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The influence of environmental factors on human health is an 
issue of considerable current concern. There is a large literature 
which attempts to link various diseases to such factors as industrial 
pollution, waste incineration, exhaust fumes, and radioactivity. 1 
The contamination of sea water with sewage and its effects on the 
health of bathers is another topical issue. 2 However, most of us 
spend the greater part of our lives indoors at home, at school, or 
at work and therefore the indoor environment takes on a special 
significance. The home environment is likely to be particularly 
important for small children, young mothers, and the elderly, who 
spend more of their lives indoors. Recent research on 
contemporary links between housing and health has focused on 
issues such as the impact of damp on respiratory illness, the 
incidence of radon gas in the home, the importance of the home 
environment in producing allergies, and the significance of

For reviews see Environment and health: themes in medical geography, ed. R. 
Akhtar (New Delhi, 1991); M. McDowell, The identification of man-made 
environmental hazards to health (London, 1987); A. J. Rowland and P. 
Cooper, Environment and health (London, 1983).
For instance J. M. Brown, E. A. Campbell, A. D. Rickards, and D. 
Wheeler, 'Sewage pollution of bathing water', The Lancet (1987), II, 
pp. 1208-9; L. Alexander and A. Heaven, Health risks associated with 
exposure to seawater contaminated with sewage: the Blackpool beach survey, 1990 
(Lancaster University Environmental Epidemiology Research Unit, 
Research Report 1, 1990).
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cramped and unsuitable housing as a contributory factor in 
mental and stress-related illness. 3

Though less detailed information is available, these themes 
must have been as important in the past as in the present. The 
quality of the urban environment, particularly sanitation and 
water supply, was a major focus of Victorian public health 
reform,4 while successive reports and legislation focused attention 
on the inadequate quality of much Victorian housing.5 However, 
direct links between housing and health have rarely been explicitly 
explored in the past. It could be argued that in the nineteenth 
century many poor families spent less time in the home than is 
common in the late twentieth century. Lack of space probably 
forced many people to live much of their lives in yards, streets, and 
fields,6 while the development of a more insular nuclear family 
and the growth of home-centred entertainments (especially 
television) has increased the amount of time spent indoors. 7 
Nevertheless, in the past as in the present, housing conditions 
must have had a major impact on personal health.

This paper takes these themes as a starting point and examines 
the changing relationships between housing and health in 
Liverpool from the 1870s to the 1930s, a period of considerable 
change in the nature of housing provision, medical knowledge, 
and individual health aspirations. The main focus of the paper is 
the impact of Liverpool corporation's housing programme on the 
health of the city's population. By 1939 the corporation had

For reviews see D. S. Byrne and others, Housing and health: the relationship 
between housing conditions and the health of council tenants (London, 1986); S. J. 
Smith, Housing and health: a review and research agenda (University of Glasgow 
Centre for Housing Research, Discussion Paper 27, 1989); S. Lowry, 
Housing and health (London, 1991).
For historical overviews see G. M. Howe, Man, environment and disease in 
Britain (Harmondsworth, 1976); A. \Vohl, Endangered lives: public health in 
Victorian Britain (London, 1984); Urban disease and mortality in nineteenth- 
century England, ed. R. Woods and J. Woodward (London, 1984). 
E. Gauldie, Cruel habitations: a history of working-class housing, 1780-1918 
(London, 1974); J. Burnett, A social history of housing, 1815-1970 (Newton 
Abbot, 1978).
Literature on the use of housing space is very sparse, but for an 
exploratory essay see R. J. Lawrence, 'Integrating architectural, social 
and housing history', Urban History, XIX (1992), pp. 39-63. 
Some of these issues are explored in M. Young and P. Willmott, The 
symmetrical family (London, 1973).
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provided over 42,000 housing units in the city and was 
responsible for some 25 per cent of the city's housing stock.8

There are many problems in trying to study the relationships 
between housing and health in the past or the present, but three 
issues are of particular relevance. First, the complexity of the 
relationships between housing, health, and a wide range of other, 
often intervening, variables is considerable. Almost all ill-health 
has multiple causes, and the ways in which bad housing interacts 
with other variables and the extent to which it acts as a 
predisposing factor in illness are difficult to assess. It is thus vital 
to view housing problems as part of a wider scenario involving 
such factors as the labour market, family poverty, and diet. 
Second, detailed analysis and explanation are often confounded 
by a lack of suitable data. Even today, high quality 
comprehensive data on housing quality, living conditions, and 
individual health are difficult to obtain. In the past such data 
were even more scarce, especially sources which allow housing 
and health to be directly related. Third, much of the information 
which does exist is only available at an aggregate level. Data from 
the census, annual reports of the Registrar General, or reports 
from Medical Officers of Health usually refer to quite large 
spatial units, and do not allow the links between specific housing 
conditions and individual or family health to be investigated. All 
these problems affect the data analysed in this study.

It can be suggested that there are three main ways in which 
housing and health are related.9 First, and most obviously, poor 
housing or lack of housing can contribute to ill-health. This 
aspect is most often explored in the literature, 10 though it is rarely

8 C. G. Pooley and S. Irish, The development of corporation housing in Liverpool, 
1869-1945 (Lancaster University, Centre for N.W. Regional Studies, 
Resource Paper, 1984).

