 1995
for more details). National mortality data for the same period which are also available
at the ward level allow us to calculate average life expectancies for groups of wards.
Table 2 (see over) shows that as ward-level housing wealth rises so does life expectancy,
but that above £60000 of housing wealth there is little additional life-expectancy
benefit. The biggest gains in life expectancy are between the categories of £5000—
9999 and £10000- 14999, because these are the categories that distinguish living in
poverty from living at a low to average standard. Escaping poverty is the most
important step to improving an individual’s health (Shaw et al, 1999).

Homelessness and mortality

In Britain there have been only two studies of the mortality rates of the homeless
(Victor, 1997). These studies were conducted by the charity Crisis. “Sick to death of
homelessness” (Keyes and Kennedy, 1992) reported a search of coroner’s court records
in Inner London, over one year from 1 September 1991 to 31 August 1992: 86 deaths
were identified as homeless, the average age of death was 47, 82% were male. Not all
deaths are referred to the coroner, only those when death is sudden or unexpected or
where a doctor is not sure of the exact cause of death. Additionally, not all deaths of
homeless people could be identified as such (some may have been given their last
known address, such as a hostel). Therefore this is very likely to be an underestimate
of the number of deaths of rough sleepers.
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Table 2. Health and wealth in England and Wales, males and females, 1981 —89.

Wealth bracket Deaths? Age of deathb Days earned® Averaged
of wards (£) 1981-89 years:months per £10000 wealth (£)
<1000 161892 74:0 48 67¢
1000—-4999 377506 74:1 79 3038
5000—9999 579998 74:1 110 7634
10000-14999 634487 74:3 102 12526
15000—-19999 618258 74:5 77 17458
20000—-26999 727 530 74:7 77 23444
27000-34999 618 573 74:8 60 30885
35000—-44999 518991 74:11 34 39681
45000-159999 445829 75:0 30 51888
6000074999 230580 75:2 16 67002
75000-99 999 174 668 75:4 13 85173
= 100000 88033 75:5 0 120534
All wards 5176346 74:9 60 34366

2 All deaths in England and Wales between 1981 and 1989 standardised for ward age-—sex
population profiles (1981 and 1991).

b Average age of death of people living in wards in each wealth bracket (standardised for the
age—sex profiles).

¢ Additional days of life per £1000 achieved by moving up two wealth brackets (only one
bracket from £75000).

d Total positive housing equity outstanding in each ward divided among all ward households
(at 1991 prices).

¢ This figure is low because of the inclusion of negative equity. Most of the homes in these
wards are state owned (personal equity of zero), of the minority that are privately owned most
are heavily mortgaged (positive equity low) and many in 1991 were worth less than the
outstanding mortgage on the property (negative equity)—hence the average housing wealth per
household in these areas of £67.

Sources: Census data: ONS via MIDAS at the University of Manchester. Mortality data: ONS
Health Statistics Section, via Jarman and colleagues, St Mary’s Hospital Medical School.
Housing data: Nationwide Building Society, via Champion, Department of Geography,
Newcastle University.

This study was followed up over the same months of 1995/96 (Grenier, 1997) and
although the estimated number of rough sleepers in London had fallen (from 741 to
365) the average age of death was 42. In the later period they were 93% male. In both
studies there were a disproportionate number of deaths (as compared with the general
population) from accidents, suicide, pneumonia, and drug-related causes. However,
although these studies report important evidence about deaths among rough sleepers,
they do not compare these with other tenures groups by taking into account the age
and sex structure of their sample. Here we compare the age —sex standardised mortality
ratios of the general (housed) population in Britain with various groups lacking tenure:
rough sleepers, hostel residents, the vulnerably housed, and a bed and breakfast/bedsit
population.

