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 ABSTRACT  

After a short introduction to the main purposes of the project on integrated approaches 
to housing and health, the 10 participants, including 8 temporary advisers, reviewed 
existing knowledge on housing and health in Europe. Representatives of the Building 
Research Establishment and the Department of the Environment, Transport and the 
Regions in the United Kingdom, and of the Centre scientifique et technique du 
bâtiment in France made presentations on the research approaches currently being 
undertaken in the field of housing and health. Existing data and statistics related to 
housing and health issues were presented, and the problem of data availability in 
general and data comparison between different countries was highlighted. Participants 
from Germany, Lithuania and Slovakia then gave short overviews of the current 
conditions of the housing stock and the living conditions in national block buildings. 
The participants discussed the technicalities of a possible WHO survey aimed at 
identifying possible important relationships between housing and health in block 
buildings. Suggestions for improvements and changes were made. Important aspects 
were the design and layout of the survey documents, the selection of appropriate 
indicators, and the need to keep the survey as concise as possible. Finally, the 
management and coordination of the survey were discussed. 

 Keywords  
 HOUSING – standards 

ENVIRONMENTAL HEALTH 
URBAN HEALTH 
DATA COLLECTION – methods 
EUROPE 
GERMANY 
LITHUANIA 
SLOVAKIA 

 

© World Health Organization – 2000 
All rights in this document are reserved by the WHO Regional Office for Europe. The document may nevertheless be freely reviewed,
abstracted, reproduced or translated into any other language (but not for sale or for use in conjunction with commercial purposes)
provided that full acknowledgement is given to the source. For the use of the WHO emblem, permission must be sought from the WHO
Regional Office. Any translation should include the words: The translator of this document is responsible for the accuracy of the
translation. The Regional Office would appreciate receiving three copies of any translation. Any views expressed by named authors are
solely the responsibility of those authors. 

 
This document was text processed in Health Documentation Services 

WHO Regional Office for Europe, Copenhagen 



EUR/00/5016610 
page 1 

 
 
 

 

Introduction 

Opening 
Xavier Bonnefoy, Regional Adviser for Environment and Health, WHO Regional Office for 
Europe, opened the meeting, welcoming attendees and outlining the proposed programme for the 
two days, which was then adopted. He acted as Facilitator and Howard Price as Rapporteur. 

Presentation of the project by WHO 
The meeting began by presenting the background to the project, outlining what was termed as 
the technical approach to housing and health, which considered factors including indoor air 
quality, temperature, noise, etc.; each of these factors has its own impact on health but in 
practice, they are difficult to unbundle. Though this was nevertheless the approach being adopted 
for this project, there were other ways to look at housing; one was via energy use, another the 
social inequity which housing exposed. Perhaps of political importance, poor housing could also 
result in population shift. All of this, however, emphasized the importance of housing which, 
notwithstanding, often attracted little attention. WHO wanted to do something to change that, in 
the process linking housing and health to sustainable development. 
 
Three objectives were suggested for the current project: 

• to suggest ways forward for the three countries concerned; 

• to initiate international cooperation on the subject of housing and health (when so far, there 
had been very little); and 

• to mobilize linked sectors, e.g. energy, to improve the scientific case for action. 
 
Already, a literature search had been carried out, the statistical analysis of available data had 
begun and some possible indicators had been selected and further areas for research identified. 
A physical survey of a sample of homes in the three pilot countries of Germany, Lithuania and 
Slovakia now needed to be planned. The findings would be tested in a series of interviews with 
local experts. Further analysis, it was hoped, would then point to ways forward. 

Section 1 – housing and health: a reflection 

Presentation on the literature review by WHO 
Matthias Braubach then took over outlining the literature review he had undertaken, in particular 
looking for examples of an integrated approach to the topic. As a result, he said, it seemed best to 
divide the various influences on health into three groups: 

• those concerned with the structure of the buildings, e.g. sanitary installations, cooking 
facilities, radon, asbestos; 

• those concerned with the internal environment, e.g. damp, humidity, temperature, air 
quality, pests; and 

• those concerned with the lifestyle of the inhabitants, e.g. environmental tobacco smoke 
(ETS), noise, overcrowding. 

 



EUR/00/5016610 
page 2 
 
 
 

 

The big challenge for research in this area is its complexity and there are some inherent 
uncertainties; Mr Braubach quoted Ray Ranson who said, “Housing and health is not, and never 
will be, an exact science”. Everyone agreed. 
 
Focusing-in, a number of influences were then discussed in turn. 
 
Hygiene included the presence of a WC, washing facilities and a drinking-water supply. The 
adverse health consequences of the absence of any of these features were hard to assess, in 
particular because of the underreporting of relevant diseases. It seemed, however, to be a 
paradox that cleaning could actually increase the risk of disease through the distribution of 
biological particles and there were claims that exposing children to pathogens improved their 
immune responses in later life. 
 
“Slips, trips and [particularly] falls” accounted for roughly 50% of all domestic accidents, many 
fatal and affecting the young and the elderly especially. They may be related to design, 
maintenance and behaviour. 
 