9 Smith, Housing and health.
10 For instance Prescription for poor health: the crisis for homeless families, ed. J. 

Conway (London, 1988); D. P. Strachan and C. H. Sanders, 'Damp 
housing and childhood asthma; respiratory effects of indoor air 
temperature and relative humidity', Journal of Epidemiology and Community 
Health, XLJII (1989), pp. 7-14; C. J. Martin, S. D. Plan, and S. M. Hunt, 
'Housing conditions and ill health', British Medical Journal, 294 (1987), 
pp. 1125-7; S. D. Plan, C. J. Martin, S. M. Hunt, and C. W. Lewis, 
'Damp housing, mould growth and symptomatic health state', British 
Medical Journal, 298 (1989), pp. 1673-8.
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possible to demonstrate a direct causal relationship between 
housing and health. Poor housing is usually only one of a 
number of contributory or predisposing factors which combine 
to produce illness. Victorian and later commentators were 
certainly well aware of the significance of housing for individual 
and family welfare." Second, poor health can significantly 
affect housing opportunities and, in some cases, illness may 
predispose individuals and families to bad housing. For instance, 
ill-health often reduces household income and affects the ability 
to pay housing costs; prolonged illness and inability to pay rent 
can lead to eviction for rent or mortgage arrears; chronic illness 
can make it more difficult to acquire a mortgage loan. 
Effectively, illness reduces an individual's power in the housing 
market, often leading to the concentration of those with health 
and other problems in low-cost, substandard housing which has 
further detrimental effects on health. 12 Historically, such 
families have concentrated in the worst privately-rented housing 
or, in the twentieth century, in municipal housing, where health 
problems can lead to a priority allocation. 13 Third, housing 
policy can develop as a form of health-care policy. From the 
mid Victorian period much housing policy can be seen, in part 
at least, as a response to real or perceived health problems. 
Thus slum clearance policies were a form of environmental 
management, designed to remove the poor from life- 
threatening living conditions, and also to remove the seats from 
which infectious disease might spread to middle-class areas. 14

11 For instance J. Hole, The homes of the working classes, with suggestions for their 
improvement (London, 1866); O. Hill, Homes of the London poor (2nd edn, 
London, 1883); J. S. Nettlefold, A housing policy (Birmingham, 1905); 
B. S. Rowntree and A. C. Pigou, Lectures on housing: the Warburton lectures for 
191 4 (Manchester, 1914).

12 For discussions of problems of access to housing see, for instance, V. 
Karn, J. Kemeny, and P. Williams, Home ownership in the inner city: salvation 
or despair? (London, 1985); J. Morris and M. Winn, Housing and social 
inequality (London, 1990); C. Sexty, Women losing out: access to housing in 
Britain today (London, 1990).

13 C. G. Pooley and S. Irish, 'Access to housing on Merseyside, 1919-39', 
Transactions of the Institute of British Geographers, new ser. XII (1987), 
pp. 177-190; Byrne and others, Housing and health.

14 A. S. Wohl, The eternal slum: housing and social policy in Victorian London 
(London, 1977); J. Yelling, Slums and slum clearance in Victorian London 
(London, 1986); Slums, ed. S. M. Gaskell (Leicester, 1990).
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Corporation house-building programmes have also frequently 
been aimed at specific groups with health or housing needs. 
Municipal housing might thus be viewed as a form of health- 
care policy. 15

It should be emphasized that health concerns were only 
part of the motivation for corporation involvement in slum 
clearance and housing provision. Though outside the scope of 
this paper, explanations of municipal involvement in housing 
provision embrace a much wider range of economic, social, 
and political factors. 16 However, at the local level Medical 
Officers of Health were often key figures in the development 
of housing policy, in the designation of slum-clearance areas, 
and in the allocation of houses to tenants. 17 Health concerns 
were also paramount in discussions of the design and location 
of council housing. 18 In subsequent sections these three aspects 
of the relationship between housing and health will be 
examined using data from Liverpool for the period 
c. 1870-1940.

First, it is necessary to place housing and health issues in 
Liverpool within a broader context. How did housing and 
health conditions in Liverpool compare with other places, and 
did housing and health appear to be related at the regional 
level? Late nineteenth-century census statistics 19 demonstrate 
that, apart from London, Glasgow, and Newcastle, Liverpool 
had some of the worst housing conditions in the country (table

15 D. Clapham, P Kemp, and S. J. Smith, Housing and social policy (London, 
1990), esp. chapter 2.

16 For discussions see M. Bowley, Housing and the state, 1919-1944 (London, 
1945); M. Swenarton, Homes fit for heroes (London, 1981); Councillors and 
tenants, ed. M. J. Daunton (Leicester, 1984); A new century of social housing, 
ed. S. Lowe and D. Hughes (Leicester, 1991). More generally on housing 
development in Britain see M. J. Daunton, A property-owning democracy? 
Housing in Britain (London, 1987); Housing strategies in Europe, 1880-1930, 
ed. C. G. Pooley (Leicester, 1992), chapters 4 and 5.

17 Councillors and tenants, ed. Daunton; Pooley and Irish, Corporation housing in 
Liverpool; J. Turnbull, 'Housing tenure and social structure in inter-war 
Carlisle' (unpub. Ph.D. thesis, Lancaster Univ., 1992).

18 Swenarton, Homes fit for heroes. For a review of current concerns about 
housing design and health see R. Ranson, Healthy housing: a practical guide 
(London, 1991).