Male rough sleepers—London

Death rates and standardised mortality ratios (SMRs) for rough sleepers in London
were calculated with data which were originally collected by Crisis to calculate an
average age of death (Grenier, 1996). The data used here are for males only and refer
to deaths for one year (1 September 1995 to 31 August 1996). The total number of rough
sleepers in Inner London (836) is taken from the 1991 Census, as it is assumed that this
is the most accurate enumeration of rough sleepers—there were 16 025 enumerators in
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London on census day. The numbers of rough sleepers and the numbers of deaths of
rough sleepers are both questionable figures. A number of counts subsequent to the
census, as outlined in the section above, suggest that the number of rough sleepers in
London is now closer to 400. However, it is likely that these counts are underestimates.
The census count may on the other hand be higher than recent levels of rough sleeping.
However, the census count is used here as this gives an age and sex distribution from
which SMRs can be calculated. An SMR refers to the number of deaths in this group
divided by the number of deaths we would expect in this group if national death rates
applied, multiplied by 100. The national average is by definition 100.

The results, as well as death rates for the general population (data derived from the
Office for National Statistics) are presented in table 3 (see also Shaw and Dorling, 1998).
From this table it can be seen that the death rates of rough sleepers are extremely high
when compared with the death rates for the general population. The difference is
greatest for the 16—29 age group where the death-rate ratio is 37.4 to 1. For rough
sleepers of all ages 16— 64 (table now shown) the SMR is over 2500, meaning that they
have mortality rates of approximately 25 times those of the general population.

Table 3. Death rates and standardised mortality ratios (SMRs) for male rough sleepers in London,

Age group London rough sleepers (males) Total population
England and Wales (males)

rough rough death rate  SMR® death rate per 1000 per year
sleeper sleepers per 1000

deaths per year
16-29 14 341 41.1 3732% 1.1
30-44 21 292 71.9 3127* 23
45-64 32 203 157.6 2074* 7.6

a2 SMR is the standardised mortality ratio of the number of deaths in this group divided by the
number of deaths we would expect in this group if national death rates applied, multiplied by
100.

* 95% confidence limits exceed 100 (16—29:2038-6263; 30-44:1935-4780; 45—-64:1418—
2928).

Male hostel residents—Oxford

Homelessness has been increasing in Oxford since the early 1980s and, after London
and Brighton, Oxford has the second highest number of rough sleepers (OCC, 1996).
In 1990 there were estimated to be 3000 vulnerably housed people living in Oxford,
living in bed and breakfast accommodation, squats, or on the streets, as well as in
hostels and nightshelters (Collett, 1990). Table 4 presents death rates and SMRs for a
hostel for the homeless which is located in Oxford. The deaths occurred between 1981
and 1992 and were registered with the hostel as the last residence of the deceased. The

Table 4. Death rates and standardised mortality ratios (SMRs) for male hostel residents in
Oxford, 1981 -92.

Age group Hostel user Deaths Hostel Death rate SMR <65
deaths 81-92 per year users per 1000

16-44 8 0.7 53 12.6 731

45-64 31 2.6 50 52.0 684*

* 95% confidence limits exceed 100 (16—44:0—-5451; 45—-64:115-2147). These confidence
limits are calculated according to Breslow and Day (1987) and are wide because of the small
absolute numbers of deaths involved.
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total number of hostel residents is estimated from figures in the 1981 and 1991 Censuses.
Wider age groups are used because of the smaller sample size. The resultsin table 4 show
that the death rates for hostel users are substantially higher than those for the general
population, but not as high as for rough sleepers. Again, the highest death-rate ratio is
found for the younger age group, the 16 —44 age group, with a death-rate ratio of 7.4
as compared with 1 for the general population. The overall SMR for male hostel
users in Oxford aged 16—64 is 675. This means male hostel users are nearly seven
times more likely to die in a year than the general male population.