Thermal conditions depend on climate as well as building fabric and fuel use. Bound up with 
humidity and ventilation, the health effects of these were quite well understood now. In the 
present context, the main problem was cold – excess temperatures were not such a problem in 
Europe. 
 
Indoor air quality was a function of many different pollutants including radon, bacteria, particles, 
environmental tobacco smoke and fibres. The main strategy for control depends on ventilation. 
 
Noise was a growing priority within the European Union (EU). It could be a cause of annoyance 
and social conflict if not clinical disease. It raised equity issues too, since much housing for 
poorer people was located in noisy places, e.g. close to roads. The likelihood of disturbance was 
related to housing density too. 
 
Density and overcrowding were said to be important for the spread of infection and for 
psychosocial reasons, e.g. the need for privacy. The two terms were distinguished, “density” 
being an objective measure of space available for each person while “overcrowding” was more 
subjective, describing how people perceived density and its effects. Whether a particular density 
represented overcrowding was affected by culture and experience. 
 
It was noted that the impacts of these influences were not necessarily physical but might be on 
mental or social health. That these might be less obvious did not mean they could not be serious. 

Presentations by the invited experts 
1. Lesley Smith explained that she worked for the Department of the Environment, Transport 
and the Regions, the government ministry responsible for housing policy in England, where she 
was responsible for aspects of the English House Condition Survey (the “EHCS”). 
 
She gave an overview of the EHCS which was carried out every five years, the most recent being 
in 1996. As well as providing a measure of housing quality over time, it also looked at energy 
efficiency, “fuel poverty” and related environmental conditions. It provided key data for shaping 
government policy in the medium term and for the allocation of resources to local authorities in 
the shorter term. The most important data came from interviews with householders and from the 
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physical survey. The interviews gave information on household characteristics, attitudes and 
fabric-related expenditure while the scale of the survey made it unique. 
 
The EHCS was, in fact, very large, looking at approximately 12 000 “matched cases”, i.e. where 
both an interview and a physical survey were carried out. This sample included a longitudinal 
element of approximately 4000, i.e. where the same house was included in the previous survey. 
The interview is carried out first, in the period January–May, while the physical surveys start in 
April. It is statistically sound and the results can be grossed-up for regional and national 
purposes. 
 
The survey uses as a key benchmark the legal definition of “fitness” which looks at suitability 
for occupation against nine criteria including state of repair, structural stability, the presence of 
dampness, ventilation, etc. It looks not only at the state of the main building elements but also at 
their facilities and services too. A primary output is the identification of unfit homes but it also 
identifies “poor” housing, i.e. either unfit or in substantial disrepair, areas of poor housing 
conditions (related to neighbourhood characteristics) and it gives an energy efficiency profile of 
the stock together with information on “fuel poverty”, i.e. the ability of householders to afford 
sufficient warmth. Separate analyses are made in respect of elderly households and those with 
children under five years which are considered especially vulnerable. 
 
The results of the last EHCS were outlined, with particular reference to unfitness and the private 
rented sector. The survey was carried out by paid, experienced surveyors who were practiced, in 
the course of their normal work, in making assessments both of housing defects and of the 
remedial measures required. This kind of resource was unlikely to be available to the WHO 
project. 
 
It was emphasized, however, that the EHCS does not attempt to estimate the health impacts of 
poor conditions. In this way, it is different to a focussed health and housing study and in 
particular it is non-intrusive in style, i.e. no samples or measurements are taken, and it relies on 
“on-the-spot” observations – no instrumentation is left behind, e.g. to detect volatile organic 
compounds (VOCs) or radon. It would not, therefore, provide an exact model for what WHO 
wants to do in this project. 
 
2. Gary Raw spoke first about the Building Research Establishment’s (BRE) involvement in 
the topic of health and housing. BRE, he said, had first produced a report in 1986. That had been 
updated in 1995 and augmented by another on safety the year after. A further report on housing 
and fire was just about to be published. 
 
He then echoed earlier comments about the difficulty of integrating data on different hazards, 
citing the example of gas which, when used for space heating, often presented a fire risk and 
affected indoor air quality while providing necessary warmth. Overcoming such difficulties was 
necessary in order to assess the overall risk. Other problems included deciding what factors to 
take into account: should you take note only of effects on “hard” health or of effects on 
behaviour and comfort too? Trying to answer these questions on behalf of the government, BRE 
had been commissioned to develop a methodology that looked at all known building hazards in 
order to determine some priorities for national regulation. The methodology that was described 
more fully in his paper was not, he emphasized, intended to be used for assessing individual 
houses. 
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Outlining the BRE’s work, it was indicated that what was needed first was some measure of 
relative harm. A long list of potential harms was constructed and then ranked independently by 
two panels, one of lay people and the other of experts. They agreed very closely. The ranking 
was then divided into five classes, class I being the most serious, class V the least. Then, 
discarding class V, orders of magnitude of people affected annually by harms in the remaining 
four classes were estimated with varying levels of confidence and logarithmic “risk indices” 
derived for a list of hazards. 
 