19 In England and Wales the 1891 census was the first to include specific 
questions on housing.
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TABLE 1 Overcrowding in selected towns in 1891

Town

London
Marylebone
Shoreditch
Bethnal Green
Whitechapel
St Giles

Liverpool
Manchester
Birmingham
Leeds
Bristol
Bradford
Newcastle
Portsmouth
Cardiff

Total 
tenements

937,606
34,940
28,818
27,998
14,257
9,072

104,890
103,720
98,219
78,779
48,140
46,408
37,942
33,984
25,353

% of all 
tenements 
with only 
one mom

18.4
32.3
29.1
23.4
32.1
33.6

7.7
1.6
1.4
1.4
8.9
2.5

13.2
4.0
2.3

% of one- % of all tenements 
room tenements with less than 
overcrowded* 5 rooms 

overcrowded*

32.8
31.7
37.8
44.6
52.7
39.3
35.2
30.4
15.0
45.2
19.9
39.6
57.5
10.0
14.7

23.1
27.8
30.4
32.0
31.8
31.8
18.3
1.0.0
15,2
16.3
13.0
18.9
34.8
4.8
9.2

* Overcrowded is defined as having more than two persons per room 

Source: Census of England and Wales, 1891

1). Although such data need to be interpreted with caution, and 
factors such as room sizes and building densities need to be 
taken into account especially when making comparisons 
between Scotland and England, 20 the statistical evidence is 
amply backed up by contemporary qualitative descriptions. 21 
Throughout the first half of the twentieth century Liverpool 
continued to have one of the worst housing records in the 
North-West, although St Helens had consistently higher levels 
of crowding based on the census enumeration of persons per 
room (table 2). Although mortality in Liverpool declined in 
parallel with national trends from the 1870s only the cancers 
showing an increase death rates, and especially infant

20 On the distinctive nature of Scottish housing see Scottish housing in the 
twentieth century, ed. R. Rodger (Leicester, 1989).

21 For instance H. Shimmin, The courts and alleys of Liverpool (Liverpool, 1864); 
Liv. R.O., Annual Reports of the Liverpool Medical Officer of Health.
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TABLE 2a Housing conditions in selected Lancashire county boroughs, 
1901 1931: percentage of tenements/families with only one room

County Borough

Liverpool 
Bootle
Southport 
Manchester
Salford
Burnley 
Barrow-in-Furness
Rochdale
Bury 
Blackburn

1901

6.1
4.2
2.7 
1.9
1.8
1.6 
1.3
0.6
0.5
0.5

1911

5.5 
3.5
2.8 
1.8
2.1
1.4 
1.0
0.6
1.2 
0.6

1931

6.4 
4.9
4.8 
3.6
4.5
1.5 
3.0
1.2
1.4 
2.0

The ten C.B.s with the largest % of one-room tenements in 1901 
1901 data refer to the % of tenements with only one room 
1911 and 1931 data refer to the % of families living in only one room

TABLE 2b Housing conditions in selected Lancashire county boroughs 
1901-31: percentage of households with more than 2 persons per room

County Borough

St Helens
Barrow-in-Furness
Wigan 
Liverpool 
Salford
Oldham
Rochdale
Burnley 
Bolton
Bootle

1901

10.9
10.1
9.9 
7.7 
7.5
7.4
7.3
7.1 
6.5
5.9

1911

17.0
8.7

12.9 
10.1 
10.1
7.2
7.0
9.5
7.7
9.2

1921

21.0
11.0
15.3 
12.1 
10.7
7.9
8.1
5.6 
9.0

11.6

1931

16.4
7.0

11.5 
10.9 
9.6
6.2
5.2
4.2 
5.0
9.5

The ten C.B.s with the most overcrowding in 1901
1901 data are for tenements with fewer than five rooms only

Source: Census of England and Wales, 1901-31
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TABLE 3a Mortality in Liverpool: crude death rates (per 1000) 
Liverpool Borough, 1871-80 to 1931-40

Tear
(decadal mean
mortality rate
per 1000)

1871-80
1881-90
1891-1900
1901-10
1911-20
1921-30
1931^*0

Infectious
diseases
(except
diarrhoea
and
influenza)

5.2
3.6
2.2
1.9
1.3
0.9
0.7

Digestive
diseases
(including
diarrhoea)

2.8
2.4
3.0
2.5
1.6
0.9
0.7

Tuberculosis

3.6
3.2
2.7
2.2
1.9
1.4
1.1

Respiratory
diseases
(including
influenza)

5.7
5.9
5.9
4.5
4.7
3.3
2.1

Cancers

0.4
0.5
0.7
0.9
1.0
1.1
1.5

All
deaths

28.5
26.1
23.9
20.0
18.1
13.6
13.7

TABLE 3b Infant mortality per 1000 live births, Liverpool Borough and 
England and Wales, 1900-1940

Tear Liverpool Borough England and Wales

1900
1905
1910
1915
1920
1925
1930
1935
1940

186
154
139
133
113
99
82
83

154
128
105
110
80
75
60
57
57

Source: Annual Reports of Medical Officer of Health (Liverpool); B. R. 
Mitchell, British Historical Statistics (Cambridge, 1988), pp. 57-59

mortality, remained consistently above national levels (table 3). 22 
Liverpool's death rates were, however, matched in a number of 
other industrial towns in North-West England (table 4).

