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Abstract 

 

This thesis examines the ‘healthy-hungry thirties’ debate from a Scottish 

perspective by analysing public health in Glasgow between 1919 and 1939.  

The extent to which British health improved or deteriorated in the period 

between the two World Wars is a point of contention among historians.  

Traditionally, ‘optimist’ historians such as Stevenson, Aldcroft and Winter 

have argued that mortality and morbidity rates improved, while ‘pessimists’ 

like Mitchell and Webster argue that the economic recession impacted 

adversely upon health.  More recently however, writers like Jenkinson and 

Thompson have emphasised the importance of considering this debate from 

a regional perspective and on the intricacies and complexities of public health 

statistics according to different social criteria.  Eschewing the optimist- 

pessimist visions of the Depression that dominate the literature, this study 

focuses upon highlighting divergences in experience according to variables 

such as location, social class, employment position, age, marital status and 

gender.  It explores the role of individual agency and emphasises the 

multiplicity of social, economic and cultural exchanges which fashioned 

health experiences.   

  

By analysing both qualitative and quantitative material from sources 

including medical journals, parliamentary papers, newspaper articles, 

contemporary literature, autobiographies and oral testimonies, this research 

suggests that a multi-dimensional, comparative approach to explaining public 

health during the interwar years is most appropriate.  Statistics can be 

interpreted to support either historical stance and a closer analysis reveals 

diverging health experiences according to a number of variables.  By 

evaluating public health records and the popular perceptions of interwar 

Glaswegians, it is shown that Glasgow was an ‘unhealthy city’ as historians 

propose.  However, this research argues that health experiences were 

complex, were characterised by diversity, and are better explained in terms 
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of inequalities between and within individual groups of the population, rather 

than conclusive improvements or deteriorations in health.   
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Chapter 1  Introduction 

 

It is a central plank of the pessimists’ argument regarding the 1930s 

that the health and welfare of substantial sections of the population 

were not only bad, but also worse than they need have been and, in 

some cases actually deteriorating.  The optimists, on the other hand, 

claim there was a general improvement, partly deriving from natural 

forces but also helped by policies adopted by central and local 

government.1  

 

 

The extent to which public health in Britain improved or deteriorated in the 

period between the two World Wars is a point of contention among 

historians.  The era, 1919-1939, was one of economic recession and popular 

perceptions of the period are overwhelmingly characterised by images of 

unemployment, poverty and poor health.2  However, historical interpretations 

are contradictory and historians are ‘deeply divided upon the true extent of 

deprivation and ill health’ during the twenties and thirties.3  The opening 

quote by Andrew Thorpe neatly summarises the ‘healthy-hungry’ debate on 

health in the interwar years.  This thesis engages with this historical debate 

through a detailed analysis of public health in Glasgow during the interwar 

recession.  This chapter provides an overview of the literature, introduces key 

aspects of the historiography which have fuelled this debate, and sets out the 

methodology employed by this research. 

 

 

 

                                                             
1
 A. Thorpe, Britain in the 1930s: The Deceptive Decade (Oxford: Blackwell, 1992), p. 110. 

2
 B. Harris, ‘Unemployment and the Dole in Interwar Britain’, in P. Johnson, ed., Twentieth 

Century Britain: Economic, Social and Cultural Change (London: Longman, 1998), p. 203; A. 
Crowther, Social Policy in Britain 1914-1939 (Basingstoke: Macmillan Education, 1988), p. 1. 
3
 K. Laybourn, Britain on the Breadline: A Social and Political History of Britain Between the 

Wars (Gloucester: Alan Sutton, 1990), p. 43.  
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Optimists and Pessimists 

 

The dichotomy in opinion within the literature has resulted in what has been 

described as ‘optimist’ and ‘pessimist’ interpretations of the interwar period.  

Broadly, ‘optimist’ historians such as Stevenson and Winter argue that the 

period was one of progress, demonstrated by falling rates of mortality and 

morbidity and improvements in nutrition.4  For Winter, for example, ‘the most 

important feature’ of infant death rates, which are conventionally used to 

gauge the health of populations overall, was ‘the persistence of the trend 

towards better infant health for the nation as a whole despite the economic 

crisis of the early years of the [thirties].’5  Acknowledging that pockets of ill 

health and deprivation continued to exist, these historians maintain that the 

population was physically healthier and better fed in the interwar years than 

they had ever been before.  Stevenson asserts that the ‘situation as far as 

the health of the nation was concerned was one of great improvement, 

combined with concern that improvement was not as great or as equitably 

distributed as it might have been.’6  

 

On the other hand writers including Brenner, Webster, Jenkinson and 

Mitchell, are critical of interpretations which suggest that a relatively 

undisturbed advance in public health is an accurate representation of these 

years.7  Writing in the same year as Winter, Brenner examined mortality rates 

                                                             
4
 J. Stevenson and C. Cook, The Slump (London: Jonathan Cape, 1977); J. Stevenson, 

Social Conditions in Britain between the Wars (Middlesex: Penguin, 1977); J. Stevenson, 
British Society 1914-1945 (London: Penguin, 1984); J.M. Winter, ‘Infant Mortality, Maternal 
Mortality, and Public Health in Britain in the 1930s’, The Journal of European Economic 
History, 8 (1979), 439-62; D.H. Aldcroft, The Interwar Economy: Britain, 1919-1939 (London: 
1979), p. 375. 
5
 Winter, ‘Infant Mortality’, p. 443. 

6
 Stevenson, Social Conditions, p. 171. 

7
 C. Webster, ‘Healthy or Hungry Thirties’, History Workshop Journal, 13 (1982), 110-29; C. 

Webster, ‘Health, Welfare and Unemployment’, Past and Present, 109 (1985), 204-29; M. 
Mitchell, ‘The Effects of Unemployment on the Social Condition of Women and Children in 
the 1930s’, History Workshop Journal, 19 (1985), 105-27; A. Hardy, Health and Medicine in 
Britain since 1860 (Hampshire: Palgrave Macmillan, 2001); H. Jones, Health and Society in 
Twentieth Century Britain (London: Longman, 1994); M.H. Brenner, ‘Mortality and the 
National Economy: A Review, and the Experience of England and Wales 1936-1976’, 
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for England and Wales for 1936-1976.  He argued that the effects of 

unemployment were clear, and that they could lag by a period of between 

one to fifteen years depending on ‘the time span and the specific cause of 

death under analysis.’8  Writing specifically about the interwar period, other 

historians have highlighted marked stagnations in the rate of improvement, 

the inferior diets of those without work and the rise in infant mortality rates 

which corresponded with the deepening of the economic crisis in 1930-1931 

– a trend at least suggestive of a relationship between the recession and 

poor health.9  Few disagree that overall improvements were made.  However, 

in his well known article ‘Healthy or Hungry Thirties’, Webster argues that 

statistical averages are unhelpful because less flattering trends are obscured 

by advances occurring elsewhere.10  For Webster, the ‘30s emerge as a drag 

in the downward trend in infant mortality’, that ‘the basic explanation for 

excess morbidity lies firmly in the sphere of economic disadvantage’ and that 

if maternal mortality was ‘taken as the yard-stick of prevailing levels of health, 

it is difficult to support an optimistic conclusion from averages which rose 

during the interwar period to reach a peak in the mid ‘30s.’11   Mitchell also 

highlights that neonatal mortality failed to improve, that poor health in regions 

                                                                                                                                                                             
Lancet, 2 (1979), 568-73; J. Jenkinson, Scotland’s Health 1919-1948 (Oxford: Peter Lang, 
2002). 
8
 Brenner, ‘Mortality and the National Economy’, p. 571; Brenner’s interpretation has been 

challenged by Gravelle et al. (H.S.E. Gravelle, G. Hutchinson and J. Stern, ‘Mortality and 
Unemployment: A Critique of Brenner’s Time-Series Analysis’, Lancet, 318 (1981), 675-79). 
However, Brenner has defended his position in reply M.H. Brenner and J.F. Forbes, 
‘Unemployment and Health’, Lancet, 318 (1981), 874-75; Also see M.H. Brenner, ‘Fetal, 
Infant and Maternal Mortality during Periods of Economic Instability’, International Journal of 
Health Services, 3 (1973), 145-59. 
9
 G.D.H. Cole and M.I. Cole, The Condition of Britain (London: Gollancz, 1937), pp. 99-100; 

W. Hannington, The Problem of the Distressed Areas (London: Gollancz, 1937); A. Hutt, The 
Condition of the Working Class in Britain (Kent: Stanhope Press LTD, 1933), p. 116; 
Webster, ‘Healthy or Hungry Thirties’, 110-29; Mitchell, ‘The Effects of Unemployment’, p. 
110; Harris, ‘Unemployment and the Dole’, p. 214; C. Cockburn, The Devils Decade 
(London: Sidgwick and Johnston, 1973), p. 27; A. Hughes, ‘The Economic and Social Effects 
of Recession and Depression on Greenock between the Wars’, International Journal of 
Maritime History, 17 (2006), 281-306; I. Gazeley, Poverty in Britain, 1900-1965 (Hampshire: 
Palgrave Macmillan, 2003), p. 97; Jones, Health and Society, p. 72; J. Burnett, Idle Hands: 
The Experience of Unemployment, 1790-1990 (London: Routledge, 1994), p. 253; Laybourn, 
Britain on the Breadline, p. 55. 
10

 Webster, ‘Healthy or Hungry Thirties’, 110-29; Also see F. Condrau and M. Worboys, 
‘Epidemics and Infections in Nineteenth Century Britain’, Social History of Medicine, 20 (1), 
(2007), p. 156; Laybourn, Britain on the Breadline, p. 43. 
11

 Webster, ‘Healthy or Hungry Thirties’, pp. 115, 123, 124. 
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affected by unemployment intensified, and that ‘the national demographic 

picture thus postulates the possible connection between economic conditions 

and sheer survival for sections of the population in Britain.’12  Therefore by 

using a number of public health indices and by drawing upon the health 

experiences of different groups, historians of the interwar period have 

debated the extent to which the era was one of progress in public health 

standards.  

 

Within this debate, however, historians recognise that marked 

variations existed.  Glynn and Oxborrow state that the ‘interwar years present 

a paradox in British history’ and that it was an era with ‘two faces’ – economic 

growth on the one hand and ‘abnormally high unemployment’ on the other.13  

Consequently, in their book Interwar Britain they set out to ‘give weight to 

both aspects’ and not ‘to arbitrate between them.’14  Hardy similarly states 

that ‘the paradox of interwar Britain lies precisely in the steady modernisation 

and expansion of standards of living and expectations of life and health for 

many people on the one hand, and the miseries of the Depression in the old 

industrial areas on the other.’15  Throughout the historiography there is often 

a suggestion that the greater levels of illness north of the border was 

somewhat connected to its industrial decline.  The dependence of the 

Scottish economy on the old staple industries meant that the recession struck 

hard.  By the mid 1930s Scotland was experiencing poverty levels that were 

double the rate of those in England.16  The particularly unfavourable health 

position of Scotland was also ‘almost never alluded to by Ministry officials in 

London.’17  For Smith this is ‘important because health was much worse in 

                                                             
12

 Mitchell, ‘Unemployment’, pp. 107-09. 
13

 S. Glynn and J. Oxborrow, Interwar Britain: A Social and Economic History (London: 
George Allen and Unwin, 1976), p. 13. 
14

 Ibid., p. 13. 
15

 Hardy, Health and Medicine, p. 109; Also see Constantine, Unemployment, p. 78. 
16

 I. Levitt, Poverty and Welfare in Scotland 1890-1948 (Edinburgh: Edinburgh University 
Press, 1988), p. 200. 
17

 Webster, ‘Healthy or Hungry Thirties’, p. 116; S. Constantine, Social Conditions in Britain, 
1919-1939 (London: Methuen, 1983), p. 41; R. Smith, ‘“Please Never Let it Happen Again”: 
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Scotland: infant mortality was a third higher.’18  As a result, one might expect 

the contributions of Scottish historians to be more ‘pessimistic’ in tone.  

However, like the historiography written from a British perspective, the 

literature which exists on interwar Scotland is divided.  Where historians such 

as Hughes, Finlay and Jenkinson have written in relatively negative terms, 

others including Knox and Devine have been more positive.19  In Scotland, 

health indices like infant mortality rates (IMR) were also better in 1939 than 

they had been in 1919, and Knox concludes that ‘the material experience of 

unemployment was contradictory, although poverty increased, Scotland, 

perhaps as a result of a fall in prices, experienced better nutritional and 

health standards which saw infant mortality rates fall quite sharply from a 

very high level.’20  On the other hand, Jenkinson directly ‘challenges Winter’s 

optimist view’ previously discussed.21  She claims that ‘the study of Scottish 

patterns in health statistics suggests that government and other welfare 

agencies dealt inadequately with the problems of ill health among mothers 

and infants, school children and the [sic] tuberculosis’, and that the 

divergence of the infant death rate between Scotland and England from 1918 

‘is perhaps why, as Charles Webster has noted, for those portraying an 

optimistic view of infant health trends in the interwar years, little attention was 

paid to Scottish figures at the time, or indeed since.’22  For Jenkinson, the 

‘drain’ of chronic cases of illness on the health insurance system also 

‘provides an indication of how far sustained economic depression 

undermined the general health of the population’ even if this is ‘by no means 

clear-cut.’23  Clearly opinions on the Scottish experience are also divided.  

For Smout, in interwar Scotland ‘it all depended on who you were, where you 

                                                                                                                                                                             
Lessons on Unemployment from the 1930s’, British Medical Journal (BMJ), 291 (1985), p. 
1192. 
18

 Smith, ‘“Please Never Let it Happen Again”’, p. 1192. 
19

 W.W. Knox, Industrial Nation: Work, Culture and Society in Scotland, 1800-Present 
(Edinburgh: Edinburgh University Press, 1999); T.M. Devine, Scottish Nation 1700-2000 
(London: Penguin Press, 1999); R. Finlay, Modern Scotland: 1914-2000 (London: Profile, 
2004), p. 92; C. Harvie, No Gods and Precious Few Heroes: Twentieth Century Scotland 
(Edinburgh: Edinburgh University Press, 1998); Jenkinson, Scotland’s Health. 
20

 Knox, Industrial Nation, p. 191. 
21

 Jenkinson, Scotland’s Health, p. 184. 
22

 Ibid., pp. 31, 184. 
23

 Ibid., p. 334. 
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lived, and whether the shadow of unemployment fell on your life or passed 

you by.’24   

 

There is in fact little in depth literature on the health experience of the 

Great Depression north of the border, and out with the publication of 

Scotland’s Health 1919-1939 (2002) by Jenkinson, Scottish historians such 

as Devine, Finlay, Smout, Levitt and Knox, in broad social and economic 

histories of the country have merely touched on this theme.25  Some have 

focused on particular aspects of Scotland’s health story.  Cage and 

McFarlane, for example, have attempted to establish the relationship 

between Scotland’s poor housing and infant and tuberculosis mortality over a 

period which encompasses the Depression.26  Nonetheless, Jenkinson is one 

of the few historians who have extensively considered interwar public health 

from a Scottish perspective.  Her key goal was to explore Scotland’s health 

services, ‘to discover how far Scotland was successful in establishing and 

maintaining a health administration that was distinct from the Ministry of 

Health’ and the extent to which the Scottish health administration ‘responded 

to health issues in a manner which took into account the unique history and 

health concerns of the Scottish people.’27  This thesis is distinctive (and 

hopefully complementary) in that it focuses upon the trends and 

characteristics of health in Glasgow – and is less of a top down analysis of 

the health policies and services implemented which is provided by Jenkinson.  

Writers such as Hardy argue that this approach is useful as ‘the local 

perspective extends our understanding of the way disease affected the lives 
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of ordinary people, and complements the understanding of historical disease 

processes presented by existing studies based on national data.’28  

 

Indeed, the more recent publications by Jacqueline Jenkinson 

Scotland’s Health and Steven Thompson’s Unemployment, Poverty and 

Health in Interwar South Wales (2006) have revived this historical topic, but 

with a regional dimension, and with specific reference to health.  Here, 

Thompson’s work is also significant.  Similar to Glasgow, interwar south 

Wales has been traditionally associated with high levels of unemployment, 

poverty and ill health.  Consequently, Thompson claims that authors have 

‘posited what might be termed a “pessimistic” interpretation’ of the period.29  

However, the fresh, critical analysis provided by Thompson is important.  It 

indicates the complexities of the era even within this notably depressed 

region and the historiographical trap of overemphasising the effects of the 

recession and unemployment upon health.30  Thompson found that while 

evidence of the impact of the Depression was apparent, improvements also 

occurred, and that experiences varied across the population according to 

factors such as region, class and gender.31  This thesis also draws on 

Thompson’s observation of the importance of considering the specific socio-

economic, demographic and cultural features of individual regions, and 

engages with his emphasis on the ‘interdependence of biological phenomena 

and their social, economic and cultural setting.’32  Following the 

methodologies and lead of Thompson this thesis takes a regional focus and 

examines public health in interwar Glasgow.33  It uses the city as a case 

study to disentangle and engage with some of the key features of the 
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historiography and aims to provide a more nuanced understanding of what 

was going on in terms of public health during the interwar years. 

 

 

Elements of the Debate 

 

A survey of the literature on public health between the wars reveals a number 

of broad themes which have informed this debate.  These include the 

mapping and interpretation of statistical trends, housing and the interwar 

building campaigns, the health experiences of women and children, and the 

role of unemployment in determining ill health and mortality.  Historians have 

analysed a host of public health records to evaluate the extent to which 

health improved.  In fact, this question has been complicated by the various 

interpretations which can be read from the extensive collection of accessible 

data, from the diverse range of experiences across the population, and by 

the underlining of specific features of mortality and morbidity trends while 

minimising the authority of others.  For example, annual reports published by 

national and local authority health departments have ensured that detailed 

statistics on population, births and deaths, disease rates, public health 

programmes and welfare services are available to historians.  This is not to 

mention the medical literature published by doctors in journals and the 

myriad of local investigations which were conducted by interested 

contemporaries.  The growing field and understanding of nutrition and 

‘vitamins’, of which Scottish characters like Boyd Orr and E.P. Cathcart were 

central, has also meant that detailed surveys of the foodstuffs consumed by 

the population were also compiled.34  As such, the first chapter in this thesis 

which deals exclusively with health is largely statistical.  It considers this 

material where it relates to Glasgow, maps the public health profile of the 
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city, and reviews how far the various readings which can be obtained from 

this data informs the optimist-pessimist debate (Chapter 3).  For the most 

part, detailed surveys of morbidity in Britain were not carried out before the 

Second World War.35  In Scotland, statistics on sickness are available 

following the launch of the Morbidity Statistics Scheme in 1930, although they 

are not analysed in depth here.36  This data has been examined thoroughly 

by Jenkinson.37  Moreover, only incapacity among the insured workforce was 

recorded, whilst there is also the possibility that sickness benefit could be 

financially more attractive and obtainable than unemployment relief, 

undermining the use of these figures for measuring sickness per se.38  There 

is also little existing evidence regarding ‘good health’ and the majority of 

records available to historians are evidence of sickness and death.39  Modern 

definitions of ‘health’ assert that this is a ‘state of complete physical, mental 

and social wellbeing and not merely the absence of disease and infirmity.’40  

Although the nature of health was debated throughout the interwar period it 

was not material that the Scottish health authorities collated.41  

Consequently, mortality rather than morbidity data is emphasised throughout 

this project (see below). 

 

Glasgow, like the nation in general, experienced a downward trend in 

its mortality rates.  However, as has been indicated, a key element of the 

historiographical debate is the extent to which progress stagnated.  A number 

of researchers emphasise a decline in the rate of improvement, if not actual 
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deteriorations, from health indices like infant mortality rates.42  Hardy also 

points out that public health services were undermined as ‘the prospects for 

reforming and improving the delivery of health care and environmental reform 

were clouded throughout the interwar years by economic depression and 

financial stringency.’43  Certainly, the rate of improvement in IMR was 

considerably faster in England than in Scotland and Harvie argues that ‘this 

was largely due to Scotland’s industrial depression and poor housing’.44  

‘Optimist’ Stevenson also acknowledges that ‘the most that was conceded 

was that in the depressed areas unemployment was retarding the rate of 

improvement enjoyed by the more prosperous parts of the country.’45  This is 

significant, as on many levels there is agreement between historians and 

their views cannot be neatly pigeonholed into ‘optimist’ and ‘pessimist’ 

categories.   

 

All recognise that experiences were not universal, that improvements 

were often unequal, and that health standards varied according to a number 

of social, economic and cultural variables.  Both often agree on the groups of 

the population where achievements were made and where they fell short, 

and it is the extent to which improvements or deteriorations occurred which is 

contested.  For example there is widespread recognition of the significant 

disparities which existed according to class.46  Class inequalities had always 

existed, and in the context of interwar public health the debate has focused 

upon the extent to which this gap widened or narrowed.  According to 

Burnett, ‘a fair judgement on the statistical evidence would be that the 

unemployed, in common with the poor generally, shared unequally in the 
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improvements in health standards which the British people experienced 

between the wars.’47  Whilst this is endorsed by writers like Webster and 

Jones, others including Winter, Levine and Wilkinson reject claims that this 

was the case.48  Marked variations according to geographic region have also 

been highlighted.  The frequent mention of high rates of unemployment and 

ill health in Glasgow is testament to this point.  Discussing health in 

Middlesbrough, Doyle also suggests that unemployment and poverty ‘left 

death rates, especially infant mortality, stubbornly high in the poorest 

areas.’49  According to Winter, ‘what is remarkable’ is that the pressure on 

working class budgets and diets ‘did not result in a deterioration of infant and 

maternal health in those areas most deeply affected by industrial decline.’50  

However, population studies reveal important regional demographic factors 

which could also influence mortality patterns.  Modifications in death rates 

have been explained by population changes including later marriage, and 

alterations in the age composition of regions due to changing birth rates and 

emigration.51  For example, Thompson has stressed the importance of 

considering the age structure of communities to account for regional 

variations in health, since districts with an older populace, such as areas in 

south Wales where unemployment was high and the young migrated in 

search for work, tended to record greater levels of ill health.52  Consequently, 

this thesis considers the demographic features specific to Glasgow which 
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influenced its mortality trends as well as the wider social and economic 

context of the interwar years (Chapter 3). 

 

A contributing factor to alterations in the spatial arrangement of the 

population was the housing policies of the interwar period.  The success of 

these house building campaigns is also a key feature of the historiography 

which has helped inform historians’ views on the extent to which the period 

was one of improvement.  Nearly four million homes were provided 

throughout Britain between 1919 and 1939, and for writers like Stevenson 

these provided healthier environments more conducive to health.53  For 

others like Thorpe, the efforts made to improve housing were, numerically, 

simply inadequate.54  Constantine also notes that in industrial regions 

including southern Scotland many houses were ‘decaying fast.’55  The 

intensity of slum housing, overcrowding and insanitary conditions which 

prevailed in Scotland, and of the challenges this presented for public health, 

is widely recognised by historians.56  As Macdonald notes, ‘on the eve of a 

war that would claim millions of lives, poor housing in Scotland was claiming 

the health of the nation.’57  Nevertheless, again, the Scottish view is 

contradictory.  While Knox argues that ‘the patchy but visible improvements 

in health standards was influenced by the progress being made in housing 

construction’58  for Smout improvements were ‘only in relative terms.’59  

Indeed, McFarlane has specifically argued that overcrowding exacerbated 

the incidence of tuberculosis in Glasgow, not unemployment.60  Others have 
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pointed to the damaging effects of the high rents of new housing upon family 

budgets, the social exclusion, continued overcrowding, and the lack of local 

shops, employment opportunities, medical provisions and other services 

which often accompanied these new housing schemes, so that relocating to 

new, local authority accommodation could actually be disadvantageous to 

health.61  However, again, historians point out that the interwar housing 

legislation affected some more than others.  For the most part, those higher 

up the socio-economic scale, including the middle classes and skilled 

working class, are deemed to be the main beneficiaries of housing 

developments.  Crowther states for example that the ‘new council estates 

tended to be occupied by skilled and white-collar workers, leaving behind the 

poor, especially those with large families, in overcrowded and insanitary 

slums.’62  Laybourn similarly argues that ‘there is much to suggest that 

improvements in the quantity and quality of the housing stock did not greatly 

improve the lot of the unemployed and the poor.’63  This thesis engages with 

these issues in chapter four through an in-depth analysis of housing, 

rehousing and health in interwar Glasgow. 

 

Structural surroundings contributed significantly to health standards.  

However, historians have emphasised a range of factors in explaining 

mortality patterns including the role of the environment, nutrition and the 

practice of birth control.64  The relationship between biological and socio-
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economic determinants is important.  For example, reductions in family size 

could affect living standards where limiting the number of mouths to be fed 

meant that more could be spent on food.65  In the literature on interwar public 

health the interaction between social and biological factors is frequently 

discussed in relation to women.  Historians have considered their role as 

child bearers, their position as domestic ‘manager’ within the home, their 

cultural responsibility of caring for family members and the impact that the 

social effects of the recession could have upon their health.  For the most 

part, historians of the interwar period have argued that ‘women’ were one 

section of the population where standards of health could worsen.  This is 

evidenced by the personal sacrifices they made within the home to protect 

the wellbeing of their families and by the high maternal death rate of the era.  

Winter is one of the few writers who contest this point.  In his paper ‘Infant 

Mortality, Maternal Mortality, and Public Health in Britain in the 1930s’ he 

argues that the economic vicissitudes of the period did not ‘affect adversely 

the life expectation of the infant and maternal population’ and ‘it would be 

wrong to perpetuate the view that among the costs of the Depression of the 

early 1930s in Britain was deterioration in the health of women in childbirth 

and of their infants.66  On the other hand, when also examining infant and 

maternal mortality data, Mitchell has contended that ‘a strong statistical 

relationship has emerged between chronic deprivation and the condition, if 

not the very survival, of many women and children in the 1930s.’67  Indeed, 

Winter acknowledges that the effects of the recession among women were 

perhaps felt a generation later, manifested in a higher number of still births in 
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later life among the children of mothers likely to have been affected by the 

socio-economic consequences of the recession.  Consequently, chapter five 

evaluates the health of Glasgow’s women and identifies where and how far 

their experience lends weight to these interpretations.     

 

The sacrifices women made to secure the health of their families, and 

the unequal allocation of resources in the home which favoured male wage 

earners, is often cited as a cause of the widely recognised high levels of 

illness among women.  The literature suggests distinctive health experiences 

according to gender.68  However, in the interwar period it was often argued 

that poor health within the family was also due to the neglect or ignorance of 

wives and mothers.  Medical professionals, health officials and the state 

stressed the importance of domestic education for mothers as a means of 

eradicating this shortcoming.  However, Lewis claims that ‘problems arising 

from poverty and insanitary living conditions were as pressing as any 

individual inadequacies,’ and this has been similarly proposed by Crowther.69  

Some writers view the responsibility given to women as a form of oppression 

and state control.70  For example, discussing the care of family members with 

mental and physical disabilities, Sanders and Carver argue that ‘rather than 

insist that society as a whole shoulder its responsibilities for these people 

through the state, the health professionals pressure the families – and that 
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usually means the women – to shoulder “their responsibilities”’.71  Feminists 

have argued that the insistence that women were accountable for the health 

of their families was an effort to reinforce their role within the home.72  Oakley 

also views ante-natal care as a form of social control and a means of 

managing women during pregnancy – a predominantly male ‘attempt to 

control the behaviour of women’s bodies.’73   

 

The extension of state medicine into women’s lives was considerably 

augmented during the interwar period due to the increasing influence of local 

authority ante-natal clinics.  Miles has argued that domestic advisors in the 

modern era, similar to those introduced in the twenties and thirties, increased 

the oppressive and intrusive nature of medicine in the lives of women.  She 

states that domestic aids ‘backed by the prestige of “scientific medicine” and 

designed to promote “good health”’ represented the extension of ‘medical 

control... in the private domain of the home’ – a phenomenon, as we will see, 

some women of Glasgow attempted to resist.74  Nonetheless, it will be shown 

that for health experiences within the home and family, the attendance of 

women at ante-natal and child welfare services, the cleanliness of the 

household, feeding and the management of scarce resources, arduous 

housework, family size, childbirth and standards of child care were centred 

within the private sphere and could significantly influence the physical 

wellbeing of its inhabitants.75  However, experiences were diverse.  

Historians have noted marked variations according to the employment status 

of the household, that married women were particularly affected by their 

cultural role and responsibilities within the home, while other historians point 
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out that the death rates for children born to unmarried parents was 

significantly higher than those born in wed-lock.76  This will also be examined 

in chapter five where the health of ‘women’ and their cultural responsibility for 

securing the wellbeing of their families will be explored.   

 

However, the role of males in shaping health outcomes is also 

important and is a facet notably neglected by the historiography.  Thompson 

is one of the few writers who acknowledge that men, for example, could also 

endure the unequal allocation of resources in the home in an attempt to 

preserve the health of their children.77  On the other hand, contemporary 

notions of masculinity were central to a host of negative health experiences, 

including ‘emasculation’, deteriorations in mental health when faced with 

unemployment, and the existence of domestic violence within the home.78  

Indeed, regarding men’s role within the ‘private’ sphere, historians have 

tended to focus their attention on the effects of unemployed husbands on the 

health of their wives.  The experiences of men are more regularly bound up 

with discussions on the impact of unemployment upon standards of health.  It 

has been noted that historians agree that experiences were unequal.  

Perhaps the most obvious observation is that experiences varied between 

the employed and unemployed.  The deteriorating physical condition of the 

long-term unemployed was at least witnessed, even if a conclusive 

relationship was difficult to establish medically.79  A host of writers maintain 

that for the long-term unemployed physical form waned, so much so that they 

were less likely to be considered for work and less able to accept new work 
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when employment opportunities arose.80  There is also broad agreement that 

unemployment affected mental health.  Writers including Whiteside point out 

that the stress caused by unemployment could aggravate physical 

complaints.81  However, establishing the direct impact of unemployment upon 

health is complex.  Historians have deliberated the question of causality – the 

extent to which unemployment caused sickness or ill health led to 

unemployment.  Writers like Whiteside note that the least healthy were ‘at 

one and the same time the most likely candidates for redundancy and 

particularly vulnerable to the illness emanating from the stress and poverty 

associated with unemployment’, but that unemployment could reveal ill health 

as much as it could cause it.82  Chapter six grapples with some of these 

issues, considers those affected by unemployment in Glasgow in isolation, 

and aims to determine how far unemployment shaped public health 

experiences.  

 

What this survey of the literature has shown is the awareness of 

historians that there was no universal experience.  Standards of health varied 

throughout the population according to factors like class, geographic region, 

gender, marital status and employment position.  In the context of industrial 

depression, the historiography on the interwar period has tended to 

emphasise the socio-economic influences which affected health.  However, 

others attempting to establish the primary determinants of mortality and the 

persistence of health inequalities have highlighted both materialist and 

behaviourist factors, terms which discern the effects of socio-economic 

circumstances and health-related behaviours.83  Kunitz comments that in the 
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course of research on the key causes of mortality, ‘the debate was, in 

essence, between those who attributed most importance to socio-economic 

factors in disease and those who attributed most importance to “lifestyle” 

factors.’84  In discussing the influence of these two variables Kunitz refers to 

the former as ‘determinists’ and the latter ‘voluntarists’.85  In an era of 

economic decline, mass unemployment and heightened poverty, ‘determinist’ 

influences are an obvious starting point for any researcher of interwar Britain.  

However, voluntary lifestyle choices like smoking and drinking also had 

important consequences for individual and public health.  Contrastingly, 

attempts were also made to improve physical wellbeing.86  Welshman notes 

that the idea that physical education and exercise could constitute a form of 

preventative medicine was ‘an important aspect of policy in the late 1920s 

and early 1930s’, so much so that the national government implemented the 

Physical Training and Recreation Act (1937) to encourage sport, fitness and 

recreation by establishing new facilities throughout the country.87  According 

to Navarro, in a time of economic crisis the state emphasises the ‘individual’s 

responsibility for care’ in order to cut costs on medical provisions and aid 

capitalist development, not to secure maximum health standards – a view 

similarly expressed by Doyal, Sanders and Carver.88   

 

Nevertheless, actively determined behaviours and lifestyle choices 

had important consequences for health.  These health-related behaviours 

have been acknowledged in the literature but have not been examined in 
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depth with reference to health.  Historians writing on the interwar period have 

commented on the ‘healthy’ aspects of the time like the national ‘Keep Fit’ 

craze, hiking opportunities and increased participation in sporting activities 

including football and cycling.89  This image is at odds with popular 

perceptions of the Great Depression as a time of ill health, physical 

weakness and malnutrition.  The recent publication Managing the Body: 

Beauty, Health and Fitness in Britain, 1880-1939 (2010) by Zweiniger-

Bargielowska has highlighted growing concerns over obesity in interwar 

Britain and developing pressures to slim.  Poorer lifestyle choices due, 

ironically, to improving living standards have also been recognised, including 

the rise in sugary diets and consequent tooth decay, “diseases of affluence”, 

‘Fish and Chip’ shops and ice-cream parlours, the increase in smoking, 

masculine practices such as the consumption of large amounts of alcohol 

(perhaps particularly relevant at a time when masculinity was threatened by 

unemployment), risk taking in the workplace among both sexes, gang 

warfare and heightened poverty due to gambling.90  All of these could be 

important but self-inflicted influences on health which were not directly 

related to wider economic conditions.  Webster observes that ‘changes in 

social and dietary habits, including the greater use of convenience foods, and 

the growth of cigarette smoking, were not always advantageous to health’ 

and Brown also notes that in Scotland at least, ‘Scottish Office files indicate 

that the moral panic over gambling, drink and ‘“rough culture”... reached a 

peak during the slump years of 1932-33.’91  Consequently, the lifestyles and 
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agency of Glaswegians in shaping their own health experiences is examined 

in depth in chapter seven. 

 

The importance of individual agency has been arguably 

overshadowed by skewed debates on the extent to which unemployment had 

an adverse affect on physical wellbeing.  Thompson supports the view that 

‘by closely examining the everyday realities of people’s lives it is possible to 

obtain a better understanding of the specific ways in which social variables 

determined standards of health.’92  For example, it is claimed that lifestyle 

choices may also help to explain health inequalities according to class and 

gender.93  It is necessary to examine biological and cultural interactions 

where, as Porter and Wear argue, physiological events are influenced not 

only by biological variables like death and disease, but ‘these themselves 

operate in a complex dialectic with cultural choices.’94  This is additionally 

important since, as Thompson points out, studies which have considered this 

relationship have so far focused upon the early modern period and the 

nineteenth century and neglected the twentieth.95  Hence, it seems that a 

multilayered interpretation of interwar public health is required where the 

reality of the period was more complex than conventional one-dimensional 

interpretations can suggest.  This is the approach adopted throughout this 

thesis. 

 

 

Sources and Methodology 

 

This study combines both quantitative and qualitative source material in order 

to provide a more nuanced view of health experiences in Glasgow.  The 
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quantitative aspect of this research, for the most part, focuses upon mortality 

patterns, and thus what could be described as ‘physical health’.  However, 

this research has attempted to broaden the primary sources typically 

associated with studies of public health.  Consequently, statistical data is 

supplemented and coalesced with qualitative evidence such as subjective 

observations provided by the Medical Officer of Health and the Reports of the 

Unemployment Assistance Board, newspaper articles, letters to editors, and 

minutes and correspondence by various contemporaries held at the National 

Archives of Scotland.  In order to gain insight into what the public were being 

told about health, and lay understandings and perceptions, the Glasgow 

Herald, Govan Press, Scotsman and Times newspapers were systematically 

researched. The Glasgow Herald was chosen due to a middle class 

readership while the Govan Press was published for a working class area.  