The greatest risks in the United Kingdom arise from hygrothermal conditions (damp and cold), 
followed by radon, then slips, trips and falls (STFs). It was not clear, and this methodology could 
not indicate, whether, for example, the risks from STFs arose from building design or from 
carelessness or other personal factors but there was no doubt that staircases could be made safer. 
 
The methodology did not amount to formal risk assessment – the data was of too low grade for 
that, though it used similar language. The benefit for housing policy would be to move the focus 
of the fitness standard from the physical condition of housing to its safety in use. 
 
3. Christian Cochet (CSTB) said that the current focus of his work in France was on indoor 
air quality. A new “observatory” had been set up last year and development work was now going 
on in preparation for a launch in 2001. The observatory would be permanent and would have two 
main aims: to learn more about the influence of building characteristics and to learn more about 
the exposure of individuals to various pollutants. 
 
Severine Kirchner then joined in to explain that CSTB hoped it would lead initially to the 
development of an epidemiological survey programme and later, to better information for the 
general public and a better basis for building regulation, in particular on ventilation. The work 
would start at 1000 sites, including schools and offices as well as homes and some less 
intensively used buildings such as car parks, throughout France. Each would be surveyed twice a 
year, once in winter and again in warmer weather, and a range of descriptive data taken, together 
with measurements of pollutants and information on occupiers/users. More sites might be added 
later. 
 
The sampling would concentrate on asbestos, radon and lead using existing data, on CO, NO2, 
VOCs, particles, temperature, relative humidity and CO2 through measurement. New 
measurement techniques would be developed to look at Legionella, biocides and man-made 
fibres leading to formal risk assessment. 

Discussion 
The invited experts’ presentations were drawn to a close. In short, the objective in the meeting so 
far had been to set the scene and to introduce the main factors which influence health in the 
housing context. With that done, the question posed to the expert was now: is WHO on the right 
track? Is the scope of the proposal adequate, would it work under eastern European conditions or 
is more preparatory research needed, perhaps particularly of literature in Russian? 
 
No one thought that was necessary; apart from the language problem it was acknowledged that 
there was always more to read but that it was impossible to read everything. 
 
It was agreed that the choice of a research methodology was always problematic, and therefore it 
was suggested to do a “methods review” alongside the literature review. For example, some had 
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a preference for intervention studies though they were slow and cost more. Thus it was 
questioned how, once the housing conditions in the three sample areas had been assessed, that 
data would be used to arise the direct interest of the Member States, e.g. by assessing the health 
costs of the housing conditions. It was difficult to know, though, if the proposal missed anything; 
that would only be certain once the survey was over but it was highlighted that fire, security and 
light was being under-represented in the review. 
 
Several country specificities were discussed. Thus, in Lithuania, pre-school children are the most 
susceptible group to infectious diseases. In Slovakia, importance is given to basic sanitation but 
ETS is a big problem; there are no national data sources on domestic accidents, however. 

Section 2 – housing and block buildings: the situation in the case 
countries 

The overview given, the second session, consisting in looking at the data available from around 
Europe and from the case countries in particular, was introduced. 

Presentation of European data by WHO 
Mr Braubach explained that the purpose of the data search, done in parallel with the literature 
review, was to be able to make comparisons later. Trends in health and housing in Europe had 
proved hard to discern however; while there was quite a bit of information on both health and 
housing, there was little on their interrelationship – the problem of integration again! 
 
Looking first at the economic scene, the population of Europe (i.e. WHO’s European Region) 
had grown by approximately 2.5% between 1990 and 1998. That growth was weighted towards 
the south. The east of Europe was generally much poorer than the west with much higher, and 
increasing, unemployment. 
 
On health, eastern Europe had proportionately higher burdens of injuries, cardiovascular, 
respiratory, infectious and parasitic diseases and nutritional deficiencies. East and west were in 
balance only in neuropsychiatric disorders. The general imbalance is reflected in life expectancy 
and self-assessment of health. There were in addition several specific health concerns in the 
Region, e.g. the rise of tuberculosis in the Russian Federation. 
 
Turning to housing, 3–4 person households predominate in both the east and west but the EU has 
a lower proportion of larger (>5-person) households and a higher proportion of 1-person 
households. Generally, households get larger as you go east, resulting in higher housing 
densities. More new houses are being constructed in the west than the east; the EU’s housing 
stock has increased by approximately 20% since 1990. 
 
As for the quality of that housing, despite the modifying influence of climate, central heating was 
more prevalent in the west, which also had a higher percentage of houses with a piped water 
supply and with a bath/shower. The EU, however, had a lower rate of owner-occupation (at 
62%) than the Region as a whole. 
 