Using date for 1931 from the census and from the Registrar

22 For a brief overview of mortality trends in Britain seej. M. Winter, 'The 
decline of mortality in Britain, 1870-1950', in Population and society in 
Britain, 1850-1980, ed. T. Barker and M. Drake (London, 1982), 
pp. 100-120.
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TABLE 4 Mortality in the seventeen County Boroughs of Lancashire, 
1931

County Borough

Barrow
Blackburn
Blackpool
Bolton
Bootle
Burnley
Bury
Liverpool
Manchester
Oldham
Preston
Rochdale
St Helens
Salford
Southport
Warrington
Wigan

Crude 
mortality 
per 1000

12.5
12.6
14.5
12.7
13.4
12.9
13.8
13.3
13.1
13.9
13.0
14.1
11.5
13.1
13.7
12.3
13.1

Mortality 
per 1 000 in 
ages 0-4

18.7
20.1
19.9
20.2
32.1
20.7
23.0
30.8
26.4
24.5
24.7
22.8
28.4
28.2
14.4
26.5
29.9

Standardised* 
mortality 
per 1000

12.8
11.8
11.8
12.6
14.2
12.5
12.7
13.8
13.7
14.1
13.1
13.5
12.8
14.0
10.3
13.6
14.2

Mortality from 
T.B. per 
100000

86.1
62.8
67.0
63.8

110.7
70.2
46.3

113.2
100.0
75.6
74.8
65.4
63.7

102.0
39.3
99.6
76.2

* Standardized to the age structure of the population of Lancashire, 1931

Sources: Annual Report of the Registrar General, 1932; Census of England and 
Wales, 1931

General's report it is possible to examine the relationship 
between selected housing variables, unemployment, and 
mortality for the county boroughs of Lancashire (table 5). 
Although such data should be interpreted with care, due both to 
the small sample size and the limited diagnostic value of the 
variables, at this aggregate scale there does seem to be a 
consistent correlation between poor housing (measured by 
overcrowding) and ill-health (measured by mortality). Although 
unemployment is also correlated with mortality, in most cases 
the relationship with overcrowding is stronger. At the very least, 
this suggests that the links between housing and health are worth 
exploring at the more detailed level of a single city. From the 
1870s to the 1940s Liverpool consistently had one of the worst 
housing records and one of the highest mortality rates in Britain.
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TABLE 5 The relationship between mortality, unemployment, and housing 
in the County Boroughs of Lancashire, 1931*

Male % households % families living
unemployment with more than two in only one
% persons per room room

Standardized
mortality per 1000 0.47

Mortality
per 1000 in ages 0-4 0.46

Mortality from T.B.
per 100000 0.38

Mortality from pneumonia
per 100000 0.31

0.58

0.78

0.49

0.77

0.11

0.43

0.49

0.50

* Product moment correlation coefficients for 17 C.B.s of Lancashire, 1931

Source: Census of England and Wales, 1931; Annual Report of the Registrar 
General, 1932

By the mid nineteenth century contemporary Medical 
Officers and others had established clear links between 
insanitary and overcrowded housing and high mortality. 23 They 
were also aware of the role of poverty and the influence of 
Liverpool's casual labour market, though they were as likely to 
accuse slum dwellers of bringing misfortune upon themselves 
through dissolute and intemperate behaviour. Such comments 
were particularly directed at the Irish poor. For instance in 1859 
Dr Duncan commented:

The wards of high mortality ... are those that contain the largest 
population of Irish of the lowest class, not only the most destitute, but 
the most improvident and the most filthy in their habits. 24

One of the more detailed examinations of the links between 
housing conditions and mortality in Liverpool was that carried

23 See successive reports of the Liverpool Medical Officer of Health (Liv. 
R.O.).

24 W. H. Duncan, Report on the health of Liverpool (Liverpool, 1859), p. 11.
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TABLE 6 Mortality in selected streets in Liverpool, 1867-70

Street

Rodney St
Egerton St
Henry Edward St
Adlington St
Bispham St
LaceSt
Addison St
Sawney Pope St

7577
pop.

607
357
677
936
716
715
688

1016

All
deaths
1867-70

26
38
81

120
92

102
125
227

Crude
mortality
per 1000

10.7
26.6
29.9
32.1
32.1
35.7
45.4
55.9

Mortality
under 1 fear
per 1000

0.5
230.7
212.5
298.1
261.9
583.3
236.8
398.4

Mortality 0-4
years per 1000

38.5
106.3
114.5
127.2
140.0
163.9
126.4
259.8

Rodney St: Respectable first and second class homes inhabited by well-to-do
persons; small numbers of children; high average age
Egerton St: Skilled artizans with good wages, clerks, customs house officers,
and other respectable persons; decent terraced housing
Other streets: Lower class of labourers; courts, etc.

Source: E. A. Parkes and J. Sanderson, Report on the sanitary condition of Liverpool
(1871)

out by Parkes and Sanderson in 1871.25 Their study focused on 
eight streets, comparing mortality rates, social status, and 
housing conditions (table 6). The data need to be interpreted 
with caution due to the small sample sizes and the unbalanced 
age structures of some streets, which affect mortality rates, but 
they argued that there was a clear relationship between high 
mortality and what they defined as streets containing a 'lower 
class of labourers'. They also produced a fairly trenchant 
explanation of this state of affairs:

Increasing dirtyness is attributed to a great extent to increasing poverty 
and intemperance. 26

Studies such as this, highlighting the horrors of urban living for 
the poor and heightening fears of the spread of disease to 
middle-class areas, were instrumental in producing greater

25 E. A. Parkes and J. Sanderson, Report on the sanitary condition of Liverpool 
(Liverpool, 1871).

26 Parkes and Sanderson, Sanitary condition.
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municipal involvement in the management of the urban 
environment. Initially, slum clearance was the main thrust of 
corporation policy, stimulated mainly by concerns about 
health. Substantial numbers of houses, mainly in central areas, 
were demolished (table 7; figure 2) but, as some 
contemporaries were aware, this policy often exacerbated the 
housing problem as cleared sites were sold to private 
developers who built houses at rents beyond the reach of those 
dispossessed. 27 Slum clearance simply moved the housing and 
health problems to other areas of the city, and in the early 
1890s there were actually more houses being demolished than 
built, leading to an absolute decline in the housing stock. 
However, many councillors and businessmen were more 
concerned about loss of trade in the central area due to the 
displacement of population than they were about the housing 
conditions of the poor. 28

