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Abstract 

Involuntary staying, or a desire to move without the possibility to do so, is an under‐studied topic. 

In this study, we examine involuntary staying among the residents of post‐WWII Finnish housing 

estates; we study its frequency, association with self‐rated health and role in the relationship 

between neighbourhood disadvantage and self‐rated health. Involuntary staying and poor health 

are expected to be associated through long‐term stress related to housing and health‐based 

selection in inconvenient housing outcomes. Furthermore, we address the self‐perceived reasons 

for involuntary staying and the interaction between involuntary staying and household income. 

Two types of involuntary staying are distinguished, depending on whether a resident wants to 

move within or away from one’s current neighbourhood. The survey data (n = 7369) from a 

stratified cluster sample of the residents of 70 Finnish housing estate neighbourhoods are 

combined with the corresponding geo‐referenced register data on these neighbourhoods’ 

sociodemographic characteristics. Of the residents, 35% are found to be involuntary stayers, and 

over half of the involuntary stayers want to move away from their current neighbourhoods. 

Financial concern is the most common self‐perceived reason for involuntary staying. Both types of 

involuntary staying are associated with low self‐rated health after adjusting for potential 

confounders. Being trapped in the current neighbourhood partially mediates the adjusted 

association between neighbourhood disadvantage and self‐rated health. The association between 

self‐rated health and involuntary staying is not modified by household income. In conclusion, 

involuntary staying is common in the study population and furthers the understanding about 

neighbourhood inequalities in health.  

 

1 Introduction  

Although residential mobility is a central in urban policy (Imbroscio 2012) and labour markets 

(EESC 2007; Sánchez and Andrews 2011), little is known about involuntary staying (Wiseman 1980) 

or blocked mobility (Stokols and Shumaker 1982). When a move is preferred but considered 

impossible due to the lack of financial resources, for example, the situation of being trapped in the 

current residential setting arises. Unfulfilled housing preferences, such as those related to 

apartment size (Clark and Huang 2003), have been theorised to cause housing stress (Brown and 

Moore 1970), which may imply problems with health and well‐being (see Shaw 2004). However, 

prior evidence on involuntary staying and its implications is limited. To address this gap, we 

demonstrate in this study that involuntary staying sheds new light on neighbourhood inequalities 

in health. The association between residing in a disadvantaged neighbourhood and various 

negative health outcomes is well documented (Pickett and Pearl 2001; Riva et al. 2007) but 

remains inadequately understood. Our study opens a novel theoretical perspective on the topic as 

we examine the role of involuntary staying in neighbourhood inequalities in health. In brief, we 

assume that involuntary staying and the related housing stress are more common in 

disadvantaged areas, which may partly explain why health problems also occur more frequently 

there. We develop this argument in more detail in Section 2.  
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Empirically, we focus on post‐World War II (WWII) Finnish housing estates, which connects our 

study to the European housing estate literature, specifically the discussions on tenure mixing. 

During the first few decades after WWII, modernist suburban housing estates were built widely 

across Europe to meet the high demand for housing. Many of these neighbourhoods were 

originally considered attractive places to live but now suffer from a poor reputation and 

concentrated disadvantage (Musterd and Van Kempen 2007). However, not all estate 

neighbourhoods are disadvantaged; in the Finnish case, considerable sociodemographic variation 

exist among housing estates (Kemppainen and Saarsalmi 2015; Stjernberg 2015).  

 

Finnish municipalities are relatively strong and autonomous, whereby they have forged different 

approaches to address urban questions, such as social segregation. For example, an early version 

of the tenure‐mixing policy was formulated in Helsinki in the 1960s, following episodes of youth 

unrest in one social housing estate; subsequently, the City of Helsinki adopted the objective to 

safeguard social order through a mixed tenure structure (Schulman 2000). Due to variation in the 

tenure‐mixing policies, considerable socioeconomic differences exist among these areas, which in 

turn have implications for the local social order (Kemppainen et al. 2018). Moreover, given the 

unequal regional development and the increasing urban segregation, estate neighbourhoods have 

also become more differentiated from one another over the last three decades (Vaattovaara and 

Kortteinen 2003; Stjernberg 2015). Thus, our choice of research areas provides a good possibility 

to study the spatial variation of disadvantage, the corresponding health implications and especially 

the role of involuntary staying in neighbourhood inequalities. 