Bed and breakfast/bedsit residents, males and females— Brighton

The 1991 Census found 66 people sleeping rough in the town of Brighton, giving it the
highest rate of street homelessness per capita in the country. There are also a large
number of houses in multiple occupation (HMOs). Death rates and SMRs for deaths
during the period 1981 —92 have been calculated for a bed and breakfast/bedsit popu-
lation located in Brighton, for both males and females. This form of accommodation is
used by local authorities to house people temporarily while they wait for social housing
to become available, although increasingly it is used by people who place themselves
there as they do not qualify as statutory homeless. Details of the housing history of
Brighton which are used to inform this exercise are published elsewhere (Shaw, 1998).
The figures were calculated by identifying small areas in Brighton which contain
‘notorious’® bed and breakfast hotels, guest houses, and bedsits used by temporarily
homeless people or people on very low incomes. These ‘notorious’ addresses were
identified from council records of HMOs. Many of the bed and breakfast hotels
included are either currently or have in the past been used by the council to house
homeless people temporarily. Only small areas where the housing is totally or mostly
this type of accommodation are included, so as to avoid including people of other
housing tenures. Small areas which were known to include council housing, for example,
were excluded. Thus not all ‘notorious’ bed and breakfast/bedsits are included, as some
are closely located to other types of housing.

The base population for this analysis (that is, the total number of people living in
these selected areas) is taken from the electoral register which gives an indication of the
number of people living in the area. It was also possible to determine the sex distribu-
tion from the electoral register (68% male). However, the age structure of the base
population is not known and has therefore been estimated. The age structure of
a population of Brighton hostel users has been used; this age structure is similar to
those for hostel users and the vulnerably housed in other locations and studies. The
data are presented in tables 5 and 6.

Table 5. Death rates and standardised mortality ratios (SMRs) for male bed and breakfast and
bedsit residents, Brighton, 1981 —-92.

Age group Deaths Deaths Population Death rate SMR
per year per 1000

16—44 29 2.4 542 4.5 260

45-64 54 4.5 88 51.1 673%*

* 95% confidence limits exceed 100 (16—44:40—847; 45—64:200—1638).

@ “Notorious’ residences were identified by local informants working in housing as those which
were either used by the council to house people temporarily who qualified as statutorily homeless
and/or as the housing of last resort of the most socially excluded. All of these residences were in
a visible state of disrepair.
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Table 6. Death rates and standardised mortality ratios (SMRs) for female bed and breakfast and
bedsit residents, Brighton, 1981 —92.

Age Deaths Deaths Population Death rate LCL SMR UCL
group per year per 1000

16—44 8 0.7 255 2.7 0 436 8362
45-64 13 1.1 42 26.2 11 550 2898

Note: confidence limits do not exceed 100(16—44:0—3248; 45—64:11-2898).
LCL, lower confidence limit; UCL, upper confidence limit.

For males, the SMRs range from 260 for those aged 16—64 to 673 for those aged
45-64. For females aged 16—44 the SMR is 436 and for females aged 45— 64 it is 550.
However, it is only for the older age group that the 95% confidence limits do not
include 100. The overall SMR for males in this type of accommodation is 459; the
overall SMR for females is 529, suggesting that bedsit and bed and breakfast residents
have death rates of four to five times.that of the general population.

Discussion

Figure 1 (see over) amalgamates the data on life expectancy by housing wealth (table 2)
with the data on rough sleepers, hostel users, and bed and breakfast residents
(tables 3—6) when SMRs are converted into life expectancies. The X-axis indicates
cumulative population in order of ascending housing wealth (using the average wealth
of the categories in table 2), the Y-axis shows years of life expectancy (males and
females). Although the data are not strictly directly comparable, as the housing wealth
data dates from 1981 —89, the hostel and bed and breakfast mortality data from 1981 —
92, and the rough sleeper mortality data from 1995/96, we can nonetheless for the first
time compare the life expectancy of a full range of tenure groups. A linear gradient
between housing wealth and life expectancy is clear, but this has to be extended on a
log—linear scale to include the homeless and other vulnerably housed groups.

This finding has a number of implications. First, from an analytical point of view,
these findings suggest that tenure categories should be employed with caution. Focus-
ing on the traditional tenure categories can obscure the degree of variation within each
tenure category. The clearest example of this is the ‘privately rented’ category, which
can include people paying high rents for luxury accommodation as well as those living
in bed and breakfast accommodation and claiming housing benefit. The traditional
tenure categories referred to above, and indeed the housing-wealth categories presented
here for the first time, can perhaps best be seen as indicators of social position rather
than of factors which directly affect health—they reflect relative rather than absolute
poverty. However, with homelessness the effects on health are such that we see the
direct health consequences of poverty in an absolute sense.