Although ahead of most other towns, municipal house 
construction in Liverpool proceeded only slowly and met 
considerable opposition. 29 The council borrowed large sums for 
slum clearance under sanction of the Local Government Board,

TABLE 7 Demolition and rebuilding in Liverpool, 1880-1940

Decade

1880-9
1890-9
1900-9
1910-19
1920-9
1930-9

Houses 
demolished

4,825
5,957
5,613
2,619
1,603
6,014

Corporation 
building

270
376

1,350
662

18,876
18,917*

Private 
building

11,100
9,144

19,854
5,480
7,501

19,495

* Including houses built on estates outside the city boundary 

Source: Annual Reports of the Medical Officer of Health, Liverpool

27 Liv. R.O., Annual Reports of the Medical Officer of Health for 
Liverpool; Liv. R.O., Liverpool Council Proceedings. For full details see 
Pooley and Irish, Corporation housing in Liverpool.

28 Liv. R.O., Liverpool Council Proceedings (1885/6), p. 221.
29 For instance ibid. (1894/5), pp. 357, 1303-64.
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which, by the 1890s, was increasingly insisting that the council 
should propose schemes:

for the rehousing of those who will be displaced by the carrying out of 
the proposed improvement. 30

Only three corporation housing schemes had been built between 
1869 and 1891, but in 1895 the council accepted the need to 
provide new housing for those dispossessed by slum-clearance 
schemes. 31 Financed by loans secured against the rates, the houses 
were meant to be built without public subsidy, but to be let at rents 
within the reach of the very poor. Inevitably, these conflicting aims 
and competing interests led some to argue that rents were too 
high for me very poor and that building standards were too low. 32 
However, despite the arguments, by 1919 Liverpool corporation 
had built a total of 2,895 tenement dwellings in twenty-five blocks, 
all on central slum-clearance sites. Reports produced by the 
Medical Officer of Health and the Manager of Artizans and 
Labourers' Dwellings on the impact of the corporation housing 
programme were self-congratulatory. They repeatedly stressed the 
reduction in mortality rates achieved in corporation housing 
schemes and the behavioural improvements shown by tenants. 
Thus a report of 1912 stated that mortality rates in corporation 
tenements were half the rates in the insanitary areas they 
replaced falling from 40-60 per thousand to 20-30 per 
thousand and that tuberculosis and typhoid, in particular, had 
declined dramatically. 33 The report went on to say:

there is a higher moral tone, self respect is more in evidence, and a 
keener love of home prevails; the children are also better cared for, 
more suitably clothed and are placed in an environment which is bound 
to be productive of much moral and physical good. 34

Not only was early corporation housing viewed as a way of 
improving the health status of the population, but it was also a

30 Ibid. (1891/2), p. 296.
31 Ibid. (1894/5), pp. 255-256.
32 For a full discussion see C. G. Pooley, 'Housing for the poorest poor: slum 

clearance and rehousing in Liverpool, 1880-1919', Journal of Historical 
Geography, XI (1985), pp. 70-88.

33 Liv. R.O., Liverpool Council Proceedings (1912/13), pp. 1611-23.
34 Ibid., p. 1621.
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means of social control and of improving the moral and 
behavioural characteristics of the population. However, the 
report also highlighted the continued high infant mortality rate 
in corporation tenements which it blamed on poor child-care 
practices among the tenants35 and closer examination of the 
evidence suggests that health conditions in corporation dwellings 
were not so good after all. Although certainly below rates in the 
worst insanitary areas, both adult and infant mortality were well 
above the level in the city as a whole (table 8). As with all such 
mortality statistics calculated for small subsets of the population, 
the data must be interpreted with caution, but this was evidence 
and propaganda used by contemporaries to justify their actions.

A number of circumstances help to explain these 
characteristics. First, although Liverpool's councillors claimed 
they were providing housing for the 'poorest poor', and that the 
dwellings were reserved for those dispossessed from the slums, 
by their own admission the allocation policy was highly 
selective. Numerically far fewer flats were built than families 
cleared from the slums, and as the M.O.H. put it in 1907:

a selection of the better class of dispossessed is being made. 36

From 1898 the stated duties of the superintendent of dwellings 
had been to take:

all reasonable precautions to secure tenants who are of good character 
and likely to pay their rent punctually. 37

It is thus not surprising that mortality rates were below those in 
the worst housing areas most tenants in dire poverty were 
excluded and it seems likely that this allocation policy would 
also have effectively excluded those with long-term health 
problems which affected their ability to work. Poor health 
condemned many to one or two rooms in the worst slums.