 

We examine two further questions unaddressed by the prior literature. First, we explore self‐

perceived reasons for involuntary staying to shed more light on the lived experience of – and the 

subjective reasoning on – being trapped in an inconvenient residential setting. Second, we 

examine whether household income modifies the association between self‐rated health and 

involuntary staying. Specifically, low income narrows the range of available housing options, which 

should make involuntary staying more stressful and thus more harmful to health.  

 

To sum up, we address the following research questions: 

 

1. How common is involuntary staying, and what are the reasons given for it? 

2. Are both kinds of involuntary staying (the desire to move either within or away from 

the current neighbourhood) associated with self‐rated health? 

3. Does household income modify the association between involuntary staying and self‐

rated health? 

4. Does involuntary staying in the neighbourhood mediate the association between 

neighbourhood disadvantage and self‐rated health? 
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2 Background 

 

2.1 Prior studies on involuntary staying 

Prior studies on involuntary staying are few and heterogeneous in terms of conceptualisations, 

designs and populations. However, their findings imply that involuntary staying is a fairly common 

experience. A study on four Scottish neighbourhoods found that in the most deprived area, 40% of 

the respondents were involuntary stayers, while the rate was 10–15% in the more affluent areas 

(Atkinson and Kintrea 2001). A study on 29 problematic estates in ten European countries 

reported that 9% comprised unsatisfied and trapped respondents (Musterd and Van Kempen 

2007), while Strochschein (2012) found a rate of 10% among Canadian seniors. Finally, a study 

using the British Household Panel Survey noted that approximately 30% of the respondents were 

involuntary stayers (Coulter and Van Ham 2013). Further evidence on the frequency of involuntary 

staying in different populations and contexts is needed since the phenomenon is highly relevant in 

terms of public health, as we show in the next section. 

 

2.2 Involuntary staying and self-rated health 

Theoretically, involuntary staying is characterised by a long‐term imbalance between the housing 

needs of a household and its current residential environment, which creates housing stress (Brown 

and Moore 1970; see also Bailey et al. 2013). In Brown and Moore’s (1970) classic relocation 

model, the first phase is the decision to seek a new residence, which is driven by changed 

demands concerning the residential environment, that is, the apartment itself and the location 

factors. For example, a household’s space requirements change over time, which has been found 

to be a strong trigger of relocation decisions (Rossi 1955; Clark and Huang 2003). The old location 

may also turn out to be inconvenient due to new employment in a more distant place, for example 

(Brown and Moore 1970). Further relevant housing stress factors include the material aspects of 

housing (e.g., cold, heat, mould) and issues concerning insecurity, the local social order, crime and 

service supply (Brown and Moore 1970; Morenoff and Sampson 1997; Chandola 2001; Shaw 2004; 

Kim 2008). 

 

Over the long term, the housing imbalance disturbs a household’s everyday life and creates 

housing stress, depending on the severity of this disturbance, the tolerance towards it (Brown and 

Moore 1970) and the capacity to adapt to the current situation. Given that housing is a major 

social determinant of health (Shaw 2014), enduring housing stress likely implies health problems. 

Theoretically, the perception that there is no escape to better conditions makes the experience of 

involuntary staying more stressful (see Magaletta and Oliver 1999). The health implications of 

accumulated stress exposure have been well established in the literature on allostatic load or 

cumulative physiological ‘wear and tear’ (Juster et al. 2001; Goldstein and McEwen 2002). Long‐

term stress is considered to have various negative health implications, including depression, 

diabetes and cardiovascular problems (Golstein and McEwen 2002; Brunner and Marmot 2006). 

Highly relevant from an urban studies perspective, the accumulated experience of neighbourhood 
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disadvantage over a person’s life course was found to predict a higher subsequent allostatic load 

(Gustafsson et al. 2014). 

 

We complement the housing stress approach by focusing on the selective nature of residential 

mobility, which is heavily driven by demographic factors (Clark and Huang 2003; Bailey et al. 

2013). For example, young migrants tend to be healthier than their non‐relocating counterparts 

(Bentham 1988; Norman et al. 2005). To extrapolate this line of thought, the relationship between 

involuntary staying and health can be approached from the perspective of health-based selection 

to different housing outcomes (Smith 1990; Smith and Easterlow 2005). Pre‐existing health 

problems may hinder the realisation of the intention to leave unsatisfactory residential settings 

because of insufficient economic or psychosocial resources, among others (Smith 1990; Phinney 

2013; Woodhead et al. 2015). This way, health problems may imply selection in suboptimal 

housing outcomes. Hence, the relationship between involuntary staying and health is reversed 

when compared with the housing stress approach, where involuntary staying is considered a cause 

of poor health. 