The Scotsman and Times were chosen due to their availability online, and 

were more easily searchable and accessible.  As most of these were issued 

daily it was impossible to read all publications. Therefore, the papers for 

every second day in the years 1920, 1922, 1926, 1933, 1935-36, 1938 were 

chosen in terms of their importance, and their ability to ‘provide a perspective 

across the interwar period’.96  This is in line with the approach adopted by 

Jones and Rahman.97  Published personal testimonies and autobiographies 

such as No Mean Fighter, Glasser’s Growing up in the Gorbals, and 

contemporary factual and fictional literature including Edwin Muir’s Scottish 

Journey, Alexander McArthur and H. Kinsley Long’s No Mean City, and 

George Blake’s Shipbuilders are consulted, as well as existing unpublished 

oral history sound files and transcripts from the Scottish Oral History Centre 

Archive (SOHCA), the Strathkelvin Local Studies Project Oral Archive, 

Glasgow Museum’s M74 Oral History Project and 2000 Glasgow Lives 
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Collection, and Thompson’s Edwardians: Family Life and Work Experience 

before 1918.98  Consideration of such source material is crucial to 

understanding the influence of health cultures and agency which is 

impossible from stringent statistical analysis.99  Beier has called for an 

‘expansion of scholarly approaches to the histories of public health and 

medicine to include “lay” as well as “professional” sources and perspectives’ 

– an appeal, it is hoped, that this thesis will help to address.100  This practice 

provides a more nuanced view of interwar health trends, an understanding of 

the ‘human’ dimension behind the statistics, whilst locating mortality patterns 

more broadly.   

 

 

Quantitative Analysis 

 

The plentiful supply of statistics provided by official publications including the 

Annual Reports of the Medical Officer of Health, City of Glasgow (published 

by Medical Officer of Health (MOH) A.K. Chalmers from 1919-25, and A.S.M. 

Macgregor up until 1939), the Annual Reports of the Scottish Board of Health 

and (after 1929) the Department of Health for Scotland are used to analyse 

mortality patterns, particularly using the computer software package 

Microsoft Excel.  Averages calculated by myself – annual unemployment 

rates from monthly recordings or IMR according to region for example – were 

consistently rounded to one decimal place to ensure that small deteriorations 

or improvements were captured.101  The decision to emphasise mortality 

figures also stems from the many methodological problems implicit to any 

analysis of morbidity, sickness or ‘good’ health.  For example, postmodern 

analyses have highlighted the difficulty of evaluating morbidity data due to 
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the ‘social construction’ of disease and illness.  According to Nietzsche, there 

can be no medical ‘facts’ and illness can only be an interpretation of 

reality.102  Morris similarly argues: 

From a postmodern perspective, doctors and medical researchers are 

never wholly objective, despite even heroic efforts to achieve verifiable 

results, much as the patients are never wholly subjective, despite 

evidence that we know the world as filtered through our individual 

egos.103  

Borowy and Gruner claim that the interwar period is a useful time span for 

the historical study of health because ‘many people at the time were 

interested in health, there was growing scholarship in that field, and the 

collection and processing of statistical data became a growing part of 

scientific and public life.’104  However, they also acknowledge that: 

Relying on other people’s observations means already using their 

interpretation of reality.   Health is neither an objective reality, nor a 

cultural construction, but a synthesis of both.  But in practical study, it 

is often very difficult to separate “objective” reality from its 

constructions by physicians, patients, public health officers, politicians 

which we as historians use.  Reality does not exist on paper in a book, 

but historical analysis does...  Keeping this bias in mind, the question 

of health and its role in the society at large necessitates an integration 

of two basic approaches: On the one hand attempting to define as 

accurately as possible the reality of health, the “real” facts, and, on the 

other hand, their political, social and ideological uses.105   
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Nonetheless, it can be argued that utilising mortality data removes some of 

the ambiguity, where as Thompson notes, ‘death is definite and 

irrefutable.’106  Furthermore, it is widely agreed that infant mortality in 

particular is a useful indicator of the overall health and socio-economic 

conditions of a community.107  Indeed, according to Power, Manor and Fox, 

mortality patterns often follow a similar trend to morbidity anyway.108   

 

Similar issues also lie behind the decision not to examine mental 

health extensively as part of this thesis. The general consensus during the 

interwar period was that unemployment increased the likelihood of 

psychological illness and that the probability of this increased the longer an 

individual was out of work (see chapter 6).  However, time and 

methodological constraints, such as the subjective nature of psychological 

analysis even today, and the methods of psychiatric testing during the 

interwar period, make extensive analysis of mental health problematic, and 

one would be faced with a host of additional methodological considerations 

that are out with the remit of this study.  Nonetheless, mental health cannot 

be neglected entirely.  Both historians and psychologists acknowledge that 

the stresses and anxieties associated with unemployment could also 

aggravate physical sickness.  Therefore, in this thesis, mental health studies 

are considered where significant, particularly in relation to the unemployed.109   

 

There are undoubtedly a host of difficulties associated with the use of 

official mortality statistics.  Webster in particular condemns the bias of the 

interwar government in their interpretation and presentation of the evidence 

cited in their reports, stating: 
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Every major political and administrative influence operated to coerce 

the Ministry of Health and Board of Health and Board of Education into 

adopting the most optimistic interpretation of the available evidence, 

and there was little incentive for the Ministry to take initiatives which 

might not reinforce this impression.110  

Smith similarly writes that ‘the historical evidence shows clearly that the 

government tended to play down or even ignore much of the evidence 

associating poor health with unemployment.’111  Contrastingly, it is also 

useful to consider whether local authorities could have exaggerated the 

social problems of the period in order to gain more financial assistance from 

central government – a phenomenon which the DHS were seemingly guilty of 

in their reporting of the unemployment situation in the country.  For example, 

in at least one instance, they emphasised the figure of unemployment for 

males in Glasgow which was notably higher than the rate for the city as a 

whole.112  It is unclear why the DHS would essentially accentuate these 

figures when reporting regional variations.  However, support for Levitt’s 

contention that certain members of government bodies ‘felt that Scotland 

required a different response than the British state seemed willing to provide’ 

is to some extent implied.113  Mitchell quotes the appropriate observation of 

one interwar contemporary that ‘facts and figures produced by public officials 

concerning the unemployment and the conditions of distressed areas must 

be taken with a grain of salt, for they do no more than interpret the mind of 

the party in power’.114   
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In fact, it could be argued that historians using the health data also 

utilised by interwar authorities may have simply reproduced the government’s 

perspective, re-presenting the data which defended their case for the 

maintenance of public health.  Whiteside notes that ‘perhaps one of the 

weaknesses in the pessimists’ analysis has been to present their case in 

optimists’ terms.’115  Whiteside has alternatively analysed the statistics 

collated by the national health insurance scheme and found that they rose 

steadily during the interwar years.  This seems to be related to some extent 

to increasing levels of unemployment – a pattern contrary to that commonly 

depicted by mortality and other health statistics.116  However, whilst 

acknowledging the shortcomings of official mortality statistics their use should 

not be entirely dismissed.  As noted above, writers such as Mitchell and 

Thompson have broken down the same data utilised by interwar government 

officials to show that they can be reinterpreted to demonstrate significant 

deteriorations in health among particular sections of the population.   

 

By disentangling the diverse range of health experiences, this study 

agrees with Mitchell’s assertion that ‘without differentiating between socio-

economic groups, is to perpetuate the contemporary official presentation of 

the evidence influenced, as it was, by the particular political, economic and 

cultural ideology of the time.’117  For example, it has been noted that health 

statistics for Scotland were rarely acknowledged in official commentaries.  

Thus, this research responds to the need to also consider what was not 

highlighted in government reports, and the possibility that the Ministry of 

Health had good political reasons for not drawing attention to these health 

records.  Furthermore, official figures are only one source utilised.  As 

mentioned, they will be combined and verified with unofficial evidence, such 

as that produced in medical texts including the Glasgow Medical Journal 

(GMJ) and the Lancet, and less traditional qualitative source material which 
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will be recognised as a legitimate historical source, as endorsed by Digby.118  

Goubert has also written that researchers ‘must investigate private archives’ 

which he considers to be the diaries of doctors and surgeons for example, 

their medical notebooks, memoirs and journals etc., and in Glasgow there 

exists similar texts such as Gorbals Doctor by George Gladstone Robertson 

M.D.119  Loux adds that ‘quantitative analysis will only yield hypotheses, 

leading once again to qualitative research’ and that historical enquiry should 

oscillate constantly between these two kinds of sources.120  In short, this 

research will answer Imhof’s plea to ‘look beyond the decimal points.’121   

 

 

Qualitative Analysis  

 

Porter states that in the past, historians of medicine have tended to 

overemphasise the role of doctors and medical professionals at the expense 

of the experiences of patients.122  This thesis is not a history of medicine or 

health policy and politics, but it does take a similar approach to that appealed 

for by Porter and follows the lead of historians like Thompson.123  By 

adopting this method it is possible to analyse a number of non-medical 

sources which offer an alternative discourse to that found in official 

government and health reports.  For example, Burnett notes that in terms of 
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unemployment, experiences ‘followed no universal or simple pattern: on the 

contrary, autobiographies demonstrate a wide variety of reactions – of 

success and failure to adapt, acceptance and anger, frustration and creative 

activity – which defy any single model’ – an argument maintained throughout 

this thesis.124  Moreover, required data is often unrecorded in contemporary 

material and the history of Scotland’s working class for example, cannot 

always be found in the archives.125  Where they are, their lives and 

experiences are mostly seen and judged through the eyes of middle class 

medics and social investigators.  Marginalised groups such as the working 

class and women were less likely to record their experiences and interviews 

are often the only means of gaining access to their information.126  These 

issues are problematic for a study investigating health in relation to factors 

such as class and gender.   

 

Accordingly, this research also examines a number of existing oral 

history projects which cover interwar Glasgow.  The use of oral testimony is 

being increasingly adopted in historical studies on health and medicine.127  

Paul Thompson advocates its use for ‘reinterpreting and filling gaps and 

weaknesses in the documents.’128  Indeed, according to Davidson, research 
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on the transmission of sexually transmitted diseases in twentieth century 

Britain and on the contact-tracing of these infections had been neglected, 

largely due to the lack of archival evidence and the closure of official files 

which contain this highly sensitive personal information.129  Similarly, given 

the reluctance of health authorities to associate unemployment with ill health, 

oral histories prove useful for understanding what people believed the impact 

of unemployment to be on physical and mental wellbeing.  On the other 

hand, writers such as Abendstern, Hallett and Wade assert that personal 

testimonies ‘both challenged and consolidated the documentary evidence 

whilst the latter has heightened the credibility of the former’ during their 

enquiry into occupational health in the cotton industry.130  The use of existing 

oral history projects, however, can be problematic.131  The most obvious 

issue is that it is not possible to address interviewees with questions directly 

related to individual research, and often the researcher is dependent on 

digressions into their area of interest.  Furthermore, depending on the size of 

the available oral history projects and archives and the research topics 

investigated, it is not always possible to systematically sample the 

experiences of the population according to characteristics such as region and 

class, an approach recently employed by Szreter and Fisher.132  For this 

research on public health in interwar Glasgow, the life experiences of 74 

Glaswegians (49 females and 25 males) born between 1897 and 1929 have 

been included, simply because their testimonies covered health in the 

interwar period.  Nonetheless, they come from a range of backgrounds and 

geographical regions and provide rich and diverse stories about life in the 

city.133   
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It seems that historians emphasising the personal realities of the 

period tend to adopt a less ‘optimistic’ stance.  For example, Gray’s The 

Worst of Times was written in reaction to historians who portray the interwar 

years as a period of affluence.  This he claims is an ‘insult to millions whose 

experience of living at that time ran quite counter to this rosy analysis’ and 

that for many ‘these years brought malnutrition, shabbiness, dirt, industrial 

strife, the indignities of the Means Test and the threat of the workhouse’ – a 

view similarly advanced by MacDougall in relation to Scotland.134  It has also 

been argued that the major strength of oral history is the insight gained into 

everyday lives.135  This is vital for a study which aims to reconstruct the social 

experience of health.  Herbert and Rodger argue that oral sources ‘can aid a 

deeper and richer understanding of the experience of urban life’, that they 

‘can provide descriptions of particular social settings, which help to 

reconstruct a picture of daily life in the city from the respondent’s perspective’ 

and that ‘in challenging traditional histories, oral testimonies draw our 

attention to the complexity of urban life.’136  

 

There are, however, obvious methodological challenges regarding the 

use of oral history.  For instance, as Condrau points out, ‘one of the pitfalls of 

taking into account the patient’s view in medical history is that the patients 

whose stories we know were usually long-term survivors.’137  While this does 

not invalidate the usefulness of oral histories as a source, it does ‘shape the 
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historical context in which they need to be understood.’138  Also, all interviews 

involve an interaction between interviewer and interviewee and will never be 

completely objective.139  However, Legard, Keegan and Ward argue that this 

dynamic does ‘not discount the possibility that knowledge of the social world 

beyond the interaction can be obtained.’140  Moreover, Reynolds and Bryman 

recognise that ‘the chief problem with the oral history interview is the 

possibility of bias introduced by memory lapses or distortions.’141  This issue 

has been examined in depth by Alistair Thomson who has noted that 

memories can be essentially ‘polluted’ – a phenomenon which he has termed 

the ‘cultural-circuit’.  Thomson found that people could confuse their own 

memories with those which, for example, had been created by the media or 

even witnessed in films.142  Summerfield explains that:  

The ‘cultural circuit’ suggests that personal accounts are in their own 

ways fictive or constructed, as are public accounts, because they are 

woven from available ways of understanding which suit the individual 

in relation to his or her own sense of self, and his or her audience’s 

expectations at the time of telling.143    

Significantly, during one interview consulted as part of this research, the 

interviewee refers to the interwar recession as the ‘hungry thirties’.144  This 

provoked suspicion that this statement and ‘memory’ may have been affected 

by the stereotype of the Great Depression – a term heard, for instance, in 

one sound exhibition featured permanently in the popular People’s Palace 

                                                             
138

 Ibid., p. 205. 
139

 Mason, Qualitative Researching, p. 62. 
140

 R. Legard, J. Keegan and K. Ward, ‘In-depth Interviews’, in J. Ritchie and J. Lewis, eds., 
Qualitative Research Practice: A Guide for Social Science Students and Researchers 
(London: Sage, 2006), p. 141.  
141

 Bryman, Social Research Methods, p. 321; Reynolds, ‘Foreword’, in MacDougal, eds., 
‘Oh ye had to be careful!’, p. x. 
142

 A. Thomson, Anzac Memories: Living with the Legend (Oxford: Oxford University Press 
Australia, 1994), cited in P. Summerfield, Reconstructing Women’s Wartime Lives: 
Discourse and Subjectivity in Oral Histories of the Second World War (Manchester: 
Manchester University Press, 1998), pp. 18, 29. 
143

 Summerfield, Reconstructing Women’s Wartime Lives, p. 29. 
144

 Strathkelvin Local Studies Project Oral Archive, TO117, Mrs B interviewed by S. Powell, 
T. Peadle and C. McDaid, 24

th
 July 1986. 



33 
 

social history museum in Glasgow.145  Evidence of the ‘cultural circuit’ is also 

implied from other projects on the social history of health in Scotland.  For 

example, when Diack investigated an outbreak of typhoid in Aberdeen in 

1964, interviewees recurrently recalled myths surrounding the outbreak as 

though they were fact.  Powerful images which were later offered as 

memories of the time had been created by the media.  For instance, 

Aberdeen’s Medical Officer of Health was remembered to have said that 

Aberdeen was a ‘beleaguered city’ when there is no evidence to support that 

he had made this claim.  Yet, as Diack notes, ‘it is a statement for which he is 

remembered and often blamed.’146  Diack concludes that rather than a city 

under siege from typhoid, Aberdeen was: 

In fact a city under siege from the media, a media who are 

misrepresenting or embellishing the words of the Medical Officer of 

Health to create a picture far worse than it actually was.  This picture, 

however, has been the one that has survived in the folk memory of the 

city and one that most of the interviews have described.147    

Nevertheless, it can be maintained that this still constitutes legitimate 

historical evidence – as argued by historians such as Portelli.148  Whilst the 

information recalled was incorrect, this is what the people believed to be true 

at the time and since.  Thus the memory recalled can often be the lived 

experience of the time and thus continues to aid our understanding of the 

past.  In his introduction to Oral History, Health and Welfare Paul Thompson 

asserts ‘that such popular “ideas and images of health” are particularly 

amenable to exploration by oral history’ and that ‘in this way oral history has 
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a special contribution to make to the history of medicine.’149  Likewise, 

Ferguson notes that the responses of retired Scottish nurses regarding the 

changes which occurred in practice after the implementation of the NHS ‘may 

be a view distorted by time, age and flaws of memory but it nevertheless 

represents a popular perception.’150  Furthermore, Roberts and Thompson 

point to the detail recalled and have used oral evidence to provide insights 

into the complex and often contradictory nature of experience – precisely 

what this research aims to address.151  Many have adopted the view that oral 

histories, rather than providing direct access to the past, are social 

constructions.  Summerfield has claimed that: 

Historians who base their work on accounts of ‘lived experience’, 

claiming that such accounts give access to a social reality apart from 

the controlling forces of the social relations in which their subjects are 

implicated, falsely separate discourse and experience: experience 

cannot exist outside discourse, agency cannot exist independently of 

language.152   

However, as mentioned above, this similarly applies to written contemporary 

evidence and does not discount the use of oral history as a source.  It is also 

well known that in order to gain accurate and legitimate historical evidence 

from oral history interviews, they must ‘be treated carefully, using the normal 

conventions of cross-verification and corroboration.’153  Roberts maintains 

that ‘there are omissions, distortions and ambiguities in all primary historical 

sources, whether they be written or oral.’154  Herbert and Rodgers note that 

justification of the use of oral history tends to be ‘more as part of the 

historiography of the subject rather than as a belief that it is necessary any 
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longer to mount a defence of its use as a means to explore historical 

change.’155  In her own research, Marks found that ‘such testimony also 

provides an important counter to the more dry and unemotional statistics that 

appear on childbirth’ at least.156  The interviews consulted as part of this 

research often revealed the realities not mentioned in official statistics and 

archive material, supplemented and indeed challenged this data, enhanced 

understanding of lay perceptions and the actual experience of these years, 

and offered an additional, human dimension to statistical analyses.   

 

 

Structure of the Thesis 

 

By combining qualitative and quantitative source material, this study 

endorses the approach of Thompson, in that it will analyse health in a ‘more 

holistic way and takes into consideration the “multiplicity of interactions”’ 

which influenced mortality patterns.157  This study also aims to address the 

lack of literature on interwar public health from a Scottish perspective, by 

examining in some detail health in Glasgow in the period 1919-1939.  

Glasgow is a useful geographic region to engage with this debate for a 

number of reasons.  An industrial city, it deals with many of the issues 

inherent to this debate including industrial collapse, rising poverty and mass 

unemployment.  Historians writing on the interwar period acknowledge the 

persistently and considerably higher levels of unemployment, poverty, poor 

housing and ill health north of the border, and in Glasgow and Clydeside 

compared to other Scottish cities.158  May has written that the social 
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problems associated with the decline of the heavy industries ‘were 

exacerbated by the fact that they were highly concentrated in certain parts of 

the country, especially the north of England, Clydeside and South Wales.’159  

However, there is often the tendency to associate the severity of the 

recession with the city’s poor health record with no follow up research to 

clarify whether this was the case.  The city was also notoriously 

overcrowded, which allows us to consider the impact of housing upon health 

and the effectiveness of the interwar rebuilding campaigns.  Furthermore, this 

project is significant as up until now, no monograph of this nature has 

focused entirely on public health in a British, urban, industrial city during this 

period of economic decline.  Not only is the urban environment a contributing 

milieu to public health trends, Pinol and Rodger note that ‘as the proportion of 

urban dwellers has increased, so the urban dimension has proved a 

legitimate unit of analysis through which to understand the spectrum of 

human experience and to explore the cumulative memory of past 

generations.’160  Using Glasgow as a case study, this research will critically 

engage with some of the key features of the historiography on interwar public 

health and will ‘unravel and reassess’ the diverse range of experience across 

the population as called for by Mitchell.161  The elements of the debate 

outlined in this chapter shape the thesis into its constituent chapters.   
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Before examining the city’s public health experience chapter two 

provides the necessary background on Glasgow in the period between the 

wars.  This provides a contextual introduction to living conditions in the city, 

establishes the industrial nature and environment of Glasgow, and the impact 

of the economic depression.  Hereafter, by mapping the broad health trends 

of Glasgow as an entity, and analysing the extent and characteristics of ill 

health in the city, chapter three engages with the validity of the ‘optimist’ and 

‘pessimist’ debate, and introduces the notion that public health experiences 

are better understood in terms of inequalities according to a number of social 

factors.  This view is advanced throughout the subsequent chapters.  

Chapter four evaluates the relationship between housing and physical 

condition, the success of the interwar building campaigns for public health, 

and challenges the simple construction that better housing resulted in better 

health.  Chapter five examines health in relation to women, the home and the 

family by considering sex-specific mortality trends, the gendered cultural 

norms within the home that affected health, and the impact of this with 

regards to familial wellbeing.  Chapter six explores the diverging health 

trends between those in and out of work, looking at the mortality patterns of 

‘distressed’ localities across the city, the health experiences of the 

unemployed per se, whilst covering the relationship between unemployment, 

physical and mental health.  Chapter seven contributes to the historiography 

by moving away from the traditional emphasis on socio-economic conditions, 

and underlines the role of the individual and cultural factors implicit to health 

trends.  Lastly, the conclusion draws the various strands of the thesis 

together and highlights the key findings of my research.   

 

This thesis attempts to provide a more nuanced view of interwar public 

health.  It will be argued that attempts to evaluate the extent to which health 

standards improved or deteriorated, to use Szreter’s words, are a ‘quick and 
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approximate explanation’ for a ‘complex phenomenon.’162  Eschewing the 

‘optimist’ and ‘pessimist’ visions of the interwar years that dominate the 

literature, this study focuses upon highlighting divergences in experience 

according to variables such as location/community, social class and 

occupational skill, employment position, age, marital status and gender, and 

emphasises the multiplicity of social, economic and cultural exchanges which 

fashioned health trends in the city.  This research argues that health 

experiences were characterised by diversity, and are better explained in 

terms of inequalities according to a number of variables, rather than 

significant improvements or deteriorations in health.  It is suggested that by 

emphasising and exploring the wide variety of experiences which existed a 

more detailed picture of interwar public health can emerge.   
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Chapter 2  The City – Interwar Glasgow 

 

 

Thompson has argued that historians need to narrow their focus and 

consider the specific nature of individual areas of Britain when attempting to 

explain health trends.163  Thus, before considering health experiences, this 

chapter aims to provide a social geography of Glasgow by mapping important 

social, economic and environmental factors significant in the context of public 

health.  This is important as many of the characteristics highlighted in the 

chapter relate closely to the city’s pattern of health.  It will be shown here, 

and in subsequent chapters, that in spite of the conventional interpretation of 

Glasgow as an urban space characterised by poverty, unemployment and ill 

health, the reality was much more complex, where experiences were diverse 

and varied according to a number of social variables.   

 

 

Geography and Environment 

 

During the interwar period, Glasgow was a large, densely populated 

industrial city, central to what was commonly referred to as the ‘industrial belt 

of Scotland.’164  In 1919 the population of the city was 1,114,656, the 

boundaries of which extended 19,183 acres with an average density of 58 

persons per acre.165  By 1939, the city’s population had increased to 

1,128,473, its acreage 39,725, with a density of 28 persons per acre.166  At 

the beginning of the period especially, Glasgow was clearly more congested 

than regions of a similar industrial character where the person per acre 
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figures for Manchester, for example, were only 38 per acre in 1919 and 27 in 

1939.167  The housing situation in Glasgow was also considerably worse 

compared to Liverpool and Manchester throughout the period (see chapter 

4).  The city and its surrounding industrial areas, frequently referred to as 

‘Clydeside’, dominated the Scottish economy and employed around 50 per 

cent of Scotland’s working population.168  Glasgow itself was commonly 

perceived as a ‘rough’, ‘working class city’ with a ‘radical’ tradition due to its 

industrial character, one article in the British Medical Journal (BMJ) 

commenting on the ‘working classes, who form the majority of the population, 

and on whose skill and physical endurance the prosperity of Glasgow is 

based.’169 
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Table 2.1: Number and percentage of workers employed in various occupations 
Occupation Number and percentage of total occupied 

Both sexes Males Females 

1921 1931 1921 1931 1921 1931 

Metals (Not precious) 101,540 

(20.4) 

66,793 (12.9) 99,200 (28.4) 65,335 (18.5) 2,340 (1.6) 1,458 (0.9) 

Transport and 

Communications 

54,598 (11.0) 57,860 (11.2) 50,236 (14.4) 53,241 (15.0) 4,362 (2.9) 4,619 (2.8) 

Commercial Occupations 

(Clerks excluded) 

53,934 (10.8) 70,291 (13.6) 30,379 (8.7) 41,607 (11.8) 23,555 (15.8) 28,684 

(17.5) 

Clerks etc., (Not Civil 

Service or Local Authority) 

39,360 (7.9) 47,713 (9.2)
170

 17,821 (5.1) 22,888 (6.5) 21,539 (14.5) 24,825 

(15.1) 

Personal Service 

Occupations 

35,969 (7.2) 50,124 (9.7) 7,809 (2.2) 11,427 (3.2) 28,160 (18.9) 38,697 

(23.6) 

Makers of Textile Goods 

and Articles of Dress 

26,590 (5.3) 23,154 (4.5) 6,985 (2.0) 6,286 (1.8) 19,605 (13.2) 16,868 

(10.3) 

Wood and Furniture 23,271 (4.7) 16,993 (3.3) 21,353 (6.1) 16,256 (4.6) 1,918 (1.3) 737 (0.4) 

Professional Occupations 

(Clerks excluded) 

17,850 (3.6) 19,799 (3.8) 8,321 (2.4) 9,502 (2.7) 9,529 (6.4) 10,297 

(6.3) 

Makers of Food, Drink and 

Tobacco 

15,418 (3.1) 11,620 (2.2) 7,159 (2.1) 6,243 (1.8) 8,259 (5.5) 5,377 (3.3) 

Other Undefined Workers 15,219 (3.1) 58,780 (11.4)
171

 13,711 (3.9) 52,986 (15.0) 1,508 (1.0) 5,794 (3.5) 

Workers in Stone etc., 

Builders 

13,899 (2.8) 12,596 (2.4) 13,886 (4.0) 12,587 (3.6) 13 (0.0) 9 (0.0) 

Warehousemen, Packers 

etc., 

13,857 (2.8) 15,407 (3.0) 8,349 (2.4) 9,028 (2.6) 5,508 (3.7) 6,379 (3.9) 

Workers in Textiles 13,650 (2.7) 11,077 (2.1) 3,009 (0.9) 1,944 (0.5) 10,641 (7.1) 9,133 (5.6) 

Papermakers, Printers etc 11,311 (2.3) 4,543 (0.9)
172

 5,379 (1.5) 1,120 (0.3) 5,932 (4.0) 3,423 (2.1) 

Printers and Photographers 

(1931 only) 

* 6,368 (1.2) * 4,526 (1.3) * 1,842 (1.1) 

Workers in Mixed or 

Undefined Materials 

9,024 (1.8) 3,487 (0.7) 8,744 (2.5) 3,293 (0.9) 280 (0.2) 194 (0.1) 

Employed in Public 

Administration and Defence 

9,100 (1.8) 4,162 (0.8)
173

 7,941  (2.3) 4,053 (1.1) 1,159 (0.8) 109 (0.1) 

Mining and Quarrying 

Operations 

6,379 (1.3) 4,410 (0.8)  6,334 (1.8) 4,397 (1.2) 45 (0.0) 13 (0.0) 

Painters and Decorators 5,653 (1.1) 7,784 (1.5) 5,564 (1.6) 6,134 (1.7) 89 (0.1) 1,650 (1.0) 

Electrical Apparatus 

Makers, Electricians etc., 

5,614 (1.1) 5,424 (1.0) 5,472 (1.6) 5,325 (1.5) 142 (0.1) 99 (0.1) 

Stationary Engine Drivers 

etc., 

5,078 (1.0) 4,476 (0.9) 5,069 (1.5) 4,465 (1.3) 9 (0.0) 11 (0.0) 

Workers in Gas, Water, and 

Electricity Undertakings 

(1921 only) 

3,327 (0.7) * 3,306 (0.9) * 21 (0.0) * 

Workers in Chemicals, 

Paints and Oils (1921 only) 

3,279 (0.7) * 2,569 (0.7) * 710 (0.5) * 

Makers of Bricks, Pottery 

and Glass (1921 only) 

3,116 (0.6) * 2,314 (0.7) * 802 (0.5) * 

Workers in Leather and 

Leather Goods, Tanners 

etc., 

2,377 (0.5) 2,196 (0.4) 1,631 (0.5) 1,346 (0.4) 746 (0.5) 850 (0.5) 

Agricultural Occupations 2,337 (0.5) 2,504 (0.5) 1,888 (0.5) 2,196 (0.6) 449 (0.3) 308 (0.2) 

Workers in Other Materials 

(1931 only) 

* 2,500 (0.5) * 1,348 (0.4) 

 

* 1,152 (0.7) 

Employed in Entertainment 

and Sport 

2,180 (0.4) 2,939 (0.6) 1,611 (0.5) 2,502 (0.7) 569 (0.4) 437 (0.3) 

All other occupations 3,757 (0.8) 4,646 (0.9) 2,720 (0.8) 3,722 (1.0) 1,037 (0.7) 924 (0.6) 

SOURCE: Census Report, City of Glasgow 1921 and 1931. 
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During these years, the commercial sector expanded whilst the traditional 

industries contracted.  The total number employed in this area rose from 10.8 

per cent to 13.6 per cent between 1921 and 1931 (Table 2.1).  Nonetheless, 

census data reveals that the majority of the population were employed in 

what would be considered ‘working class’ occupations, and that at the 

beginning of the period especially, a considerable percentage were employed 

in heavy industry.   

 

The dirty nature of the city was commonly referred to with reference to 

health.  In a letter to the Glasgow Herald (GH), one man complained that 

‘some of Glasgow’s principal streets are seldom ever clean.  How can 

Glasgow people expect to avoid smallpox, influenza, and other periodical 

epidemics when they are so apathetic towards the cleanliness of the city?’174  

Many also pointed to the effects of Glasgow’s smoky, polluted atmosphere, 

and that this aggravated and correlated with death rates from respiratory 

disease.175  The majority of atmospheric pollution from smoke in Glasgow, 

around 70 per cent, was found to be caused by domestic fireplaces rather 

than industry, although the industrial nature of the city also played a role (see 

below).176  It was claimed that ‘children’s lungs were filled with dust, and the 

light of the sun, which was more and more coming to be regarded as a 

source of health, was cut off by smoke.’177  Indeed, Macgregor later 

highlighted the impact that air pollution had on the Glaswegian population 

during a three day period in 1929, when heavy fogs concomitant with frost 

and an influenza outbreak caused death rates to soar to 50.3 per 1,000 
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compared to the annual rate of 15.3.178  While some medics pointed to the 

‘seaside’ advantages of Glasgow due to its position in relation to the Clyde, it 

is clear that regardless of class, age, gender or any other social criteria, the 

population sacrificed certain aspects of its health due to atmospheric 

pollution, the industrial nature of the city, and the high densities, 

overcrowding and manual labour that this entailed.179  The health effects of 

Glasgow’s contaminated environment were commonly acknowledged in 

qualitative literature, in autobiographies and from lay perceptions, and there 

are indications that the public understood its harmful properties to health.180   

 

However, other urban areas of a similar industrial character recorded 

higher levels of air pollution.  An article published in the BMJ for example, 

recorded that ‘Glasgow, like other cities in this country, has at times a smoky 

atmosphere...  The deposit over a period of five years is quoted as 326 tons 

per square mile per annum; this is less than in Liverpool, Birmingham, and 

London, but more than in Salford.’181  Macgregor also pointed out that 

‘Glasgow was not by any means the worst offender’, and other big cities like 

Birmingham recorded higher levels of ‘solid matter falling from the air.’182  In 

the early 1920s, Liverpool recorded 584.19 and Newcastle-on-Tyne 585.10 

tons per square mile per annum of solids compared to only 326.17 in 

Glasgow.183  Thus the extent to which this was responsible for Glasgow’s 
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poor respiratory health record has to be kept in perspective.  The enquiry of 

the Committee on Scottish Health Services in the early 1930s also recorded 

that there was a 30 per cent reduction of total solids in the atmosphere over 

the previous decade.  Ironically, this health enhancing improvement was 

attributed to the industrial depression and the ‘falling away of industry,’ where 

places previously subject to monitoring by health officials became ‘out of 

existence.’184  The contraction of industry had profound social consequences 

for the Glaswegian population and is an important backdrop of this study on 

interwar public health. 

 

 

Unemployment and Recession 

 

Glasgow – like most of the industrial western world – experienced a sharp 

economic recession during the interwar years, and the city is commonly cited 

as a place where its effects were particularly severe (see chapter 1).  The 

depressed conditions of the era contrast sharply with Glasgow’s prior 

industrial success when at the turn of the twentieth century the city ‘was one 

of the leading industrial centres of the world’.185  Glasgow’s economy which 

was based and dependent on the heavy industries of iron, steel, engineering 

and shipbuilding, had been in a ‘commanding position in the national and 

international economy’, evidenced by the record 756,973 tons of shipping 

which the Clydeside yards launched in 1913.186  However, this prosperity 

gave way to a deep economic depression following the collapse of the 

economy in 1920.187  The interdependent nature of the Scottish economy, its 

continued dependence on the old staple industries, its failure to diversify, and 

                                                             
184

 NAS, 02024, HH76-1-00057, p. 33 (or p. 62 NAS); As was similarly the case in south 
Wales (Thompson, Unemployment, p. 147). 
185

 M. Pacione, Glasgow: The Socio-Spatial Development of the City (Chichester: John Wiley 
and Sons, 1995), p. 130. 
186

 Ibid., p. 130; Osborne, The Social Survey, p. 3. 
187

 Johnman and Murphy, ‘Introduction’, p. 231. 



45 
 

the lack of development in the new light industries meant that the effects of 

the recession were widespread.188  These issues have been examined in 

depth by a number of Scottish historians and it is not necessary to repeat 

their findings here.189  However, in the context of public health, the social 

effects of the interwar depression are significant. 

 

The most obvious consequence was unemployment and the rate in 

Scotland consistently exceeded UK averages.190  The figures published by 

the Ministry of Labour reveal that at the height of the Depression in 1932 the 

average rate of Scottish unemployment was 27.7 per cent compared to 21.9 

per cent for Great Britain as a whole.191  However, the fact that Glasgow was 

central to the ‘industrial belt of Scotland’ indicates the severity of industrial 

failure for the region.   
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Figure 2.1: Average unemployed in Glasgow, 1923-39 

 
SOURCE: Local Unemployment Index, 1923-39.