Second, although many councillors praised the dwellings, 
and some argued they were too luxurious for slum dwellers, in

35 Ibid.
36 Ibid. (1906/7), p. 2103; (1907/8), p. 2002.
37 Liv. R.O., Insanitary Property and Artizans' Dwellings Committee 

Minutes (1898), p. 313.
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TABLE 8 Death rates in corporation tenements* in Liverpool, 1912-33

Population living in corporation tenements

Tear

1912
1913 
1914 
1915
1916
1917
1918
1919
1920
1921
1922
1923
1924 
1925
1926
1927
1928
1929
1930 
1931 
1932
1933

Crude death 
rate 
per 1000

30.8
27.7 
28.8 
26.9
28.8
21.7
29.4
21.3
22.0
19.1
18.2
17.8
16.4 
18.7
17.3
17.7
17.5
22.0
13.7 
16.7 
15.8
17.9

Infant 
mortality 
rate 
per 1000

178.5
145.7 
176.3 
181.2
162.3
151.5
172.1
141.5
157.8
131.5
127.3
126.3
131.1 
128.1
147.6
125.8
100.8
154.0
84.8 

107.6 
103.6
149.3

Number
of 
tenements

2,665
2,733 
2,811 
2,811
2,882
2,882
2,882
2,882
2,882
2,936
2,936
2,954
3,014 
3,044
3,044
3,044
3,290
3,596
3,626 
3,959 
4,102
4,551

Total population 
Liverpool Borough

Crude 
death 
rate 
per 1000

17.7
18.0 
19.4 
18.6
17.7
16.5
19.1
16.5
15.8
14.3
14.6
13.7
13.6
14.1
13.7
13.9
13.2
15.1
13.2 
14.3 
13.3
14.7

Infant 
mortality 
rate 
per 1000

125
132 
139 
133
117
115
124
110
113
107
96
99

103 
99

104
94
94
96
82 
93 
91
98

* All tenements were located in the central city

Source: Annual Reports of the Medical Officer of Health (Liverpool)

fact the design and amenities of the tenements left much to be 
desired. Rooms were small in size, tenants usually shared 
sculleries and toilet facilities, and most flats initially had no hot- 
water system. 38 Many of the families moved from the slums 
were young and growing rapidly, leading to problems of 
overcrowding as families remained in small flats to keep rents as

38 Liv. R.O., Liverpool Council Proceedings (1900/1), p. 2056; (1902/3), 
p. 1660; (1908/9), pp. 282, 343, 364.
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low as possible. The rent for a one-room flat in 1905 ranged from 
15. 6d. to 2j. 6d. per week,39 and by 1912 the average number of 
persons per room in all corporation dwellings had risen to 1.7.40 
In 1903 the new dwellings had been criticized in the local press as 
'glorified courts', 'comfortless, ill-designed and inadequate',41 and 
the relatively low level of amenity and high level of occupancy 
must have helped produce mortality rates above the city's average.

Third, although some councillors and commentators 
recognized the wider problems of poverty in Liverpool,42 linked 
particularly to the nature of the labour market, the council was 
intent on tackling problems of housing and health on a narrow 
basis: targeting certain areas, providing relatively simple 
physical solutions, and blaming the improvident behaviour of 
tenants for problems that persisted. Housing policy, linked to 
particular perceptions of health problems, thus ignored wider 
social issues and failed to acknowledge the ways in which 
housing poverty was linked into wider economic and social 
problems. It is thus not surprising that some of the tenants 
selected for corporation housing themselves fell into poverty 
and accumulated rent arrears. Poverty exacerbated by relatively 
high corporation rents was another factor which contributed to 
persistently above-average mortality rates in corporation 
tenements. Many of those with arrears were eventually either 
evicted or left of their own accord, and in the early years of the 
dwellings turnover rates were particularly high. 43

The pattern of inequalities in housing and health in 
Liverpool, firmly established by the mid Victorian period, 
persisted into the 1920s and 1930s (figures 3 and 4). In the 
1920s mortality rates in central districts were at least double 
those in the suburbs, though the differential was less by the 
1930s.44 This was due partly to real improvements in health, 
but also reflected falling population densities in the central

39 Ibid. (1904/5), p. 426.
40 Ibid. (1912/13), p. 1801.
41 Liverpool Review, 25 Apr. 1903, pp. 366-367.
42 See for instance debates about rent levels in Liv. R.O., Liverpool Council 

Proceedings (1904/5), p. 426; (1905/6), p. 355.
43 Liv. R.O., Annual Reports of the Manager of Artizans' and Labourers' 

Dwellings (1903-14).
44 Liv. R.O., Annual Reports of the Medical Officer of Health (1920-39).
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Figure 5 Percentage of working-class houses overcrowded, Liverpool, 1935
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area and the use of larger spatial units (wards), which obscured 
small pockets of high mortality.

In common with many other cities, Liverpool was facing an 
acute housing shortage in the 1920s. 45 In 1925 the Medical 
Officer of Health estimated the total shortfall to be in excess of 
18,000 houses, due to the bad condition of many properties and 
the low level of private building which had occurred over a 
prolonged period. Overcrowding continued to be severe. A 
survey of 193546 showed that in the central city well over 20 per 
cent of working-class houses were overcrowded,47 compared

TABLE 9 Relationship* between overcrowding and mortality, Liverpool, 
1935

Disease-specific mortality 
rates per 1 00000

Measles
Bronchitis
Pulmonary Tuberculosis 
Diarrhoea and enteritis
(children under two years) 
Broncho-pneumonia 
Valvular Disease
Pneumonia
Premature birth

All causes
Infant mortality

% working-class 
houses overcrowded

0.88
0.88
0.83 
0.79

0.77 
0.76
0.70
0.66

0.80
0.49

* Product moment correlation coefficients for 12 health districts of Liverpool

Source: Medical Officer of Health Report (1935); City of Liverpool 
Overcrowding Survey (1935)

45 For general reviews of housing conditions in Britain in the inter-war 
period see Burnett, Social history of housing, Daunton, Property-owning 
democracy?; Scottish housing, ed. Rodger; Housing strategies, ed. Pooley.