There are considerable problems with the data from different countries, both because of 
differences in the definitions used and because of missing statistics, which makes comparisons 
very difficult. 
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Presentations by the case countries 
1. Slovakia: The 1970s and 1980s have seen a shift of population from rural to urban areas. 
The government had responded by building many system-built blocks. These were initially 
popular, providing good facilities – water, electricity, etc. – but problems with them began to 
emerge later. Some aspects of their design, e.g. their generally small size, and some of the 
materials used proved unsuitable; they suffered from poor insulation, inappropriate heating 
systems and condensation. They were also often noisy and necessary maintenance was not 
carried out. Such blocks, however, now constituted over 47% of the total dwelling stock; some 
settlements are composed entirely of this sort of construction. 
 
A body of data on equipment levels, age profile, ownership patterns, heating type, household 
size and construction was then presented. There was no firm data on health related to building 
type but some evidence that upper respiratory tract illness in children, psychoneurotic disease in 
women, allergies and accidents were all more common in block buildings. Though little research 
had been done, it was pointed out that NO2 from cooking and formaldehyde from particle-board 
were typically elevated in these flats. 
 
2. Lithuania: No statistics were presented at the meeting on the numbers of block, or “panel”, 
buildings in Lithuania; these were first introduced in 1959 at a time of rapid population growth 
and rural-urban migration. By 1990, 57% of all new dwellings were of this type and a quarter of 
the total stock had been built since 1971. 
 
Although most of these blocks were therefore quite new, a combination of ownership pattern 
(97% owner-occupation) and low incomes (typically US $100–200 per month) had led to poor 
maintenance and problems of, for example, water leaks through flat roofs and panel joints, 
broken windows, fractured pipework and falling panels. In addition, many blocks had not been 
built to specification and inadequate insulation combined with low levels of heating led to 
condensation and mould growth in winter. Noise and the indoor climate were particular topics of 
complaint, noise partly because many flats were used for commercial purposes. 
 
Again, there was no reliable epidata but there were suggestions that rates of asthma and of 
chronic obstructive pulmonary disease were higher in districts of Vilnius with the highest 
incidence of block buildings. 
 
3. Germany: It was stressed that many varied factors affected health in housing. Different 
factors were more or less important according to the type of housing and these varied by country. 
The type of block buildings used in the former GDR had both advantages and disadvantages, 
some brought out by social change. There are, however, remedies for most of the problems (at a 
cost) and they could be avoided in new construction. 
 
Epidemiological studies showed that children living in these blocks were more prone to 
respiratory disease and to longer illness though this did not prove a causative link. The 
widespread use of unstable asbestos, of poor noise and thermal insulation and of the lack of 
control of ventilation and heating was highlighted. Though these blocks could be improved, 
including even by the attachment of solar panels, there remained social resistance to them, 
exemplified by graffiti and vandalism to the external environment. 
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Discussion 
Mr Bonnefoy thanked all the presenters and began the discussion with a brief summary: block 
housing had spread throughout eastern Europe under political influence, he said. A high 
proportion of the population of central and eastern parts of the Region now lived in them. WHO 
now wanted to highlight their health implications in order to challenge the politicians to change 
things. 
 
It was suggested that the project take account of work on indoor air quality by Wolfgang 
Bischof, who works at the same university as Professor Fiedler. Furthermore, some work in the 
United Kingdom on the refurbishment of blocks of flats, and on the impact of that on energy 
efficiency in particular, might also be useful. In fact, Professor Raw was himself just starting 
such a study in Oxford. 
 
It was stressed that although estimating the condition of the stock was in prospect, the greater 
problem was with the health data; could it really be so lacking? The invited experts confirmed 
that it was; they had little more than complaint statistics. Even mortality statistics seemed to be 
published with so little detail that it was impossible to identify excess winter deaths. 
 
Yet the case of Schwedt might provide an important study opportunity, though difficult and 
costly. Unlike its counterparts in Lithuania and Slovakia, the government had made a lot of 
investment here recently; would it not be possible to see any health benefit resulting? 
Refurbishment costs have been of the order of DM500 per m2, i.e. very expensive, but a self-
assessment study of health satisfaction had been proposed. As for asbestos, though there was no 
data on lung cancer in Schwedt, asbestos concentrations were not high, and exposures had been 
short. 
 
The question as to whether governments in the case countries would accept any responsibility at 
all concerning housing maintenance, considering the high rates of owner-occupation was raised. 
However, even if governments maintained it was the occupiers’ problem, there is still a lot they 
could do to help, by changing the tax system, for example, to treat repair costs more favourably. 
The system of land tenure could be important too and, in fact, the United Kingdom is currently 
proposing to change how blocks were owned. 
 
Mr Bonnefoy then brought the day’s formal work to a close. Informal discussions continued 
throughout the evening. 

Section 3 – survey methodology and data acquisition 

Presentation on draft surveys by WHO 
The second day’s discussions were opened by setting the focus not on existing data but on the 
design of the survey and other aspects of the methodology. 
 
Mr Braubach then introduced the template of the inspection questionnaire. It was in two parts, 
the physical survey and an accompanying social survey. The physical survey was divided into 
three elements: location, structure and equipment and building characteristics and within it were 
a variety of questions. One issue to resolve was how much should interviewees be led towards 
standard answers? Another was what proxies might be employed for things that cannot be 
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measured directly? Should certain questions be in the physical survey or in the social survey, or 
reflected in both? The meeting then turned to consider the questionnaire in detail. 

