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We should cap the health budget and spend
more money on housing and food

YES

When the results of our study of housing,
insulation and health were published in the
British Medical Journal,' the US editor Douglas
Kamerow stated, in one of the accompanying
editorials, ‘You don’t have to work very long
taking care of poor people before you realise
that the contents of our medical bag of tricks are
often insufficient to improve their health status.
One key contributor to ill health is the environ-
ment around the patient—do people smoke? Can
the family afford healthy food? Is the home safe

and warm?’?

Kamerow accepted that retrofitting insulation
clearly improved the health of the occupants and
concluded his editorial, ‘It is admittedly a bit far
from our usual fare, but the links to health are
clear. Not exactly “helping doctors make better
decisions”, as the logo says at the top of your
screen? Maybe not, unless we include in those
decisions whom we should vote for and what our
elected officials should do with our tax dollars to
improve health.

In a time of financial austerity, when we are be-
ing told there is no more new money to be spent,
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of care also lies with the nature of the clinical relationship, with communication and
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there is indeed a serious question as to whether
we should be spending more on hospital care,

so that the sick can get there ‘faster and sooner’,
or investing more money in upgrading our poor
housing stock. Our insulation study and the later
study of housing, heating and health,’ which
showed that installing effective, non-polluting
heating in housing improved the symptoms of
children with asthma, have demonstrated conclu-
sively that upgrading housing is an effective way
to improve people’s health by improving the place
they spend the most time in—their homes.*

The cost-benefit analysis of these studies showed
that the benefits substantially outweighed the
costs.” When the intervention was rolled out na-
tionally as part of the “Warm-Up New Zealand:
Heat Smart’ programme, our evaluation of the
first 46 000 households showed the benefits had
doubled; not only did those who had their houses
insulated have lower hospitalisation costs, but
those over 65 years who had been previously hos-
pitalised for respiratory or coronary conditions—
the two conditions most susceptible to damp,
indoor temperatures—had significantly lower
mortality in the subsequent year than those who
went home to uninsulated houses.

To enable landlords, tenants and housing authori-
ties to identify those features of housing that are
hazardous to occupants’ health, we have devel-

Philippa Howden-
Chapman

VOLUME 4 - NUMBER 4 - DECEMBER 2012 JOURNAL OF PRIMARY HEALTH CARE

Philippa Howden-
Chapman

Professor of Public
Health, Director of He
Kainga Oranga/Housing
and Health Research
Programme, University of
Otago, Wellington,

New Zealand
philippa.howden-
chapman@otago.ac.nz

Howden-Chapman P. We
should cap the health budget
and spend more money on
housing and food—the 'yes'
case. ) Prim Health Care.
2012;4(4):337-339.

PNssISIYINDOVE 0L DVE

Harvey White

337



BACK TO BACK

oped a Healthy Home Index, which could be used
as a housing Warrant of Fitness.® The consistent
pattern emerging is that largely unregulated,
private rental properties, where half our children
in poverty live,” are more likely to be cold, damp,
and mouldy. Repeated studies in New Zealand
continue to show that children admitted to hospi-
tal with potentially avoidable infectious diseases
disproportionately live in these houses to the
detriment of their health.®

And it’s not only the poor quality of housing
that is the problem. The rising price of residen-
tial electricity and the light-handed regulation
that tolerates households on low incomes using
pre-payment meters and paying more for their
electricity also has serious health consequences—
for the young and old in particular.’ Frank and
colleagues indicated the stark implications of

the rising cost of energy in their article ‘Heat or
Eat’! This United States study showed that after
adjustment for differences in background risk,
children living in low-income renter households
receiving the Federal Low Income Home Energy
Assistance Program were less likely to be under-
nourished or overweight and had lower odds of
acute hospitalisation from an emergency depart-
ment visit compared with children in comparable
households not receiving the Low Income Home
Energy Assistance Program.

While I would argue strongly that, given a
constrained budget, investing in retrofitted insu-
lation and social and affordable housing infra-
structure is a better investment than investing in
hospitals, there is also strong evidence that, when
those working in primary care work together
with housing workers, there can be spectacular
gains. Tenants in social housing have a third of
the average income of other New Zealanders and
are allocated state houses usually because they
also have accompanying health or social prob-
lems. But, until Housing New Zealand Corpo-
ration’s (HNZC’s) recent decision to withdraw
from social management, the Healthy Housing
Programme that they ran with Auckland District
Health Boards (DHBs) was a spectacular and
outstanding international success story.

The HNZC Healthy Housing Programme
(HHP) had an initial pilot in 2001, with the

main programme starting in South Auckland

in 2003 and later extending to Northland and
Wellington before effectively being discontin-
ued. This programme aimed to reduce house-
hold crowding and improve housing ventilation
and heating. Initial evaluation of the HHP
found a significant reduction in acute hospitali-
sations for younger participants (a 23% reduc-
tion for those aged 5-34 years)."! A more exten-
sive evaluation used a control population. This
evaluation found that for children (<20 years

of age), participation in the HHP was associ-
ated with a statistically significant fall in the
total number of acute and arranged hospitalisa-
tions of 27% (95% CI -43% to -6%) in the year
following completion of the HHP interventions.
The effect of the HHP appeared more marked
for the most intensive intervention, crowding
reduction, which was associated with the largest
reduction of 61% (95% CI -79% to -26%) in acute

and arranged admissions."?

The lack of continuing investment in this very
successful programme is particularly misguided
considering the appalling ethnic inequalities
evident in infectious diseases in New Zea-
land."” These differences appear to be largely
driven by poverty leading directly to house-
hold crowding, driven by the need to reduce
individuals’ rents.” The report of the Chil-
dren’s Commissioner’s Expert Advisory Group
on Solutions to Child Poverty has reminded

us yet again that overcrowding increases the
spread of infectious diseases, particularly
respiratory infections such as childhood pneu-
monia, rheumatic fever, and meningococcal dis-
ease and calls for housing, including increased
social housing, to be seen as a key part of our
national infrastructure.

The time has come for a bold policy experi-
ment. Let’s see if improving housing, so that
less energy is needed to heat it and more money
is available for food, is more cost-effective than
money spent on the health services. Let’s take
the opportunity of our joint efforts to rapidly
reduce rheumatic fever to choose a DHB where
additional money is put into housing and crowd-
ing reduction, not hospitals and echocardiograms,
and let’s measure the consequences. I know
where I'd put my money.
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We should cap the health budget and spend
more money on housing and food

NO

Introduction

Expenditure on health is growing with the age-
ing of the population and improving technology.
Increasing health expenditure in New Zealand has
resulted in shorter surgical waiting lists, increased
vaccination rates and increased smoking quit
rates. There is a tension between the public health
approach to provide the most social benefit with
the resources available and providing treatments to
patients with disease. About 50% of the increase
in survival that has been seen over recent decades
has been due to medical treatments and 50% due to
prevention.! In this debate I will argue for spending
more on both prevention and medical treatments.

Expenditure on health as an
investment rather than as a cost

A number of studies have looked at health care
as an investment rather than just as a cost. It is
estimated that each additional dollar spent on
overall health care services in the US from 1980
to 2000 produced health gains valued at $1.55
to $1.94.2 It was concluded that the value of
improved health in 2000 compared with 1980
significantly outweighed the additional health
care expenditures. New generation drugs with
expenditure of $18 were estimated to reduce
other health care costs by $71.09 in 2001.%*
Besides improvements in health there may be
gains in worker productivity. Increases in life
expectancy from 1970 to 1990 were estimated
to generate $2.8 trillion annually to the US
economy.”*
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