46 Liv. R.O., City of Liverpool Overcrowding Survey; Liverpool Council 
Proceedings (1935/6), pp. 1714-46.

47 Overcrowding was defined by a complex formula related to the number 
of inhabitants, the number of rooms, the size of rooms, and the ability to 
provide boys and girls over 10 with separate bedrooms; Liv. R.O., 
Liverpool Council Proceedings (1935/6), pp. 1708-10.
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with less than 5 per cent in the suburbs (figure 5). In the city as 
a whole 7.4 per cent of working-class houses were overcrowded 
but among corporation properties the figure was 10.4 per cent. 
Municipal housing was not necessarily providing a home 
environment conducive to good health.

Using data for the twelve large and rather heterogeneous health 
districts into which Liverpool was divided in 1935, it can be shown 
that overcrowding was strongly correlated with almost all types of 
mortality, but especially bronchitis and tuberculosis among adults, 
and measles, diarrhoea, and enteritis among children (table 9). 
Although housing conditions were only one of several factors 
contributing to these high rates of disease, and such aggregate data 
need to be interpreted with caution, the worst mortality rates were 
clearly concentrated in areas of acute overcrowding.

Municipal involvement in housing continued to contain two 
strands slum clearance and rehousing but for much of the 
inter-war period house building was the dominant theme. Thus 
between 1920 and 1929 the corporation built 18,876 new 
houses yet cleared only 1,603 slums (table 7). For the first time, 
all local authorities were required by national legislation to 
survey housing need and build mainly low-density suburban 
council houses with a central government subsidy.48 From the 
mid 1930s Liverpool corporation again embarked on large- 
scale slum clearance in the central area, but unlike the period 
before 1919 central government directives required local 
authorities to provide housing for all families dispossessed. For 
the first time, in the mid 1930s, the corporation was providing 
housing for some of those in most need. Thus although over 
6,000 houses were demolished during 1930-39 (more than in 
any previous decade), almost 19,000 corporation houses were 
built both in low-density suburbs and as five-storey tenement 
blocks on slum-clearance sites in the city centre (table 7).

With respect to the influence of housing on health, many of

48 For details of the development of local authority housing after 1919 see 
Bowley, Housing and the State; Burnett, Social history of housing, Swenarton, 
Homes Jit for heroes; Councillors and tenants, ed. Daunton; .New century of social 
housing, ed. Lowe and Hughes. Specifically on Liverpool see Pooley and 
Irish, Corporation housing in Liverpool, and M. McKenna, 'The 
suburbanization of the working-class population of Liverpool between 
the wars', Social History, XVI (1991), pp. 173-189.
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the themes established before the First World War continued to 
be important in the 1920s and 1930s. The development of a 
coherent housing allocation policy in the inter-war period saw 
councillors trying to look both ways at once. Although the rules 
were frequently amended, the policy basically prioritized families 
with children, those with long-term residence in Liverpool, and 
those earning less than -£1 a week49 (well above the average 
Liverpool working-class wage of £3 2s. 6d. in 1930).50 However, 
councillors were also keen to ensure that potential tenants could 
demonstrate the ability to pay the appropriate rent and by 1930 
this had become the dominant criterion. 51 The rule of thumb 
established was that rent should not amount to more than one 
sixth of income, and by the mid 1930s few applicants with a 
weekly income of less than £2 10s. were granted tenancies in 
suburban properties.52 Only those dispossessed through slum- 
clearance schemes were exempt from the regulations, but such 
families were always excluded from better-quality suburban 
housing and some were deterred from accepting council 
tenancies by high rents. Throughout the inter-war period, poor 
health leading to a low income could clearly reduce the chance of 
gaining access to a corporation house. This occurred despite the 
fact that from 1930 in theory 20 per cent of all council house 
allocations should have been reserved for applicants proposed by 
the Medical Officer of Health on health grounds. 53 However, it 
seems that this attempt to use housing policy explicitly as health- 
care policy was no more than partially successful. Income 
remained the dominant criterion in housing allocation, and an 
analysis of tenants' records54 shows that the proportion housed on 
health grounds remained at a very low level. The maximum 
figure recorded was 12.3 per cent on the Speke estate.

49 Liv. R.O., Allocation of Houses Special Subcommittee Minutes (1925), 
pp. 50-51.

50 The social survey of Mersey side, ed. D. C.Jones (3 vols, Liverpool, 1934), I, 
pp. 131-145.

51 Liv. R.O., Allocation of Houses Special Subcommittee Minutes (1929), 
pp. 45-46.

52 Liv. R.O., Housing Committee Minutes (1936), pp. 44-O^Hl.
53 Liv. R.O., Allocation of Houses Special Subcommittee Minutes (1929), 

pp. 45-86.
54 For details see Pooley and Irish, Corporation housing in Liverpool.
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In contrast, the demand for corporation housing on the 
grounds of ill-health appears to have been very large. The 
Medical Officer of Health frequently tried to persuade 
councillors to increase the number of houses allocated to 
families on health grounds and included extracts from 
applicants' letters in his annual reports. The following two 
extracts, arguing for rehousing on the grounds of inadequate 
accommodation and family members with tuberculosis, are 
typical of the cases he presented:

My boy is under treatment from the Chest Hospital. I have only one 
bedroom in which five of us are sleeping, also my girl 14 years of age has 
to sleep with my boy who is under treatment, which you know is not right.

I have a girl 10 years who has been in Freshfield Sanatorium for eight 
months. She is expecting her discharge any day. She is suffering from 
Tuberculosis. When she comes home I have no sleeping 
accommodation. My husband, three children and myself sleep in one 
room. Surely that eight months is not to be wasted and my other 
children's health affected. 55

There is no way of knowing whether these applicants gained 
access to corporation housing, but their cases emphasize both 
the continued link between poor housing and ill-health and the 
inadequacies of the corporation's housing allocation policy.