Discussion 
It was suggested that the participants should concentrate on what information needed to be 
gathered first and worry about the structure of the survey second. The focus should therefore be 
on elements relevant to health, e.g. the importance of energy efficiency here was not due to 
climate change. 
 
A suggestion was, however, made that the form be re-ordered to reflect the surveyors’ room-by-
room progress through a flat. That would make it longer but more methodical. The need to be 
consistent and unambiguous in the use of terms was emphasized: if there was no difference 
intended between a “storey” and a “floor”, only one of the words should be used. The 
significance of “>5 storeys”, apparently used to define a block, was queried and it was agreed 
instead that only the number of storeys above ground should be noted. 
 
The use of mechanical ventilation was not reflected in the questionnaire. Generally, higher 
blocks used mechanical ventilation to some degree but how much depended on the age of the 
blocks and the particular design of their flats. The meaning of “cross-ventilation” was also 
queried. 
 
Since this was a quick survey, it was thought that it might be a problem asking about lead and 
asbestos. Its prevalence and applications would also be difficult for surveyors to detect. The local 
experts pointed out that whether the particular constructions used asbestos could be discovered 
from the authorities. As for possible damage to asbestos elements, it was suggested the 
questionnaire could ask about “do-it-yourself” activity by occupiers, a question which could also 
be relevant to VOC exposure. 
 
Since it was impossible to separate building from lifestyle issues, ETS, although not related to 
block construction, was thought to have a place in the survey. We also needed to identify 
smokers because smoking was a confounder for cardiovascular disease; the issue could therefore 
be whether this question would be better placed in the social survey. Lastly, it was wondered 
whether the presence of ashtrays could be used as an indicator of ETS. 
 
In relation to biological contaminants, it was pointed out that a list of particular pests should be 
given. 
 
Ms Smith offered to supply the questions from the EHCS though that questionnaire was longer. 
A longer questionnaire with multi-choice, but closed, answers might be better, as it would help 
the process of comparison in the end and make data entry easier too. Although the local experts 
had used structured surveys like this before, they were not suitable for block buildings. However, 
there were many examples, e.g. from UNECE, one could draw on. The meeting agreed that there 
needed to be more “closed” questions. 
 
Professor Raw wondered whether a Standard Assessment Procedure (“SAP”) rating could be 
derived for flats in the survey. This was, he explained, a measure of the thermal performance of a 
dwelling including its structure, heating and lighting. It could be worked out using a computer 
programme developed by BRE. A summary of how the SAP was used in energy surveys would 
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be provided to WHO for consideration. On the other hand, given the training requirement for 
SAP, another measure, using fewer data points, might be more appropriate. 
 
The section on temperature did not mention the means of control, i.e. whether thermostats were 
present and whether radiators could be turned on/off. The use of a question on satisfaction with 
temperature was raised: it would be included in the social survey. The importance of knowing 
whether any supplementary heating was by electricity or by burning something was highlighted, 
and if the latter, what, and how were the products removed? It was noted here that the heating 
efficiency of flats typically varies with their position in a block; it tends to be better towards the 
bottom of a block and this had implications for sample selection. Furthermore, the survey should 
not assume that primary heating was communal; residents could give up their connection to the 
communal heating system if they liked. Therefore a question on this would have to be added 
either on the physical or social survey. 
 
It was noted that there was no proposal for control groups, i.e. of matched residents in each case 
country who did not live in block buildings. In the absence of such control group, one cannot 
attribute health effects to block buildings. This question was left open after a short discussion 
whether the objective of the project was to gain absolute information about block buildings or 
relative information in relation to the other housing stock. In particular, which type of housing 
stock could serve as a suitable control group was a major difficulty. With the size of the sample 
that was planned for the survey, it was not possible to expect to be able to reach conclusions on 
such a question. One could only expect indications for further work! 
 
It was queried how surveyors would tell if a door/window closed tightly? The answer was that it 
would be for their judgement although they could be given options, e.g. no visible gaps, slight 
gaps, big gaps. 
 
It was suggested that a question be added about the presence of condensation and perhaps about 
wider design issues which might impact on, or be indicative of, health; also some questions 
about graffiti, etc. which would be sent to WHO. 

The social survey 
Since there were so many examples of this kind of survey available, there was no need to start 
from scratch. It would be more valuable to ask the local experts what would be most useful for 
them to know and whether anything needed changing for cultural or other reasons. 
 
It was pointed out that some residents used humidifiers which were a source of bacteria. 
 
For radon on upper floors, it was determined that it might be detectable at significant levels up to 
the fourth storey. 
 
The temperature question needed to be related to time, e.g. was it warm enough last winter? 
 
Regarding the means of waste disposal; blocks in the United Kingdom commonly had rubbish 
chutes but they often became blocked. 
 