192
 

 

 

In the summer of 1921 unemployment began to noticeably rise.193  Slaven 

notes that even then ‘the worst was still to come.  In the 1930s cyclical 

depression threw great numbers out of work and heaped these on top of the 

already large numbers unemployed through sectoral decline’ (Figure 2.1).194  

Unemployment in Glasgow consistently exceeded Scottish rates (Table 2.2).   

 

Table 2.2: Average percentage of unemployed insured workers in Scotland and Glasgow 

1930-1933 

Year Scotland Glasgow 

1930 18.5 26.1195 

1931 26.6 30.3 

1932 27.7 30.7 

1933 26.1 30.5 

SOURCE: ARDHS 1933, p. 114; Local Unemployment Index 1930-1933. 
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The figures published in the Local Unemployment Index suggest that the 

worst year of unemployment for Glasgow was 1932 when the average rate 

for those workers insured under the National Insurance Scheme was 30.7 

per cent (Table 2.2).  However, these figures are problematic.  On the one 

hand they can overstate the percentage of unemployment since the insured 

industries were more heavily hit by the trade depression than those 

occupations not covered by the Unemployment Insurance Act.196  On the 

other hand, the figures can underreport the true number out of work where 

official figures published only refer to the insured population, meaning those 

unemployed but uninsured were unrecorded.    

 

Furthermore, this data fails to illustrate the wider impact of 

unemployment in that it neglects the many wives and children affected by 

unemployment when the typically male breadwinner was out of work.  

Indeed, the DHS indicated that 32.3, 39.0, 38.9 and 37.9 per cent of Glasgow 

males were unemployed in December 1930, 1931, 1932 and 1933 

respectively – figures significantly higher than the average unemployment 

rate for the total insured population.197  Hutt estimated that when including 

those not recorded at employment exchanges, the ‘Glasgow workless and 

their families account for half the population of that city’, a proportion certainly 

suggested by the percentages of unemployment cited above.198  While Hutt 

may be accused of exaggeration due to his political stance, the overall 

number of persons affected by unemployment was undoubtedly higher than 

official statistics record.199  The severity of industrial decline for Glasgow is 

apparent.  In 1932 the Scottish authorities reported that ‘the great mass of 

unemployment was in the Clydeside area and in Lanarkshire, approximately 
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one third of the unemployed in Scotland being in the area of the Glasgow 

employment exchanges.’200   

 
Figure 2.2: Unemployment in industrial regions: Average registered at employment 
exchanges as a percentage of the insured population

201
  

 

 

SOURCE: Local Unemployment Index (HMSO 1930-1939). 

 

 

Conditions in Glasgow were worse than other Scottish towns like Aberdeen 

and Dundee which had a ‘greater variety of industry,’ and Glasgow’s regional 

officer of the Unemployment Assistance Board (UAB) was of the opinion that 

‘probably in no city in the United Kingdom is the density of unemployment so 

great as it is in Glasgow.’202  Compared to regions of a similar industrial 

character, unemployment in the city was notably high (Figure 2.2).203  Other 

areas did endure greater levels of unemployment and distress than Glasgow.  

For mining communities such as Motherwell and Wishaw in Scotland, and 

areas of south Wales, the economic depression struck hard.  For example 
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unemployment reached respective rates of 53 and 49 per cent in Wishaw 

and Motherwell.204  Nonetheless, the acute industrial distress in the city, and 

the sheer number of people affected, meant that the social effects of the 

economic recession were widespread.  

 

Did unemployment result in poverty?  Those in need of financial 

assistance increased almost consistently alongside unemployment and 

Slaven claims that the ‘extent of deprivation is underwritten by the 

applications for poor relief’ (Figure 2.3).205  As more and more workers slowly 

exhausted their entitlement to unemployment insurance payments they 

resorted to the relief offered by their parish councils.206  Regularly, this was 

only considered when all other options and savings were exhausted.207  

Crowther reminds us that Poor Law figures recorded destitution and not 

poverty.208  Hence, those applying for relief were considered desperate and 

as the authorities acknowledged, it was ‘acute distress [that] had compelled 

many to overcome their reluctance to accept parochial relief’ and submit to 

the stigma which this entailed.209  Poor Law figures provide a more exact 

idea of the effects of the recession since, unlike unemployment benefits, 

there was no restriction on the length of time the relief could be provided.210  
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Figure 2.3: Average number of persons in receipt of Poor Law relief in Glasgow, Scotland 
and the UK per 10,000 of the population, 1921-1939 
 

 
SOURCE: Ministry of Labour Gazette (MLG) 1921-1939.

211
  

 

 

The graph demonstrates that destitution was higher in Glasgow compared to 

Scotland and the UK as a whole (Figure 2.3), and the city was home to 40 

per cent of the Scottish ordinary poor and 56 per cent of the able-bodied poor 

at a time when Glasgow accounted for only around 23 per cent of Scotland’s 

total population.212  By 1937, still one in ten depended upon financial relief ‘as 

an applicant, or applicant’s dependent – and that in a time of admitted 

prosperity.’213   

 

To balance this argument, many have argued that reductions in the 

cost of living which occurred over the period, combined with state benefits 

and relief, brought financial gains to a considerable proportion of the 

population (Figure 2.4).  
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Figure 2.4: Changes in the cost of living for the working class between 1914-1937  
 

 
SOURCE: MLG 1937 (Appendix). 

 

 

For example, Constantine argues that ‘in spite of the poverty to which the 

Depression condemned so many working class families between the wars, 

they found themselves because of unemployment insurance with a standard 

of living at least a little better than that of most employed unskilled labourers 

before the war.’214  Certainly, contemporaries often claimed that many of the 

unemployed stopped their quest for work because state assistance was 

financially sufficient, and the authorities continually deliberated the possibility 

that there was an economic incentive for being out of work.215  However, 

Burnett has also found that ‘despite a good deal of hearsay accusation of 

‘malingering’, numerous official investigations regularly undermined this 

claim.216  In 1922 for example a SBH investigation concluded that ‘the great 
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majority of the unemployed genuinely desire to return to work,’ and in 1920 it 

had been claimed that ‘unemployment and underemployment in the form of 

short time in works is bringing about a decided depression in the standard of 

living of many working class families in Glasgow and the West of 

Scotland.’217  However, this was not universal, and the extent to which this 

was the case varied according to occupational skill and the financial status 

that this entailed.   

 

 

Occupation and Income 

 

The DHS reported that ‘until the autumn of 1931 a common scale of 

allowance for the able-bodied unemployed in industrial areas’ was 23s. to 

26s. per week for a man and wife, an extra 2s. per week for dependent 

children under 16 years of age, and 7s. 6d. for each adult living in the 

household.218  Wages published for the shipbuilding industry (information 

which admittedly has its shortcomings) tentatively suggest that these workers 

were not wealthier when unemployed (Table 2.3).  Although spending power 

could increase with a corresponding fall in prices (Figure 2.4), the upper limit 

of 34s. which would have been received by an unemployed labourer with four 

dependants was notably less than the 41s. earned when employed in the 

shipbuilding industry, suggesting that in relative terms at least, a reduction in 

living standards occurred during unemployment.   
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Table 2.3: Weekly wage rates in the Glasgow shipbuilding industry, 1926-1936
219

 
 

                                                        Shipbuilding and Repairs 

 Shipwrights Ship Joiners Labourers 

New work Repair work New work Repair work 
S      D S      D S      D S      D S      D 

1926 56    6 58    9 59 61 37    6 

1928 56    6 58    9 59 61 38    4 ½ 

1930 60 62    3 60 62 41 

1933 60 62    3 60 62 0    41 

1936 62 64    3 62 64 43 
SOURCE:  Labour Statistics of the United Kingdom. 

 

 

However, writers like Whiteside point out that ‘based on industrial 

agreements, these take no account of the many firms who paid less than the 

recognised rate, nor of reductions in earnings due to short time working in 

times of slack trade’, and that ‘workers in Britain could not be divided into two 

virtually exclusive groups – those in full-time work and those with none.’220   

 

Investigations into industrial conditions in Scotland reported that short-

time was widespread; shipbuilding, engineering, iron founding, rubber, 

building, printing, chemicals, leather, textiles, tailoring and the distributive 

trades being the most affected.221  As Constantine notes, unemployment 

could be ‘indirectly as well as directly a cause of poverty’ and Nicholas claims 

that ‘the financial advantages of having a job to a labourer with a family could 

be negligible during the thirties, even if he worked a full week.’222  A survey of 

50 slum houses in Glasgow recorded an average weekly wage of 35s.223  A 

SBH survey of the wages of unskilled labourers in Glasgow also found that 
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there were ‘considerable numbers earning less than 40s per week’, and that 

there was ‘a distinct possibility that the unemployed man with four or more 

children may in some instances be better off than his neighbour who is 

working to maintain his family’.224  Detailed figures published in the GH in 

1933 justifying intended reductions in financial assistance, set the figure of 

Parish Relief for a man with four children at 47s per week, and contended 

that this ‘should not exceed, in any case, the wages of labourers employed in 

the area.’225  It was also realised that ‘the man in employment often has to 

meet out of his wages travelling expenses, and may be subject to loss of 

income on account of bad weather or of short intervals between jobs.’226  

Therefore unemployment benefit could provide consistent economic security 

for low wage earners being relatively similar to their previous earnings, and it 

is likely that this was financially acceptable for some families.227  Thus, the 

interpretation that some were financially better off when out of work could 

rightly apply, but only to lower paid unskilled workers and not the 

unemployed per se.228   

 

For skilled industrial workers however, the experience was somewhat 

different.  A number of historians agree that the effects of unemployment 

depended upon a number of social factors including family size, employment 

status and occupational skill.229  Firstly, it is widely acknowledged that 

unemployed skilled workers accepted work of lower status and pay, such as 

labouring jobs, and so even when in work, could be significantly worse off 
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than before.  When unemployed, the Director of Public Assistance for 

Glasgow affirmed that: 

It is no duty of the corporation to ensure that a person in receipt of 

public assistance should be in as good economic circumstances when 

in receipt of public assistance as they were when they were in work; 

their duty consists solely in seeing that destitution is relieved.230 

However, it can be argued that in relative terms, the social effects of the 

recession were particularly detrimental for skilled workers due to their initially 

higher standard of living.231  Numerically, unemployment was higher and 

more prolonged among the unskilled.232  Nevertheless, a considerable 

proportion of the skilled workforce was also out of work, and in 1938 this 

group made up around 20 per cent of the unemployed.233  Indeed, a study by 

Paton and Findlay noted that in Glasgow, the skilled class ‘forms a 

considerable proportion, as the shipbuilding, engineering, and other trades 

require a large number of such men.’234  Officials observed that ‘the clerk and 

the artisan class when unemployed suffer relatively a greater reduction in 

their normal standard of living than the unskilled classes.’235  According to the 

SBH, this was intensified by there being ‘always a greater reluctance 

amongst these classes to apply for poor relief... to “avoid the taint of 

pauperism,” until compelled by sheer necessity to resort to poor law.’236  

Many also attempted to preserve self respect by outwardly displaying the 
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material living standards that they had exhibited when in work.237  In the early 

1920s, the wages of artisan workers were roughly £3-4 per week (60-80s).  

Alexander Robbie also recalled that ‘the “upper” working class had a family 

income of about £4 per week.  They were the foreman class and similar’, and 

that when a family earned £5 per week they qualified as lower middle 

class.238  However, one Glasgow study revealed that when affected by long 

term unemployment and short-time work, this fell to £2 2s (42s).239  Thus the 

social effects of the recession were not universal, where the impact upon 

living standards varied throughout different sections of the population. 

 

It is clear that for those used to earning an adequate regular wage, 

redundancy could be devastating and only those on the very lowest incomes 

would have benefited to any real extent.  It has been indicated that during the 

worst of the thirties, one third of the population was unemployed in Glasgow 

and in some instances, probably as much as half of the population were 

living at the very low level provided by state assistance.  Evidence drawn 

from oral testimonies, autobiographies, and contemporary qualitative 

literature and lay observations, confirms this ‘pessimistic’ interpretation.  

Hundreds of general statements made by Glasgow’s medical officials, 

Sanitary Inspectors (SI’s) and social researchers detail the financial 

hardships of the unemployed.240  For example, the Glasgow Royal Maternity 

Hospital described ‘poverty that was to be deplored,’ and that because of 

unemployment ‘amongst our patients there are many genuine cases of 

poverty and distress.’241  Writers such as Stevenson rightly point out that 

extreme poverty had always existed.  However, in Glasgow, the sheer 
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number of people who in the interwar period became unemployed, and the 

length of unemployment experienced for many, meant that significantly more 

were reduced to living at a very low level of subsistence.   

 

Nonetheless, experiences were unequal, and the industrial make up of 

particular districts in Glasgow meant that this was more pronounced in 

certain parts of the city.  Levitt found for example that ‘the Poor Law disabled 

roll alone accounted for around 40 per cent of the population in areas such 

as Bridgeton, the Gorbals and Cowcaddens.’242  Specific regions were 

affected by unemployment more so than others due to their industrial nature.  

Areas dependent on and consequently devastated by the collapse of a 

dominant local trade were particularly affected.243  Finlay points out that in 

certain areas the ‘entire community [was] devastated by unemployment and 

all your friends and family would likewise be on the dole.’244  It seems that 

this was the case in the working class, industrial region of Govan, in that the 

district is regularly singled out as one of particularly high unemployment 

within the generally depressed city of Glasgow.245  Slaven notes that Govan’s 

shipyards were almost inactive in 1932, as were the locomotive sheds of 

Springburn.246  This evidence endorses Finlay’s assertion that ‘statistics and 

averages can convey only a limited picture of the reality of mass 

unemployment.  The truth of the matter was that there were few places in 

Scotland which had an average rate of unemployment.’247   
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Clearly, many were affected by the economic vicissitudes of the 

period.  However Glynn and Booth acknowledge that folk memory may 

overlook the economic and industrial advances which were made and 

instead emphasise the unemployment which was an ‘unfortunate but 

unavoidable part.’248  For many writers, the period was one of improving 

living standards for the majority of the population, and this is endorsed by 

Scottish historians like Devine and Smout.249  Prosperity and a good 

standard of living continued to exist for many.  Record numbers attended the 

cinema, and the ‘dancing’ was a popular and weekly past time (some 

attended several times a week), for thousands of middle and working class 

Glaswegians, including the unemployed.   Increasing numbers also indulged 

in luxury goods such as sweets and cigarettes, indicating that the era was not 

solely one of destitution (see chapter 7).  Knox also argues that while the real 

earnings of Scottish workers did not improve substantially, ‘due to the 

general fall in prices they were no worse off than normally.’250  Evidence of 

continuing affluence in Glasgow includes the emergence of a ‘new 

generation of Glasgow entrepreneurs’ including drapery tycoon Hugh Fraser 

and the inclusion of the city in the nationwide spread of chain stores – such 

as the opening of Marks and Spencer in 1937.251  Likewise, in 1934 the 

Copland and Lye’s store was considerably extended to include two 

restaurants and an in store orchestra in order to attract new customers – the 

wealth of which, and Glasgow’s Sauchihall Street in general, is commonly 
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remembered in oral testimonies.252  Maver notes that ‘for many in the city the 

multiplicity of shopping outlets represented starkly contrasting lifestyles,’ 

reinforcing the contention that interwar experiences in Glasgow were 

characterised by diversity.253   

 

Certainly, many of the Glaswegian middle class continued to enjoy 

affluence despite the Depression and were able to satisfy their demand for 

domestic servants due to the shortage of employment opportunities available 

to women.  Delap found that ‘many interwar employers struggled to afford 

servants, as rising rents, wages, and food prices compromised middle class 

budgets.’254  However in Glasgow, the number of women employed in the 

profession increased by 50 per cent between 1921 and 1931.255  This offers 

support to the view that in Glasgow many middle class incomes were 

unaffected or better during the recession since they continued to have the 

disposable income necessary to afford domestic help.256  Indeed, a number 

of historians agree that the middle class were among the chief beneficiaries 

of the improvements which occurred, living in an era when they “never had it 

so good”.257  This is not to say that the middle class escaped unemployment 
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and considerable salary reductions.258  Even so, the middle class 

represented little more than 5.5 per cent of the unemployed in Scotland and 

Gazeley similarly found that in England and Wales ‘in general terms, the risk 

of unemployment decreased with higher social class’.259  Indeed, in an article 

published in the GH it was stated that it was the ‘lower middle class woman’ 

who was ‘always worrying lest her husband or son lose his job.’260  This is 

consistent with the historiography, and Knox also found that nominal wages 

for the Scottish middle class increased by approximately 10 per cent while 

those of workers remained stagnant or decreased.261  Laybourn has 

commented that ‘there is no contradiction in improving living standards 

occurring alongside acute poverty, and even worsening standards of life for a 

substantial minority of the nation,’ and writers such as Hardy, Glynn and 

Oxborrow describe the history of the interwar period as a ‘paradox’.262  This 

also applied to public health, the complexity of which will be emphasised 

throughout this thesis.  
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Conclusion 

 

Stevenson has argued that ‘unemployment represented an affront to rising 

standards of living and a painful reminder of social inequality.’263  Indeed, 

most, if not all researchers recognise that variations were pronounced and 

that neither the ‘optimist’ nor ‘pessimist’ perspectives fully account for the 

experiences of the population as a whole.  In Glasgow the industrial 

environment of the city was significant, as was the higher levels of poverty 

and unemployment experienced as a consequence of industrial depression.  

Nonetheless, whilst Glasgow’s socio-economic conditions could seem 

particularly grave, the realities of living in the period between the two World 

Wars were complex.  Experiences were unequal and characterised by 

diversity, varying according to variables including social position, 

occupational skill and geographic region.  In short, there was no universal 

experience in Glasgow in social, economic or environmental terms.  The 

following chapters will assess how far the complex and diverse make-up of 

the city impacted upon health experiences there. 
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Chapter 3  Measuring and Mapping Ill Health  

 

The statistics again point to an improvement in the national health and 

physical wellbeing of the population.  Death rates declined, children 

were on average fatter and healthier than their parents had been, and 

the worst forms of malnutrition diseases, such as rickets and scurvy, 

had all but disappeared by the Second World War.264 

 

 

Historians have examined public health statistics such as the mortality and 

nutritional status of the population to evaluate the extent to which the interwar 

era was one of improvement.  For historians such as Stevenson, Aldcroft and 

Winter, this data depicts the interwar period as one of progress, and their 

views broadly mirror that of the quote above.  This chapter traces the pattern 

of these key health indicators for Glasgow and assesses whether they 

support optimist or pessimist readings.  Firstly, the pattern of infant mortality, 

the city’s crude and standardised death rates, and the information collated by 

the school medical authorities on the physical condition of the school 

population will be examined.  Secondly, health trends according to cause of 

death are analysed to provide an additional dimension to the question of how 

far the city’s health improved.  Qualitative data is then examined to indicate 

the ways in which this can bring an alternative layer of understanding.  Health 

experiences are disaggregated according to age, geographic region and 

social class throughout to introduce the wide range of experiences across 

Glasgow.  This chapter suggests that diversity characterised interwar health 

trends more distinctively than conclusive improvements or deteriorations. 
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Healthy and Hungry? 

 

A survey of secondary and primary sources reveals widespread agreement 

that Glasgow was an unhealthy city in the interwar period.  Historians’ who 

argue that health was notably poor in areas particularly affected by the 

recession often cite the city’s undesirable health records in support of their 

case.  Indeed, some have gone as far as to suggest that high levels of death 

and disease north of the border were statistics which the Ministry of Health 

conveniently ignored (see chapter 1).     

 

Figure 3.1: Infant mortality rate in Scotland and Glasgow, 1919-39 

 
SOURCE: RMOHG 1919-1939; ARSBH 1919-1929; ARDHS 1930-39. 
 

 

The infant mortality rate (IMR) is widely recognised as a ‘useful indicator of 

the economic prosperity and sanitary conditions of a community’ and it is 

regarded as a useful statistic for determining the health of a population 
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overall.265  IMR in Glasgow was consistently higher than the Scottish 

average, while the rate in Scotland was significantly worse than that south of 

the border (Figure 3.1).266   

 

Figure 3.2: Infant mortality rate in cities of a similar industrial character: Glasgow, Liverpool, 
Manchester, 1919-38 

 
SOURCE: RMOHG 1919-1938.

267
 

 

 

Its public health achievements also compared unfavourably to cities with 

similar industrial profiles.  IMR was, for the most part, higher than in the 

English industrial centres of Liverpool and Manchester and this gap had 

widened by the end of the period, the data showing that IMR in Manchester 
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for example, improved by 25.6 per cent between 1919-20 and 1937-38 

compared to only 13.6 per cent in Glasgow (Figure 3.2).268  Nevertheless, 

while Glasgow was a ‘pocket’ of regional deprivation and ill health, its infant 

mortality statistics actually support the optimist interpretation of continual 

advance in public health.  This was emphasised by the national and local 

health authorities and throughout the interwar period they celebrated the 

gradual decline in the infant death rate.  This fell from 113.7 to 80.1 deaths 

per 1,000 births between 1919 and 1939 and by the end of the period the 

MOH for Glasgow was able to report that ‘the city was healthier than it had 

ever been before’ (Figure 3.1 and 3.2).269   

 

The city’s crude death rate also fell from 16,361 deaths per million of 

the population in 1919 to 13,301 in 1939.  Important methodological issues 

complicate the use of crude mortality data since this fails to account for the 

effect of changes in the age-sex profile of the population.  This is problematic 

as the mortality rate of a region can be significantly influenced by the age of 

its residents, where an elderly population tends to have a higher death rate 

compared to one where residents are young.  Thompson has demonstrated 

the importance of regional demographics and the unreliability of crude data, 

which suggested, for example, that the mortality rate for south Wales was 

increasing in the interwar period.  In fact, ‘due to the fall in the birth rate and 

the emigration of large numbers of young people from south Wales during 

the interwar period, the average age of the population increased, and the 

area thus experienced higher mortality risks, thereby making it appear that 

mortality increased.’270  The age profile of Glasgow also changed over the 

period under review (Appendix 3.1 and Appendix 3.2).  Like in Thompson’s 

south Wales, the 1931 census report for Glasgow recorded that many had 
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left the city in search of work (see below).271  There were clearly a lower 

percentage of young people residing in the city when comparing 1921 to 

1931, and the percentage of adults in the 55-64 years, 65-74 years, and 75 

and over categories increased (Appendix 3.1).272  The falling birth rate in 

Glasgow also contributed to this ageing population, although it was said that 

Scotland had a much younger population than England (Appendix 3.2).273  

The age profile of mortality in Glasgow also changed where the total 

percentage of deaths occurring in the over 65 years category almost doubled 

from 23.5 per cent to 41.1 per cent between 1919 and 1939, while that for 

those under five fell from 28.7 per cent to 14.9 per cent.274 

 
Table 3.1: Mortality rates in Glasgow, 1921-25 and 1931-35 
 

 Standardised death rate per 1,000 Crude 
death rate 
per 

1,000
275

 
 Male Female Total 

Population 
Data 

Glasgow 
Corporation 
(corrected) 

Census Glasgow 
Corporation 
(corrected) 

Census 

1921 17.1 17.7 15.4 16.0 14.5 

1922 18.9 19.6 17.5 18.2 16.5 

1923 16.3 16.9 15.3 15.9 13.7 

1924 18.1 18.8 17.2 17.9 15.4 

1925 17.1 17.7 15.8 16.4 14.0 

1921-25 17.5 18.1 16.2 16.9 14.8 

    

1931 15.7  14.2  14.2 

1932 16.1  14.9  14.7 

1933 15.5  13.4  13.4 

1934 15.7  13.8  13.7 

1935 16.1  14.5  13.8 

1931-35 15.8 14.2 14.0 

Percentage 
decrease 

 9.7  12.7 12.3  16.0 5.4 

SOURCE: RMOHG 1921-1935; Census Report, City of Glasgow, 1921 and 1931; W. Jones (Secretary, Public 
Health Department, Corporation of Glasgow), The Expectation of Life in the City of Glasgow (Glasgow, 1925), p. 32. 
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Crude mortality rates can be standardised to account somewhat for this 

problem.  Standardising the death rate relies on age-specific population data.  

This is problematic as this information was only published for Glasgow in the 

1921 and 1931 census reports.  Among other methodological issues with 

census data, Thompson explains that ‘since the calculation of the rates has 

been on the basis of the proportions of population in an age-group, as 

enumerated by the census, the age-specific rates are dependent on the age-

structure of the population in any district remaining the same as in the 

previous census.’276  This means that the figure published in 1921 might not 

apply during the entire 1920s due to possible changes in the age structure of 

the population between intercensal years.  It can be assumed that the age-

structure of the population was unlikely to alter significantly in the years 

immediately following the publication of the interwar census reports, being 

more likely to change gradually over time.  Therefore, the mortality figures 

according to age are only calculated for the quinquennia 1921-25 and 1931-

35.277   

 

 

However, the census data published for Glasgow in 1921 is 

additionally problematic.  On the date in which the census was taken, it was 

estimated that as many as 50,000 people were absent from the city as it was 

a public holiday.  Consequently, when completing a series of life tables in 

1925, Glasgow Corporation used and published adjusted population data 

which they claimed went some way to account for this discrepancy.278  Table 

3.1 shows the standardised mortality rate using both sets of data and will be 

the method adopted throughout this thesis where age-specific death rates 

have been used.  Standardising Glasgow’s mortality rate using the direct 

method suggests that the city’s crude death rate (CDR) may have been 
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affected by the population’s changing age-structure (Table 3.1).279  The 

percentage decrease of the standardised death rate (SDR) between 1921-25 

and 1931-35 was 9.7 per cent for males and 12.3 per cent for females (or 

12.7 and 16.0 per cent based on the census figures actually published).  This 

is compared to 5.4 per cent implied by the CDR.  Nevertheless, the crude 

and standardised mortality rates suggest that there is clearly a case for the 

‘optimist’ reading of interwar public health in Glasgow.  Life tables, an 

additional statistic which can be used to gauge the health of a population, 

also endorse this view.280  Life expectancy data calculated by Glasgow 

Corporation for 1920-22 and 1930-32 show that the average life expectancy 

increased by 3 years to 51.3 and 55.2 for males and females respectively.281  

Therefore, these mortality statistics suggest that significant improvements 

were experienced despite the severity of industrial depression in the region. 

 

 

Unsurprisingly, this was the view adopted and promoted by Glasgow’s 

health authorities, and there was good reason for them to assert that the 

general health of the population had improved.  Writers like Aldcroft have 

cited figures relating to the heights, weights and nutrition of school children to 

suggest that this similarly follows a pattern of progress.282  Based on this 

data, Glasgow’s health authorities also stated in 1934 that it was ‘gratifying to 

be able to report that in spite of the adverse conditions, no evidence of 

general impairment of nutrition has been detected in the school 

population.’283  This next section charts the data collated by Glasgow’s 

school medical inspectors to evaluate how far these records shed light on the 

extent to which the city’s health improved.  The Education (Scotland) Act 

1908 had implemented the systematic medical inspection of children 
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throughout Scotland – a pursuit which has resulted in a wealth of data on the 

health of children of school, and to a lesser extent, pre-school age.284  For 

the most part, this data also confirmed that the population was healthier than 

ever before.  This was particularly significant as it was reasoned that 

deteriorations in health would manifest themselves within this group since 

children were the most vulnerable section of the population.285   

 

These records on nutritional status are, for a host of reasons, 

methodologically flawed.286  For example, no systematic measure was in 

place to ensure that the recordings were scientific, systematic and consistent 

– a failure that Glasgow Corporation and the Scottish health departments 

acknowledged themselves.287  The subjective nature of the classification of 

children into whether they were of good, fair, bad or very bad nutrition relied 

on the observer’s opinion.  This meant that medical officials in poorer areas 

could perceive childhood ailments as normal and consequently adopt a lower 

standard of judgement than those in more prosperous wards.288  It was also 

noted that the gradual impact of unemployment may have caused officers to 

‘become unconsciously familiar with and accustomed to a lower standard of 

nutrition in the school child.’289  Politics also came into the question and 

writers like Webster draw attention to the political pressure on medical 

inspectors to portray their area in a favourable light.290  These flaws obviously 

have important implications for analyses of this nature.  In fact, the Glasgow 

education authorities were criticised for reporting real improvements in 

children’s health from statistics which relied on the inclusion of records from 
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more affluent areas surrounding the city – although this was denied.291  

Hence, Thompson asserts that ‘for these (and a number of other) various 

reasons, the subjective judgements of school medical officers are of limited 

value in ascertaining the nutritional status of the child population’ and 

Webster maintains that it ‘difficult to stave off fears that [this] elaborate body 

of statistical data rested on totally unsound foundations.’292   

 

 However, the information gathered is still informative when combined 

with the collection of records on the heights and weights of Glasgow’s school 

population.  These are regarded as an insightful and more robust measure of 

the health and nutritional status of the population, and were an index also 

advocated by the Glasgow education authorities and contemporary 

investigators like Boyd Orr.293  This is not to say that this data is free from 

error.  It is possible, for instance, that fluctuations in the height and weight of 

children could be affected by their exact age at the time of the recording.  For 

example, in 1937 the education authorities pointed out that the average age 

of the scholars examined in years and months was lower than it had been in 

1936, and it was claimed that this difference explained the lack of 

improvement between these years for the 5 and 13 years age groups.294  

Thompson also points out that variations in daily water retention, the 

influence of heredity and genetics, and inaccurate weighing devices are just 

some of the issues which can complicate the accurate collection of this 

information – although he notes that the arrangement of this vast body of 

data into general averages helps to correct and balance errors of 

recording.295  One particular feature of the data in Glasgow is that this was 
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not rounded up to whole numbers, which makes it possible to identify small 

improvements or deteriorations which took place more accurately. 

 

Throughout the interwar period the education authorities maintained 

that the physical condition of Glasgow’s school population was improving.296  

Even during the nadir of the recession they confidently claimed that ‘it is very 

gratifying to be able to report that so far no evidence of deterioration in the 

nutrition of the school children, as judged by average heights and weights, 

has appeared.’297  These improvements were broadly attributed to state 

intervention and ‘the valuable work which has been done by the various 

agencies responsible for providing for the nutrition of the school children.’298  

It seems more likely that a combination of factors including the development 

of child and maternal welfare clinics, improvement in milk supplies, welfare 

provisions including unemployment benefit, the increasing disappearance of 

rickets, and reform in housing and slum clearance all aided the advance in 

the stature and weight of children, alongside the benefits of the milk scheme 

and the school medical service.299  The data demonstrates that school 

children were bigger and heavier in 1939 than they had been in 1919.  The 

average weight of children aged 5, 6, 9 and 13 years improved by 1.3, 5.0, 

9.4 and 8.8 per cent respectively between 1919-20 and 1938-39.  Similarly 

the average height of Glasgow scholars improved by 1.8, 3.4, 4.3 and 3.9 per 
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cent during the same time periods (Appendix 3.3).300  This was also the 

experience of other regions notably affected by the Depression like the 

Rhondda district in south Wales.301  Therefore, the records on the health of 

Glasgow’s school population further suggest that the interwar period was one 

of progress.   

 

Analysing a number of public health indices which have been used to 

evaluate the health of a population overall, including life expectancy, the 

infant, crude and standardised mortality rates and data on the physical 

condition of school children, reveals that Glasgow was undoubtedly the 

‘unhealthy city’ described by historians of health.  This was due to its 

unfavourable position within Scotland and in relation to regions of a similar 

industrial profile.  Nonetheless, this evidence tentatively suggests that this 

was only in relative terms.  In Glasgow, death rates declined, life expectancy 

increased, children were indeed fatter and healthier than their parents had 

been, as the chapter’s opening quote by Aldcroft proposed.  Tracing the 

trends of key health indicators to assess how far heath improved reveals that 

in spite of the severity of the economic recession in the city there is a strong 

case for an ‘optimist’ reading of public health in Glasgow. 

 

However, here it will be shown that the city’s public health data is 

complex and contradictory, and the same records can be used to challenge 

this view.  It is easy to show that despite the obvious improvement in the 

infant death rate by the end of the period, regional differentials intensified, 

improvements stagnated and advances in public health could reverse.  For 
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example, Glasgow did not share proportionately in the overall health gains of 

the Scottish population.  Between 1919-1923 and 1935-39 IMR in Glasgow 

decreased by 10.6 per cent compared to 18.6 per cent for Scotland as a 

whole.302  Hence, while the city’s IMR improved overall, it deteriorated in 

relative terms.303  Organising the IMR data for Glasgow into three year 

intervals substantiates this trend.  Like annual health data, the arrangement 

of mortality figures into averages entails analytical difficulties in that it ignores 

the unique and often diverging experiences of individual groups within a 

population, while masking small annual changes which took place.  However, 

as Thompson points out, ‘any population study of mortality must necessarily 

employ averages to make meaningful and comprehensible 

generalisations.’304  When displaying the data in this way it is again clear that 

IMR had improved over the period under review (Figure 3.3).  

 

Figure 3.3: Infant deaths per 1,000 births for Glasgow in three year intervals, 1917-1940  

 
SOURCE: RMOHG 1917-1940. 
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However, figure 3.3 also reveals that the rate of improvement as measured 

by infant deaths stagnated significantly during the interwar years even if IMR 

did not markedly worsen.   

 

Figure 3.4: IMR in Glasgow and Scotland in three year intervals, 1909-1938 

SOURCE: RMOHG 1909-1938. 

 

 

Plotting the IMR rate from 1909 also implies that up until the interwar period, 

the disparity between Glasgow and Scotland had been narrowing (Figure 

3.4).305  Nonetheless, the gap between them visibly widens, especially from 

the mid 1920s, further suggesting that a relative deterioration in health 

occurred.   

 

The infant death rate in Glasgow did decline between 1919 and 1939.  

However, when comparing the city’s rate to that of other industrial regions or 

Scotland as a whole, the relative decline of IMR in Glasgow is slight.  

Similarly, when taking Scotland as a whole, the gap between the Scottish 

infant death rate and that of England and Wales also widened significantly 
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over the interwar period and Jenkinson claims that there was ‘no clear down-

turn in the Scottish level of IMR until 1938’.306  For Jenkinson ‘these figures 

appear to be at odds with Winter’s assessment for the whole of Britain that 

“the data for 1930, 1932-35, and 1937-39 demonstrate conclusively that 

infant mortality had diminished during both the upswings and downswings of 

the trade cycle.”’307  Likewise, in interwar south Wales, a region notably 

depressed south of the border, the decline in IMR was also slower than that 

of England and Wales until the mid 1930s at least meaning that ‘regional 

inequality was growing in the fifteen years before the mid 1930s.’308  

However, in Glasgow this narrowing of the IMR rate towards the end of the 

period did not occur.   

 

Nicholas argues that it is in this context that interwar health trends 

should be considered, ‘the chief question being whether the effects of 

unemployment in any way retarded the general improvement.’309  If adopting 

this argument, these mortality trends clearly challenge the interpretation that 

the interwar period was one of progress for Glasgow or Scotland as a whole.  