Concern about high mortality rates in some corporation 
property, first articulated before the First World War, continued 
to be expressed after 1919.56 Total mortality and infant mortality 
rates continued to be above the city average in corporation 
tenements in the city centre (table 8), emphasizing that 
improvements in the living environment were only partial, and 
that despite selecting more reliable tenants they still suffered 
acutely from the poverty that was endemic in the Liverpool 
labour market. In contrast, mortality rates in suburban council 
houses were well below those in the city as a whole (table 10). 
These statistics were used at the time as a strong argument for 
the movement of a greater proportion of the population out of 
the congested central area to the suburbs. 57 However, others

55 Liv. R.O., Annual Report of the Medical Officer of Health (1923), 
p. 243.

56 Ibid. (1919-33).
57 Ibid. (1936-8).
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TABLE 10 Mortality rates in different classes of houses, Liverpool, 

1936-8__________________________________

1936 1937 1938

Mortality per 1000 in insanitary 
houses in clearance areas 14.8 13.7 12.5

Mortality per 1000 in corporation 
houses in suburbs 9.0 8.7 8.1

Mortality per 1000 in Liverpool 
Borough 12.9 13.2 12.3

Infant mortality per 1000 in 
insanitary houses in clearance areas 100 104 89

Infant mortality per 1000 in 
corporation houses in suburbs 66 65 52

Infant mortality per 1000 in 
Liverpool Borough 75 82 73

Source: Annual Reports of the Medical Officer of Health (1936-8).

recognized that this was impossible. 58 The ties of work still 
bound many Liverpudlians to central and dockside areas, and 
suburban living for a docker almost certainly meant un 
employment. 59 Low suburban mortality rates simply reflected 
the success of corporation policy in selecting tenants who could 
pay relatively high rents, and who could afford to travel to 
regular work from suburban estates.

Official attitudes to housing and health in the inter-war 
period also continued to reflect a strong desire for social 
control. The Director of Housing (Lancelot Keay) and other 
councillors were very reluctant to let new tenements to slum- 
clearance tenants60 (despite a legal requirement to do so in the

58 For comments on the problems of letting suburban estates to slum- 
clearance tenants see Liv. R.O., Housing Committee Minutes (1935), 
pp. 100, 572-573.

59 Liv. R.O., Liverpool Council Proceedings (1938/9), pp. 318, 591-594.
60 Ibid. (1930/1), pp. 805-806; (1932/3), pp. 1632-3; Housing Committee 

Minutes (1935), pp. 574-575; Liverpool Post and Mercury, 19 Dec. 1931, 
p. 62; Liverpool Echo, 27July 1931, p. 54.
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1930s), and Keay suggested building 'special preparatory 
tenements' as a half-way house where tenants could learn how 
to live in decent housing before being allowed into a proper 
corporation home. 61 Keay clearly continued to blame many of 
the health and housing problems in the city on the people 
themselves. Similar ideas led to the appointment of women 
property managers for tenements in 1935. There was a large 
debate in council about the role of women property managers 
in the 1930s, 62 focusing especially on whether the council 
should adopt the Octavia Hill model of women both collecting 
rent and advising on housekeeping and behaviour in tenement 
blocks, or whether the functions of rent collection and 
inspection and advice should be separated. 63 Keay favoured the 
Octavia Hill model on the grounds that inability to pay rent 
was often bound up with bad household management, and that 
combining the two roles would maximize rental income. 
However, the City Treasurer and most councillors were 
suspicious of women property managers, and their role was 
confined to inspection, advice, fumigation, and dealing with 
sickness.64 However, what comes through most clearly from the 
debates is the assumption that many health and housing 
problems resulted from individual behavioural characteristics, 
and that these should be corrected before a family was given 
access to better-quality corporation housing.

This selective analysis of corporation involvement in housing 
in Liverpool from the 1870s to the 1930s has clearly shown that 
all three aspects of the links between housing and health, 
outlined earlier in the paper, were important. Substandard 
housing clearly contributed to poor health but, in turn, poor 
health could reduce a family's chances of access to a 
corporation home. Despite having a notional quota of housing 
allocations on health grounds in the 1930s, ability to pay the

61 Liv. R.O., Liverpool Council Proceedings (1930/1), pp. 805-807; 
Liverpool Post and Mercury, 14 Apr. 1930, p. 4.

62 Liv. R.O., Liverpool Council Proceedings (1936/7), pp. 181-182, 
1669-74.

63 On Octavia Hill and her ideas for property management see A. Power, 
Property before people: the management of twentieth-century council housing 
(London, 1987).

64 Liv. R.O., Liverpool Council Proceedings (1937/8), pp. 1079-91.
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relatively high rents remained the dominant criterion. While 
housing policy recognized the significance of health, and in part 
at least was promoted as health-care policy, an equally strong 
theme was the assumption that much ill-health and misfortune 
was brought upon families by individual intemperance and 
anti-social behaviour. As such, much housing policy also 
contained a strong element of social and moral control. Equally, 
although many contemporaries recognized the role of poverty 
in ill-health and bad housing, it was much easier to promote 
physical schemes of area-based housing improvement than 
tackle deeper underlying issues rooted in the Liverpool labour 
market. The links between housing and health were thus just as 
pertinent in the past as in the present, and many of the 
problems which occurred in the past remain unresolved.
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