In the United Kingdom, problems with dogs might also appear. The solution might be adding 
another box of questions to do with, e.g. vandalism, dogs, etc. related to the quality of the 
external environment. 
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In reference to the self-assessment of health, it was said that very few people would claim to be 
healthy; to be valuable, this question needed to be made more objective. One could ask more 
specific questions, e.g. about experience of cough/wheeze but the question also needed to focus 
on particular family members and specify a time frame. Geoff Green could be contacted about 
surveys done in Liverpool and Sheffield; the use of “SF 36”, a standardized self-completion form 
of 36 health questions, was also recommended. The “Nottingham health profile” was another 
similar survey. Asking householders to fill that in would also keep them out of the surveyors’ 
way. The ideal would be to use a form of survey that was in use more generally in the case 
countries but only more “lifestyle” surveys seemed to be available. 
 
It was pointed out that there might be a problem of recall with asking parents about their 
children’s health during the previous winter. The local experts in particular were thus asked to 
have another look at this survey from a medical point of view, then to make suggestions for 
changes to Mr Braubach. It could then be recirculated for further comments. 
 
It was noted that the EHCS social survey was quite UK-focused but it might still be useful, e.g. 
in relation to disability. 
 
In conclusion, this part of the survey clearly needs more development, after which a 
questionnaire specialist could then review it again. Care would be needed too with its translation. 
It was generally agreed that it should take no more than one hour to complete and if there was 
any intention to re-interview any of the respondents, that should both be mentioned at the outset 
and care taken not to offend them in any way at initial interview, e.g. through insensitive 
questions. 
 
Mr Bonnefoy closed this discussion there and the meeting moved on to discuss the proposed 
interviews with the local specialists. 

Presentation on interviews with local public health, etc. specialists 
The intention is to interview five to six specialists in various housing-related areas, e.g. housing 
administration, social institutions, public health and general practitioners to find out about 
official perceptions of the problem. The interviews might also provide an opportunity to change 
those perceptions. The question now was how to structure those interviews which needed to be 
less formal and more interactive than those with the tenants. 
 
The interview template was introduced for discussion. 

Discussion 
The value of talking to “bureaucrats” was queried; for instance, in the United Kingdom, one 
should try to talk to social workers and environmental health officers, i.e. officials who were 
involved in a “hands-on”, and not just an administrative, way. In other countries, the equivalent 
of environmental health officers were the “sanepid” doctors but they had no equivalent of 
community nurses or health visitors or social workers. In Germany on the other hand, there are 
local medical officers, whose role is administrative, not clinical.  
 
It was agreed, though, that it would be necessary to find interviewees who were closer to the 
occupants of block buildings than national officials; perhaps local dispensaries could help? 
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This interview would need to be designed for each interviewee; we could not ask a doctor about 
construction features, or an architect about illness. We should also expect perceptions to vary 
according to different working methods in different countries. Some thought that these 
interviews would yield little, especially about the links between housing and health. 
 
It was suggested talking to the nongovernmental organization (NGO) sector, perhaps to 
organizations with a sustainable development focus. We might be surprised at the hidden 
expertise there. Also, NGOs would have yet another perspective. 
 
Another suggestion concerned asking about barriers to housing improvement. Some questions 
should be included to find out about the population of blocks, i.e. whether particular groups were 
concentrated within them, and about access to health care. Out of hand, the answer to the first 
would be that, in general, the further east you go, the more homogenous the occupants were; the 
further west, the more social stratification there was. 

Section 4 – project management, the way forward 

Data and sample management 
The intention was that the WHO representative should spend two weeks in each country and 
recruit one or two people in each city to help him train two or three teams of people. The 
alternative is something on a smaller scale, involving just him and an interpreter. To help decide 
between the two models, the meeting was asked: what is the smallest sample size required, not to 
be scientifically correct but to result in something statistically significant? 
 
To the question as to whether the intention was to do a meta-analysis of all the results or just 
country-by-country, the answer was that, for political reasons, the results had to have resonance 
if possible in each of the case countries. It was pointed out that it was unlikely that the sample 
size in each could be large enough to show up real differences between them and should this be 
the case, the focus should be switched to similarities, to aid comparisons. It was suggested more 
would get done should Mr Braubach concentrate his activities to managing the projects, rather 
than get involved in the fieldwork himself; perhaps students could be used to carry out the 
surveys. There was general agreement about this. 
 
It was stressed that the EHCS relied only on experienced surveyors. What degree of survey skills 
would be looked for in the WHO project? Was the budget adequate? These issues had not yet 
been decided but the budget was very tight – between US $2 and US $5 per interview. It would 
be easier to use students for the social survey than for the physical and the meeting was reminded 
that they would have to work in pairs for safety reasons. There might also be advantages in any 
case to pairing a man with a woman; it was suggested pairing a building/architecture student 
with a nursing student. 
 
Pressed again on the minimum sample size, the meeting suggested 100 homes in each country. 
This would allow taking into account the different building types, both those in poor condition 
and refurbished. The problems linked with “no access” to some dwellings meant starting with a 
larger sample at the very beginning. 
 