 

Based on these perspectives, we expect that both kinds of involuntary staying are related to low 

self-rated health. (H1) 

 

Prior empirical evidence on the relationship between involuntary staying and health is limited. 

Stokols et al. (1983) analysed survey data on 242 university employees and found that being 

trapped in low‐quality residential settings was associated with health problems. Strohschein 

(2012) utilised a larger survey dataset on older residents and found that involuntary staying was 

associated with psychological distress and low self‐rated health. Finally, using the UK Household 

Longitudinal Study, Woodhead et al. (2015) analysed the relationship between mental health and 

residential mobility. Their study found evidence of a possible bidirectional relationship between 

mental health problems and involuntary staying (see also Smith and Easterlow 2005; Phinney 

2013), corroborating both the housing stress and the selection perspectives presented above.  

 

The experience and the implications of involuntary staying may depend on other factors, most 

notably, household income. It is well known that financial resources constitute a key factor that 

determines the range of available options in the housing markets. As Hedman and Van Ham (2012, 

89) aptly stated, “The more one earns, the larger the choice set of dwellings and neighbourhoods”. 

Following this line of thought, we argue that due to lower‐income households’ smaller pool of 

realistic options in the housing markets, their involuntary staying is more stressful compared to 

more affluent households with more choices. Thus, we expect that involuntary staying is more 

strongly related to low self-rated health among low-income households compared with their 

wealthier counterparts. (H2) 
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2.3 Involuntary staying and health inequalities across neighbourhoods 

The scant prior literature on involuntary staying has considered the phenomenon without further 

distinctions. Following Brown and Moore’s (1970) conceptualisation of the residential 

environment in terms of apartment and location factors, we propose the following distinction that 

depends on where a household desires to move. First, a household may want to stay in its current 

neighbourhood but may prefer to move to a different apartment in the same area. In other words, 

the relevant search space may exclude other neighbourhoods (ibid.; see also Hedman and Van 

Ham 2012). If suitable apartments are unavailable within the household’s price and preference 

range and if the situation endures for some time, housing stress is generated. This is the case of 

being trapped in an inconvenient apartment. Second, the contrary situation arises when the 

apartment itself is fine but location has become unsatisfactory, which leads to housing stress 

stemming from being trapped in an inconvenient location or neighbourhood.  

 

The key motivation for this conceptual distinction stems from our desire to address health 

inequalities across neighbourhoods from the perspective of involuntary staying. We suggest that 

involuntary staying or more precisely, being trapped in the neighbourhood, is an important factor 

in health-related neighbourhood differences. As mentioned above, there is ample evidence on the 

relationship between neighbourhood disadvantage and various negative health outcomes (Pickett 

and Pearl 2001; Riva et al. 2007). It is well known that disadvantaged neighbourhoods are also 

often characterised by problems with social disorder (Sampson and Raudenbush 1999; 

Kemppainen et al. 2018), as well as low residential satisfaction (Kearns and Parkes 2003). 

Consequently, the push factors that generate the intentions to move away from disadvantaged 

neighbourhoods are likely stronger than in more affluent areas; at the same time, the average 

financial means to realise these intentions are weaker by definition (cf. Atkinson and Kintrea 

2001). Thus, being trapped in the neighbourhood should be more common, the more 

disadvantaged the neighbourhood is. 

 

The case of being trapped in the apartment is different. Based on prior literature, neighbourhood 

disadvantage is weakens emotional attachment to the area but is less likely to directly affect 

satisfaction with the apartment itself (Kearns and Parkes 2003). Consequently, this case does not 

appear as a plausible mechanism of spatial health inequalities. Hence, using the distinction 

presented above, we are able to tackle a previously omitted factor and respond to calls for further 

elucidation on the mechanism behind socioeconomic health inequalities among neighbourhoods 

(see Lawder et al. 2014; cf. Van Ham et al. 2012). 