The extent to which this was solely due to the economic fortunes of the 

period does, however, have to be treated with caution.  It has been noted 

above that during the interwar period large numbers of workers left both 

Glasgow and Scotland in search for work.  For example, the 1931 census 

report recorded that when accounting for population changes due to natural 

causes (i.e. births and deaths) that: 

As the recorded increase in the population at the recent census is 

slightly under 37,000, there has been during this decade an apparent 

loss by migration of over 50,000, and even this figure would fail [sic] to 

be increased if regard be had to the absence of persons on holiday at 

the date of the 1921 census.  It is clear that Glasgow suffered a heavy 
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loss of population by migration during the intercensal period, due no 

doubt to local industrial depression.310 

Historians like Finlay note that workers leaving Scotland generally tended to 

be young, urban, skilled or professional workers.  For example, one in three 

Scottish engineers located elsewhere.311  Evans’ research also suggests that 

this was the case in Glasgow in the early 1920s at least and Harper claims 

that greater numbers of workers left from the industrial belt.312  If Glasgow 

followed the same pattern as Scotland emigration would have slowed 

significantly in the 1930s.  Nonetheless, there is the possibility that the 

stagnating infant death rate may have been affected by the movement of 

wealthier workers out of the city – leaving behind a less healthy, poorer 

population whose children were less likely to survive.313  The extensive 

research required to establish the profile of workers who left Glasgow in this 

period, to determine the impact that this could have had on mortality patterns, 

is out with the scope of this thesis.314  Nonetheless, these figures clearly 
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reveal both the importance of demographic factors, as is emphasised by 

Thompson, when considering mortality rates, and the extent to which the 

same statistics, used by both optimists and pessimists, can be reinterpreted 

to support contrasting interpretations.  What is clear, however, is that 

geographically, the health position of Glaswegians (and Scots in general) 

deteriorated in relative terms, supporting the notion that Glasgow became an 

increasingly unhealthy city during the interwar period. 

 

The records collated by the education authorities can also be 

reinterpreted to challenge the ‘optimist’ view.  Data on the heights and 

weights of Glasgow school children demonstrates that the rate of 

improvement slowed during the worst points of the recession – a trend also 

highlighted by J.B. de V. Weir (Figure 3.5).315 
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Figure 3.5: Average height and weight of Glasgow school children in two year intervals, 
1919-38 

 

 
SOURCE: RMITSC 1919-38. 

 

 

The average height of school children in Glasgow reveals that improvements 

made to their physical stature reversed during the worst points of the 

recession in the 1920s and the 1930s (Figure 3.5).  Similarly, the combined 

average weight of Glasgow’s school population reversed during the 1920s 

slump, although this was not the case in the 1930s.  Plotting these figures 

from 1920 when the recession commenced, however, also substantiates a 

pattern of relative decline when the recession was most severe in the 1920s 

and 1930s (Appendix 3.4).  As such the data collected by the school medical 

authorities can also be interpreted to suggest that the rate of development 

was arrested during the worst points of economic depression.  A complex 

picture emerges which provides evidence for aspects of both ‘optimist’ and 

‘pessimist’ perspectives.  When taken as a whole the interwar period saw 

improvements in various health indicators.  However, in times of economic 

recession within that period these improvements slowed or were reversed.  
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Explaining the ‘Paradox’ 

 

While the conclusions derived from this attempt to measure the extent to 

which health improved or deteriorated can seem contradictory, it clearly 

demonstrates the ‘paradox’ proposed by writers such as Glynn and 

Oxborrow.316  How can this be explained?  Using a myriad of evidence to 

support their case, historians of health have debated and disagreed over the 

extent to which health improved or deteriorated.  However, all accept one 

thing – that standards of health varied significantly for distinct sections of the 

population.  It is widely agreed that statistical averages can mask diverse and 

diverging experiences within a population.  This was the case in interwar 

Glasgow and whilst maintaining that their policies were principally successful, 

the city’s health departments and education authorities admitted that there 

were important qualifications to the achievements which had been made.  

For example, the Corporation generally found that while the health of school 

children demonstrated a clear tendency to improve, that of the pre-school 

child did not.317  This discrepancy was widely acknowledged and the 

Glasgow education authorities accepted that while the number of school 

children found to have a medical defect varied annually, ‘the significant point 

which stands out is that the condition of the entrant child does not show any 

appreciable improvement.’318  To some extent, the mortality rates for children 

in the pre-school and school age categories reflects this trend.  Depending 

on what population data is used (the corrected population figures published 

by Glasgow Corporation or those published in the 1921 census report) this is 

supported to varying degrees.  While the death rate among both groups 

improved, the rate of progress was somewhat faster among those of school 

age, declining by at least 8.6 per cent (corrected figures) or 13.5 per cent 
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(census figures) between 1921 and 1931, compared to only 8.5 per cent 

(corrected) or 11.8 per cent (census) for children aged one to four years 

(Appendix 3.5).   

 

Furthermore, rickets – a softening of the bones caused by nutritional 

deficiencies, and an ailment which had plagued the Scottish city – still existed 

among the child population of Glasgow (Illustration 3.1).319  The incidence of 

children suffering from slight and marked rickets declined overall during the 

period under review (Appendix 3.6).  However, in 1932 it was recorded that 

‘at the same time it should be noted that there are indications that rickets of a 

minor degree among pre-school children shows a distinct tendency to 

increase’ and that ‘this tendency is at present confined to the first year or two 

of life and has not yet reached the school population.’320  This was apparently 

not specific to Glasgow and journals reported that this ‘same fact has also 

been noted in other industrial areas.’321  
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Illustration 3.1: Glasgow child with rickets, early twentieth century 

 
SOURCE: Heatherbank Museum of Social Work (print 6371). 

 

 

 

One study commenting upon the lack of improvement in the stature 

and weight of children aged one to four years, listed inefficient maternal care 

as a primary reason.322  Certainly, the attendance figures of children aged 

one to five years at infant welfare centres was low in Glasgow where it was 

found to be less than three per cent in 1931.323  However, the claim that this 

was the single most significant factor influencing the health of the pre-school 

child is unlikely.  Rather, it seems that this was because health provision was 

more restricted for this group.  Ante-natal and child welfare clinics were 

specifically available to ensure, as far as possible, the healthy development 

of infants.  On the other hand, the education authorities at least alleviated 

some of the defects found among the school population, and Holton has 

similarly argued that school medical provisions in Glasgow spared children’s 
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health from the worst of the recession.324  However, a void in the health care 

system existed from when children left maternal and child welfare clinics until 

they went to school.325  The DHS acknowledged that the health of pre-school 

children in Scotland was failing to improve, stating it was ‘clear that generally 

speaking no adequate measures have been taken for attending to the health 

of children between the ages of one year and five years’ – a complaint also 

made by Glasgow’s early MOH Dr. A.K. Chalmers.326  By 1935 little had been 

done to secure the health of this section of the population, and by 1937 the 

DHS continued to view the pre-school era as the ‘dark age of childhood.’327  

Mapping Glasgow’s public health trends demonstrates that improvements 

and deteriorations were felt unequally across the population with clear 

divergences according to age.   

 

 Similarly, a void in the health care system existed for adolescents 

leaving school aged 14 to 16 years until they became insured under the 

National Insurance Scheme, and it was realised by the Ministry of Health that 

while achievements in the health of school children had been made (in 

England and Wales), this advance reversed after the child left school.328  In 

response to this, the principal medical officer of the Glasgow Authority, Dr. 

Ernest T. Roberts claimed that there was no existing evidence indicative of 

whether this was the case in Glasgow, ‘because the children had passed 
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beyond their purview.’329  However, giving a paper to the Scottish Association 

of Insurance Committees A.S.M. Macgregor, the MOH for the city, stated that 

it was ‘well known that some degree of physical deterioration is apt to set in 

among adolescents after leaving school, and it was in large part in order to 

counteract this tendency that the physical training scheme of the Government 

was introduced.’330  Unfortunately, it is not possible to assess whether this 

was reflected in the mortality records as this data does not exist for the 14-16 

year age group.  Some attempts were made to protect their health.  This 

included the distribution of a booklet titled “The Rules of Health” to school 

leavers in 1938 which included ‘a short and simple summary of the main 

health lessons that all should bear in mind and carry into practice’, and which 

was intended to ‘enlist the interest of the young in the health services 

organised by the community of which they are members’.331  However, it was 

not until April 1938 and the implementation of the National Health Insurance 

(Juvenile Contributors Young Persons) Act, 1937, that the health of this 

group was fully addressed.332  Therefore, engaging with the optimist-

pessimist debate and examining the extent to which health improved in 

Glasgow, undermines how far this is the most useful way to analyse these 

public health statistics.  It has been shown that improvements were felt by 

some but not others with regards to age at least.  Identifying, examining and 

emphasising the marked range of experience across the city seems to 

provide a more accurate picture of interwar public health trends.   

 

The vast disparities which existed were widely recognised and 

featured regularly at the time in the popular press.  For example, when the 

Daily Record reported in 1939 that ‘Glasgow’s school children of all social 

grades are improving in physical health – height and weight averages, today, 
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are the best ever’ – the GH pointed out that while this had been ‘shared in 

almost equal degree by the children of all social grades... attention is drawn 

to the fact that scholars in poorer class schools still fall considerably short of 

the standards reached by those attending schools in better class districts; 

there is room for levelling up.’333  It is well documented that the working class 

tended to occupy smaller homes with fewer rooms, and analyses assuming 

that the number of rooms per house reflected social position revealed 

significant variations in height and weight according to class (see chapter 

four).  Essentially, as the number of rooms increased the height and weight 

of children of all ages tended to improve.334  Nutritionist Boyd Orr similarly 

found that there was a ‘marked difference in the heights of boys drawn from 

different social classes’, in that the heights of ‘public school’ boys from the 

higher income group compared more favourably to those attending ‘council’ 

schools.  However, a difference was also mapped between ‘industrial’ and 

‘artisan’ boys, revealing divergences within the working class itself.335  Smout 

claims that ‘social inequality could be literally measured by height and 

weight’.336  Nonetheless, the medical authorities concluded in 1931 that ‘boys 

and girls nowadays entering school from whatever social group are 

appreciably taller and heavier than formerly.’337  It seems that the height and 

weight of children from all classes improved to some extent over the period, 

where medical commentators reported that gains had been recorded among 

children living in one apartment housing – therefore supporting the notion 

that gains among the lowest class had taken place.338  However, it is clear 

that inequalities were the marked and defining feature of the interwar period, 

and that this was the pattern consistently found when examining a number of 

health indices. 
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 This next section analyses Glasgow’s infant mortality data and 

introduces its relationship with social class.  This is important as one of the 

key debates in the literature is the extent to which class inequalities eroded 

(see chapter 1).  A host of evidence illustrates that ill health in the city 

correlated with socio-economic position.  Although primarily taken to reflect 

economic status, class is a relatively fluid concept and a host of academics 

and historians have discussed the social, economic and cultural factors 

which could be used to identify social status.339  As Stevenson comments, 

‘the boundaries of class are at best blurred and usually quite difficult to 

establish definitively... Habits of work, dress and speech, inherited notions of 

status attached to particular careers and lifestyles, and in Britain as a whole, 

regional differences all contribute to the complexity of the concept of 

class.’340  However, Szreter has argued that it is effective to analyse ‘health 

and mortality differentials and their evolution over time, in terms of place and 

social environment rather than just in terms of social class differentials 

alone.’341  This was because certain areas not only had a higher proportion of 

wealthier persons and professionals, but because these groups also made 

more effective use of their political ‘voice’ and contacts to ensure that their 

environments were maintained at a higher standard.342  As such, Szreter 

argues that the ‘dynamic interactions between class and “place”, typically 

operating (in his case) in English communities through the process of 

residential segregation, need to be more fully recognised in research on the 

relationship between inequality and health,’ and that the ‘most exacting 

historical research recently completed has established that residence in 

different kinds of local environments or “places” c.1900 had a greater 

influence on mortality among the very young than the class status of their 
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household and their parents.’343  Clearly then, while considering districts of a 

city according to social status is problematic, it can be revealing.   

 

In Glasgow it was observed that regions including Cowcaddens, 

Dalmarnock, Govan, Hutchesontown, Bridgeton, Springburn, Shettleston, 

Tollcross and Gorbals, contained a ‘working class population’, that they were 

‘industrial and working class wards’, or ‘wards where the artisan classes 

reside,’ while areas including Kelvinside, Langside, Pollokshields, Camphill 

and Cathcart regularly featured as examples of ‘residential wards’, or areas 

where the ‘better’ classes lived (Illustration 3.3).344  As the early MOH 

Chalmers pointed out, ‘every industrial town has its residential and poorer 

neighbourhoods – its Kelvinside and Cowcaddens – and the differential death 

rates which occur among the wards, and smaller areas within them, still 

remain as a guide to administrative action.’345  It is clear that a number of 

indices corroborate the class descriptions used by the MOH of Glasgow to 

describe the regions to which he was responsible.  From official health texts 

to lay observations and personal testimonies these class definitions were 

perceived on the basis of the housing, environmental and material conditions 

of these regions, and, consequently, on the class of inhabitants that could 

afford to reside in them (Illustration 3.2).  For example, the density figures of 

these regions varied markedly, ranging from only 8 persons per acre in 

Pollokshaws to 169 in working class Gorbals in 1939, suggesting a degree of 

overcrowding common in working class households (Appendix 3.7).  In 

‘working class’ Dalmarnock 69.3 per cent of homes were found to be 

overcrowded, in Mile-End 66.7 per cent, Hutchesontown 63.8 per cent, and 
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Govan, Cowcaddens, Gorbals, Calton and Parkhead recorded rates of over 

50 per cent.  On the other hand, residential areas Kelvinside, Pollokshields, 

Langside, Camphill and Cathcart, registered rates of less than ten per cent 

(see chapter 4).346   

 

Illustration 3.2: Interior of a slum tenement in Bridgeton, 1933 and a home in Kelvinside, 
1935 

 
SOURCE: Mitchell Library, Glasgow City Libraries and Archives. Virtual Mitchell (3002 and C5877) 

 

 

One contemporary also observed that the sanitary condition of Glasgow ‘in 

the main seems very unsatisfactory’, but that this was ‘especially in the 

poorer districts [and] no wonder there is so much disease and ill health when 

the streets and closes are allowed to be so dirty.  What diseases must lie in 

those dust laden and ill-ventilated closes that one finds so common.’347  Not 

all persons in these particular districts were members of the same social 

class.  For instance, as is discussed in more depth below, the census reports 

recorded a significant spatial shift over the period, and the movement of 

those from traditionally working class communities outwards and into 

suburban regions.  As such, few ‘middle class’ areas remained purely 
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residential.348  Certain streets could also be associated with social position.349  

For example, Glasser comments on Rose Street as being ‘the lowest of the 

low in slums, even by Gorbals standards’ – an observation reflected in the 

health statistics for this community commented on in the BMJ.350   

 

 The material environment of the city’s social classes was grossly 

unequal.  Loudon notes that even those enduring poverty were not a 

homogenous group, that ‘different degrees of poverty’ existed, and that 

‘amongst the poor there were always hierarchies, well known to the poor 

themselves.’351  Indeed, individual working class districts could be identified 

with a certain level of respectability.352  One article published by the Medical 

Research Council referred to Pollokshields as a residential district, 

Springburn as a ‘good working class district, and Cowcaddens a slum.’353  

However, despite these complexities, the general class composition of 

certain districts were recognised widely, being described as such by Scottish 

M.P.’s in Parliament, in the MOH annual reports, medical journals, 

contemporary newspapers and literature, autobiographies and personal 

testimonies.354  The social distribution of the population had been established 

before the interwar period, Szreter also noting that ‘from a health and social 

status point of view, class in Britain has increasingly manifested itself, since 

                                                             
348

 RMOHG 1930, p. 71; RMOHG 1938, p. 51. 
349

 Rountree, Govan, p. 184. 
350

 Glasser, Growing Up (Kent: Mackays and Chatham PLC, 1990), p. 57; The BMJ reported 
on the high infant death rate of 235 per 1,000 in this street – a rate significantly higher than 
the city average and that of Gorbals as a whole (‘The Scottish Board of Health’, BMJ, 6

th
 

August 1927, p. 241). 
351

 I. Loudon, Death in Childbirth: An International Study of Maternal Care and Maternal 
Mortality (Oxford: Clarendon Press, 1992), p. 46. 
352

 This was still the case in the 1940s (Osborne, The Social Survey, p. 5). 
353

 J. Brownlee, ‘The Use of Death Rates as a Measure of Hygienic Conditions’, SRMRC, 60 
(1922), p. 9; Also see J. Faley, Up Oor Close: Memories of Domestic Life in Glasgow 
Tenements, 1910-1945 (Oxford: White Cockade Publishing, 1990), pp. 19, 26, 165.  
354

 Housing Progress in Glasgow: Parliamentary Debates, House of Commons, 18
th

 
December 1936, p. 2877; E. Muir, Scottish Journey (London: Heinemann, 1935), pp. 155-56; 
Glasser, Growing Up, p. 17. 
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the beginning of the Victorian era, as different kinds of places in which 

families live and where children grow up.’355    

 

 It is instantly apparent from the reports of the MOH that ‘middle class’ 

areas like Cathcart and Kelvinside returned significantly better annual health 

figures than poorer regions like Gorbals and Cowcaddens, and that they 

indicate the ‘long-standing geographical dimension to what we call class 

differentials in health and inequality.’356  This is suggested from a host of 

medical data including the infant death rate, crude death rate, and the 

incidence and mortality rate from infectious and respiratory disease, and the 

MOH, and other commentators such as Hutt, often deduced that these 

disparities reflected health inequalities according to class.357  To analyse this, 

the average rate of infant deaths from four districts regularly featured as 

examples of middle class residential wards was calculated and compared to 

the average IMR of four districts commonly cited as working class areas.358   

 

 

 

 

 

                                                             
355

 Szreter, Health and Wealth, p. 349. 
356

 Ibid., p. 345. 
357

 Hutt, Condition, p. 117.  
358

 For ‘residential’ areas the average IMR was calculated from regions Cathcart, Langside, 
Pollokshields and Camphill. The ‘working class’ wards considered were Cowcaddens, 
Dalmarnock, Hutchesontown and Gorbals. From notes collated from the MOH reports, five 
regions in particular were frequently cited as examples of ‘residential wards’. These were 
Kelvinside, Cathcart, Langside, Pollokshields and Camphill. Excluding Kelvinside, these 
regions are clustered together in the south of the city. Thus, Cathcart, Langside, 
Pollokshields and Camphill were considered together in order to represent a relatively large 
area of the city which was considered residential. For comparison four ‘working class’ 
regions were selected. This was more difficult as the MOH termed many more wards 
‘working class’ than residential. However, Cowcaddens, Dalmarnock, Hutchesontown and 
Gorbals were cited as ‘working class’ or ‘poor’ three times or more and the IMR figures for 
these areas were considered.    



90 
 

Figure 3.6: Average infant death rate per 1,000 births for residential and working class 
regions of Glasgow, 1921-1939 

SOURCE: RMOHG 1921-39. 

 

 

Figure 3.6 provides a visual depiction of the marked health inequalities 

across the city where the rate was significantly lower in middle class areas.359  

These data reveal that the IMR in working class districts was more than 

double that found in residential areas.  This is a variance reflected in a 

number of different approaches to establishing the relationship between 

social class and health.360  The reporting of lay observers did, in contrast to 

the public health and medical authorities, tend to accentuate the worst 

interpretation of the statistics including instances, for example, where IMR 

was found to be seven times higher in working class regions.361  This was the 

case in Whitevale for example, the death rate being seven times higher than 

Kelvinside in 1932 with many other regions such as Anderston not far behind 

– an observation which led one ex-Baillie to conclude that ‘the slum death 

rate is more devastating than that of the Great War.’362  These rates starkly 

                                                             
359

 Statistical trends regarding class commence from 1921 instead of 1919 due to the 
reorganisation of the city districts which took place during 1920 (RMOHG 1921, p. 1: 
Preface). Therefore these figures begin from 1921 to provide a fair comparison.  
360

 For example see J. Agnew, ‘Mortality-Rates in Glasgow Families: An Analysis of the 
Various Kinds of Wastage of Child Life in Well-To-Do and in Poor Families of Varying Size’, 
GMJ, 3 (1922), pp. 150-52, 160; Housing Progress in Glasgow: Parliamentary Debates, 
House of Commons, 18

th
 December 1936, p. 2877; ‘House of Commons: Rent Restrictions 

Debate’, GH, 3
rd

 March 1938, p. 6. 
361

 NAS, DD6/1169, ‘Glasgow: A Dying City’, article by Ex-Baillie Richard Williamson. Many 
of his articles were also published in the Glasgow Eastern Standard. 
362

 NAS, DD6/1169, ‘Glasgow Slums and the Cure’, article by Ex-Baillie Richard Williamson.  
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demonstrate the distinct ‘geography of class and poverty’ which 

characterised interwar health trends.363   

 

Diverging health standards occurred within the working class itself, 

and observations regarding the ‘respectability’ of certain working class 

regions also correlated with IMR.   

 
Figure 3.7: Infant death rate for residential Pollokshields, ‘respectable working class’ 
Springburn and slum region Cowcaddens, Glasgow 

 
SOURCE: RMOHG 1921-38.  

 

 

Perhaps unsurprisingly, the rate of infant death decreased with ascent in 

social position, ‘slum’ Cowcaddens recording the highest rates of IMR, ‘good 

working class’ Springburn being slightly better, but worse that ‘middle class’ 

Pollokshields (Figure 3.7).  These figures highlight distinct health 

experiences, even within the working class itself, illustrating the complex 

‘mortality landscape’ of interwar Glasgow.364 

 

 

                                                             
363

 Szreter, Health and Wealth, p. 369. 
364

 Thompson, Unemployment, p. 180. 
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Table 3.2: Table published by the MOH regarding the average IMR (1921-24) in relation to 
geographic region 

Residential rates, 
40-65 

Residential and 
industrial rates, 65-
100 

Mainly industrial rates, 

100-120 

Industrial and poor 

rates, 120-140 

Langside 44 Whiteinch 73 Parkhead 100 Anderston 119 

Cathcart 47 Govanhill 74 Shettleston and 
Tollcross 

104 Blythswood 120 

Camphill 48 Fairfield 74 Partick, East 104 Cowcaddens 120 

Kelvinside 49 Cowlairs 74 Townhead 111 Kingston 123 

Park 61 Pollokshaws 81 Woodside 111 Dalmarnock 124 
[sic] 

Pollokshields 63 Maryhill 86 Kinning Park 112 Whitevale 125 

Dennistoun 64 Partick, West 88 Sandyford 112 Exchange 126 

 North Kelvin 88 Hutchesontown 114 Gorbals 127 

Ruchill 92 Provan 115 Calton 128 

Springburn 96 Govan 116 Mile-End 139 

SOURCE: RMOHG 1925, p. 40. 

 

The MOH for Glasgow published the table above in 1925 to show ‘a 

convenient though broad stratification of the city’ in terms of infant deaths 

(Table 3.2).365  These figures starkly illustrate the wide range of experience 

existing throughout the individual districts of the city.366   

 

 

 

                                                             
365

 RMOHG 1925, p. 40. 
366

 It is unclear in this presentation whether the IMR rates were categorised with these 
regional-class descriptions due to the IMR found there, or the actual social-economic 
composition of these areas. However, the class labelling of these regions is consistent with 
other sources including oral testimony and autobiographies. It is also significant that all 
regions described here as residential were ‘No License’ areas under the Temperance 
(Scotland) Act, 1913, further suggesting affiliation with social class (see Illustration 7.1).   
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 Most, if not all writers acknowledge these class variations within the 

context of overall improvements (or deteriorations) in public health standards.  

The mortality disparity in the regions detailed was evident before the interwar 

recession, variations between the rich and the poor had always existed, and 

it is likely that this would have continued to be the case with or without the 

Depression.367  However, historians writing on health in the interwar years 

have debated the extent to which inequalities intensified.  Now that a ‘class’ 

composition of Glasgow’s mortality profile has been identified, the following 

analysis will use this data to investigate whether these differentials widened 

or narrowed over the period.  For the most part, the infant mortality figures for 

Glasgow tentatively suggest that there was a certain amount of levelling 

between the classes.  The IMR rate fell by 22.1 per cent between 1921-22 

and 1938-39 in communities deemed working class compared to less than 

one per cent in regions associated with the middle class.  Likewise, when 

comparing the average for the quinquennia 1921-25 and 1935-39 the rate in 

working class areas decreased by 6.2 per cent whilst increasing in residential 

wards by 2.0 per cent, endorsing the claim of writers like Winter and Levine 

that divergence according to class decreased during the recession.368   

  

 Narrowing differentials according to social status were further implied 

by the crude mortality rate of Glasgow’s individual regions.  In 1935 the city’s 

health authorities reported that with ‘the reduction of the death rate to a 

comparatively low level since the war, there is not now the same marked 

disparity between the good residential and the poorer working class districts’ 

(Figure 3.8).369 

                                                             
367

 Corporation of Glasgow: 1) Reports on Insanitary and Obstructive Building in Congested 
Areas in Glasgow, with suggestions for their improvement, by the Medical Officer of Health 
2) On the Provisions of the Existing Law under which the Corporation could deal with such 
Buildings, by the Town Clerk (Glasgow: Corporation of Glasgow, 1911), p. 3; GCA, PA11/1, 
Miscellaneous Pamphlets, Baillie J. Stewart, Glasgow, ‘Health and Housing’ (paper read at 
the conference of the Sanitary Inspector's Association, Cardiff, 1916). 
368

 Winter, ‘Infant Mortality’, p. 203; Levine, Reproducing Families, p. 203. 
369

 RMOHG 1935, p. 41. 
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Figure 3.8: Death rate per million of the population in working class and residential areas, 
1921-39 

SOURCE: RMOHG 1921-39. 

 

 

These rates could not be standardised to account for possible changes in the 

age-sex composition of the population because the data required was not 

available for the individual regions of Glasgow.370  Between 1921-22 and 

1938-39 the crude death rate in working class areas also fell by 16.5 per cent 

whilst increasing by 16.6 per cent in residential regions.371  This rise was 

probably affected to some extent by the increasing age of the population in 

residential areas (see section on cancer below).  However, the lack of 

improvement in residential districts demonstrates a similar trend to infant 

mortality.  This suggests that this mortality pattern cannot solely be explained 

by the changing age-structure in middle class regions since infant mortality is 

not influenced by the age composition of the population.372  This mortality 

pattern seemingly refutes the findings of writers like Thompson, Webster and 

Jones that regional inequalities between poorer and more prosperous 

                                                             
370

 Age-sex specific mortality and population data was only available for Glasgow as a 
whole. Indirect standardisation also fails to accurately account for changes in the age-
structure of individual regions (Thompson, Unemployment, p. 185). 
371

 Similarly, between 1921-25 and 1935-39 the rate fell by 4.4 per cent and increased by 
19.4 per cent in working and middle class wards respectively.   
372

 Pressat, Demographic Analysis, pp. 89-90. 
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neighbourhoods deepened during the interwar years.373  According to the 

MOH for Glasgow, ‘the improvement has been general, but the rate of 

improvement has been greater where it originally was worst... there is a 

tendency towards levelling.’374   

  

 

However, an outstanding feature of the interwar period in terms of 

social policy was national and local house building and slum clearance 

campaigns which were the product of a number of Acts passed throughout 

the period (Appendix 3.8).  These are discussed in depth in the following 

chapter on housing, rehousing and health, but it is important to consider them 

here to try to understand the spatial characteristics of the city, and their 

influence on mortality trends.  These years witnessed the construction of 

50,227 new houses, particularly on the outskirts of the city, and the 

eradication of slum dwellings where health was notably poor.375  The 1931 

census report revealed that areas like Pollokshields, Cathcart and Whiteinch 

recorded substantial population increases, whilst in areas like Calton, 

Cowcaddens, Dalmarnock and Gorbals, where slum clearance took place, 

the greatest decreases occurred.376  Between 1921 and 1939 the population 

of the four working class districts collectively analysed here also decreased 

by around 20 per cent compared to an increase of some 50 per cent in 

residential ones (Appendix 3.9 and 3.10).377   

 

 

 

 

 

                                                             
373

 Thompson, Unemployment, pp. 101, 243, 244; Jones, Health and Society, pp. 75-6.  
374

 NAS, HH76, Minutes of Evidence taken before the Committee on Scottish Health 
Services, First Day, Thursday 23

rd
 November 1933. 

375
 N.J. Morgan, ‘£8 Cottages for Glasgow Citizens’: Innovations in Municipal House-Building 

in Glasgow in the Interwar Years’, in R. Rodger, ed., Scottish Housing in the Twentieth 
Century (Leicester: Leicester University Press, 1989), p. 125. 
376

 RMOHG 1930, p. 71; RMOHG 1931, pp. 24-5, 223; RMOHG 1932, p. 240; RMOHG 
1934, p. 24; RMOHG 1935, p. 259; RMOHG 1938, p. 5.  
377

 The corresponding rate for working class regions between 1921-25 and 1935-39 was a 
decrease of 18.6 per cent compared to an increase of 42.3 per cent in the residential 
regions. 
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Illustration 3.3: Map of Glasgow indicating significant intercensal population change 1921-31  

 

 
SOURCE: Census Report, City of Glasgow 1931, p. 43. 

 
 

 

The figures published by the census suggested that a demographic shift had 

occurred and that there was a movement of people from traditionally working 

class communities into residential regions.  A map of Glasgow published in 

the 1931 census report visually demonstrates the growth of the suburbs and 

the outward movement from the city centre into more prosperous surrounding 

areas (Illustration 3.3).378  This tentatively suggests that the lack of 

improvement in health in residential areas may have been affected by the 

movement of unhealthy ‘working class’ Glaswegians into surrounding 

suburban areas following the building campaigns.  This was also reasoned in 

the census report and it was stated that ‘it will be observed that the greatest 

[population] increases are recorded in wards at or near the City boundary, 

where presumably house building has been most active’.379    

 

                                                             
378

 Also see Osborne, The Social Survey, p. 5. 
379

 Census Report, City of Glasgow 1931, p. 44. 
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There are, however, two issues with this inference that need 

clarification.  Firstly, the increased population in residential areas may not 

have been as large as the census data suggests.  It has been noted that 

Glasgow Corporation expected that as many as 50,000 people were absent 

from the city on the day in which the census was taken in 1921.  It was also 

noted that in areas ‘especially where the houses were of a larger size about 

ten per cent were closed on the night of enumeration.’380  Given the low 

proportion of the population living in homes of one or two rooms in typically 

middle class areas, it can be assumed that this would apply particularly to 

residential communities.  Indeed, the 1931 census report acknowledged that 

‘of the fifteen wards showing increases seven [had] exhibited a decrease in 

1921, but these were mainly suburban wards which were possibly affected 

more than others by the absence of holiday populations at the time of that 

census... All the more centrally situated wards without exception show a 

decline.’381  As a result, the population data published by the MOH which 

attempted to account for this error, does not always mirror the population 

increases implied by the census map.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                             
380

 RMOHG 1921, p. 12. 
381

 It was also said that ‘in considering this increase, however, it should be borne in mind that 
the 1921 census was taken in June and that, but for the absence of persons then on holiday, 
the increase of 25,687 recorded at the census would have been appreciably greater, and the 
present increase of 36,934 correspondingly less’ (Census Report, City of Glasgow 1931, pp. 
41, 44). 
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Table 3.3: Regional distribution of Glasgow’s population (estimated by MOH) 1921 and 1931 

 
1921 1931 Increase/decrease (-) in population 

Shettleston and Tollcross 31270 39869 8599 

Parkhead 36772 39418 2646 

Dalmarnock 41179 35824 -5355 

Calton 38976 34389 -4587 

Mile-End 26174 21430 -4744 
    

Whitevale 25299 22439 -2860 

Dennistoun 24077 25560 1483 

Provan 28359 41788 13429 

Cowlairs 28375 22512 -5863 

Springburn 17001 25547 8546 

    
Townhead 29920 27376 -2544 

Exchange 21121 16523 -4598 

Blythswood 17723 13705 -4018 

Anderston 30321 26909 -3412 

Sandyford 24393 20232 -4161 

    
Park 23379 20727 -2652 

Cowcaddens 44347 35723 -8624 

Woodside 37665 33072 -4593 

Ruchill 25510 41243 15733 

North Kelvin 25301 21029 -4272 

    
Maryhill 23804 25524 1720 

Kelvinside 23143 23348 205 

Partick (east) 31873 28541 -3332 

Partick (west) 28720 23730 -4990 

Whiteinch 30108 56430 26322 

    
Hutchesontown 40816 38851 -1965 

Gorbals 52214 46831 -5383 

Kingston 34163 30336 -3827 

Kinning Park 37922 35763 -2159 

Govan 36444 35969 -475 

    
Fairfield 30379 32188 1809 

Pollokshields 20009 28842 8833 

Camphill 22568 19007 -3561 

Pollokshaws 18462 21171 2709 

Govanhill 32271 32514 243 

    
Langside 19146 17980 -1166 

Cathcart 15796 26121 10325 

    Total 1075000 1088461 13461 
SOURCE: RMOHG 1921 and 1931. 
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Residential areas like Cathcart and Pollokshields did record significant 

growth in both the 1931 census and MOH annual reports (Table 3.3 and 

Illustration 3.3).  However, according to the figures published by the MOH, 

the increases in population could be smaller than that suggested by the 

census, and an actual decrease – rather than increase in population as 

suggested by the census – occurred in Camphill and Langside.  Thus, the 

demographic change in residential areas is somewhat exaggerated by the 

census.     

 

Secondly, the MOH repeatedly commented that the characteristics of 

districts like Pollokshields, Ruchill, Whiteinch and Cathcart had been affected 

due to the construction of Corporation and private enterprise housing.382  A 

map published by Morton shows in detail all houses built in Glasgow between 

1919 and 1939, the housing act and year with which they were associated, 

and the category of housing which they were labelled – ordinary, 

intermediate, rehousing or private.  This essentially refers to their cost and 

material superiority and this is discussed in depth in chapter four (Appendix 

3.8).383  However, assuming that Morton’s representation is accurate, this 

map undermines the idea that the redistribution of the population was solely 

the result of the building campaigns.  A focus on the infant death rate for the 

individual districts defined as residential in the city, and the house building 

activity in these areas, complicates the notion that the resulting movement of 

unhealthy Glaswegians into more affluent communities may have dragged 

down the rate of improvement in affected areas (Figure 3.9). 

 

 

 

                                                             
382

 RMOHG 1931, p. 25. 
383

 G.M. Morton, The Layout of Glasgow Corporation Housing Schemes, 1919-39 
(Unpublished Thesis (Dip.): University of Glasgow/Department of Town and Regional 
Planning, Glasgow, 1968). 
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Figure 3.9: Graph showing IMR in individual residential districts of Glasgow, 1921-1938 

 

SOURCE: RMOHG 1921-38. 

 

 

This data shows that IMR did not correlate in each residential area, or in 

tandem with housing developments.  In Pollokshields for example, where in 

relation to the population the proportion of houses built was highest, 

improvements in IMR were made.  On the other hand, in Cathcart, where 

comparatively few houses were built, infant deaths increased (Figure 3.9 and 

Appendix 3.8).  Therefore, the notion that the IMR record in residential 

regions was affected by the movement of unhealthy Glaswegians into these 

areas as a direct result of house building was not conclusively demonstrated 

from this data.   