Second, these findings indicate the very real effects of homelessness on health.
Rough sleepers have a life expectancy which is lower than that of 171 of the 174
countries listed by the United Nations for 1995. Average life expectancies are lower
only in Malawi, Uganda, and Sierra Leone, with life expectancies of 41, 40.5, and 34.7,
respectively (UN, 1998). Hostel residents have a life expectancy of 63, similar to the
average for ‘all developing countries’ (62.2); whereas bed and breakfast residents (many
of whom are statutory or nonstatutory homeless) have a life expectancy of 67—more
than seven years below the England and Wales national average and equivalent to life
expectancy in Brazil (66.6), Kazakhstan (67.5), and the Philippines (67.4). Thus in these
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Figure 1. Life expectancy by housing wealth, England and Wales, 1981 —89. The figures in the
graph above are the average values of housing wealth held by each group of the population with
tenure (in 1991). They are all in thousands of pounds except for the poorest category in which
people, on average, have recourse to £67 of housing equity.

figures we see evidence that the physical environment of homelessness has very real
health outcomes.

Third, it is fifty years since the National Health Service was established, yet
inequalities in health are a persistent and indeed increasing feature of British society
(Independent Inquiry into Inequalities in Health, 1998). Moreover, the ‘inverse care
law’, first outlined by Tudor Hart in the early 1970s (Tudor Hart, 1971), which states
that those who are most in need make least use of health care services, still applies.
The homeless have higher rates of illness yet report persistent problems in gaining
access to health care (Fisher and Collins, 1993; Lowry, 1991; Shiner, 1995; Stern et al,
1989; Williams and Allen, 1989). Pleace and Quilgars (1996) point out that there are
two ways to tackle this: existing services can be made more accessible and less
intimidating for the homeless, or alternatively, specialist services can be set up. How-
ever, the most obvious way to alleviate the health problems of homelessness is to tackle
the problem of homelessness itself—housing policy needs to be reunited with health
policy with the aim of ensuring that all members of society have access to adequate,
affordable housing of decent quality. And, as Pleace (1998) points out, the extent of the
vulnerability and extreme social exclusion of rough sleepers needs to be taken into
account if the issue is to be addressed. That we refer to one aspect of social exclusion
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when describing this group—their lack of a home’—should not obscure the fact that
there are other facets—employment, citizenship, income, education and social sup-
port—which may also be lacking.

Acknowledgements. This research was funded by ESRC grant number 1128251009 and ESRC
fellowship number R000271045. The authors would like to thank the anonymous referees for their
comments on a previous draft of this paper.

References

Alstrom C H, Lindelius R, Salum I, 1975, “Mortality among homeless men” British Journal of
Addiction to Alcohol and Other Drugs 70 245252

Balazs J, 1993, “Health care for single homeless people”, in Homelessness, Health Care and Welfare
Provision Eds K Fisher, J Collins (Routledge, London) pp 51 -94

Bines W, 1994, “The health of single homeless people”, Centre for Housing Policy, University of
York, York

Breslow N E, Day N E, 1987 Statistical Methods in Cancer Research, Volume 1— The Analysis of
Case-control Studies (International Agency for Research on Cancer, Lyons)

Britton M (Ed.), 1990 Mortality and Geography: A Review in the Mid-1980s: the Registrar General’s
Decennial Supplement for England and Wales series DS number 9, Office of Population
Censuses and Surveys (HMSO, London)

Carter M, 1997, “The last resort: living in bed and breakfast in the 1990s”, Shelter, 88 Old Street,
London EC1V 9AX

Collett D, 1990, “Five years on: a history of primary health care for the homeless in Oxford”,
Oxford Homeless Medical Fund, Oxford

Dorling D, 1995 4 New Social Atlas of Britain (John Wiley, Chichester, Sussex)

Everton J, 1993, “Single homelessness and social policy”, in Homelessness, Health Care and
Welfare Provision Eds K Fisher, J Collins (Routledge, London) pp 12-31