The sampling method also had to be discussed. The EHCS uses a random stratified sampling 
technique based on a register of addresses. Do the case countries have files of addresses or 
postcodes? The sampling needed to be clustered too, in the first place because we were not 
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interested in the whole stock, only block buildings, and in the second place for ease of surveying. 
It was suggested consulting one of WHO’s statisticians. The process would be first to select a 
district, then to select for property types within that district, then to select individual dwellings. 
Overall, the sample needed to be representative, if not wholly unbiased. 
 
It was asked if we should not sample on the basis of “people characteristics” too, for example to 
find households with young children? There was a danger otherwise that with such a small 
sample, we could miss them. The answer was “no”, especially seen in correlation with the high 
privatization rate in Lithuania and Slovakia: the needed characteristics (addresses, household 
information) are probably not available. 
 
Regarding the rate of surveys; it was asked whether five surveys per surveyor per day was 
reasonable? It was thought to be high, bearing in mind “refusals”; we should beware people who 
first agreed to take part and then declined. 
 
The way in which people were first approached might make a difference and examples of 
invitations used in the United Kingdom would be provided to WHO. Making contact with a 
residents association or similar group (if there was one) was also thought to be of help. It was 
suggested using day nurseries in Germany, both to identify families and to encourage 
cooperation. The phrasing of the notification letter to the selected household could be important. 
In any event, it should promise confidentiality and not go out too soon. The local police should 
be informed that a survey was underway. If the surveyors did not get into the selected dwellings 
first time, they should return at different times and on different days, otherwise the survey would 
become biased towards the unemployed and the housebound. The notification letter should be as 
vague as possible about the purpose of the survey to avoid skewing responses. This was also a 
reason for carrying out the social survey before the physical one. 
 
The interviewers should be set quotas to encourage progress. Four surveys per day was thought 
to be a good rate, as surveys took more effort than was apparent. Cultural differences should also 
be taken into account as they might affect the timing of interviews, as well as influence the 
choice of interviewers. 
 
It was put forward that using municipal employees rather than students might bring a higher 
access rate, but the sort of interview rate being talked of meant either a smaller sample than 
hoped for or a larger survey team if the programme was to be fitted into a two-week period (as 
well as training and de-briefing). The survey also needed to be piloted in each country first, 
adding further to the time scale. 
 
Asked about the possibility of incentives for interviewees, WHO was against it. They would get 
a letter of thanks, and should they ask for one, a summary of the project’s findings, but no more. 
 
Interviewees might ask for feedback on their homes from the surveyors. It would not generally 
be possible to give this but while ethical (and perhaps legal) issues arose if a surveyor found 
something dangerous, they needed to know how to respond. It was suggested they should not in 
any event comment on site but should report any such defects to their supervisors for referral to 
the appropriate authorities. 
 
Asking for surveyors to know good English in order to be briefed was too much; we would have 
to rely on the local experts at the meeting to brief them on the basis of written guidance produced 
by WHO. There was a definite danger now of moving ahead of the project’s capacity; though it 
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was hoped that it would grow into something more sophisticated, it should be regarded as just a 
pilot. 
 
To ensure quality, a check should be made by phone of a sample of households but it is often 
apparent in the training sessions whether surveyors were reliable or not. This does mean, 
however, that there needs to be some over-recruitment at the beginning though it would not be 
worth re-surveying for variances in such a small survey. 
 
During the final session, some of the conclusions were summarized from the discussion 
regarding data and sample management that took place during the morning: the samples should 
be representative of building types, a sample size of 100 dwellings and 4 surveys per survey 
team of two per day was the best one could expect. No feedback would be given on individual 
flats unless major health risks were identified. 
 
It was felt that it was too soon to say much about the analysis of the data but it should be kept in 
mind when finalizing the questions. Also, it would not be viable to use automatic data entry but 
if using a consulting agency, it should have a chance to comment on the questionnaire first. 
 
It was agreed that the local experts should have the opportunity to see the draft questionnaires 
first and they should be piloted on one or two dwellings. The experts present agreed to help with 
this and said the survey could be tried out on the flats of their friends. Feedback of any problems 
found by the surveyors must be encouraged. The answers should also be looked at from a 
common sense perspective to detect faults. 

Discussion on the outcome of the project 
Mr Bonnefoy asked everyone whether the proposed project was realistic and was it likely to 
achieve its objective? 
 
Professor Raw thought it needed to go further; we should, he said, also think about the next, 
political, step. An alternative to the proposal was a postal survey; that could be much bigger 
though it would collect less detailed data from each respondent and would be less reliable. 
 
Mr Price (CIEH) said the problem was how to translate the results of this survey into something 
the case countries’ governments cared about; historically, they did not seem very concerned by 
social conditions but expressing those in terms of health costs or lost industrial production could 
help. Originally, WHO had wanted to look at refurbishment costs. That was why, in particular, 
Germany was represented here. Discounting the value of the resulting health gain would then 
indicate a net cost. It was agreed that we needed to put a “$” sign at the bottom of the final report 
but that was very difficult to do in practice. 
 