 

 

 

 



101 
 

However, that changes in the demographic characteristics of the city 

and its individual areas could impact upon mortality rates was also stated by 

Glasgow’s medical authorities.384  In 1938 the MOH declared for example: 

  
Districts that were formerly purely residential, such as Kelvinside and 

Cathcart, now contain a considerable working class population, so that 

exceptionally low infant mortality rates such as 24 in Kelvinside and 28 

in Cathcart as recently as 1934 are absent from the ward rates of the 

present year.385   

 
In Kelvinside, a residential district towards the north-west of the city, IMR 

increased from 41 to 48 deaths per 1,000 births between 1921-22 and 1937-

38 (Figure 3.9).  Indeed, concurrent with the expected movement of the city’s 

population as a direct result of building campaigns, it seems that there was a 

more general exodus from the city centre to the surrounding regions.  In 

Cathcart for example, it is unlikely that the massive population increase 

experienced can be explained solely by building developments.  Only 179 

new houses were built in this district between 1919 and 1939 according to 

Morton’s figures (Appendix 3.8)386 yet according to the details published by 

the MOH, the population increased by 10,325 people between 1921 and 

1931 (and by 16,674 between 1919 and 1939).  In 1926 Cathcart was 

affected by the Glasgow Boundaries Act (1925).  However, its population 

increased by only 601 between 1925 and 1926.387  Figure 3.10 demonstrates 

that in this area the population increased significantly between 1928 and 

1934, and this was undoubtedly affected to some extent by the completion of 

houses as part of the 1924 and 1930-35 housing Acts (Figure 3.10 and 

                                                             
384

 RMOHG 1927, p. 39. 
385

 RMOHG 1938, p. 51. 
386

 There is the possibility that this may have been slightly higher. A housing estate 
constructed in Langside was built very close to the Cathcart boundary. It is therefore 
possible that there may have been some overlap, although this does seem unlikely. 
Nonetheless, even when assuming that all this Langside estate was actually under the 
Cathcart boundary, this would still amount to only 347 houses and the argument is not 
undermined. 
387

 There was another boundary extension in 1930 but this only affected the east end areas 
Riddrie and Shettleston (RMOHG 1938, opening map) and added only 63 people to the 
population (RMOHG 1932, p. 24). 
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Appendix 3.8).  However, it seems unlikely that the relatively few houses built 

in Cathcart wholly explain the marked rise in the population in this area at 

least. 

 
 
Figure 3.10: Graph showing population growth in ‘residential’ Cathcart, 1919-39 

SOURCE: RMOHG 1919-1939. 

 

  

It is also unlikely that this increase in Cathcart’s population can be solely 

explained by the increasing age of the population.388  Rather, it seems that a 

more general redistribution of the population occurred.  For example, there 

was notable discontent among the city’s SI’s regarding the movement of a 

number of working class families into traditionally ‘middle class’ homes 

intended to occupy one, wealthy family.389  For example, the SI of the South 

Eastern Division wrote:390 

                                                             
388

 Although in the absence of age-specific population data (which was not published by the 
Glasgow census reports at ward level) the extent to which this contributed to the rising 
population is impossible to measure exactly. 
389

 RMOHG 1930, p. 289; RMOHG 1938, pp. 154, 262. 
390

 The South Eastern Division included areas such as Cathcart, Hutchesontown, Govanhill, 
Langside and Pollokshaws. The other administrative areas were the South Western Division 
(including Pollokshields, Kinning Park, Kingston and Govan); Northern division (including 
Provan, Springburn, Ruchill, Maryhill, Cowcaddens), Central Division (including Whiteinch, 
Kelvinside, Exchange, Blythswood), Eastern Division (including Shettleston and Tollcross, 
Mile End, Parkhead, Dalmarnock).  
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There is, however, another form of housing, spreading fairly rapidly, 

which is far from satisfactory.  The practice is that a tenant rents a 

house of five or six apartments with his own family and sub-lets all the 

other rooms to separate families... A charge of from 5s to 10s per 

week from each sub-tenant is made, and the business is proving to be 

so lucrative that several houses are now actually being rented by one 

individual, all the rooms being sub-let to separate families.391   

 

The SI of the South Western division also commented:  

 
A disquieting feature has been the spread of subletting in a residential 

district.  These houses, sublet as service flats, are virtually farmed out 

houses, and the following details regarding one such house will serve 

to illustrate their undesirable nature, both from the sanitary and 

housing point of view.392   

The house referred to was a ten apartment, £40 to £55 per annum, three-

storey-and-attic house.  The problem for the authorities was that every room 

was treated as a ‘house’.393  Dr. Elizabeth Sloan Chesser, a regular 

columnist in the GH also wrote in 1935: ‘Who would dream that in a house 

owned not so long ago by a city magistrate you could find six persons 

cramped into two apartments?  Who would ever dream to find slum 

conditions prevailing at such a good address?’394  The extent to which the 

subdivision of large homes affected residential areas is evident.  In 1938, the 

SI of the Central Division commented upon the rise of one and two apartment 

homes in Kelvinside which he found ‘interesting in view of Section III of the 

Housing (Scotland) Act, 1925, which forbids the erection of houses of less 

                                                             
391

 Report of the Sanitary Inspector of the South Eastern Division (RSISED), RMOHG 1934, 
p. 270; Also see RSISED, RMOHG 1925, p. 262. 
392

 RMOHG 1937, p. 288; The occupation of this kind of house was also recalled in oral 
testimonies (2000 Glasgow Lives, Katy Lang (1913)); R. Davidson, Dangerous Liaisons: A 
Social History of Venereal Disease in Twentieth Century Scotland (Rodopi: Amsterdam, 
2000), p. 29. 
393

 RMOHG 1937, p. 288; Also see GH, 1
st
 May 1935, p. 11. 

394
 ‘The Social Problems of the New Slum’, GH, 26

th
 August 1935. 
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than three apartments save in exceptional circumstances.’395  According to 

the SI, the Valuation roll for the year 1938 recorded 1,108 one apartment 

houses compared to only 14 in 1929.  The number of two apartment homes 

also rose from 94 in 1929 to 538 in 1938.396  The SI reported that:  

This large increase is due entirely to the breaking up of large houses 

into service rooms...  In the majority of cases the rooms are let to 

single persons or husband and wife, but in the poorer type, families 

have been accommodated in one room, with the result that 

overcrowding and pressure on the existing sanitary arrangements 

have taken place.397   

This highlights two things.  Firstly, it is clear that even within environments 

that were broadly superior, the socio-economic status of the family continued 

to determine the degree to which surroundings were conducive to health.  

Indeed, Cage has demonstrated statistically that ‘what matters most for infant 

mortality is not district, but room density.  Furthermore, it is room density in 

small, one roomed houses and large, multiple occupancy houses which 

matters most.’398  Secondly, although from this analysis the effects are 

impossible to measure, it does seem that demographic changes and the 

influx of unhealthier, working class tenants into typically middle class areas, 

may have affected the slower rate of improvement in these regions of 

Glasgow.  This undermines the extent to which the disparity between 

‘residential’ and ‘working class’ regions narrowed over the period. 
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 RSICD, RMOHG 1938, p. 239. 
396

 Ibid., p. 239. 
397

 Ibid., p. 239; Another survey found that ‘in Glasgow a particularly undesirable 
arrangement was that of the house of four and five apartments let out as single rooms. This 
occurred often in the older residential areas, where the houses could not be let as whole 
units’ (Disinherited Youth (1936-1939): A Report on the 18+ Age Group, Enquiry Prepared 
for the Trustees of the Carnegie United Kingdom Trust (Edinburgh, 1943), p. 56). 
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 Cage, ‘Infant Mortality Rates and Housing’, p. 134. 
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While the relationship between changing health statistics, class and 

geography is a complex one, some clear conclusions are possible.  In the 

period 1921-25 children born in certain districts of Glasgow associated with 

the working class were more than twice as likely to die before reaching their 

first birthday compared to those born in residential districts (118.5/48.8 = 

2.4).  This remained largely unchanged by 1935-39 and the IMR data 

demonstrates that children born in areas deemed to be less prosperous 

continued to be more than twice as likely to die before reaching the age of 

one (111.1/49.8 = 2.2).  Inequalities in health were often associated with 

social class.  Subsequent chapters will explore why this might be the case in 

greater detail.  For now what is clear is that whatever the overall picture in 

terms of improvements or declines from the public health statistics examined 

thus far, experiences were unequal throughout the city.     

 

 This next section analyses the cause of death data published by 

Glasgow’s MOH and examines how far this sheds light on the city’s mortality 

profile, the health challenges faced by different sections of the population, 

and the extent to which health experiences improved.  These records are 

undoubtedly flawed.  For example, a rise or fall in mortality from a particular 

cause may represent increased accuracy or adjustments in the diagnosis of 

certain conditions, rather than a real change.  For example, in 1931 ‘senility’ 

began to feature as a ‘cause of death’.399  Nonetheless, arranged in the order 

of highest mortality when categorised as following, the main causes of death 

in the 1919-23 period were pneumonia, tuberculosis (all forms), heart 

disease, cancer, infectious disease, followed by bronchitis and influenza.400  

                                                             
399

 A fact itself which illustrates the different challenges faced by health authorities due to the 
increasing age of the population (RMOHG 1931, p. 249). 
400

 Chalmers, The Health of Glasgow, p. 85; The individual infectious disease death rates 
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under the heading ‘infectious disease’, as categorised by the ‘infectious disease’ death rate 
presented in the Glasgow Corporation: Resume of the Work of the Public Health Department 
annual reports (For example, see GCA, DTC 7/11/5, Corporation of Glasgow: Resume of 
Work of the Public Health Department 1926-27, p. 16). The specific causes of death detailed 
here were the seven principal causes of death in 1919 (Also see A.R. Butler and J.L. Hogg, 
‘Exploring Scotland’s Influenza Pandemic of 1918-1919: Lest We Forget’, Journal of Royal 
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However, the mortality landscape of the city had changed significantly by 

1939 (Figure 3.11).  

 
Figure 3.11:  Proportion of deaths from various causes in Glasgow, 1919-23 and 1935-39 
 

 

 
SOURCE: RMOHG 1919-39. 

                                                                                                                                                                             
College of Physicians of Edinburgh, 37 (2007), 362-66). The seven principal causes of death 
(from largest to smallest) over the 1919-23 taken as a whole were also broadly the same 
being pneumonia, tuberculosis (all forms), heart disease, cancer, infectious disease, 
congenital debility and malformation (including premature birth) and bronchitis. For the sake 
of comparison, the format adopted is consistent with that of Steven Thompson in 
Unemployment, Poverty and Health in Interwar south Wales. 
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The percentage of communicable infectious diseases in Glasgow notably 

decreased throughout the period as was the case in Scotland and Britain as 

a whole, and as Thompson notes, the ‘great killers of nineteenth-century 

childhood had become relatively insignificant by the interwar period in terms 

of overall mortality rates.’401  For example, figure 3.11 reveals that the 

proportion of deaths from infectious disease had more than halved from 7 to 

3 per cent between 1919-23 and 1935-39.  Also, while mortality from 

pneumonia was the primary cause of death in 1919-23, the disease was 

comparatively insignificant in public health terms by the end of the period 

falling from 11 to 8 per cent of deaths between 1935-39.   

 

As these mortality rates declined the number of people dying from 

heart disease increased markedly, doubling over the period, and overtaking 

pneumonia and tuberculosis as the biggest killer in the city.  By the end of the 

period, the climbing incidence of death from cancer – a phenomenon which 

was attributed to the increasing age of the population alongside more 

accurate diagnosis402 – had become a primary public health concern at both 

the local and national level, rating as the second highest cause of death in 

Glasgow after heart disease in the 1935-39 period.  This increasing trend of 

death from cancer mirrored the experience of Scotland as a whole.403  In 

1932 the Lord Dean of Guild observed that cancer was ‘unfortunately 

becoming more common, and I think there are few households that have not 

lost friends and relatives from cancer.’404  The cause of death data for 

Glasgow demonstrates an important change in the mortality profile of the city 

and of the diseases representing the greatest challenges to public health. 

                                                             
401
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Gods, p. 74; Summary of Report of Committee on Scottish Health Services, p. 7. 
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 GGNHSBA, HB11/4/33, Forty Second Annual Report of the Glasgow Royal Cancer 
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Certain conditions were more fatal among different social groups.  

Diseases or complications of the respiratory system – including bronchitis, 

pneumonia, influenza, measles and whooping cough – had the greatest 

effect on infant death rates in Glasgow.  However, sources at the time 

detailed that these were geographically differentiated, and it was among the 

poorer quarters of the city where these complaints were most prevalent.405  

This was often closely related to the material environment of certain regions, 

and in 1925 the MOH noted that ‘respiratory affections are more severe in 

poor and congested areas, and one of the main causes of the dissimilarity in 

the infant death rates as between the several wards of the city is the 

enhanced opportunities for infection in crowded and congested areas.’406  

Ailments like rickets were also more common among the working class, and 

the physical and nutritional condition of this social group was generally 

recognised as inferior.407  Whilst it might be argued that factors including 

environment and housing were more significant to the acquisition of these 

illnesses rather than class per se, social position was an important 

determinant of the living standards which could be afforded, as was also 

recognised by the Glasgow MOH.408  This data further demonstrates how the 

mortality pattern of the city was uneven and characterised by inequality. 
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 C.M. Smith, ‘Housing Conditions and Respiratory Disease: Morbidity in a Poor Class 
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157; ‘President’s Address’, BMJ, 28
th
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That particular ailments were associated with poverty is well 

documented.  However, certain diseases also characterised mortality 

experiences in the more prosperous districts, yet the middle class as a group 

is rarely analysed in depth by historians of interwar public health.  Class 

inequalities are detailed.409  However, discussions tend to highlight the health 

of the working class – probably due to the nature of the questions being 

asked and the fact that recession, and aims to improve or at least maintain 

the health of this group, dominated contemporary political debates and 

publications subsequently consulted by historians.  In fact, cancer, whilst 

increasing throughout the period, was a more significant health issue for the 

residential districts of Glasgow.  The climbing incidence and death rate was 

attributed to the increasing ‘number of persons living at the ages at which the 

disease becomes active.’410  Nonetheless, in 1925 the MOH summarised that 

‘the cancer death rate in four residential wards of the city was from two to 

three times as high as in three typically artisan wards’ and is a discrepancy 

frequently repeated throughout his annual reports.411  For example, in 1929 

the highest death rates from cancer recorded were 1,863 in Kelvinside and 

1,682 in Pollokshaws – regions primarily associated with the middle class – 

whilst the working class regions Cowlairs and Provan experienced the lowest 

rates.412  These crude death rates suggest that if geographic region was 

taken to indicate social status cancer was more common among the well-to-

do.   
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 For an exception see Zweiniger-Bargielowska, Managing the Body, p. 293 where she 
notes the higher rates of degenerative disease among the highest social group. She also 
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Nonetheless, a letter published in the BMJ in 1925 stated that ‘the 

number of late or inoperable cases of cancer still met’ were particularly 

higher among Poor Law hospitals.413  Indeed, one Glasgow study published 

in 1926 which specifically probed the relationship between cancer and social 

class found that the standardised death rate of the disease was not likely to 

increase with ascent in the social scale, and that ‘cancer mortality tends to 

increase with descent in social status.’414  The MOH explained the higher rate 

in more affluent areas as being due to the older age of their residents, 

compared to ‘artisan wards’ which had ‘usually lower rates because of the 

more numerous child population’.415  It should also be kept in mind however, 

that the middle class may have been more susceptible to the contraction of 

cancer due to certain class-specific health-related behaviours, and in their 

own research, writers such as Thompson have claimed that there is 

justification for the description of cancer as a ‘disease of affluence’ due to a 

higher standardised death rate in more prosperous regions.416  Razzell and 

Spence have also been able to show that in the nineteenth century, mortality 

per se could also be higher among the ‘elite’ wealthy, partly due to ‘excessive 

consumption of food, alcohol and tobacco, linked to physical inactivity and 

other lifestyle factors’ (see chapter 7).417   
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It was not possible to examine this in depth within Glasgow’s 

prosperous regions since required data was not available.418  For now, the 

evidence from contemporary Glaswegian medics suggests that the 

probability of death after developing cancer was not significantly greater 

among the middle class compared to those lower down the social scale and 

rather, it appears that the chance of contracting the disease was more likely 

due to the greater life expectancy of those in a more favourable social 

position.  Nevertheless, this disparity between the ‘residential’ and ‘working 

class’ districts of Glasgow reveals a key distinction in the diseases which 

characterised the mortality profile of the city, reinforces the notion of class 

inequalities, whilst offering an insight into the less documented area of middle 

class health experiences.  What this data also shows is the ‘epidemiological 

transition’419 of the period, and they corroborate Thompson’s claim that ‘a 

significant aspect of twentieth-century mortality patterns is the transition from 

a vital regime characterised by acute communicable diseases to a lower 

mortality pattern which featured higher levels of chronic “degenerative” 

illnesses associated with older age-groups’ – a trend also observed by 

historians like Hardy writing about Britain in general.420   

 

However, this mortality data can also be interpreted in contradictory 

ways.  The changing profile of disease complicates the notion that falling 

death rates resulted in improving health experiences.  For example, in her 

book Measuring Disease, Ann Bowling highlights that the ‘debate focuses 

upon whether the extra years of life are spent in good or poor health quality, 

with one side arguing with some evidence, that chronic morbidity is being 

compressed into an increasingly short period before death, and the other 

arguing that there is an expansion of morbidity in old age’ – a matter also 
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addressed by writers like Whiteside and Imhof.421  For example, Imhof points 

out that although ‘the earlier infectious and parasitic causes of death have 

been eliminated they have been replaced by chronic ailments.  Therefore 

death for many of us, no longer occurs swiftly, but slowly and painfully.’422  

Whilst this statement refers to a later period, the point can be equally applied 

to the interwar years.   

 

Moreover, while the statistical analyses for this research primarily 

concern mortality data and those who succumbed to disease, the experience 

of those who survived cannot be overlooked.  Even taking into consideration 

the incidence of those contracting infectious disease fails to account for the 

fact that acquiring a disease could also incur an unpleasant period of 

recovery, a damaged body, and increased susceptibility to other illnesses.  

One medical article reported for example that ‘the aftermath of rheumatic 

infection occurring among children, and of a type sufficiently severe to call for 

inpatient hospital treatment, is more tragic than is generally realised.’423  Of 

700 cases admitted to the Royal Hospital for Sick Children one third 

developed heart disease and one third were ‘permanently incapacitated’ to 

some extent after 10 years.424  George Rountree also recalled that for those 

who did not die from pneumonia the reality ‘was a lifetime of susceptibility to 

chest complaints’ and the Glasgow Corporation discussed the ‘train of 

consequences’ and ‘permanent disability’ which followed outbreaks of 

diseases like whooping cough.425  The Committee on Scottish Health 

Services also realised that reductions in mortality rates were not conclusive 

evidence of improved health.426  Drawing conclusions from the statistical data 

about health in interwar Glasgow is a complex business.  While many lived 

longer and grew up healthier, large numbers endured early deaths or 
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lingering fatal diseases.  This draws attention to the experience of health in 

this period and the importance of qualitative data which tackles questions 

about how far the health changes of the period were experienced and 

perceived by those alive at the time. 

 

 

Popular Perceptions and Public Health Experiences 

 

Death and disease was part and parcel of everyday life in Glasgow.  In fact, 

one woman remembered that mothers in Stirling were concerned that their 

children would catch ‘germs and things’ from the city’s children evacuated 

there in 1939.427  Hence, the health status of Glaswegians could be 

perceived as inferior by outsiders, even after the gains made by the end of 

the period under review.  It is also significant that the ‘epidemiological 

transition’ and changing profile of disease does not seem to have been 

realised by the population at large.  The prominent health ‘improvements’ of 

the era such as the reduction in mortality and morbidity from infectious 

disease were not reflected in personal perceptions and recollections of health 

in the period.  According to public memory and lay opinions, tuberculosis was 

the outstanding killer.428  This was consistently detailed in the oral history 

interviews consulted as part of this thesis, whilst heart disease and cancer, 

which were growing in significance in public health terms throughout the 

interwar years and accounted for more than three times the number of 

deaths than tuberculosis, were never mentioned.429   One man claimed for 

example: ‘The scourge at that time was T.B., the majority of people that was 
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dying, because you could’nae get doctors, because we could’nae pay for 

them...  T.B.  That’s what I’m trying to tell you.  The majority of people died, 

hundreds, thousands, T.B.’430  Another woman recalled that when she was at 

school in the 1920s ‘T.B. was rife in Anderston... at least one third were 

wiped out.  I know personally a whole family that were wiped out.’431  One 

woman also explained that ‘there was a lot of bad health’, ‘What caused 

that?’, ‘T.B.’, ‘What was causing the T.B.? Was there a reason for it?’ ‘Aye, 

undernourishment.’432  The high death rate, primarily from tuberculosis but 

also other infectious diseases, was consistently recalled.  Another woman 

remembered having whooping cough and ‘taking everything that was going’ 

including scarlet fever, mumps, measles and diphtheria – ‘which was raging 

in Glasgow at that time.’433  Actually, the incidence of these diseases 

displayed a sharp decline, yet they continued to dominate popular memory.  

How can this be explained?  On the one hand, this may simply reveal the 

challenges of oral testimony, particularly the use of existing oral history 

archives as a source.  For example, it may be the case that if these 

statements had been probed further, or questions directly relating to cancer 

for example had been asked, additional ‘memories’ would have been 

recalled.  A further problem is that the exact date of the memories cannot be 

established.  However, given that at least three of the interviewees asserting 

high levels of tuberculosis and infectious disease were born in 1916, 1917 

and 1927, and also seemed to be discussing timeframes in which they were 

young adults, their memories refer to the later years of the interwar era.  

Thus, if referring to a later period, where the incidence of cancer but 

particularly heart disease was proportionally highest, this reveals an 

important feature in the lay perception of health in the interwar years (Figure 

3.11).  This would then be consistent with the conclusion of Diack, who also 

found that a number of myths surrounded public health experiences which 
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were recalled as fact years later, due to the way they were understood at the 

time and since (see chapter 1).434    

 

Understanding the reasons for the propagation of this potential ‘myth’ 

is difficult.  However, one explanation may be that the emotional impact of 

tuberculosis and other infectious diseases was more significant, causing 

them to be more deeply embedded in popular memory.  While the proportion 

of deaths from these afflictions was in decline, they continued to be highly 

concentrated in the youngest age groups and as Thompson points out, the 

death of children from an outbreak of diphtheria for instance would have a 

much greater emotional effect on a community than an ‘equivalent number of 

deaths from heart-disease in older age-groups.’435  This may explain why 

mortality from tuberculosis was profoundly ingrained in popular memory, it 

tending to affect young men and women in their ‘prime’ and ‘at the beginning 

of adult life’, where children and partners were left behind.436  The personal 
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impact of even the threat and contraction of infectious disease was regularly 

captured by oral testimonies.  For example, one man from Blantyre, a region 

just outside Glasgow, recalled:   

When I was a wean I took diphtheria.  That wis death at that time, that 

wis death.  I was the first to get the hole in the throat tae breathe.   

And I survived that.  It was death!  See the diphtheria at that time – 

that was you finished.  They cut a’ my hair off.  And, och, there was 

hundreds died of tuberculosis.437    

Even non-life threatening illnesses which were unlikely to result in 

complications could contribute significantly to health experiences.  For 

example, Rountree also recounted the humiliation school children faced 

when contracting lice.  He recalls: 

Apart from the life-threatening illnesses, less serious infectious 

diseases seldom encountered today were rife, such as scabies and 

impetigo, and head lice too, weren’t uncommon... Then, if any vermin 

are found have their hair shaved off, which made them stand out like a 

beacon and a target for ridicule by others.438   

 

Molly Weir similarly recalled: ‘Oh the shame and misery of that shaved head!  

To be a skin head in our tenements meant only one thing - ringworm!  It 

shouted aloud as though I had carried a bell, and intoned “unclean, 

unclean.”’439  This could also be embarrassing for mothers, who were 

deemed responsible for preventing ill health and such diseases from affecting 

their families (see chapter 5).  Indeed, in some cases, mothers would actively 

withhold their children from treatment to maintain an outward appearance of 

respectability (see chapter 7).  One Glasgow woman recalling a time when 
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she caught impetigo, stated: ‘It was amazing the things that you caught and 

you just didn’t know... of course those diseases, scabies, and impetigo.  

When we were young, in Govan, we got impetigo and that was dreadful.  

Because, those, my mother had to do the dressings and what not.  And it 

was painful.  It must have been painful for her.’440  As Beier notes, ‘the 

woman’s role as a health authority and care provider was a significant 

component of her responsibilities and self-image.’441  Thus, consideration of 

the human experience behind the statistics provides an alternative 

understanding to that captured by linear mortality trends.  In short, the 

personal perceptions and experiences of death and disease suggest that the 

achievements in public health reflected by the numbers were not always 

recognised at the ground level, and were often not the popular perception 

and public understanding at the time.  This offers an additional insight into 

the contradictory and contrasting nature of ‘measurable’ public health trends 

versus public health experiences and adds to our understanding of what was 

going on in the interwar era. 

 

 

Conclusion 

 

Mapping key health indicators to assess how far Glasgow’s health improved 

between 1919 and 1939 reveals the shortcomings of overarching, one-

dimensional approaches to interwar health statistics.  Data collated on 

mortality, morbidity and the physical condition of the school population, 

consistently reveal that the traditional optimist interpretation of continuing 

progress applied to Glasgow.  Public health standards clearly improved in 

spite of the economic recession.  However, this data can be interpreted in 
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other ways to show the localised deterioration of Glasgow’s health in relation 

to Scotland as a whole, clear stagnation of the rate of improvement, and 

actual deteriorations in public health standards.  Also, even where there were 

apparent changes in health phenomena in the interwar period, it is not clear 

that they impacted upon how people themselves experienced their health 

and wellbeing.  Recollections from the period suggest that the diseases 

which people feared the most were not necessarily the most threatening or 

damaging to health.   

 

This chapter has suggested that analysing and emphasising the extent 

to which health improved or worsened between 1919 and 1939 may not be 

the most useful way to understand and interpret the interwar health 

experience.  Public health statistics can be manipulated to support the view 

that the era was one of improvements and deteriorations in health.  However, 

what is conclusive and where most historians agree is that inequalities were 

pronounced and experiences diverse.  Mortality trends in relation to cause of 

death and life chances, and the data on the physical condition of the school 

population varied significantly according to age, geographic region and social 

class, with marked disparities also being noted within distinct groups of the 

working class itself.  Szreter points out that ‘a number of important studies 

have shown both a remarkable persistence of health inequalities during the 

twentieth century and also no linear pattern of either gradual decline or 

gradual improvement.’442  This was similarly the case in Glasgow in the 

interwar years.  The following chapters of this thesis attempt to explain the 

unevenness of Glasgow’s public health profile.  They disentangle, explore 

and emphasise the wide range of health experiences across the population 

and suggest that this provides a more accurate understanding of interwar 

public health.  Improvements and deteriorations both occurred, but among 

different sections of the population.  By adopting a comparative approach, 

this thesis moves away from the optimist-pessimist debate and argues that 
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public health was a complex and intricate lattice, characterised by marked 

variations in experience according to a number of socio-economic and 

regional factors, rather than conclusive achievements or failures in public 

health measures. 
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Chapter 4  Housing, Rehousing and Health 

 

The four million houses built in the interwar years represented an 

improvement in living conditions for the individual families concerned 

as well as, in the case of major slum clearance schemes, the removal 

of a significant source of infection and other health hazards.443   

 

 

The previous chapter has outlined the broad health trends of Glasgow from 

key health indicators.  The following chapters will attempt to understand what 

contributed to these patterns whilst engaging with some of the key features of 

the historiographical debate outlined in chapter one.  It is to housing we now 

turn.  The interwar period was one of ambitious house building campaigns.  

How these affected Glasgow’s population profile and the spatial arrangement 

of city residents has been examined in chapter three.  This chapter looks at 

the housing in which Glaswegians lived and how it impacted upon their 

health.  This is important as it was widely accepted then and since, that 

overcrowding and poor housing were central to Glasgow’s poor health 

record.444  As Thompson asserts, ‘the vast majority of people spent a 

considerable proportion of their time in the home and the nature of that home 

had important implications for the health and life-chances of the 

population.’445   

 

It was generally accepted that housing conditions in Glasgow were 

among the worst in Scotland, and indeed the United Kingdom.  McFarlane 

notes that ‘the tradition of tenement building in Glasgow made it the most 
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densely populated as well as the most overcrowded city in Britain.’446  In the 

academic literature on the interwar years, historians have debated the 

success of housing policy and building projects in numerical and structural 

terms.447  With specific reference to health, writers like Stevenson and Knox 

have said that these developments were largely a success and acted 

favourably upon mortality and morbidity patterns.  On the other hand, others 

like Thorpe, McFarlane and MacDonald highlight that the harmful effects of 

overcrowding continued to blight the lives of thousands of Scots in 

particular.448  Official reports, contemporary literature, autobiographies and 

personal testimonies on interwar Glasgow are rich in references to excessive 

overcrowding, observations of more than ten to a room, and of the general 

dirt, bugs, squalor and insanitary surroundings in which many lived.449  Poor 

housing conditions were central to the memories of Glaswegians who lived 

during the twenties and thirties, and housing is commonly quoted as being 

the area where they have witnessed most improvement over their 

lifetimes.450  This chapter revisits Scotland’s housing data, aims to examine 

how far and in what ways the housing situation in interwar Glasgow 

improved, and the extent to which the building campaigns were successful 

with reference to public health.  It will be maintained that housing-related 

health trends were multifarious, that often what went on inside the house was 

more important than the house itself, and that experiences were fashioned by 
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the complex interaction of a number of variables including geographic region, 

gender, social class and employment status.  While the city is commonly 

depicted as a ‘city of tenements’ and slums, the rehousing programmes 

pursued by Glasgow Corporation helped accentuate a complex matrix of 

housing conditions and public health standards.451   

 

 

Housing, Health and Policy 

 

To begin, this section introduces the relationship between housing and 

health.  It outlines the housing densities which drove interwar housing policy 

and indicates how these were manifest in the public health statistics of 

Glasgow.  This is necessary in order to contextualise and examine the extent 

to which the situation improved.  Pre-war concerns over housing conditions 

and the acute shortage experienced in the aftermath of the First World War 

drove the government’s interwar housing policies.452  Politicians were also all 

too aware that this was an important obstacle in their attempts to improve 

public health.  The relationship between housing and health is well 

established.453  This was realised and researched before the First World War, 

and quality of housing and levels of overcrowding were associated with a 

number of diseases, ailments and public health trends, including 

tuberculosis, respiratory disease per se, rickets, diarrhoea, measles, 

whooping cough, life expectancy, the height and weight of school children, 

and rates of infant death.454  This relationship has been examined extensively 
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and was a feature of discussion in both official sources and the public 

press.455  There is broad agreement that Scotland, and Glasgow in particular, 

was among the most poorly housed population in Britain.456  Aldcroft has 

described Scotland as ‘easily the worst area’ and that ‘there were no areas 

which quite matched the Scottish position in England and Wales.’457  The 

housing survey conducted by the DHS under the Housing (Scotland) Act 

1935,458 for example, highlighted that overcrowding in Scotland was six times 

greater than in England at 22.6 per cent compared to 3.8 per cent south of 

the border.  In Glasgow this figure reached 29.1 per cent, revealing the 

severity of the housing problem in the city within Scotland as a whole.459   

 

This was not specific to the interwar years, and in common with other 

industrial centres throughout the UK, rapid industrialisation over the previous 

century had resulted in high levels of overcrowding and unfit living conditions 
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for many of Britain’s big cities.  However, even when compared to English 

regions of a similar industrial character, the city’s inferior housing situation in 

the interwar era, and the health consequences that this entailed, are 

apparent.460  For instance, one article published in the BMJ claimed that only 

two per cent of houses in Liverpool and one per cent in Manchester and 

Birmingham were occupied by three or more persons per room compared to 

27 per cent in Glasgow.461  The table below highlights the higher proportion 

of small houses in the Scottish city in 1931, where the number of one and 

two room dwellings in Glasgow was 58.5 per cent compared to 1.9 and 3.0 

per cent in Manchester and Liverpool respectively (Table 4.1).  

 
Table 4.1:  Percentage of houses of different sizes (census 1931) 

Number of Rooms 1 2 3 4 5 

Glasgow 14.8 43.7 23.7 9.1 8.7 

Edinburgh 6.7 31.8 25.5 14.8 21.2 

Birmingham 0.2 1.1 17.1 19.8 61.8 

Liverpool 0.3 2.7 9.7 21.8 65.5 

Manchester 0.2 1.7 10.0 40.0 48.1 
SOURCE: RMOHG 1933, p. 146. 

 

 

Ex-Baillie Richard Williamson wrote that ‘there are not streets but miles of 

slums in Glasgow,’ and McKee notes that in general, conditions in Glasgow 

were ‘distinct from that of the nation as a whole solely because of its extent 

and depth.’462   

 

 

           The higher incidence of respiratory disease among Glasgow children 

under one year, compared to that in Liverpool and Manchester, was 

explained by the Glasgow MOH as being due to the city’s inferior housing.  

He claimed that ‘the essential difference is that the housing conditions in 
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Glasgow are such that there is much more intimate contact of child with 

child,’ and that: 

The greatest difference in the mortalities is in respect of infectious 

diseases, the rate of 3.7 in Birmingham being little more than one-

fourth that of Glasgow which has a rate of almost double those in 

Liverpool and Manchester.  Diseases of the respiratory system are 

also definitely lower than the rate in Glasgow, which is almost double 

that of Birmingham.  Disease of the immaturity groups are also 

somewhat more fatal in Glasgow.’463   

Using census data Lee has demonstrated statistically that in Scotland, the 

slower rate of improvement in IMR compared to England and Wales, could 

be attributed to high room densities north of the border, that the significant 

variation between the two regions was the proportion of the population living 

in homes with two or fewer rooms, and that ‘almost half the variation in infant 

mortality between the regions in 1921 can thus be explained in terms of 

housing density.’464  In Glasgow, where housing was even worse, Cage has 

also calculated that the greater levels of overcrowding in Glasgow compared 

to Edinburgh help explain the higher IMR in the city, demonstrating the 

centrality of housing to Glaswegian public health experiences.465  The Report 

of the Scottish Departmental Committee on Housing published in 1933 had 

‘consider[ed] it a tribute to the public health authorities that under such 

conditions the health of the people remains at its present high standard.’466  

In fact, Scotland, but Glasgow in particular, recorded some of the highest 

levels of ill health in the United Kingdom (see chapter 3).  It is clear that 

Glasgow was among the worst housed areas in Britain, that this is important 

for understanding the health of the population, and that it is paramount to 

Glasgow’s reputation as an unhealthy city. 
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However, high rates of overcrowding and insanitary housing in 

Glasgow were unequally dispersed across the city.  In the Eastern Division of 

Glasgow for example – a district said to be ‘essentially an industrial area 

where the houses are of the smaller types’ – the percentage of small one and 

two roomed houses was much higher.467  In 1927, 79 per cent of houses in 

this area were said to be of one or two apartments.468  Essentially, 

‘residential’ districts of the city recorded significantly lower levels of 

overcrowding than industrial, working class communities.  These regional 

variations contributed significantly to distinctive health experiences according 

to geographic area – a feature, introduced in chapter three, with an important 

relationship to social status.  Certain areas were recognised health hazards 

and were nominated to be destroyed as part of slum clearance programmes.  