Filakti H, Fox J, 1995, “Differences in mortality by housing tenure and by car access from the
OPCS Longitudinal Study” Population Trends 81 27—30

Fisher K, Collins J, 1993, “Access to health care”, in Homelessness, Health Care and Welfare
Provision Eds K Fisher, J Collins (Routledge, London) pp 32-50

Grenier P, 1996, “Still dying for a home: an update of Crisis’ 1992 investigation into the links
between homelessness, health and mortality”, Crisis, 11 Southwark Street, London SEI IRQ

Hanzlick R, Parrish R G, 1993, “Death among the homeless in Fulton County, GA, 1988 —90”
Public Health Reports 108 488 —491

Hibbs J R, Benner L, Klugman L, Spencer R, Macchia I, Mellinger A, Fife D K, 1994, “Mortality in
a cohort of homeless adults in Philadelphia” New England Journal of Medicine 331 304—309

Hwang S W, Orav E J, O’Connell J J, Lebow J M, Brennan T A, 1997, “Causes of death in
homeless adults in Boston” Annals of Internal Medicine 126 625 — 628

Independent Inquiry into Inequalities in Health, 1998 Report chairman Sir Donald Acheson
(The Stationery Office, London)

Keyes S, Kennedy M, 1992, “Sick to death of homelessness”, Crisis, 11 Southwark Street,
London SEl 1RQ

Kogevinas M, 1990 Socio-demographic Differences in Cancer Survival 1971 — 1983 Series LS,
number 5, Office of Population Censuses and Surveys (HMSO, London)

Lowry S, 1991 Housing and Health (British Medical Journal, London)

OCC, 1996, “Evaluations of the extent of rough sleeping outside central London: report on Oxford”,
Oxford City Council, Town Hall, St Aldates, Oxford OX1 1BX

Pleace N, 1998, “The open house project for people sleeping rough: an evaluation”, Centre for
Housing Policy, University of York, York

Pleace N, Quilgars D, 1996 Health and Homelessness in London: A Review (Kings Fund, London)

Pugh H, Power C, Goldblatt P, Arber S, 1991, “Women’s lung cancer mortality, socio-economic
status and changing smoking patterns” Social Science and Medicine 32 11051110

Royal College of Physicians, 1994 Homelessness and Ill-health Royal College of Physicians,

11 St Andrews Place, London NW1 4LE

Shaw M, 1998, “A place apart: the spatial polarization of mortality in Brighton”, School of
Geographical Studies, University of Bristol, Bristol

Shaw M, Dorling D, 1998, “Mortality among street sleeping youth in the UK” The Lancet
29 August, page 743



2248 M Shaw, D Dorling, N Brimblecombe

Shaw M, Dorling D, Gordon D, Davey Smith G, 1999 The Widening Gap: Health Inequalities
and Policy in Britain (Policy Press, Bristol)

Shiner M, 1995, “Adding insult to injury: homelessness and health service use” Sociology of Health
and Illness 17 525— 549

Stern R, Stillwell B, Heuston J, 1989, “From the margins to the mainstream: collaboration and
planning services for single homeless people”, Priority Services Unit, West Lambeth Health
Authority, London)

Tudor Hart J, 1971, “Misuse of psychiatry” The Lancet 1(7802) 547

UN, 1998 Human Development Report, 1998 (United Nations, New York)

Victor C R, 1997, “The health of homeless people in Britain: a review” European Journal of Public
Health 7 398 —404

Wannamethee S G, Shaper A G, 1997, “Socioeconomic status within social class and mortality: a
prospective study in middle-age British men” International Journal of Epidemiology 26 532 —541

Widdowfield R, 1999, “The limitations of official homelessness statistics”, in Statistics in Society:
The Arithmetic of Politics Eds D Dorling, S Simpson (Arnold, London) pp 181 —188

Williams S, Allen I, 1989, “Health care for single homeless people”, Policy Studies Institute, London

-p © 1999 a Pion publication printed in Great Britain