 

Based on these considerations, we expect that being trapped in the neighbourhood mediates 

neighbourhood inequalities in health (H3).  
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3 Data and methods 

3.1 Data 

We utilise survey and register data from a random sample of Finnish housing estate residents. The 

data from a recent large survey project (PREFARE 2012–2015/Academy of Finland) were combined 

with the corresponding contextual register data. The survey data came from a stratified clustered 

random sample of the Finnish‐speaking residents aged 25–74 years, who resided in the multi‐

storey buildings of the suburban housing estates built in the 1960s and the 1970s. The contextual 

register data were obtained from the Grid Database (Statistics Finland 2009), including geo‐

referenced information on the sociodemographic and housing structure of statistical grids (250 m 

x 250 m) covering the entire country. Conducted in 2013, the survey used postal and online 

collection methods, with a total response rate of 39% (gross sample: 19,844, respondents: 7728). 

The dwellers of one‐storey buildings were excluded as they did not belong to our target 

population. Furthermore, the 14 respondents residing in one estate were excluded due to the 

small number of cases. This resulted in a sample of 7603 respondents, from which item non‐

response was subtracted to obtain the final sample of 7369 respondents.  

 

The unit non‐response was analysed using auxiliary data on gender, age, marital status, education, 

income, unemployment and housing tenure. These data were obtained from the Ministry of 

Economic Affairs and Employment, Statistics Finland, the Tax Administration and the Population 

Register Centre. This information was entered into a logistic non‐response model, together with 

estate fixed effects, to model non‐response (Laaksonen et al. 2015); male gender, young age, low 

socioeconomic position and rental tenure were found to predict non‐response. There were also 

significant estate differences in the response rate. The final weighting scheme used in the analyses 

accounted for the varying inclusion probability at the neighbourhood and the individual levels, as 

well as the variation in the response propensity at the individual level.  

 

In the present study, a housing estate consists of one or more adjacent statistical grids and is 

defined by the following criteria (Kemppainen et al. 2018):  

1. located outside the city centre,  

2. at least half of the population lives in multi‐storey apartment buildings constructed in 

the 1960s and the 1970s,  

3. at least five of these buildings are located within a maximum distance of 250 m from 

each other and 

4. has at least 300 residents. 

 

 In total, 318 estate neighbourhoods in the country met the criteria for inclusion. Given the fixed 

number of sample units determined by the data collection budget, we balanced the number of 

estates and the number of sample units within each and decided to sample 71 estates. Sixty‐six 

estates were selected using the stratified random sampling, with the strata specified based on the 

unemployment rate in the estate and the municipality’s population size. The stratification 

rationale was to reach the entire socio‐geographic scale of these neighbourhoods. Additionally, 
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five well‐known disadvantaged estates were chosen to enable mixed‐method case studies. 

Following a standard survey practice, each of these five estates constituted a unique stratum so 

that their relative weight was deflated to represent only themselves, whereby their selection 

procedure did not distort the results. After excluding one estate due to its low number of 

respondents (see above), we arrived at a sample of 70 estates, with an average of 109 

respondents per estate.  

 

3.2 Measures 

In our survey, the moving intentions were operationalised by asking whether the respondent had 

considered moving. The response options were “No” (voluntary stayer [VS]), “I’d like to move to 

another apartment in the same area, but the possibilities are now low” (trapped in the apartment 

[TA]), “I’d like to move to another area, but the possibilities are now low” (trapped in the 

neighbourhood [TN]), and “I will move this year” (intended move [IM]).  

 

The self‐perceived reason for the inability to move was measured with an item specifying five 

categories (financial situation, children’s school, daycare, commuting to work and relatives 

needing care). Additionally, open‐ended reasons were classified, and all those related to health 

(e.g., “Mental health reasons”), functional ability (“The building should have an elevator, the stairs 

exhaust me”) and ageing (“I’m old, [and] in poor physical condition”) were assigned to the 

“trapped due to health” category to address reverse causation when regressing self‐rated health 

on moving intentions.  

 

We approached health in terms of self‐rated health, which indicates the general health status in a 

relatively valid and reliable manner (Lundberg and Manderbacka 1996; Jylhä 2009). Self‐rated 

health was measured with the item, “Compared with others of your age, how is your general 

health status?”, accompanied by a five‐point response scale, ranging from “good” to “poor”. 

Following a typical practice, the variable was dichotomised, and the categories “good” and “fairly 

good” were combined to indicate the state of good subjective health (e.g., Ahnquist et al. 2012; 

Carlson 2016; Lyytikäinen and Kemppainen 2016). This choice of the cut‐off reflects Carlson’s 

(2016) argument that health is a positive state instead of a mere absence of illness, where the 

respondents who choose the “average” mid‐option are assumed to “experience some kind of 

health problem” (ibid., 4). However, as the dichotomisation may be debated, we also estimated 

ordinal logit models (see Section 4.6). 