If that was the case, another suggestion could be to do a bigger survey in Germany alone. That 
would be easier and would probably yield better data but while it would show what some 
investment could achieve, it would not demonstrate how widespread the problem was, nor 
encourage the other countries to “buy-in” to it. It was mentioned that WHO was working 
elsewhere on health costing and the cost-benefit analysis of different social interventions; this 
might lead to the calculation of implicit costs of poor health due to inaction in the housing sector. 
It might be possible to put that together with the outputs of this work in time, but not yet. 
 
WHO agreed that on this particular project, the economics of health were very difficult.  
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Dr Taraskeviciene then reminded the meeting that the reality was that these countries were very 
poor. Their governments could not put in much money, even if they wanted to and alternative 
sources of funding would have to be found to improve housing conditions to any significant 
degree. This was acknowledged. Governments could also work with the economic instruments 
like the tax system, for example to invite investments in this field. Examples of those should be 
included in the project report. 
 
Asked again whether this kind of study was the right way to elicit the desired response or 
whether the resources could be better spent another way, there was general agreement that this 
study was worthwhile. 
 
It was suggested trying to set out the energy benefits of refurbishment. That might carry some 
weight with the case country governments. Energy consumption is relevant for a number of 
reasons including global warming and the closure of many older nuclear power stations. 
Although the United Kingdom’s energy rating system might be transferable, it contained some 
assumptions specific to local construction methods and about climate, for example, and would 
need modifying; yet it was thought that it could be used.  
 
Mr Bonnefoy then turned to the timetable. The first thing, he said, was to receive the promised 
contributions. The aim was to produce a second draft of the survey templates by the end of July; 
ideally, we needed to see both the physical survey and the social survey together. 
 
Mrs Smith undertook here to supply Mr Braubach with a copy of the “Survey of English 
Housing”. 
 
Now the principles behind the sample selection had been decided, a WHO statistician was 
needed to refine the method which would then be checked with the local experts. They would 
know whether the methods would work in their own countries – what lists were available for 
example, to make the selection from or whether a walk-by method might have to be used. 
“Reserve” lists would be needed too for cases of refusal. In any event, WHO would supply the 
selection protocol, which had to be common to all the case countries. 
 
The first survey could not begin until at least late October; there was simply too much 
preparation to start earlier. The local experts were asked whether there was anything they needed 
in the meantime from WHO. 
 
Dr Taraskeviciene said it might help smooth the way if the local ministries of environment and 
health were asked to approve the plan. She would send the relevant contact details. Dr Slotova 
said her Ministry of Construction should be informed; Professor Fiedler mentioned his Federal 
Ministry of Health. In each case, the relevant local officials should be informed too. Asked if 
there were any local research ethics committees or data protection agencies to take into account; 
the answer was “no”. 
 
To ensure confidentiality, the survey forms could easily be anonymized, with a tear-off cover, 
for example. They would be destroyed later. The policy and practice relating to confidentiality 
should be written down, however. 
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Recommendations and follow-up from the meeting 
Follow-up 

WHO will: 
• work to produce a second draft of survey documents, which will be sent to all participants 

for comments and approval; 
• develop requirements for the selection of dwellings to be surveyed in the three case cities; 
• work with the country representatives and the local authorities to recruit suitable surveyors. 

All meeting participants will: 
• send related studies and methodological information; 
• review the second draft of the survey documents. 

The country representatives of Slovakia and Lithuania will: 
• assist WHO in selecting the dwellings to be surveyed; 
• assist WHO in recruiting the surveyors and search for opportunities to support WHO with 

own surveyors; 
• translate the survey documents into their language; 
• perform the piloting of the survey documents; 
• assist WHO with the training of the surveyors. 

The country representative of Germany will: 
• perform the piloting of the survey documents; 
• advise WHO in selecting the dwellings to be surveyed; 
• advise WHO in recruiting the surveyors. 

Recommendations 
It was recommended to WHO that: 
• a review of methodology issues be performed; 
• the already existing questionnaires (as e.g. SF 36) be applied more strictly; 
• the survey documents be improved, especially the questionnaire part; 
• the layout of the physical survey be changed: according to dwelling rooms, not to aspects; 
• a piloting phase be performed with the survey documents already translated; 
• it should focus on un-refurbished block buildings (due to small sample size); 
• three to four teams of surveyors (suggested two per team) be recruited; 
• a training course for surveyors be developed; 
• roughly 100 dwellings (plus a reserve list) be selected ahead of the survey to avoid bias. 

Conclusion 
Mr Bonnefoy then drew the meeting to a close. It had been, he said, a very busy and productive 
meeting. He thanked CSTB in particular for its support and hospitality. He said that WHO would 
try to keep everyone informed of progress and that their feedback, and not least any ideas about 
how to exploit this in the future, would be welcome at any time. 
 
Responding, Mr Cochet said that CSTB was pleased to be associated with the project and that he was 
personally always interested in fieldwork. He hoped to learn something useful from it too although 
refurbishment was not a panacea and the trend in France was to demolish poor block buildings. 
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