The extent to which poor housing played out in the vital statistics of the 

designated regions is significant, and they indicate not only the relationship 

between housing and health but also the wide range of health experiences 

across the city.  For example, a proportion of the district of Calton which was 

to be demolished as part of the Housing (Scotland) Act, 1925, recorded 

significantly higher mortality rates compared to the region of Calton as a 

whole – an area already infamous for its poor health and high levels of 

mortality.469  The IMR in the region to be cleared was 141 compared to 128 

for Calton and 106 for Glasgow.  Even then the city’s MOH reported that 

‘certain of the streets give even higher figures’, affirming the extent to which 

inequalities prevailed at the community level.470  The MOH noted that ‘as 

regards the distribution of infant mortality throughout the city, the same 

gradations are noticeable in the different areas, depended largely upon 

housing conditions.’471  Numerous investigations had also shown that the 

heights and weights of Glasgow’s school children correlated with house size, 
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and that these measurements tended to increase alongside the number of 

rooms at home (Table 4.2).’472  

 

Table 4.2: Height and weight in relation to size of house 

 Age group 

Size of house (Rooms at home) 

1 apartment  2 apartment 3 apartment 4 apartment 5 apartment 

Boys 
(Height) 

5 yrs 40.2 40.3 41.3 41.7 42.2 

13 yrs 54.1 54.4 55.7 56.5 57.4 

Girls 
(Height) 

5 yrs 39.3 40.1 41.2 41.7 42.1 

13 yrs 55.2 54.6 56.5 57.3 56.8 

Boys 
(Weight) 

5 yrs 38.1 37.8 39.9 40.6 41.6 

13 yrs 72.2 73.2 78.1 79.2 85.8 

Girls 
(Weight) 

5 yrs 37.3 38.0 38.5 39.5 40.3 

13 yrs 76.3 76.8 80.0 81.6 80.1 

SOURCE: GGNHSBA, HB38/1/2, Annual Report on the Work of the Authority to which is appended the RMITSC 
session 1924-25, p. 54. 

 
 
 
Thus, responding to this evidence, a policy drive to provide larger, ‘healthier’ 

homes was rational.  According to the MOH, ‘in the interests of young 

children new houses should be designed.’473  A front page special 

investigation conducted by the GP in 1938 similarly argued that ‘houses and 

yet more houses still’ had to be built to control stubbornly high rates of 

tuberculosis in the region.474   

 

In interwar Scotland a host of ambitious legislative attempts were 

implemented to alleviate its health problems.  How far was this successful?  

In this period, the national and local governments undertook a large-scale 
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campaign to provide the population with larger, healthier homes with basic 

amenities including extra rooms and a toilet.475  Measures began with the 

passing of the Housing and Town Planning (Scotland) Act of 1919 which 

‘imposed on local authorities a specific duty to consider the housing needs of 

their district and to submit to the SBH proposals to build houses for the 

working class.’476  Between 1919 and 1939 a further six acts were passed 

which revised and refined the terms of this legislation.477  Most of the 

literature has emphasised the continuity of poor housing in the city, with 

writers such as Butt, Damer and McKee arguing that improvements resulting 

from interwar housing legislation were slow to materialise.478  However, the 

majority of new houses built by Scottish local authorities were constructed in 

Glasgow and some writers have been favourable about the success of 

Glasgow Corporation.479  For example, Rodger claims: ‘That Scottish council 

house building did not achieve the annual production of houses sought is no 

condemnation of their efforts [and] given the difficulties encountered that 

local authorities built so many was almost miraculous.’480  In a British context, 

writers such as Stevenson have argued that ‘the progressive advance in 

housing’ which was made contributed to improvements in health.481  In spite 

of the distinctly inferior housing position, Scottish historian Knox also claims 

that housing developments were implicit to the public health achievements 

which were made north of the border and there was a degree of progress.482   
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Certainly, census information on the percentage of the population 

living in houses of one and two rooms, and the number of persons per room, 

suggests that the period was one of relative improvement.  These indices are 

commonly cited throughout the historiography and in official and lay sources 

of the time.483  In 1931, 44 per cent of Scots lived in homes of one or two 

rooms, compared to Glasgow’s respective rates of 11.0 and 44.4 per cent.484  

However, in Glasgow, these rates had fallen from 12.8 per cent and 49.8 per 

cent in 1921.  Also, the percentage of the Glaswegian population that lived in 

accommodation with three persons per room fell from 26.3 per cent in 1921 

to 23.4 per cent in 1931.485  From some contemporary sources it seems that 

these developments were thought to have been advantageous for health.  

For example, the GP, when publishing details on the greater expectation of 

life and falling death rates, claimed that ‘to these results, sanitary, social, 

medical and educational influences contribute, but probably the most 

important factor has been improvement in environmental conditions 

generally’ associated with housing reform.486  A comparison of the census 

data from 1921 and 1931 suggests that in spite of the continued inferiority of 

the housing situation in Glasgow, there is a case for the more optimistic 

interpretations advanced by writers such as Stevenson and Knox.   

 

However, it is clear that the Corporation’s ambitious campaign was 

only partly realised.  The 1919 Addison Act optimistically set a target of 

57,000 houses for Glasgow to solve the post-war housing problem.  By 1927 
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just over 6,000 had been built.487  Local surveys often contradicted the more 

flattering interpretations which can be deduced from high level reports like 

the decennial census.  They revealed increases in overcrowding concurrent 

with housing reform, and that public health achievements in terms of housing 

were hardly impressive by 1939.  For example, a number of Glasgow’s SI’s 

recorded that overcrowding in the ticketed houses of the city often 

demonstrated a tendency to increase.488 

 
Table 4.3:  Percentage of overcrowding in the ticketed house, Central Division, Glasgow 
 

 1913 1914 1923 1924 1925 1926 1927 1928 1929 1930 1931 1932 

O/C 6.98 6.58 11.24 10.21 10.59 10.09 11.12 12.13 9.94 8.14 9.0 9.55 

SOURCE: RMOHG 1932, p. 227.
489

 

 

 

Ticketed houses were considered to be the epitome of bad housing and the 

table demonstrates that overcrowding here was worse in 1932 than 1913, 

that it increased significantly between 1926 and 1928, and that despite 

legislative attempts to improve conditions the rate of overcrowding was more 

than a third higher than 1913 (Table 4.3).490  The school medical authorities 

reiterated in 1931 that ‘one striking feature of the statistics’ was that the 

‘average number of inmates in one-apartment houses was higher in 1931 
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(5.2 inmates) than in 1924 (5.1) or 1921 (4.4).’491  Commenting on the higher 

incidence of overcrowding in Glasgow compared to pre-war levels, Hutt 

argued that this was a ‘striking index of the real worsening of housing 

conditions, despite all the municipal schemes and the new Council 

houses.’492   

 

           Furthermore, a considerable proportion of the new Corporation 

housing built in the 1920s in particular was actually still characterised by a 

high percentage of small, overcrowded dwellings, and this problem persisted 

until the end of the period under review.493  In 1925 one survey of 835 new 

homes in the rehousing estates of Hamiltonhill, Newbank, Polmadie and 

Yorkhill, found that 14 per cent of the two apartment houses were occupied 

by more than three persons per room.  Among three apartment houses 13 

per cent were overcrowded – although a breakdown provided revealed the 

persistence of geographic variations with the Hamiltonhill region having 21.6 

per cent overcrowding in its two roomed houses compared to only 5.6 per 

cent in Yorkhill.494  An article featured in the BMJ in 1927 also observed that 

‘even in the new houses 28 per cent of those who had come from the slums 

were living in overcrowded conditions.’495  In 1935 the SI of the Northern 

Division further remarked that ‘the schemes are by no means free from 

overcrowding; indeed, some of them show as high a percentage of 

overcrowding as is found in any other class of house in the city.’496  By 1938 

overcrowding continued to be a feature of rehousing estates, and as the 

following table published by SI of the Central Division demonstrates, in some 

cases this could increase (Table 4.4): 
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Table 4.4: Overcrowding in 2,130 houses in rehousing schemes, 1931 and 1938 

 Number and size of house Number and percentage 
overcrowded 

1931 1,273 2 apartments 628 

49.4 

1938 479 

37.6 

1931 857 3 apartments 468 

54.6 

1938 481 

56 
SOURCE: RMOHG 1938, p. 245. 

 

Therefore, investigating the extent to which the housing policies of the 1920s 

and 1930s were a success further demonstrates the contradictory 

interpretations which can be derived from the statistics.  The paradoxical 

nature of the era is clear.  Broad improvements in housing could coexist with 

worsening conditions and prevailing overcrowding even within new local 

authority estates.  The following section attempts to disentangle this 

complexity and indicate exactly where in terms of health improvements were 

made. 

 

 

Better Housing, Better Health 

 

For many, new, local authority housing and the clearing of slums represented 

a marked improvement in living standards.  One Glaswegian recalled the 

‘wonderful new standard of living that rehousing seemed to offer’ stating, ‘you 

had nothing: that’s why my mother fought so hard to get a Corporation house 

with a bathroom.  That was like gold, like getting a lump of gold.’497  Another 

described their new local authority house as a ‘mansion’.498  Corporation 

rehousing estates, materially and structurally at least, were undoubtedly 

healthier for those moving from the city’s slums, as was often recognised by 
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tenants themselves.499  Broader environmental gains were also made.  In 

1923 the MOH for Glasgow commented with reference to the Cowcaddens 

and Woodside wards, that ‘in certain sections of the areas to be cleared, the 

density of population exceeds 1,000 per acre; while at Hamiltonhill the 

principal rehousing site – the number of houses had been restricted to 27 per 

acre, which gives a density of population of approximately 122.’500  

Glasgow’s slums were also insanitary and structurally unsafe.501  A number 

of inspectors described the ‘passages and stairways’ as ‘mostly dirty and 

always depressing’ and that ‘stairs were so worn as to be positively 

dangerous.’502  Indeed, one woman interviewed as part of this thesis 

remembered witnessing a school friend being killed by a falling chimney: 
 

 

No we went home for our dinner [during school].  But I remember, we 

used to go through this lane.  And, where the boys shouted at the coal 

engines.  And it was an awful blowy lane.  The winds, it was terrific 

and we were going through, and I was going through with a girl who 

was in my class, and her wee brother and her wee sister was with her, 

the four of us were going along this lane.  And suddenly the wind got 

up, oh!  And it was terrible, it was blowing us and the next thing was, a 

rattle, and a chimney stack fell from one of the buildings where we 

were and it killed Emily Mathews in front of us.  And, I couldn’t believe 

it, she was just killed with it in front.  Now that was the other three 

children, four of us and three, one, one was killed.  It was such an 

experience and evidently, the, the building was needing renewed, 

something renewed and it hadn’t stood up to the storm and she was 

killed.503   
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This was not an isolated incident and collapsing tenements and structurally 

unsafe environments were reported repeatedly in the Glasgow press and in 

personal testimonies.504  In one instance it was said that people stayed in 

buildings known to be on the verge of collapse because ‘they had no houses 

to go to.’505  However, on the other hand, the MOH for Glasgow reported that 

the tenants of one building already partially collapsed ‘refused to leave’ as 

‘they were paying no rent; and on that account were prepared to take risks’ – 

an indication that even within the context of the housing problem, people 

continued to be active agents in their own health experiences (see chapter 

7).506   

 

 The unhealthiness of the material environment of many tenement 

homes is obvious.  Another article researching rheumatism in Glasgow 

similarly pointed out: 

In Glasgow, where the children live mainly in tenement buildings, in 

flats opening off a common stair, the stairway and passage from the 

street are nearly always cold, damp, and extremely draughty and often 

form the playground for the children.  Even careful mothers cannot 

always be watching, and it is likely that there is a considerable 

element of exposure in sitting on cold stone steps, playing in a 

draughty passage or in the wet streets and backlands in winter 

(Illustration 4.1).507   

In a study of pre-war housing and health, the early Glaswegian MOH A.K. 

Chalmers had acknowledged that ‘in the unhealthy area it is impossible to 

disentangle the injury done by the house from that which is done by its 
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surroundings,’ and undoubtedly, the clearing of structurally unstable, 

hazardous areas resulted in an environment more conducive to health.508   

 

Illustration 4.1: Glasgow children playing on tenement stairs 

 
SOURCE: Gladstone Robertson, Gorbals Doctor. 

 

 

Indeed, the SI of the Central Division stated that ‘the carrying out of the 

[Parliamentary Road] Scheme has resulted in a complete transformation of 

the area, and apart from the removal of many unhealthy dwellings, has 

effected a very considerable improvement of the lighting and ventilation of 

                                                             
508

 A.K. Chalmers, Health and Housing (London: The Medical Officer, 1916), p. 5.  



136 
 

the remaining houses in the front tenements.’509  It is interesting that one 

rehoused father, ‘although unemployed with five small children’, had ‘refused 

to allow them to take advantage of the “Fresh Air Fund” holiday 

arrangements because he thought they would displace city children, who 

were in greater need of fresh air.’510  Even the notorious Corporation scheme 

Blackhill was remembered by one interviewee as being initially a ‘great 

healthy place.’511  This clearly supports the view of Stevenson outlined in the 

opening quote, that the clearance schemes benefited the health of both 

displaced and neighbouring tenants due to the wider environmental gains 

which were made.512 

 

The mental health of rehoused children was also said to be better.  

Rodger asserts that ‘personal interaction with the built environment therefore 

remains under-acknowledged in Britain; the impact of grey stone tenements 

is confined to the physical, to their effect on light and ventilation, to public 

health rather than to mental health...  Further attention could usefully be 

devoted to the interaction of resident and his/her home’.513  An article printed 

in the Lancet published details of the correlation between rehousing and 

mental health, and discussed a study where ‘in Glasgow some children were 

tested at the time of their removal from slum houses to a rehousing area, and 

again about 18 months later.’514  Among the rehoused children, the 

investigators found evidence of progress, ‘whereas a control group that did 

not move from their slums showed no such improvement.’515  Also, the 

Director of Housing claimed during an inquiry at the Glasgow City Chambers 

that ‘eighty per cent of tenants were greatly improved physically and 

mentally’, and at a meeting of the Royal Philosophical Society in 1934 
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‘emphasis was laid on the importance of housing in relation to physical and 

mental health [my italics].’516  When reporting to the Committee on Scottish 

Health Services, one doctor commented upon the broader environmental 

problem of atmospheric pollution and smoke abatement, and mentioned the 

‘psychological effect of a clean atmosphere.’517  Findings like this have to be 

treated with caution.  There is the possibility, as is the case with other 

medical reports, that high level health officials, or politically motivated doctors 

with an interest in social welfare, would have been keen to establish a 

positive relationship between improved housing and the health of residents in 

order to encourage and demonstrate the success of the campaigns.  

However, this was also captured by less ‘official’ medical observations where 

writer Molly Weir remembered that upon visiting a doctor due to her ‘peely-

wally’ (pale) complexion her prescription was a room of her own.  She 

recalled ‘the doctor was suggesting a reprieve from having to live in the 

constant whirl of family life in our wee room and kitchen, which he said was 

slowly undermining my nervous health.’518   

 

Unsurprisingly, official observers also commonly emphasised the 

physical improvement of the tenants of new houses, especially that of young 

children.519  For example, Dr. W.C. Gunn stated that ‘particular attention has 

been paid to the physical condition of children in the rehousing areas, and 

this aspect of rehousing is most encouraging.  The child showing 

malformations from rickets is the exception.’520  Dr. M. Poldores MacCunn 

(Senior Child Welfare Medical Officer) repeated that the physical wellbeing of 
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rehoused children was better than those from slum housing and ‘the infant 

death rate in housing schemes where an epidemic was not prevalent 

compared favourably with that in the better class districts of the city.’521  This 

was reportedly recognised by the tenants themselves and in 1928 the 

Supervising Nurse Inspector claimed that in the Belvidere scheme ‘the 

mothers often remark how their children have improved in health since 

coming to these surroundings.’522  The escape from ‘crammed up back 

courts’ into open spaces and fresh air was often cited as a reason for 

children’s improved physique, in spite of continued poverty and evidence of 

financial hardship in these schemes.523  Hence, a closer look at the health 

experiences of the rehoused population also suggests that these homes 

provided an environment which was conducive to health.  

 

However, for some, the gains made from the construction of 

structurally and environmentally superior housing could be particularly 

important.  Most women spent a greater proportion of their lives within and 

around the home and it is clear that materially inferior houses impacted 

particularly adversely upon their health.  The SBH acknowledged that 

housing and the ill health of mothers and children was ‘closely allied’.524  

Throughout the interwar period there was a direct attempt by the national and 

local governments to improve maternal and child health (Chapter 5).  While 

measures to provide advice and treatment to pregnant women and pre-

school children were welcomed, Glasgow’s early MOH A.K. Chalmers 

regarded this as ‘essentially auxiliary so far as Glasgow was concerned, in as 

much as it could only produce the best result if associated with reform in the 

housing conditions of the city on a wider scale than had up till then been 
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attempted.’525  Life expectancy surveys carried out by Glasgow Corporation’s 

public health department suggested that the lower rates among Glasgow 

females compared to those from comparable English cities like Manchester 

and Liverpool could be explained in terms of housing standards.  It was 

claimed that ‘the conspicuous feature’ of these figures was ‘the greater 

expectation of life among females at practically all ages in the English cities, 

and also among males at the higher ages.  Better housing may account for 

the improved condition among females’.526  Another study in 1927 similarly 

found that ‘in males, despite the fact that the house per se has less influence 

than in females, owing to considerations of employment etc., a relationship of 

definite character has been established between the size of house and the 

average annual incidence of [tuberculosis].’527  However, the report illustrated 

a clear differential according to gender where ‘in comparing the sexes with 

the housing state, it is interesting to note that in the one apartment house the 

female incidence exceeds the male at age groups 0-5, 11-15, and 21-45 

years, while in the larger houses the female rate exceeds the male from 6-20 

years only, the male predominating in the other groups.’528  This evidence 

suggests that the effect of housing upon health and the impact of spending 

prolonged periods in small, unhealthy dwellings was particularly harmful to 

women – a notion supported by McFarlane.529   Hence, it seems that the 

movement into structurally superior housing conditions was particularly 

important for women.   
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Rehousing and Inequalities 

 

While broad improvements were made these were felt unevenly across the 

population.  Indeed, the observation that ‘the house, in an industrial area, is 

only a reflex of the economic condition of the inhabitants, so that any scheme 

of prevention must deal with the problem from both angles’ should also be 

kept in mind.530  The higher incidence of disease among women from one 

apartment houses would also have been affected by other social factors 

including poverty, unemployment and the unequal allocation of resources 

within the home (see chapter 5).  However, the maternal mortality rate, the 

death rate of women in childbirth, was also influenced to some extent by 

housing conditions.  While a host of evidence reveals that maternal mortality 

per se did not directly correlate with overcrowding (see chapter 5),531 the 

poor lighting and ventilation caused by overcrowded houses contributed to 

the high incidence of rickets in Glasgow’s poorest areas, and it was 

recognised that resulting pelvic deformities could contribute to maternal 

death as this made childbearing in later life more dangerous.532  Kerr for 

example, claimed that deformities of the pelvis were a ‘common cause of 

[maternal] difficulty, especially in Glasgow where rickets is so prevalent.’533  

Another Glasgow doctor who studied the geographical distribution of this 

condition in Scotland also found that ‘the incidence of contractual pelvis of all 

types is highest in Glasgow and Lanarkshire,’ whilst suggesting that rickets 

was a significant cause of the higher rates in these regions.534  A report by 
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the Glasgow Royal Maternity and Women’s Hospital (GRMWH) similarly 

asserted that the ‘large number of abnormal cases [occurring in the hospital] 

is explained by the fact that the Hospital serves a large industrial population, 

where the incidence of rickets and malnutrition is high.’535  Hence, maternal 

mortality among working class and poorer women was more affected by 

housing standards, even if indirectly, due to the consequent development of 

rickets and this pelvic condition.  This suggests then that the gains made 

from the structural and environmental superiority of interwar local authority 

housing would have been particularly significant for this group, and that the 

improvements felt among ‘women’ were particularly significant for those from 

the working class and poor.  While improvements were made, the degree to 

which this was the case depended upon the complex interaction between 

housing, gender and socio-economic status.   

 

Even within the Corporation housing developments financial position 

remained paramount to health experiences.  The local authority building 

campaigns ensured that social class, and the financial status that this 

entailed, continued to define housing conditions and standards of health.  

This had always been the case.  Even within the working class, important 

divisions were apparent, and in the Northern Division for example, it was 

found that ‘among 620 houses of better type occupied chiefly by the 

labouring classes, 19 per cent are overcrowded; and that among 464 houses 

occupied chiefly by artisan classes, almost all two apartments, the 

overcrowding was only 2 per cent’.536  Similarly, the UAB reported that the 

more serious forms of overcrowding were predominantly found among 

unskilled industrial workers.537  On the other hand, one Glasgow study 
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recorded that a superior type of house tended to be occupied by working 

class artisans, in that they all had ‘at least a room and a kitchen.’538  In spite 

of the structural destruction of insanitary houses, social inequalities continued 

to characterise interwar Corporation housing developments, and writers 

including Devine, Damer and McKee assert that the interwar building policies 

actually intensified the boundaries and inequalities between the classes.539   

 

As previously noted, the housing campaigns resulted in the 

construction of three types of houses with different rent rates; ‘ordinary’ 

houses which were the most expensive, ‘intermediate’ houses which had 

slightly lower rates, and ‘rehousing’ homes – which were structurally poorer, 

cheaper and deliberately intended to rehouse those displaced as part of slum 

clearance programmes who could not afford the higher rents of ‘ordinary’ and 

‘intermediate’ housing.  The first of the interwar housing Acts, the 1919 

Addison Act resulted in the building of ‘ordinary’ houses at Mosspark and 

Riddrie for example (Illustration 4.2).  These superior homes were 

constructed with the reasoning that those who were financially able would 

move into these better estates, and free up their own homes for those 

enduring unsatisfactory housing standards due to the post-war shortage.540 
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Illustration 4.2: Interwar council housing: Image of superior ‘ordinary’ home at Mosspark and 
‘rehousing’ estate at Blackhill 

 

SOURCE: Pacione, Glasgow, p. 160. 
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The high rents of ‘ordinary’ accommodation were often out with typical 

working class budgets – the result being that they benefited those higher up 

the social scale.  In the Mosspark scheme for example, where rent was £28 

per year, 16.2 per cent of tenants were professionals, 30.3 per cent were of 

‘intermediate class’, 27.5 per cent ‘skilled non-manual’ and 18 per cent 

manual workers.541  Indeed, one man recalled teachers living in ‘high end’ 

council houses with separate kitchenettes and gardens.542  The less 

expensive ‘intermediate’ home, typically built under the 1924 Acts, also 

reinforced the discrepancy between housing and social position, Damer 

noting that the tenants of these homes were ‘mainly skilled and semi-skilled 

manual workers, with a sprinkling of the unskilled.’543  Sanitary Inspectors 

throughout Glasgow repeatedly acknowledged that the rent rates of 

intermediate housing were too high for households with lower incomes and 

the MOH admitted that these homes had also failed to benefit those most in 

need.544  In 1929, there was a realisation that the relief of overcrowding was 

‘very unequal’ and by 1938 it was still the case that ‘some of these families 

[unable to pay for an intermediate or ordinary house] might have been able to 

pay for a new house in the “rehousing” category, but these houses are 

reserved for families removed from unfit houses and are not available for 

families from overcrowded fit houses.’545   

 

The Acts of 1930 and 1935, primarily responsible for ‘rehousing’ 

estates, were tailored towards improving the living conditions of those lower 

down the social scale in overcrowded, structurally inferior housing, and in 

1930 the MOH published that the housing legislation was ‘one of the most 

important and valuable measures yet undertaken in the public health 
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interests of the poorer classes of the community.’546  Tenants of slum 

clearance schemes were relocated to estates such as Blackhill and 

Moorepark547 (Illustration 4.2).  Structurally, the home was better than slum 

dwellings and featured basic commodities such as extra rooms, a toilet and 

kitchen, and those transferred benefited to some extent.  However, these 

homes were of a lower quality to the ordinary and intermediate types and 

eventually created a myriad of social problems themselves – to the extent 

that some have re-labelled them slums and akin to being sent to the 

poorhouse.548  Environmentally, rehousing schemes were also inferior.  For 

example, an article published in the GH reported on a memorandum by the 

National Smoke Abatement Society which had been sent to all local 

authorities, ‘warning about the rapid degeneration of new housing estates as 

the result of atmospheric pollution.’549   

 

 For the most part, Damer agrees that ‘quite simply, these three 

categories of estates contained populations with quite different class 

characteristics’ and this was clearly reflected in the health statistics from 

these developments.550   For example, MOH Macgregor noted that ‘the 

houses in the intermediate schemes had a population of 13,500 and an infant 

mortality rate of 85 per 1,000 births.’551  However, this figure was notably 

lower than that of the Hamiltonhill rehousing scheme (Table 4.5).552
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Table 4.5:  Table showing the vital statistics of housing scheme Hamiltonhill compared to 
Glasgow as a whole 
 

 Hamiltonhill Scheme City 

Years 1928 1929 1930 1931 1932 1928-32 
combined 

1929-32 
combined 

1928-32 
combined 

1929-32 
combined 

Death rate 
per 1,000 
population 

 

All causes 20.47 17.24 12.93 16.70 13.47 16.16 15.09 14.77 14.85 

Pulmonary 
TB 

1.35 0.81 1.08 1.35 0.54 1.02 0.94 0.87 0.87 

Respiratory 
Disease 

4.04 4.31 2.42 3.50 2.69 3.39 3.23 2.54 2.57 

IMR 164 106 107 127 119 124 114 106 106 

Birth rate 
per 1,000 
population 

32.87 35.56 32.87 29.63 29.36 32.06 31.86 21.17 21.04 

SOURCE: RMOHG 1933, p. 152; The number of houses in Hamiltonhill was 728, population 8,712. 

 

  

Another table published in the MOH’s 1933 annual report illustrated 

significantly higher rates of pulmonary tuberculosis, respiratory disease and 

IMR in slum clearance areas compared to these rates (Appendix 4.1), and 

the MOH asserted that the ‘rates [in this rehousing scheme] are definitely 

lower than the corresponding rates for the slum areas, but are slightly in 

excess of the general city rates’, in an attempt to illustrate the gains which 

had been made.553  Nevertheless, interwar health experiences within local 

authority homes were overwhelmingly characterised by inequality.  For 

instance, following an outbreak of diarrhoeal infections and a halt in the city’s 

downward infant mortality rate in 1936, it was found that the ‘investigation of 

rates in different areas shows that it is steeply graded throughout the various 

housing schemes from a low rate in Knightswood and similar districts, 

upwards through the intermediate and rehousing schemes to its highest rate 

in slum areas.’554  In short, as one contemporary observed, ‘a survey of the 

rehousing schemes furnishes an endless variety of contrasts.’555  Therefore, 

even if we accept that new housing could benefit health, this was 
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experienced unevenly and housing standards helped shape inequalities in 

mortality trends according to social and financial position. 

 

 

New Housing, Poorer Health? 

 

Examining the housing situation in Glasgow and the success of interwar 

housing policy for public health is clearly complicated.  It reveals that while 

general improvements were probably made for many of those relocating to 

local authority schemes, experiences were varied – notably in relation to 

gender and financial status.  This is important as it undermines the extent to 

which it is useful to try and measure how far the housing policies were 

broadly successful (or unsuccessful) in terms of public health.  What is clear 

is that health improved for some more than others.  Experiences were 

diverse and unequal.  This was the defining feature of housing-related health 

trends. 

 

Indeed, it must also be kept in mind that not everyone got a house and 

a shortage of affordable housing for the city’s working class prevailed.556  The 

breaking up of large houses in residential areas into one apartment homes 

discussed in chapter three is testament to this point.  Moreover, a host of 

evidence suggests that providing better housing with more rooms did not 

always impact positively upon health.  For some, health could actually 

deteriorate upon relocation to local authority housing, reinforcing the notion 

that experiences were varied.  For example, it is significant that South 

Pollock, where ‘rehousing’ developments were constructed, became known 

as ‘The White Man’s Grave’ due to the number of tuberculosis sufferers living 
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there.557  Oral testimonies also revealed the concerns tenants had about 

tuberculosis in Corporation housing estates.  One woman claimed: ‘My 

brother-in-law died of TB in the house we moved to... Sugarhill in Govan they 

called it, and it was a TB scheme, every second house had TB then.’558  

Another woman recalled: 

I was only in mine two days when someone stopped me in the street 

to say ‘Do you think you will like it here?’ and I said, ‘I’m sure I will’, 

and she said, ‘The old lady didn’t because her daughter died of TB in 

that house’.  I was only two days in with very young children at the 

time.  I immediately sent out for the Health Board and they got the 

place fumigated.  I felt a bit happier then.559 

This perception may have been affected by the decision made by the 

Corporation in 1929 that up to 10 per cent of new houses should be allocated 

to families where a member was suffering from tuberculosis.560  Indeed, 

McFarlane has argued that the persistence of high levels of tuberculosis in 

Glasgow’s new Corporation schemes was essentially because the disease 

was ‘exported to the new housing estates from the old.’561  Damer has also 

written that in rehousing estate Blackhill, the environmental pollution in the 

area meant that ‘in the appropriate weather, the scheme was blanketed with 

malodorous fug.  Then the very construction of the houses with concrete 

blocks has ensured that they are endemically damp’ – an occurrence 

featured in the public press, remembered years later and scientifically proven 

to lead to respiratory disease.562  As a result, in at least one instance a man 
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refused to pay the rent of his new home, and a doctor testified that the family 

living there had ‘continued to suffer from illness, such as septic throats and 

swollen feet and ankles, commonly due to dampness.’563  Here, it was also 

said that ‘despite a large amount of coal used to keep down the dampness it 

became pronounced, and recently the family had been crammed into one 

room.’564  Undoubtedly, similar challenges to health were experienced by 

many living in the slums.  Nonetheless, it is clear that the movement into 

these schemes could have a negative impact upon physical condition and 

health perceptions, reinforcing the extent to which experiences were unequal. 

 

The ‘cramming’ of tenants in one room also highlights the important 

point that overcrowding was not necessarily eradicated by the provision of 

more rooms.  It has been indicated that because the number of rooms per 

house has been used as an index of social position, it is difficult to determine 

the extent to which health figures in relation to this were a reflection of 

inhabitants’ economic status, or whether it was the small structure, and often 

overcrowded interior of the house itself, that undermined the health of its 

occupants.  The poor condition of the house was often an indirect 

consequence of poverty, and only one of many related social variables 

impacting upon health.565  This became increasingly apparent following the 

transfer of Glasgow’s ‘slum dwellers’ to Corporation rehousing estates and it 

was widely acknowledged that once relocated, many could not afford the 

health-enhancing commodities installed in their new homes.  Complaints that 

electricity was too expensive were common and many could not afford fuel to 

operate gas fires.  Even as late as the 1940s, one woman living in Glasgow 
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recalled sleeping in the kitchen – ‘it was the warmest place.’566  This had 

significant implications for health where the ‘slum habit’ of crowding together 

into one room for heat was reintroduced in new houses.  In the new 

Springfield Road scheme the SI noted that ‘often the whole family sleeps in 

the living room, leaving the bedroom and occasionally the two bedrooms 

empty.  On pointing this out, the tenants invariably complain that the rooms 

are too cold, because of the expense of gas fires.’567  The inspector of the 

Govanhill scheme similarly wrote that ‘many of the tenants complain that the 

electric heaters are too expensive.  There is a tendency to crowd the family 

into one room for sleeping purposes.’568  Hence, providing homes which had 

a greater number of rooms did not always reduce overcrowding.   

 

 This was a common phenomenon and is frequently repeated 

throughout contemporary reports.569  One Glasgow medical investigation 

comparing conditions in slum and rehousing homes reiterated these 

observations, and acknowledged its implications for health and role in 

spreading respiratory disease.  The investigators found that:   

As regards sleeping accommodation, therefore, they showed serious 

overcrowding, although on the conventional basis of persons per 

available room there was only a fifth of the amount of overcrowding 

found in the slum.  The author accordingly suggests that the standard 

of sleeping arrangements, rather than the cubic capacity of the 
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dwelling is the measure of environmental conditions that is important 

in relation to the spread of respiratory infection.570   

Indeed this report also demonstrated that by this definition the situation in 

rehousing estates was not much improved: 

Overcrowding in the two areas may be compared, first, on the 

conventional standard of more than three person per apartment 

(children counted as equal to adults), and then on the standard of 

sleeping arrangements i.e. more than three persons per bedroom.  On 

the former standard, 43.4 per cent of the slum tenants were 

overcrowded compared with 8.5 of the rehoused people, while, on the 

latter standard, overcrowding in the slum was 42.8 per cent, and in the 

rehousing scheme was 35.3 per cent, i.e. on the basis of sleeping 

arrangements overcrowding was not much less in the new houses 

than the old.571 

However, despite acknowledging the affordability issue of Corporation 

homes, investigators continued to blame the rehoused ‘slum dwellers’ for 

their failure to make the most of their new environments.  This report stated 

that while the cost of heating ‘may have been the reason in some instances’, 

many ‘had not been sufficiently long in their new quarters to give up their 

former habits [and] in view of the finding in respect of ‘bedroom’ 

overcrowding, the influence of rehousing on the prevalence of disease 

spread by droplet infection can scarcely be looked for until the former slum 

habits have been eradicated.’572  When commenting upon the ‘shocking state 

of affairs’ of housing in Glasgow one doctor also wrote that ‘several factors 

are responsible for it: shortage of houses, poverty, economy, bad housing 

conditions, and a genuine love of the people for herding together for the sake 

of companionship.’573  Whilst the patronising tone of medical and housing 
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officials was often obvious, they may nevertheless have had a point.  One 

informant stated of their improved housing conditions that ‘it took a while 

before you got accustomed to it.’574  Molly Weir similarly recalled: 

After our room and kitchen tenement house I had never seen so much 

space.  Fancy having rooms devoted entirely to sleeping?... What a 

waste it seemed.  Fancy a whole bed for each of us when we could 

easily have managed two in each bed.  It would have been warmer 

too.  I had always been used to the comfort of a warm body to coorie 

into in bed, and it seemed chill and strange to find only draughty 

spaces in front and behind me when I tried to go to sleep.575 

In the context of public health this is crucial.  Smout has claimed that the 

success of housing policy from 1919 can be ‘seen in the reduction of 

overcrowding (as measured by the number of persons per room) by one 

quarter between 1921 and 1951’.576  However, this evidence clearly 

illustrates the importance of considering the reality behind the statistics, and 

challenges the simple conclusion that better housing equalled a healthier 

environment and better health.  The investigators of this report also noted 

that ‘the value of the work from this stand point of view, indeed, lies rather in 

the attention it draws to the difficulty of reaching reliable conclusions on the 

important question of the relation of housing to health.’577  Nonetheless, what 

it does show is that overcrowding was not necessarily reduced with the 

provision of more rooms as the census figures suggests, and it was what 

went on inside the house, as well as the house itself, which was important for 

health.578  People had to adapt and that took time – as well as being able to 

afford to fully utilise and benefit from their new houses.   
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Also, for some, the cost of new Corporation housing and its impact on 

domestic budgets was more harmful for health than the slums themselves.  A 

greater incidence of poor health in local authority housing estates compared 

to areas where slum housing predominated was often detected.579  Historians 

such as Seaman have acknowledged that ‘rents were usually higher and 

fares to work cost more, so that the health of both mothers and children 

might decline in consequence of there being less money to spend on food.’580  

This is a phenomenon frequently mentioned in the historiography on interwar 

health, regularly due to discussions on the observations of G.G.M. 