 

We included an extensive set of control variables at both individual and neighbourhood levels to 

account for potential confounders. A dummy for women indicated gender, while age was 

categorised into ten‐year ranges. The highest level of education was classified into basic, 

secondary and tertiary; current unemployment was indicated with a dummy. The monthly net 

household income was divided into three roughly equal categories from the cut‐offs of 1600 EUR 

and 2800 EUR. Additionally, there were measures for each respondent’s household structure, 

distinguishing among the following options: living alone, with a partner, with a partner and 
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child(ren), alone with child(ren), or other. The tenure type was indicated as owner‐occupation, 

private rental, public rental or other; the height of the building was categorised as 2–4, 5–7, or 8 

or more storeys. Finally, room stress was measured by indicating the number of persons per room. 

Regarding education, income, household type, tenure type and room stress, the cases with item 

non‐response were assigned to a separate category per variable and were included in the 

regression models to retain statistical power. In the other variables, the cases with missing values 

were excluded. Robustness checks were made excluding all missing cases (see Section 4.6). 

 

The sociodemographic neighbourhood indicators were constructed using the Grid Database 

(Statistics Finland 2009). Socioeconomic disadvantage was measured using a standardised factor 

score variable, based on each neighbourhood’s education, income and unemployment level. 

Population density was calculated as the number of persons per grid and was categorised into 

three equal classes. Age structure was indicated with two standardised factor score variables, and 

the share of rental apartments was operationalised in proportion to all apartments. The type of 

the larger urban area surrounding the estate was characterised by the following classes: capital 

region, other larger cities, medium‐sized cities and others. Finally, as the register data did not 

indicate residential instability, we constructed a survey proxy on the proportion of residents who 

had lived in the estate for less than one year.  

 

3.3 Statistical analyses 

The frequency of involuntary staying in the study population and its self‐perceived reasons were 

estimated using the weighting scheme presented above. The associations among self‐rated health, 

involuntary staying and neighbourhood disadvantage were analysed using logistic regression and 

logistic random intercept models. First, a crude logistic regression model of involuntary staying 

predicting good self‐rated health was estimated (Model 1), followed by an adjusted model that 

included individual‐level control variables and neighbourhood fixed effects (Model 2). Interaction 

analyses were conducted based on Model 2. 

 

Model 2:  logit(good_srh) = b0 + b1 TA + b2 TN + b3 IM + ∑bc Xc + e,  

 

where TA and TN denote the two kinds of involuntary stayers, while IM refers to 

those with moving intentions; Xc is a vector of control variables (gender, age, health‐

related involuntary staying, number of persons per room, education, unemployment, 

income, household composition, tenure, building height and a neighbourhood 

dummy variable); and e signifies the individual‐level residual. 

 

The intermediate role of involuntary staying in the relationship between neighbourhood 

disadvantage and self‐rated health was approached with a series of models. We began by 

estimating a crude logistic random intercept model (Model 3), after which we included the 

individual‐ and the neighbourhood‐level control variables (Model 4). Next, the variables related to 
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involuntary staying were incorporated individually (Models 5 and 6) to test their roles as 

intermediate variables.  

 

Model 6:  logit(good_srhij) = b0 + b1 NBDISj + b2 TAij + b3 TNij + b4 IMij + ∑bc Xc + uj + eij, 

 

where NBDIS denotes neighbourhood disadvantage in neighbourhood j, Xc is a vector 

of control variables (individual level – i: gender, age, health‐related involuntary 

staying, number of persons per room, education, unemployment, income, household 

composition, tenure, building height; neighbourhood level – j: population density, 

residential instability, demographic structure, share of rental apartments, urban 

area), and uj and eij are the neighbourhood‐ and the individual‐level residuals, 

respectively. 

  

We conducted the analyses using Stata 14. The cluster structure and the survey weights were 

incorporated in all analyses with the svy procedure. The logistic random intercept models were 

estimated with the meglm procedure, which enabled the correct use of weights at cluster and 

individual levels.  
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4 Results 

 

4.1 Descriptive statistics 

Table 1 provides the univariate statistics of the data.  

 
Table 1.  Univariate statistics.    

    

Individual-level variables (n=7369) Count, no 

weights 

%, no 

weights 








