McGonigle (the Medical Officer of Health for Stockton-on-Tees) and J. Kirby.  

Nicholas explains that in attempting to ‘prove scientifically the extent of 

undernourishment among the poor of Stockton’ McGonigle and Kirby had 

tried to demonstrate that the unemployed who moved to these estates and 

‘had to pay higher rents, were likely to be under-fed if the breadwinner was 

unemployed,’ and similar findings were found in other places including areas 

of London.581  

 

 This survey clearly stimulated concern in Scotland as to whether the 

cost of local authority housing was affecting the nutrition of its inhabitants.  At 

the inquiry of the Committee on Scottish Health Services health advisers 

were asked on at least three occasions whether rent rates were impacting 

upon food consumed and in at least one instance McGonigle was actually 

quoted.582  Renowned Scottish nutritionist E.P. Cathcart similarly voiced his 
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concerns stating, ‘another difficulty arises when a family, without any rise in 

the family income, is transferred from a slum house to one in a new housing 

area.  This change in many instances entails increased expenditure on, for 

example rent, fuel, transportation charges all at the cost of the money 

available for expenditure on food.’583  In answering to the Committee on 

Scottish Health Services, one inspector denied a link between high rent rates 

and the malnourishment of children, but admitted this could vary according to 

age in that ‘some of the older people do suffer from lack of nutrition because 

they are so desperately anxious to pay their rent, but, generally speaking I 

cannot say there is much of that.’584  However, the MOH report of 1923 also 

quoted one elderly woman’s protests at the Corporation ‘turning her out of 

her “cosy wee hoose” and bringing her to a place where she was certain she 

would “starve to death with cold.”’585   

 

Indeed, the conclusions of this well known report were actually 

repeated by the study in Glasgow which similarly compared the health of 

slum and rehoused inhabitants.  This survey found that the incidence of 

respiratory disease was higher among the rehoused tenants compared to 

those from the slums, highlighting, in the authors opinion, ‘a striking degree 

of similarity in the findings to those of Dr. McGonigle at Stockton-on-Tees 

which cannot be overlooked especially in view of the worsened financial 

position of the rehoused population.’586  The report also demonstrated that 

when ‘employing the average number of days in bed as a measure of 

severity [of respiratory infection] the author works out for the slum area 2.104 

days in bed per head, and for the superior rehousing area 2.425 days.’587  

The reader was urged to exercise caution due to the existence of a foreign 

population in the slum region who benefited from better diets and lower levels 
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of unemployment.  Nevertheless, a summary of the report published in the 

BMJ asserted that ‘when these aliens, whose record of respiratory disease 

was for the reasons suggested low [better diet and employment rates] are 

deducted from the total, the days in bed for the slum inhabitants rise to 2.229, 

higher than the previous figure but still below that for the rehousing area.’588  

Moreover, although the exact region is not stated, the DHS reported in 1929 

that while the degree of complaint varied among different areas, one ‘local 

authority have tenants who find it difficult to make ends meet [and] some are 

unable to provide sufficient nourishment for their families’.589  Another survey 

which encompassed Glasgow also commented that while the living 

conditions of new housing estates were ‘much more satisfactory’, the ‘higher 

costs laid an additional burden on the young housewife and nullified some of 

the advantages.’590  Therefore, this suggests that relocation to local authority 

housing could be harmful, undermining the extent to which the building 

campaigns were successful in relation to public health.  

 

 

However, it is important to be clear that public demand for Corporation 

housing was apparent.  Butt notes for example that the Glasgow housing list 

was closed in 1933 with 80,000 names on it, and the Daily Herald reported 

that 4,000 applications for new homes were received in three days in 

1934.591  Thompson has noted that in south Wales ‘the massive numbers of 

applications that councils received is evidence of the attraction that the new 

houses held for most families.’592  It seems that this was also the case in 

Glasgow.  This is difficult to reconcile with the negative view of local authority 

housing which can be deduced from the evidence detailed above.  However, 

again, this experience was not universal and by disentangling the distinct 
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health experiences within local authority housing estates, it is possible to 

clarify some of these contradictions.  It is apparent that standards and 

experiences within rehousing homes strongly depended upon the ability to 

pay.  For example, one report revealed that the initial enthusiasm for 

Corporation housing could wear off.  In 1937, the SI of the South Western 

Division published details of a survey which had re-assessed 3,296 private 

houses which had been found to be ‘seriously’ overcrowded in the 1935 

national survey.  He found that ‘of the tenants who were resident in the 

houses at both surveys, more than half had on at least one occasion made 

application for a Corporation house.  An offer of such a house had been 

made in 376 cases but was refused.’593  Also, six per cent of these residents 

had at some point lived in a Corporation house.  The ‘main reason for leaving 

in the majority of cases was that the rents were too high.’594  Other reasons 

for departure or refusing a house when offered included ‘unemployment, 

distance from place of employment, arrears of rent, and in some cases, that 

the houses had become too large for the needs of diminishing families.’595  

 

 

This was understood by the national and local health authorities.  At 

the inquest of the Committee on Scottish Health Services held in 1933-34 it 

was acknowledged that ‘in the larger towns Edinburgh and Glasgow, these 

rehousing schemes obviously have to be some distance from the centre of 

the city, and complaint is made that, the people find it rather difficult to pay 

the rent plus the increased travel expenses.’596  This was also recalled years 

later where one Glasgow man claimed, ‘people used to say it was a week’s 

wages for travelling, you know, because you had further to come by bus.’597  

The expense of living in new estates was commonly cited as a deterrent.  

There were also complaints that the estates were too far removed from 
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cheaper food stores and second hand shops – which for many Glaswegian 

women were vital to the management of household budgets and the 

maintenance of essentials within the home (see chapter 5).598  Most evidence 

suggests that the cost of Corporation housing was simply too high for a 

proportion of the Glaswegian working class and an additional strain on what 

was for many, already scarce resources.   

 

 

It was particularly apparent that rehoused tenants who were 

unemployed, and families affected by the loss of work who chose to remain 

in Corporation housing, could often do so only at the expense of their health.  

The relationship between rents, diets and health discussed was notably 

significant for those experiencing unemployment.  For example, in 1925 the 

SI of the Eastern Division noted that ‘in some cases the people are 

complaining of the rents being rather high, but there is an excuse for this as 

almost 60 per cent of the tenants are receiving parish relief or the “dole”’.599  

In 1929 it was also observed that in rehousing estates ‘many are still 

unemployed, and find the rent a strain on their resources, but are struggling 

to pay rather than go back to their old surroundings [my italics].’600  In 1928 

the Supervising Nurse Inspector to the new housing estates, Catherine 

Matheson, alluded that this was affecting the amount that could be spent on 

food: 

The problems [existing in rehousing schemes] are social and 

economic.  The tenants are mainly from the lower classes of the 

community, and as such have been brought up in sordid surroundings, 

and accustomed to constant hardship.  They have left the sordid 

surroundings, but the hardships still continue.  The majority are 

receiving parish relief or unemployment benefit.  In relation to the 

present cost of living these reliefs are not enough to maintain even a 
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fair degree of comfort, keeping in mind the burdens that have to be 

borne.  The people all say the rents are too high; rates, taxes, fuel and 

light have to be set aside, so that there is little left for food and 

clothing, quite apart from luxuries.601  

There is also evidence that this struggle to make ends meet was reflected in 

the health of rehoused children affected by unemployment.  Many 

contemporaries commented upon the positive impact of rehousing upon the 

physical appearance of children.  However, some headmasters used 

unemployment to explain the lack of improvement among those where 

progress was not pronounced.  For example, the headmaster from 

Springfield Public School remarked that ‘because both families [were] often 

receiving money, clothing and food aid from the same sources i.e. the Public 

Assistance Department, as a result there is little perceptible difference 

between the slum child and the other [rehoused] so far as clothing and 

nutrition are concerned.’602  The MOH stated himself that ‘where little 

improvement has been observed, this can be accounted for by the general 

economic depression.’603  Therefore, while evidence suggests that health 

could deteriorate upon removal to local authority estates, this did not affect 

the relocated population per se.  The extent to which this was the case 

depended upon financial position within Corporation housing – a trait which 

reveals the extent to which interwar health experiences were diverse and 

dependent upon the employment status of the household. 

 

On the other hand, many of the unemployed simply could not afford to 

live in new housing schemes and some of those who found themselves out of 

work soon moved out.604  As Macgregor wrote many years after his post as 

the MOH, ‘the industrial depression and unemployment in the interwar years, 
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especially in the thirties, was a severe handicap.  Some tenants lost heart 

and left the schemes for lower rented houses.’605  These shifts have also 

been captured by oral testimony.606  One man recalled for example that ‘if 

you were unemployed you had no chance.’607  Hutt also observed: 

Craftsmen who at one time had a tolerable standard of living sink 

deeper and deeper as the months and years drag by; the trim clothes 

become shabbier and more and more threadbare, the collar and tie is 

abandoned; if they had been able to get decent housing 

accommodation that had to go too, and the family is driven into a 

noisome one-or-two room apartment in a Cowcaddens or Anderston 

slum.608 

The early MOH Chalmers also calculated that twenty per cent of those living 

in inferior farmed out houses ‘had fallen on evil days through idleness or 

illness.’609  That the unemployed shared unequally in the housing 

improvements of the era was widely acknowledged and commonly 

published.610  Indeed Knox, who has highlighted the importance of housing to 

the public health achievements which were made, also argues that ‘for those 

too poor to afford council rents, the slum was still the only option.’611  

Unemployment affected not only the standard of housing which could be 

bought but also the living conditions within.  Overcrowding was particularly 

pronounced among these households.612  For instance, an investigation in 

Glasgow in 1922 found that the housing conditions of the unemployed, 

irregular and short time workers had deteriorated since the preceding year 
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and overcrowding had increased.613  The correlation between unemployment 

and living standards was repeated in figures published by the SI of the 

Eastern Division of Glasgow in 1932, where of 14 per cent of ticketed houses 

found to be overcrowded, ‘the extent of unemployment among those 

occupying the 396 overcrowded houses was almost 87 per cent.’614  

Overcrowding among the unemployed was also exacerbated by subletting 

which supplemented payments for rent.615   

 

Table 4.6: Table showing relationship between subletting and employment, South Western 
Division 
 

Occupation Householder Second Family 

Employed Unemployed Employed Unemployed 

Labourers 
(dock, 
shipyard) 

154 147 24 53 

Other 
occupations 

173 103 21 36 

 327 250 45 89 
SOURCE: RMOHG 1926, p. 269. 

 
 
 

The UAB noted that this practice was particularly prevalent in Glasgow, and 

table 4.6 suggests that the proportion of homes occupied by lodgers was 

considerably greater among those affected by unemployment.  The SI of the 

South Western Division was also aware that ‘these data show clearly enough 

the part which employment plays in the conditions described.’616  Thus given 

the relationship between overcrowding, housing and physical condition it can 

be argued that Glasgow’s unemployed endured a particularly inferior 

housing-related health experience in the interwar years.   
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Conclusion 

 

Historians discussing the interwar years in Britain have commented at length 

upon the housing conditions of the period and on the government’s building 

strategy which aimed to address the post-war housing shortage.  While 

writers like Stevenson and Knox have highlighted the improvements that 

were made others such as Damer, McFarlane and Butt have been more 

critical.  That Glasgow’s health profile was heavily influenced by its inferior 

housing situation is widely understood.  This fact, recognised at the time, led 

to a number of ambitious housing campaigns aimed at improving the housing 

and health of the city’s population.  On the one hand, it is clear that local 

authority housing, structurally at least, provided an environment more 

conducive to health.  The statistical evidence also reveals that on average, 

overcrowding was somewhat relieved.  There is no doubt that improvements 

were made, and despite the persistence of high levels of overcrowding and 

unhealthy housing the city’s experience offers support to the view that 

housing conditions substantially improved.  However, this positive 

interpretation must be qualified by conclusive evidence of deteriorations in 

health among rehoused tenants, increasing levels of overcrowding at times 

throughout the period, and suggestions that local authority housing could 

also be insanitary, damp, associated with high levels of disease and an 

environment harmful to health.   

 

Nevertheless, these seemingly contradictory interpretations can be 

explained by the wide range of experience across the population.  Even if we 

accept the argument that rehousing had a beneficial impact upon health this 

was enjoyed unevenly throughout Glasgow.  In terms of the health 

advantages gained from the structural superiority of housing developments, 

working class women experienced some improvement where the movement 

from unsafe, insanitary slum dwellings, where prolonged periods of time were 
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spent, was notably important for this group.  Also, those of adequate financial 

means and ‘middle class’ status, were among the main beneficiaries of the 

new houses built.  Housing developments accentuated the boundaries 

between the classes where the type of house afforded and the health 

benefits incurred clearly depended on social status and the financial position 

this entailed.  On the other hand, rehousing did not always have a positive 

impact and could actually damage health in certain instances.  The 

unemployed were clearly a disadvantaged group who shared unequally in the 

health improvements resulting from local authority housing, and essentially, 

they were a group to which a ‘pessimist’ interpretation could apply.  

Therefore, again, it seems that adopting a comparative interpretative 

framework can provide a more balanced understanding of public health 

experiences than attempts to evaluate the extent to which conditions 

improved.  In interwar Glasgow inequalities characterised housing and health 

experiences.  As such, it can be argued that identifying and underlining the 

distinct experiences among different sections of the population can provide a 

more precise picture of the impact of housing in shaping public health trends.  
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Chapter 5  Women, the Home and the Family     

 

This paper does not contend that standards of adult health were 

unaffected by chronic unemployment and insecurity.  Its main point is 

rather that such deprivation as undoubtedly existed did not affect 

adversely the life expectation of the infant and maternal population.  

Consequently, the infant and maternal survival rates of England and 

Wales and of Scotland were higher in 1939 than they had ever been 

before.617 

 

 

As historians have attempted to understand public health in the interwar 

period evaluations of the health of women is a recurring theme.  As chapter 

one has outlined, the portrayal of their health in the interwar years is largely 

depressing, in that discussions for the most part, tend to examine the high 

maternal death rate of the era, and the indirect socio-economic effects of the 

recession upon this group.  There is some debate among historians on the 

extent to which this was the case.  According to writers like Whiteside, ‘it 

seems probable that poverty took a worse toll on the health of wives and 

children than on workers themselves,’ and Mitchell argues that ‘a strong 

statistical relationship has emerged between chronic deprivation and the 

condition, if not the very survival, of many women and children in the 

1930s.’618  However, these views are in stark contrast to the statement 

asserted by Winter in the opening quote, and their comparison aptly captures 

the debate on public health in interwar Britain.  However, there is widespread 

agreement that where the poverty resulting from unemployment had adverse 

effects, this was often more severe for women, particularly due to the 

unequal allocation of resources in the home which favoured male wage 

earners and other family members.619  Thus, from the outset, this indicates 
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that health experiences were different for certain social groups varying 

according to gender, therefore endorsing the view advanced by this thesis 

that public health trends were diverse and unequal throughout the population. 

 

This chapter engages with this theme of the historiography and aims 

to address how far ‘gender’ contributed to public health experiences in 

interwar Glasgow.  Although often related, discussions in the literature tend 

to refer to the high levels of ill health found among women themselves and 

on their responsibility for securing the health of their families.  This also 

explains why, for the most part, this chapter deals with the experiences of 

women, rather than gender per se.  Firstly then, the health of women is 

analysed in isolation by considering sex-specific mortality rates including that 

for tuberculosis, crude and standardised death rates, life expectancy tables 

and details on maternal mortality and abortion.  Here, an attempt is made to 

account for the health impacts of women’s cultural role as carer and their 

biological one as child bearer.  Hereafter, the role of women to health 

experiences within the family is considered, looking at their participation in 

ante-natal and child welfare programmes, their care of family members within 

the home and practice of domestic medicine, the effectiveness of the 

domestic strategies employed to make resources stretch, and the much less 

documented contribution of gender to male health experiences within this 

arena.  However, throughout this chapter it will be shown that while health 

experiences in Glasgow could vary according to ‘gender’ this also interacted 

with other determinants including social class, marital status, and the 

employment position of the household.  As such, the notion that health 

experiences were characterised by inequalities and divergences, rather than 

conclusive improvements or deteriorations, is further advanced. 

                                                                                                                                                                             
Policy, p. 71; Burnett, Idle Hands, p. 254; Constantine, Social Conditions, pp. 40, 228; 
Jones, Health and Society, p. 73; R. Johnston and A. McIvor, ‘Dangerous Work, Hard Men 
and Broken Bodies: Masculinity in the Clydeside Heavy Industries, c. 1930-1970’, Labour 
History Review, 69 (2004), p. 138; Mowat, Britain between the Wars, p. 487; S. Rowbotham, 
Hidden from History (1973), p. 145, cited in Winter, ‘Infant Mortality’, p. 439; Thompson, 
‘Unemployment, Poverty and Women’s Health’, p. 117. 
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Women’s Ill Health and Tuberculosis 

 

A recurrent observation in the historiography on health in the interwar years 

is that the unequal allocation of resources in the home, aggravated by 

unemployment and the social effects of the Depression, impacted adversely 

upon the health of women.  For example, writers like Thompson argue that 

the accompanying hardships of economic depression affected women due to 

the gendered distribution of resources in the home which favoured men.620  

This is widely recognised and is often accepted by those writing more 

favourably of conditions in the interwar period (Chapter 1).  While biological 

differences between men and women, including childbearing and the draining 

effect of menstruation on the body’s nutrients, could render females more 

liable to a host of infectious diseases, most agree that culturally prescribed 

feminine responsibilities within the private sphere could create an additional 

challenge to maintaining an acceptable standard of health.621  The unequal 

allocation of resources in the home has been well documented, and the 

practice of feeding family members at the expense of the mother reinforces 

the view that inequalities existed at the family level.622  One man from 

Anderston recalled, for example, how his mother ‘had to do a lot of doing 

without, after the First World War, fae 1918 up tae the Second World War 

started, we were all just young.’623  Similarly, when one woman was asked 

‘what was a good wife?’ she replied: 

 

 

 

                                                             
620
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One that attended – put her family first.  Now am the last of ten and 

like that your mother would dish up tae the breadwinner, that’s yer 

father, and the family and there wisnae much left fur her by the time 

she did that and she never grumbled.  She was quite happy as long as 

everybody got.  She seen that the man, the breadwinner, her 

husband, and the family got fed.624   

While this was detailed repeatedly by interwar contemporary medics and 

others, it was not a universal experience.625  One working class woman from 

Cambuslang near Glasgow recalled that her mother ‘ate well too, oh yes, she 

got what we got.’626  Nevertheless, it was accepted that this occurrence was 

widespread.  The city’s health authorities acknowledged that this was a 

regular feature of domestic life and they realised that the health and nutrition 

of mothers could be adversely affected as a result during harsh financial 

times.627  For instance, when commenting upon the provision of milk to 

mothers and children the Glasgow MOH stated in 1922 that ‘the last thing to 

go should be the power of granting milk both to mothers and children, 

because of the tendency of the mother invariably to feed the child if she can, 

to her own detriment.’628   

 

Thompson has commented upon the relationship between 

tuberculosis and the gendered distribution of resources, arguing that the high 

incidence of the disease prevailing among women of childbearing age in 

areas of south Wales could to some extent be explained by these dietary 

inequalities.629  Was this the case in interwar Glasgow?  Firstly, it is important 
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to note that other factors influenced susceptibility to this disease.  The city’s 

housing conditions during this era undoubtedly contributed to the high rates 

of tuberculosis in the region (see chapter 4).  It was also noted that mothers 

were more likely to contract infectious ailments brought into the home when 

caring for family members, and when commenting on the distribution of 

diphtheria and membranous croup according to gender the Glasgow MOH 

reported that ‘this disparity in the attack-rate of the sexes is true only of ages 

after 15, when females are much more heavily affected, probably due to the 

fact that their constant contact with children gives them more frequent 

opportunity of infection.’630   

 

 

In addition, the extent to which women’s domestic chores could 

weaken resistance to diseases like tuberculosis and impact upon health is 

often overlooked.  Housework was a gruelling task for working class women 

in particular.  It is interesting for example that physiotherapy pioneer Thomas 

McLurg Anderson filmed women carrying out domestic work such as ironing, 

as well as men performing manual work and sports, as a lecture resource for 

classes at the Glasgow Physiotherapy School.  One film titled ‘Housework 

with Ease: How to Avoid Cumulative Strain’ is a clear indication of the 

perceived impact of this chore upon the body.631  Domestic appliances such 

as vacuum cleaners were increasingly available, although it is difficult to 

estimate the extent to which these had made their way into Glasgow’s 

working class homes before the war.632  On the one hand, the SI of the 

Central Division complained in 1938 that a ‘fault’ of one rehousing scheme 

was ‘their overindulgence in articles obtained by the higher-purchase system, 

such as electric vacuum cleaners and electric washing machines, the latter 

                                                             
630
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especially, seemingly superfluous, as each house has a perfectly good wash-

boiler.’633  On the other hand, Rountree estimates that in the late 1930s still 

less than half of homes in Govan at least were connected with electricity, and 

this was broadly reflective of the national rate.634  The harmful effect of 

‘women’s work’ upon their physical condition was captured by personal 

testimony.635  When recalling the intensity of daily household chores, one 

Glaswegian claimed that he believed his mother’s death was a consequence 

of overwork: ‘Oh she died of a whole complication of things... She died of 

hard work as so many women did.’636 
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Illustration 5.1: ‘Doing Non-Union Work’ 

 

SOURCE: GH, 8
th
 May 1926, p. 4, caption reads ‘THE STRIKER (put to a spell of non-union work by his wife) – 

“Sakes this strike canna be finished soon enough for me.  Between dryin’ the dishes and looking efter the weans I’m 
workin' longer hours than at my trade.” 

 

Indeed, some held the view that housework was more arduous than manual 

work in the public sphere, and the SBH acknowledged that ‘the woman who 

is employed at home looking after her house and children had often much 

harder work in a worse environment than others who work out of doors or in 

factories (Illustration 5.1).’637  Hence, a host of culturally imposed ‘feminine’ 
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responsibilities could impact adversely upon health separate from the effects 

of nutritional inequality.   

  

However, contemporaries often remarked upon the relationship 

between nutrition and tuberculosis.638  Thompson found that in areas of south 

Wales the rate of tuberculosis among females of childbearing age was 

greater in the 1930s compared to the 1920s – a rise which he suggests could 

be attributed to the economic situation of the times.639   

 
Table 5.1: Tuberculosis mortality rates per 1,000 living for Glasgow as a whole, males (total), 
females (total), and males and females aged 15-44 years, 1921-25 and 1931-35

640
 

SOURCE: RMOHG 1921-35; Census Report, City of Glasgow, 1921 and 1931. 
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 These figures start from 1921 and 1931 to ensure that population data is accurate 

following the publication of the census in 1921 and 1931 (see chapter 3 for explanation). 
641

 These figures are based on the corrected population data published by Glasgow 
Corporation. The figures in brackets are based on the population data published in the 1921 
census report (see chapter 3 for explanation).   

 Female (Total) Female (15-44) Male (Total) Male (15-44) Total Population 

1921 0.83
641

 (0.87) 1.20 (1.25) 1.02 (1.06) 1.33 (1.38) 0.92 (0.96) 

1922 0.79 (0.83) 1.18 (1.23) 1.10 (1.15) 1.49 (1.55) 0.95 (0.98) 

1923 0.74 (0.77) 1.03 (1.08) 1.06 (1.11) 1.34 (1.40) 0.90 (0.93) 

1924 0.84 (0.87) 1.24 (1.29) 0.93 (0.97) 1.26 (1.31) 0.89 (0.92) 

1925 0.73 (0.76) 1.08 (1.13) 0.96 (1.00) 1.22 (1.27) 0.84 (0.87) 

1921-25 0.79 (0.82) 1.15 (1.2) 1.02 (1.06) 1.33 (1.38) 0.90 (0.93) 
 

1931 0.78 1.18 0.96 1.32 0.86 

1932 0.78 1.23 1.02 1.35 0.89 

1933 0.66 1.07 1.03 1.38 0.84 

1934 0.69 1.04 0.92 1.19 0.80 

1935 0.80 1.22 1.00 1.21 0.89 

1931-35 0.74 1.15 0.98 1.29 0.86 

Percentage 
decrease 

6.3 (9.8) 0 (4.2) 3.9 (7.5) 3.0 (6.5) 4.4 (7.5) 
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The figures reveal that the death rate from tuberculosis among females of 

childbearing age (15-44) was notably greater than the rate for males, females 

and Glasgow as a whole (Table 5.1).642  However, the death rate was higher 

for males aged 15-44 years than females of the same age.643  There are a 

number of possible explanations for this mortality pattern.  For example, it is 

likely that the high tuberculosis rates recorded among men of working age 

may have been excessive due to occupational health hazards and inaccurate 

diagnosis.  The polluted environment and nature of industrial work 

predominantly performed by men could have an adverse effect on the 

respiratory system.644  Johnston and McIvor note that as a result, lung 

diseases like pneumoconiosis – a condition caused by the inhalation of dust 

particularly in the workplace – could be incorrectly diagnosed as tuberculosis 

before medical opinions on these conditions became more accurate.   

 

In addition, employment in heavy industrial work could have an 

accumulative effect upon the lungs meaning men of this age were more 

vulnerable to lung and respiratory conditions.  According to McIvor and 

Johnston, ‘there may also have been a greater propensity to contract TB with 

respiratory organs damaged by pneumoconiosis’.645  Indeed, there was a 

recognised synergistic pathological relationship between tuberculosis and 

pneumoconiosis enshrined in statutory workmen’s compensation from 1925.  

Nonetheless, although the tuberculosis mortality rate was higher for males 

aged 15-44 years than for females, the mortality rate among women of this 

age group in Glasgow did not significantly improve.  The percentage 

decrease of deaths was noticeably lower for females of childbearing age (15-

44), even if the overall rate remained higher for men.  Based on the corrected 
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population figures published by Glasgow Corporation, the rate of tuberculosis 

among this age group failed to improve, compared to a reduction of 6.3 per 

cent for the female population as a whole, 3.9 per cent for the male 

population as a whole, 3.0 per cent for males aged 15-44 and 4.4 per cent for 

the Glasgow population as a whole (Table 5.1).646  Therefore, when 

presenting the data in this way, these figures tentatively suggest that 

Glasgow women of childbearing age did not share equally in the general 

improvement which occurred and that they experienced a relative 

deterioration in health. 

 

However, Thompson highlights the value of disaggregating the 

tuberculosis death rate according to age and sex to understand the mortality 

pattern of this disease.647  When doing this for Glasgow some interesting 

trends emerge. 

Table 5.2:  Age-sex specific tuberculosis mortality rates for age groups 15-19, 20-24, 25-34 
and 35-44 years, Glasgow 1921-25 and 1931-35  

SOURCE: RMOHG 1921-35; Census Report, City of Glasgow, 1921 and 1931. 

                                                             
646

 The rates based on the 1921 census report population data follow a similar trend. 
647

 Thompson, Unemployment, p. 207. 
648

 These figures are based on the corrected population data published by Glasgow 
Corporation. The figures in brackets are based on the population data published in the 1921 
census report (see chapter 3 for explanation).   

Age 15-19 20-24 25-34 35-44 

 Male Female Male Female Male Female Male Female 

1921 1.18
648

 
(1.23) 

1.16 
(1.21) 

1.27 
(1.32) 

1.12 
(1.17) 

1.39 
(1.44) 

1.34 
(1.39) 

1.40 
(1.45) 

1.12 
(1.16) 

1922 0.75 
(0.78) 

1.11 
(1.15) 

1.38 
(1.43) 

1.31 
(1.36) 

1.63 
(1.69) 

1.22 
(1.26) 

1.93 
(2.01) 

1.10 
(1.15) 

1923 0.91 
(0.95) 

1.01 
(1.05) 

1.60 
(1.66) 

1.10 
(1.15) 

1.27 
(1.33) 

1.05 
(1.09) 

1.57 
(1.63) 

0.98 
(1.02) 

1924 0.68 
(0.70) 

1.22 
(1.27) 

1.66 
(1.73) 

1.33 
(1.38) 

1.16 
(1.21) 

1.42 
(1.47) 

1.52 
(1.58) 

0.97 
(1.01) 

1925 0.77 
(0.80) 

1.20 
(1.25) 

1.42 
(1.48) 

1.18 
(1.22) 

1.16 
(1.21) 

1.14 
(1.18) 

1.49 
(1.55) 

0.86 
(0.90) 

1921-25 0.86 
(0.89) 

1.14 
(1.19) 

1.47 
(1.52) 

1.21 
(1.26) 

1.32 
(1.38) 

1.23 
(1.28) 

1.58 
(1.64) 

1.01 
(1.05) 

 

 

1931 1.08 1.31 1.43 1.69 1.23 1.07 1.52 0.89 

1932 1.02 1.56 1.28 1.54 1.36 1.32 1.64 0.69 

1933 1.08 1.18 1.22 1.48 1.43 1.06 1.65 0.72 

1934 0.60 1.00 1.26 1.44 1.27 1.07 1.49 0.76 

1935 0.71 1.49 1.31 1.69 1.33 1.14 1.37 0.80 

1931-35 0.90 1.31 1.30 1.57 1.32 1.13 1.53 0.77 

Perc. 
inc/dec 

+4.7 
(+1.1) 

+14.9 
(+10.1) 

-11.6           
(-14.5) 

+29.8 
(+24.6) 

0.00     
(-4.4) 

-8.1        
(-11.7) 

-3.2     
(-6.7) 

-23.8     
(26.7) 
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These figures clearly reveal diverging health trends according to age among 

Glasgow’s women.  In terms of mortality from tuberculosis, the position of 

young adult females aged 15-24 worsened, particularly for females aged 20-

24, increasing significantly between 1921-25 and 1931-35.  On the other 

hand, the rates among women aged 25-44 years notably improved (Table 

5.2).649  The highest percentage of married women in Glasgow were found in 

the 40-45 age group in 1921 (72.6) and 1931 (71.9).650  Furthermore, the 

average age of marriage for Glaswegian females was 26.9 and 26.5 in 1921 

and 1931 respectively, undermining the extent to which nutritional deprivation 

and the gendered distribution of household provisions was reflected by the 

city’s tuberculosis mortality pattern.651   

 

This does not mean, however, that women were unaffected by the 

unequal allocation of resources within the home.  Indeed, Webster and 

Thompson also claim that the impact of the feminine domestic role not only 

affected married women and mothers but young females per se.652  This was 

acknowledged by the MOH who, when discussing the change in the age 

distribution of pulmonary tuberculosis in the east end of Glasgow, wrote in 

1926: 

During the 1910-14 period the incidence [of pulmonary tuberculosis 

among females] is lower under 10 years – 0.59 from 0-5 and 0.45 from 

6-10.  In the next age group, 11-15, the higher susceptibility of the 

female become apparent, the rate rising to 1.01, compared with 0.49 

in the male of similar years.  This higher susceptibility is usually 

ascribed to the developmental changes occurring at this period, but in 

industrial areas it is found that the girl on coming home from school 

                                                             
649
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has usually to undertake numerous domestic duties, while her more 

fortunate brother is playing games in the street.653 

Oral testimonies reveal that children were heavily involved in household 

chores.  However, it is important to note that often fathers but not sons were 

exempt, and the participation in the Friday night ritual of house cleaning was 

recalled by women discussing their brother’s allocated jobs, and also by men 

themselves.654  The statement by the MOH regarding tuberculosis also refers 

to figures from an earlier time period, but figures from the 1920s reflect a 

similar trend (Table 5.3).  

 

Table 5.3: Tuberculosis mortality rates in Glasgow for males and females aged 0-14 years, 
1921-25 and 1931-35  

SOURCE: RMOHG 1921-1935.
656

 

                                                             
653

 RMOHG 1926, pp. 139-40; Also see Wilson, ‘Pulmonary Tuberculosis in the Eastern 
District of Glasgow’, pp. 29-30. 
654
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p. 180. 
655

 Based on the corrected population data published by Glasgow Corporation. Figures in 
brackets are based on the rates published in the 1921 census report. 
656

 These figures have been calculated using the age-sex specific population data produced 
by Glasgow Corporation in 1921, in the census reports of 1921 and 1931, and age-sex 
specific data on pulmonary tuberculosis published in the RMOHG appendices section. 

 0-4 years 5-9 years 10-14 years 

 Male Female Male Female Male Female 

1921 0.3
655

  (0.33) 
 

0.29 (0.30) 
 

0.27 (0.28) 
 

0.21 (0.22) 
 

0.26 (0.28) 
 

0.32 (0.34) 

1922 0.28 (0.29) 

 

0.36 (0.38) 

 

0.12 (0.12) 

 

0.13 (0.14) 

 

0.21 (0.22) 0.42 (0.43) 

1923 0.34 (0.35) 
 

0.25 (0.26) 
 

0.15 (0.16) 
 

0.21 (0.22) 
 

0.19 (0.20) 
 

0.42 (0.43) 
 

1924 0.34 (0.35) 
 

0.21 (0.22) 
 

0.08 (0.08) 
 

0.17 (0.18) 
 

0.15 (0.16) 
 

0.49 (0.51) 
 

1925 0.28 (0.29) 
 

0.19 (0.20) 
 

0.08 (0.08) 
 

0.10 (0.10) 
 

0.15 (0.16) 
 

0.51 (0.53) 
 

1921-25 0.31 (0.32) 

 

0.26 (0.27) 

 

0.14 (0.14) 

 

0.16 (0.17) 

 

0.19 (0.20) 

 

0.43 (0.45) 

 
 

      
1931 0.14 0.37 0.11 0.17 0.04 0.32 

1932 0.30 0.28 0.10 0.10 0.21 0.42 

1933 0.16 0.14 0.13 0.06 0.17 0.30 

1934 0.14 0.20 0.02 0.06 0.17 0.36 

1935 0.16 0.37 0.13 0.15 0.19 0.34 

1931-35 

 

0.18 0.27 0.10 0.11 0.16 0.35 
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Table 5.3 shows that tuberculosis mortality rates for 1921-25 and 1931-35 

were higher for girls of all ages (apart from in 1921-25 when that for boys 

aged 0-4 years was higher), particularly in the 10-14 year age group, and we 

have seen that the rate increased significantly for females aged 15-24 years 

(Table 5.2).  Commenting in 1934 on the fact that 18 per cent of male deaths 

from the disease occurred in the 15-25 years bracket compared to 32 per 

cent for females, the MOH wrote that although ‘this feature of post-war 

tuberculosis is generally attributed to the increase in the number of women 

engaged in industrial employment’ this was a ‘doubtful explanation.’ 657  While 

it is clear that census data omits the ‘hidden’ female workforce engaged in 

community employment such as child minding and laundry, the recorded 

percentage of working women registered by the census increased only 

slightly from 28.1 per cent to 29.1 per cent between 1921 and 1931, and the 

percentage of women working in ‘industrial occupations’ like metal work did 

not noticeably increase.658  Rather, a proportional increase was recorded 

among jobs in personal service and commercial occupations reflecting the 

changing nature of the economy.  It therefore seems reasonable that the 

higher incidence of pulmonary tuberculosis among young women was not 

significantly affected by their engagement in industrial employment.   

 

Hardy notes that the causes of tuberculosis ‘whether by activation of 

existing infection or by re-infection, are known to include personal domestic 

hygiene, diet, overcrowding, occupational exposure to infection, 

environmental exposure to agents liable to cause lung damage, and the 

effects of previous infectious-disease episodes.’659  It is therefore impossible 

from this data to state with confidence the most significant determinant of this 

mortality trend.  However, the MOH for Glasgow claimed that the pulmonary 

tuberculosis discrepancy for young adult females was probably affected by 
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 RMOHG 1934, p. 48.  
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47; Unfortunately age-specific data on the number and/or percentage of working women in 
Glasgow was not included in the census reports. 
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the ‘economic stringency on the nutrition of the female adolescent when she 

is undergoing the strain of sexual and physical development,’ suggesting that 

girls were affected by the unequal provision of resources within the home.660  

On the complicated etiology of tuberculosis Hardy points out that it is 

‘extremely difficult to disentangle the significance of nutritional status from 

other, especially related social, factors which can contribute to the disease’, 

that ‘where the relationship between poor diet and the development of 

infection are concerned, “beyond broad correlations the mechanisms are little 

understood”’, and ‘any explanation of the behaviour of phthisis which hinge 

on nutritional status should be treated with caution.’661  The evidence from 

Glasgow does show that young women were one group of the population 

who experienced lapses in health during the interwar years in relation to 

tuberculosis mortality at least.  However, this analysis clearly demonstrates 

the value of disentangling the statistics to highlight diverging health trends in 

order to provide a more accurate understanding of health in this period.  

Even when taking a group of the population where there is relative 

agreement that health could be worse, this shows that experiences were 

diverse and contradictory and sex-specific mortality data can also be 

presented to endorse contrasting interpretations.  This is also evident upon 

consideration of the crude and standardised death rates and life expectancy 

charts for the city.  It is to these health indices we now turn. 
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 Although she does recognise that ‘tuberculosis is one of the few communicable diseases 
whose association with nutrition continues to be considered positive, if obscure’ (Hardy, 
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Death Rates and Life Expectancy 

 

Contemporaries of interwar Glasgow and Scotland regularly asserted 

statements to the effect that ‘the mother, in fact, has not shared equally with 

her child in the benefits arising from the improvement of public health.’662  In 

Glasgow, the MOH tellingly stated in 1923 that ‘all are agreed that there is 

marked ill health among mothers, worse than former years,’ and in 1934 the 

Scottish authorities reiterated that ‘such signs of [malnourishment] as can be 

detected affect rather the mothers of the families’.663  Glasgow in the period 

between the two World Wars experienced sharp increases in the incidence of 

unemployment and poverty, and the city is widely regarded as an area where 

the social effects of the recession were severe.  Thus, it is perhaps 

unsurprising that evidence of the impact of the economic vicissitudes of the 

era were traced to the city’s women.  However, an important problem with 

this argument is that the life expectancy of females continued to exceed that 

of males – as is the case today – and the discrepancy did not narrow in the 

period under review.  If anything, the gap slightly increased (Table 5.4).   
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Table 5.4: Variations in expectation of life for males and females at several ages for 1920-22 
and 1930-32 in Glasgow 

Age 1920-22   
  

1930-32 
  

  Male Female  Difference Male  Female Difference 

0 48.41 52.22 -3.81 51.3 55.2 -3.9 

1 54.25 56.92 -2.67 57.1 59.8 -2.7 

2 55.95 58.34 -2.39 58.2 60.8 -2.6 

3 55.95 58.36 -2.41 58 60.5 -2.5 

4 55.44 57.86 -2.42 57.3 60 -2.7 

5 54.77 57.23 -2.46 56.6 59.2 -2.6 

10 50.81 53.19 -2.38 52.5 55 -2.5 

15 46.38 48.76 -2.38 48.1 50.6 -2.5 

25 38.03 40.42 -2.39 39.6 42.2 -2.6 

35 29.92 32.5 -2.58 31.2 33.9 -2.7 

45 22.24 24.8 -2.56 23.4 25.8 -2.4 

55 15.27 17.47 -2.2 16.2 18.1 -1.9 

65 9.57 11.31 -1.74 10 11.6 -1.6 

75 5.5 6.48 -0.98 5.7 6.5 -0.8 

SOURCE: Evidence to be Submitted to Committee on Scottish Health Services re The Medical Services, p. 154. 

 

 

The expectation of life for females at birth, and throughout their lifetimes, was 

higher than that of males.  This disparity is also reflected in sex-specific 

mortality data.  According to Thompson, the crude death rate (CDR) in most 

developed, modern societies is generally lower for women than males at all 

ages.664  For the most part this also applied in Glasgow.  Although it is 

noticeable that the age-specific death rate was sometimes greater for female 

adolescents and women of childbearing age, this demonstrated no real 

consistency (Appendix 5.1).665  Therefore as expected the total CDR was 

consistently higher among men throughout the period (Table 5.5). 
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 Thompson, Unemployment, p. 191; It was also noted by the early Glasgow MOH A.K. 
Chalmers that ‘at “all ages” and, for most periods, the [death] rate for males exceeds that for 
females’ (Chalmers, The Health of Glasgow, p. 65). 
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 These figures are calculated from 1921-25 and 1931-35 because the census reports were 
published in 1921 and 1931 and this reflects the most accurate population data.   
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Table 5.5: Crude (CDR) and standardised (SDR) death rates per 1,000 for males and 
females, 1921-25 and 1931-35 

 
 Male CDR Female CDR Male SDR  Female SDR 

1921 15.6
666

 (16.2) 13.6 (14.1) 17.1 (17.7) 15.4 (16.0) 

1922 17.6 (18.3) 15.7 (16.3) 18.9 (19.6) 17.5 (18.2) 

1923 14.6 (15.2) 13.1 (13.6) 16.3 (16.9) 15.3 (15.9) 

1924 16.5 (17.1) 14.9 (15.5) 18.1 (18.8) 17.2 (17.9) 

1925 15.1 (15.7) 13.4 (14.0) 17.1 (17.7) 15.8 (16.4) 

1921-25 15.9 (16.5) 14.1 (14.7) 17.5 (18.1) 16.2 (16.9) 

      

1931 15.4 13.2 15.7 14.2 

1932 15.7 13.9 16.1 14.9 

1933 14.9 12.3 15.5 13.4 

1934 15.3 12.8 15.7 13.8 

1935 15.4 13.2 16.1 14.5 

1931-35 15.3  13.1  15.8 14.2 

Percentage 
Decrease 

 3.8 (7.3) 7.1 (10.9)  9.7 (12.7)  12.3 (16.0) 

SOURCE: RMOHG 1921-35. 

 
 

The poorer health of women during the interwar period is widely recognised 

and one might have expected this to be reflected in the mortality rate for the 

city.  These tables fail to support this view and instead suggest that the 

mortality disparity between men and women widened.  Table 5.5 reveals that 

the reduction in the CDR was greater for females than males.  The crude 

mortality rate does fail to account for changes in the age-sex composition of 

the population.  However, when the rate is standardised by the direct method 

to somewhat account for this, the notion that women’s health improved at a 

faster rate than men’s is maintained, where the standardised death rate 

(SDR) for males fell by 9.7 per cent compared to 12.3 per cent for females 

(Table 5.5).667  Hence, this evidence points to improvements in the health of 

women that exceeded that of males.  This high level analysis seems to 

challenge the view that the health of Glasgow women was adversely affected 

by the recession. 
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 Based on the corrected population data published by Glasgow Corporation. Figures in 
brackets are based on the rates published in the 1921 census report. 
667

 Or 12.7 and 16.0 based on the 1921 census population data. 
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To explain the mortality gap between men and women writers like 

Sherry have claimed that for twentieth century men, ‘violent death remained 

significant, fewer domestic or workplace accidents partly offset by road traffic 

casualties.  Such features help to explain lower longevity in men despite 

women enduring the rigours of childbirth, lesser shares in family diets, 

greater exposure to contagion through nursing the sick and defective 

domestic environments.’668  Still, the optimistic interpretation which can be 

derived from CDR, SDR and life expectancy data is at odds with many 

statements asserting a greater amount of ill health among women, and again 

it is evident that perspectives are essentially dependent upon the kind of 

mortality data considered and how this is read and analysed.  Indeed, one 

issue with mortality data is that lowering health standards may not have been 

so severe to result in death, meaning that they can fail to reflect 

deteriorations.669  The difficulty of assessing women’s health was also 

expressed by Janet Campbell who in the introduction to the much cited 

contemporary publication Working Class Wives wrote:670   

It is one thing however, to be certain in one’s own mind that this 

problem of ill health exists, and quite another to prove it statistically or 

measure its magnitude with any exactness.  Precise data could only 

be obtained by painstaking and continued medical observation of large 

numbers of women over long periods, and this is unhappily 

impracticable.671 
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 Cherry, Medical Services and the Hospitals in Britain, p. 13. 
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 Crowther has similarly remarked that ‘malnutrition did not necessarily kill, but it seriously 
debilitated many people’ (Crowther, Social Policy, p. 71); E.P. Cathcart also commented that 
death rates ‘reflect only mortality’ and that ‘all those who have eyes can vouch for the fact 
that too many of our people fall far short of the physical ideal’ (E.P. Cathcart, ‘Health Policy 
of the Future’, Proceedings of the Royal Philosophical Society of Glasgow, 63, 135
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 and 
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th
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Evidence taken before the Committee on Scottish Health Services (Fourth Day), 19
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January 1933, p. 49.  
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 Dame Janet Campbell (1877-1954) worked as Senior Medical Officer for Maternity and 
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Indeed, many women were themselves apparently unaware that they were 

physically unsound.  When reporting to the Committee on Scottish Health 

services a Glasgow doctor asserted that some fifty per cent of women 

attending her clinic for advice on birth control suffered some physical disorder 

of which they were unaware, stating that ‘they often had one or more 

symptom due to the disorders but they regarded such symptoms as a 

necessary consequence of childbirth or of being a woman.’672   A later 

Scottish study (the General Household Survey) conducted in the mid 1970s 

found that despite higher levels of mortality and illness in Scotland than 

England, as reflected by health statistics, rates of ‘self-reported’ sickness 

were lower north of the border.  Hubley suggests that ‘an explanation may be 

that the people of Scotland have come to take their worse state of health for 

granted.’673  A similar interpretation could apply to the health experiences of 

Glaswegian women in the interwar period.  As indicated in chapter three, this 

also highlights the importance of personal perceptions of illness and the 

value of considering how people understood their own ill health when 

examining public health trends.  This analysis of mortality and life expectancy 

has further emphasised the complexity of attempts to analyse the extent to 

which health improved or deteriorated and the diverse interpretations which 

can be deduced from different health data.  However, within the 

historiography there is little disputing that the number of women dying in 

childbirth represented a particularly challenging situation for interwar public 

health officials.  Analysing maternal mortality data provides an additional 

measure for understanding the health experiences of women.   
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th
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Maternal Mortality 

 

The significance of the maternal mortality rate is debated in the 

historiography.  For example, writers like Mitchell and Webster argue that 

when emphasising this trend it is difficult to paint an ‘optimistic’ picture of 

health in the interwar years, and that this mortality pattern often correlated 

with economic disadvantage.674  On the other hand, Winter argues that the 

maternal mortality trend shows little or no correlation with the social effects of 

the recession.675  Historians acknowledge the complexity of drawing 

inferences from this data due to problems in the way it was recorded and its 

complex relationship with a host of social, economic and medical 

interactions.676  However, there is clearly debate on what this information tells 

us about public health in the interwar period.  The increasing maternal death 

rate in Glasgow, and throughout Scotland and Britain as a whole, was 

possibly the most pressing obstacle that health professionals faced in the 

period under review.  The issue featured prominently in official and medical 

literature between the wars and both repeatedly documented their concern 

that the maternal mortality rate was no better or even worse than it had been 

twenty years previously.677  However, in 1928 the SBH explained that ‘the 

reasons for anxiety [were] not strictly numerical’, but because a considerable 

proportion of the deaths were thought to be preventable, that ‘despite 

improvement in obstetric methods and training’, the ‘efforts of many workers 

both administrative and clinical, and the striking degree of popular interest 

that the subject is now arousing’ the incidence and mortality rate had failed to 

significantly fall.678  They also expressed concern that they had ‘reason to 

suspect, if not to believe, that the death rate and the morbidity rate from 
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these causes in Scotland is greater than in England and higher than in 

certain European countries.’679 

 

Figure 5.1: Maternal mortality rate (MMR) per 1,000 births in Glasgow and Scotland, 1921-
39 

 
SOURCE: RMOHG 1928-39.

680
 

 

 

Historians of health recognise the shortcomings of recorded maternal 

mortality rates which, for a number of reasons, are probably inaccurate.  

However, after extensive consideration of the collection and reliability of 

these figures, Loudon concludes that ‘there in no justification, however, for 

rejecting the statistics of maternal mortality as valueless.’681  Figure 5.1 

clearly demonstrates that MMR in both Glasgow and Scotland improved 

overall between the wars, although it is apparent that the rate increased 

significantly, particularly in the 1920s.  The maternal death rate in Glasgow 
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excess’ of the English rate (‘Maternal Mortality in Scotland’, Medical Officer, 14

th
 August 

1935, p. 62); Glasgow was described as ‘perhaps the worst record of any large town from 
which statistics are available’ (‘Maternal Mortality in Glasgow’, Medical Officer, 19

th
 

November 1932, p. 208); ARSBH 1928, pp. 130-31; ‘Puerperal Fever and Pyrexia’, BMJ, 
30

th
 April 1932, p. 800. 

680
 Glasgow figures only available from 1921. 

681
 For a detailed understanding of the issues surrounding the calculation of the maternal 

death rate see Loudon, Death in Childbirth, p. 38. 



184 
 

was undoubtedly high.  The city’s maternal mortality figures were in excess of 

the Scottish national rate and an ‘unfavourable comparison of Glasgow with 

other cities’ was recorded.682  The marked increase in maternal deaths during 

the 1925-32 period was also more acute for Glasgow than Scotland as a 

whole revealing a diversity of experience within individual Scottish regions, 

the MOH contending that the ‘upward tendency is greater in Scotland and 

greatest in Glasgow.’683  The toxaemias of pregnancy and incidence of still 

births were also found to be higher and more dangerous in Glasgow and the 

west of Scotland, and the report by C.A. Douglas and P.L. McKinlay684 

published in 1935 calculated that the rate of maternal death in the west was 5 

per cent higher than the Scottish average and the sepsis rate 13 per cent 

higher than average.685  Indeed, in 1926 it was claimed that ‘motherhood in 

Scotland was still one of the most dangerous trades.’686  However this clearly 

reveals distinctive variations according to geographic region within Scotland 

itself and the particularly unfavourable position of Glasgow.   

 

The explanation for the interwar maternal mortality pattern is 

contested.  Suggestions include the possibility that the rising maternal death 

rate was affected by more accurate classification, the increasing proportion of 

more dangerous first time births due to the declining birth rate, the inferior 

health of mothers, poorer standards of obstetrical care and increased 

medical interference in the labour process, the growing rate of abortion, and 

the virulence of the streptococcus – although no firm conclusion has been 

reached as to which is correct.687  However, in 1935 the maternal death rate 
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for Glasgow was higher than it had been in 1921, and the pattern here is 

consistent with the views of Winter, Loudon and Hardy, that the ascent 

seems only to have been halted by medical advances in the treatment of 

puerperal fever in the mid thirties with the introduction of the 

sulphonamides.688  Indeed, one Gorbals doctor recognised that ‘it was hard 

to play God when powerless to save a life.  So, when the sulphonamides 

arrived in 1936, to be followed by penicillin and later antibiotics, our lives 

were transformed.’689  However, Jenkinson states that ‘at the very least, the 

Scottish aggregate and local figures in MMR (and IMR) between 1919-1948 

suggest that some revision of the “optimistic” viewpoint is required.’690  In 

relation to Glasgow alone this is also attempted here.   

 

Mitchell has claimed that the mortality rate of women in childbirth is a 

useful barometer of the living and health standards of a population due to 

their vulnerable status.691  Glasgow’s maternal mortality data tentatively 

implies that a considerable improvement also followed economic recovery 

which coincided with the introduction of the sulphonamides.692  Commenting 

on rising levels of maternal mortality between 1923 and 1933 Mitchell asserts 

that ‘these persistently high and increasing rates should occur after the 

introduction of the Maternity and Child Welfare Act was particularly surprising 

and clearly points to a worsening of the economic situation in specific areas 
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(Wales and the North).’693  Actually, in Glasgow, where the social effects of 

the recession were widespread (indeed Mitchell singles out Scotland as 

being one area in ‘great distress’) it seems that the rising MMR could often 

have little to do with the changing economic fortunes of the period.  The data 

for Glasgow highlights the danger of over extrapolating from this evidence 

and substantiates the view of writers like Loudon that the rate does not 

always display a consistent relationship with unemployment.694  Unravelling 

this data suggests that the maternal mortality rate was less related to the 

economic problems of the interwar period than writers like Mitchell suggest, 

and while Winter has been criticised for his overly ‘optimistic’ view of the 

situation in Britain, his statement that the economic vicissitudes of the period 

did not significantly undermine the health of the maternal population is 

somewhat affirmed by the Glasgow evidence.695   

 

This becomes apparent when dissecting and evaluating the marked 

inequalities which fashioned these mortality statistics – an approach which 

this thesis argues provides a more accurate understanding of interwar 

patterns of health.  Evaluating maternal health experiences in relation to 

social status reveals that in Glasgow MMR was often higher in the more 

prosperous regions of the city.  Consequently, the climbing maternal mortality 

rate might say more about the history of medical practice and obstetrics, 

rather than the economic fortunes of the era.696  As Hardy notes:  

The picture of maternal death was more complex than that for infant 

mortality, however, since it involved not only social conditions but also 

ante-natal provision, obstetric competence and the virulence of the 

organisms of puerperal fever.  The greater likelihood of medical 

intervention in the birth process among the better-to-do meant that 
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death in childbirth was far from uncommon among the middle classes, 

and better nutrition was of little assistance in combating puerperal 

sepsis.697   

Unlike the majority of health indices considered thus far, contemporaries and 

historians have discussed the largely unique class composition of puerperal 

fever and maternal mortality per se.  As Jones notes, ‘one major problem 

with laying the blame for the loss of so many wives and mothers entirely on 

social and economic circumstances is that maternal mortality remained high 

for middle class women as well as working class ones.’698  In The Tragedy of 

Childbed Fever, puerperal fever being the primary contributor to the maternal 

death rate, Loudon argues that ‘because the poor were most often delivered 

by midwives (where interference in the labour process [with forceps for 

example] was less than by doctors), and the middle and upper class by 

doctors, puerperal fever was unique in its social class distribution’ where it 

could be less common among the working class than the well-to-do.699  It 

seems that this was the case in Glasgow. 

 

In 1921 for example the MOH for Glasgow claimed that ‘puerperal 

fever has no special association with unhealthy districts and cannot be said 

to have undergone any diminution within recent years.’700  Two years later 

details were published in the MOH’s annual report of a systematic attempt to 

establish a relationship between puerperal fever and social class.  The MOH 

recorded: 

With regard to social and sanitary condition, an enquiry was made into 

the incidence of puerperal fever in relation to the births in three 

classes of wards of the city – poor, artisan, and mainly residential 

districts – which showed that the rate in the first class was equal to 4.5 
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per 1,000 births, in the second class 5.8, and in the third class 3.5.  

This would appear to suggest that insanitary conditions of themselves 

have little influence on the incidence of the disease, the smaller rate 

for the good districts probably being due to the economic conditions of 

the mothers concerned enabling adequate supervision during 

pregnancy.701   

Later in 1930 the MOH repeated that ‘there is no apparent selection or social 

distribution of the disease’ and in 1932 it was reiterated that the incidence of 

puerperal sepsis occurred ‘fairly equally throughout the city; irrespective of 

the type of residence’, there being ‘no evidence that the tenement system or 

congested areas left women more susceptible to the condition.’702  

Throughout this thesis analysis of health according to social status has 

primarily relied upon mortality and disease statistics according to geographic 

region, where individual districts in Glasgow were widely associated with the 

social position of its residents (see chapter 3).  However, the data on the 

case and death rate from puerperal fever according to geographic region 

published by the MOH is sketchy and it was impossible to analyse the 

information in a sound, systematic way.  Unlike the mortality data analysed in 

chapter three, detailed region-specific figures on the incidence and mortality 

rate from puerperal fever or maternal mortality were not produced in the 

appendix section of the MOH annual reports, and from the statistics 

published here it was largely impossible to conclusively determine whether 

socio-economic factors helped characterise maternal mortality rates in 

Glasgow (Appendix 5.2 and 5.3).703   
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This is especially unfortunate as a comprehensive analysis of these 

figures would have provided a more detailed insight into health trends among 

middle class women – an area rarely documented in official reports more 

concerned with improving the poorer health records of the working class.  

Nonetheless, what can be understood from the existing data is that contrary 

to most other health indices, it was not uncommon for the ‘good residential 

districts’ in Glasgow to record some of the highest rates of puerperal fever 

and maternal death.  For example, in 1930 the residential district Park 

recorded the worst case rate of puerperal fever at 37.8 per 1,000 births 

compared to a rate of 28.9 per 1,000 births in Anderston – the highest case 

rate recorded for working class wards mentioned by the MOH that year 

(Appendix 5.2).  It is also significant that the highest death rate that year was 

recorded in middle class Langside and the lowest in working class Calton 

(Appendix 5.3).704  A number of local investigations also found that the 

maternal death rate itself was higher in middle class areas.  For example, a 

report on maternal morbidity and mortality published by J.M. Munro Kerr in 

1933 analysed information on births and deaths according to different regions 

in Glasgow for the years 1921-30 conclusive (Table 5.6).705   

 

 

 

 

 

                                                                                                                                                                             
residential regions (although primarily due to a particularly bad outbreak in the Pollokshields 
area), was lower on average in residential areas in 1928 (although the overwhelmingly 
highest rate of 33.2 was in residential Camphill. The average rate in residential regions for 
this year was also dragged down due to no cases occurring in the Cathcart ward), and by 
1939 the typical class variation was reinstated, the case rate significantly higher in working 
class areas (see appendix 5.4). What the sampled data illustrates however is that middle 
class regions were as prone to outbreaks as working class ones, and the typical discrepancy 
between the classes is not clearly observed (until 1939 at least). However, this is merely a 
sample and the analysis is by no means robust. These statistics should prove vital in 
providing an even clearer picture of the complex mortality landscape of the city with future 
examination.   
704

 RMOHG 1930, p. 108. 
705

 This information was provided by the Public Health Department of Glasgow (Kerr, 
Maternal Mortality and Morbidity, p. 251). 
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Table 5.6: Maternal mortality rate in certain groups of wards in the city of Glasgow, 1921-30 

 Births Deaths Maternal Deaths per 
1,000 births 

Residential (7 wards) 18,315 142 7.8 

Residential and Industrial 
(10 wards) 

56,342 410 7.3 

Mainly Industrial (10 wards) 87,592 620 7.1 

Industrial and Poor (10 
wards)

706
 

90,057 637 7.0 

SOURCE: J.M. Munro Kerr, Maternal Mortality and Morbidity: A Study of their Problems (Edinburgh: E.S. 
Livingstone, 1933), p. 252. 

 

 

This analysis published by Kerr suggests that the maternal death rate was 

highest in the more prosperous residential wards ‘in which there is the 

greatest proportion of births attended by doctors, but the difference is not 

very pronounced.’707  There is the possibility that this mortality pattern could 

also have been implicated by the movement of poorer, unhealthier 

Glaswegians into these residential areas, as is discussed in chapter three.  

However, the data relating to Scotland as a whole also indicated that the 

‘death rate during child-bearing from all causes together [was found to be] 

lower among mothers living in the more overcrowded, and higher in the less 

overcrowded homes.’708  Deaths from ‘failed forceps’ were also greater 

among the ‘better artisan classes’, and deaths from albuminuria709 in 

pregnancy were higher among homes where overcrowding was less.710  

Assuming that housing conditions reflected social position, this again 

suggests that maternal complications were more common among the middle 

class.   
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 These represent the 37 individual wards of Glasgow. 
707

 Kerr, Maternal Mortality and Morbidity, p. 252; A higher MMR occurring in residential 
areas was also found in other cities such as Leeds (1920-29) (Kerr, Maternal Mortality and 
Morbidity, p. 15). 
708

 Douglas and McKinlay, Report on Maternal Morbidity and Mortality in Scotland, p. 69. 
709

 Kidney damage where albumin (protein) is found in urine. 
710

 On the other hand however, deaths from uraemia (when the blood contains waste 
products which should be passed through urine) were greater among women from working 
class homes (Douglas and McKinlay, Report on Maternal Morbidity and Mortality in Scotland, 
pp. 104, 121, 150). 
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The report by Kerr also found that comparing the rates between 

districts in Glasgow where attendance by doctors was 90 per cent or more 

compared to those where attendance was 10 per cent or less, provided a 

more conclusive result.  It is widely documented that more affluent women 

commonly opted for the attendance of a family doctor at home, compared to 

those of the poorer classes who could not afford a private physician.711  With 

a maternal death rate of 7.9 per 1,000 births among women primarily 

attended to by doctors compared to a rate of 6.6 among those who were not, 

the report concluded that there was some justification for the belief that ‘“the 

mortality rate is lower in the poverty-stricken and badly housed areas of our 

large towns and higher in the residential areas.”’712  The sample used in this 

comparison was relatively small.713  Nonetheless, it seems that the risk of 

death relating to childbirth was more of a threat to middle class women.   

 

 

What contributed to this distinctive mortality pattern?  Ironically, and in 

contrast to most other health statistics, the ability to pay for a private 

physician may have been the principal reason for the higher MMR among 

this more prosperous group.  It was found that deaths from poor obstetric 

care were higher among the artisan and semi-professional classes where 

hurried labours utilising ‘unnecessary interference’ was more common.714  

Furthermore, it was noted that the decline in fertility may have affected the 

maternal death rate where the MOH for Glasgow commented in 1929 that the 

‘reduction in fertility, and the later age of marriage, [were] also important 

factors, as maternal deaths are usually lowest among young mothers, 

especially those undergoing their fourth or fifth pregnancy.’715  As Jenkinson 

notes, ‘women from better off social backgrounds were generally older at 
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 ‘Infant Welfare Conference: Dr. Barbara Sutherland (Glasgow)’, Lancet, 15
th
 July 1922, p. 

133. 
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 Kerr, Maternal Mortality and Morbidity, p. 252. 
713

 Only 4 wards were considered in the 90 per cent or more category and 3 wards in the 10 
per cent or less category; GUSC, Spec Coll, 2978, pamphlet, Scheme for Maternity and 
Child Welfare. 
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 Douglas and McKinlay, Report on Maternal Morbidity and Mortality in Scotland, p. 22; 
Also quoted in Loudon, Death in Childbirth, p. 249. 
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 RMOHG 1929, pp. 74-5.   
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marriage, they were more likely to be experiencing a dangerous first-birth, 

and most crucially, they were more likely to consult medical advice and 

thereby run the risk of contracting infection from their medical attendants.’716  

Some were of the opinion that nutritional standards also had important 

implications for the success of childbirth and an investigation carried out 

between 1926 and 1930 at the GRMWH concluded they were certain ‘that 

insufficient food… exert[ed] an unfavourable influence on the course of 

pregnancy and on recovery after labour [and] such factors must be 

predisposing causes to sepsis and obstetric shock, however difficult it may 

be to estimate their extent.’717  While this was undoubtedly true to some 

extent, Loudon agrees that ‘the important conclusion is not that poverty and 

malnutrition had no effect on the risk of dying in childbirth, but rather that the 

effect was surprisingly slight compared to the effect of the standard of 

maternal care and the type of birth attendant.’718   

 

 

This is not to suggest that the health of women in childbirth was 

unaffected by the economic fortunes of the period.  Winter himself has 

acknowledged that the effects of the recession upon perinatal death may 

have skipped two generations, and it is here Winter claims that the ‘human 

costs of the Depression’ can be found.719  While maternal death represented 

a real threat to women from more affluent social positions, it can be 

maintained that poverty continued to be harmful in childbirth.  The study 
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 Jenkinson, Scotland’s Health, p. 193. 
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 GGNHSBA, HB45/9/30, J.M. Munro Kerr and A. Sharman, ‘An investigation into maternal 
mortality and morbidity in the domiciliary services of maternity hospitals (based on the district 
practice of the Glasgow Royal Maternity and Women’s Hospital from 1926-1930, inclusive), 
Reprinted from the Lancet, 25

th
 July 1931, p. 201; An investigation into the introduction of 

food supplements for pregnant women in the depressed Rhondda district of south Wales 
also reinforced the importance of nutrition for successful childbirth (Cherry, Medical Services 
and the Hospitals in Britain, p. 23). 
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 Loudon, Death in Childbirth, p. 246; E.P. Cathcart, ‘Health Policy of the Future’, 
Proceedings of the Royal Philosophical Society of Glasgow, 63, 135

th
 and 136

th
 sessions 

1936-37 and 1937-38 (Glasgow: The Society, 1938), pp. 39, 40.   
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 Cited in Mitchell, ‘The Effects of Unemployment’, p. 112; Discussed by Smout who also 
cites Sir Dugald Baird’s suggestion that the rise in certain kinds of stillbirths in the 1950s 
could be attributed the condition of the mothers of these girls between 1926 and 1937 
(Smout, Century, p. 123). 
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published by the DHS found that mortality resulting from conditions 

aggravated by pregnancy like ‘tuberculosis, respiratory, heart, and chronic 

kidney diseases’ were greater among those of the ‘lower end of the social 

scale.’720  Indeed, given the deteriorating position of some women with 

regards to tuberculosis this may also have had an effect.  It has also been 

shown that childhood rickets, a disease primarily associated with poverty, 

impacted adversely upon the success of childbirth for affected females in 

later life (Chapter 4).  Nonetheless, the evidence from Glasgow suggests that 

the maternal death rate is largely unhelpful in conclusively gauging the 

impact of poverty and unemployment upon the health of women – a matter 

highlighted when considering the class composition of this mortality rate.  

Unravelling the public health statistics to consider particular mortality trends 

and those of individual groups demonstrates that experiences were uneven 

and could actually diverge.  However, rather than simply challenging the 

‘pessimist’ view, what the maternal mortality rate clearly reveals is 

inequalities in health, and it further suggests that adopting a comparative 

interpretative framework provides a more detailed understanding of interwar 

public health.  The experiences of ‘women’ were not homogenous.  Where 

gains and deteriorations were felt, different groups of women were affected in 

different ways.  This will be further developed in this next section which 

analyses the experience of abortion.  

 

 

Abortion 

 

One area of relative agreement among contemporary health professionals, 

and modern day historians alike, is that abortion, often self induced, was a 

significant contributor to puerperal sepsis and maternal death.  Historians 
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 Douglas and McKinlay, Report on Maternal Morbidity and Mortality in Scotland, pp. 8, 
199, 202 (also cited in Jenkinson, Scotland’s Health, p. 193). 
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examining the impact of unemployment and poverty among women have 

highlighted that many were driven to dangerous abortions due to the financial 

costs of an additional, unplanned child.  Here the relationship between 

health, poverty and economic position is more decisive.  Undoubtedly, 

mothers lower down the social scale continued to be affected by their poorer 

financial status, and the relationship between the ability to pay and its 

adverse effects on maternal health could be very different for this group 

compared to the middle class experience detailed above.  However, even 

then, this was also characterised by diversity.   

 

Finlay suggests that some self-induced abortions could be an indirect 

effect of the recession where Scottish anecdotal evidence suggests that ‘the 

prospect of an extra mouth to feed was too much to contemplate’ for many 

women – an occurrence also recognised by Jones.721  According to 

Zweiniger-Bargielowska, abortion was ‘an important factor in the rise in 

maternal mortality rates until the mid-1930s’ and this increase and ‘declining 

fertility were closely connected, because the latter was to some extent due to 

an increase in illegal abortion among married women.’722  Indeed, an official 

investigation into maternal mortality in England and Wales found that 

abortions accounted for around 14 per cent of puerperal deaths while the 

Glasgow MOH calculated that puerperal fever as a result of septic abortion or 

miscarriage accounted for 24 per cent of the cases admitted to puerperal 

fever wards.723  The investigation on maternal mortality and morbidity 

published in 1933 by Kerr also found that when: 
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 Finlay, Modern Scotland, p. 87; Jones, Health and Society, p. 66. 
722

 Zweiniger-Bargielowska, Managing the Body, pp. 257, 258. 
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 Report on an Investigation into Maternal Mortality, HMSO 1937, (5422), p. 280; A.S.M. 
Macgregor, ‘Puerperal Fever and Puerperal Pyrexia’, Section of Epidemiology and State 
Medicine, BMJ, 22

nd
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Considering the evidence available, it would appear that fatalities from 

abortion (criminal) are increasing to such an extent that they may quite 

decidedly affect the mortality rate in the near future, and that the trend 

in this country, as in many other countries, is for abortion to play an 

ever-increasing part as a cause of maternal mortality.724   

The study on maternal morbidity and mortality published by the DHS in 1935 

further highlighted the issue of abortion and claimed that the occurrence was 

the main cause of maternal deaths ‘in which blame was attributed to the 

patient’, the majority of which were said to be deliberately induced.725  Kerr 

also found no evidence that the number of ‘ordinary’ abortions was 

increasing from the cases of 500 patients at the GRMWH, and instead 

concluded that the increase in death from abortion was either due to more 

accurate medical certification and/or an ‘increase in the number of criminal 

abortions (his italics).’726  The MOH also remarked in 1931 ‘that sepsis 

following abortion accounts for 25 per cent of the cases and 20 per cent of 

the deaths’, and that while ‘accuracy as regards abortion statistics is difficult 

to obtain... the suggestion is that this factor as a forerunner of sepsis is 

tending to increase.’727   

 

Figures relating to abortion are undeniably inaccurate.  Few women 

would openly admit to undergoing a procedure which was deemed illegal by 

law and immoral by religion.  Nonetheless, most interwar observers agreed 

that the number opting for this procedure was on the increase, and it is 

possible to measure its incidence to some extent.728  Loudon asserts that 

‘where a woman died after a spontaneous abortion, death from sepsis was 

so rare that in the absence of firm evidence to the contrary, post-abortive 
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sepsis was an indication that an abortion had been induced, whatever the 

patient may have said.’729 

 

Figure 5.2: Deaths per 1,000 births from puerperal septicaemia in Glasgow, 1927-39 

  
SOURCE: RMOHG 1927-39. 

 

 

The death rate from puerperal septicaemia, which included deaths from post-

abortive sepsis, was published from 1927, and this also suggests that the 

mortality rate increased over most of the period until the sulphonamides were 

introduced (Figure 5.2).  These records are difficult to interpret as the MOH 

only actually states from 1931 that post-abortive sepsis was included in these 

figures.  It is therefore ambiguous whether this merely reflects a change in 

the labelling of the cause of death where deaths from post-abortive sepsis 

had always been included although not mentioned, or an actual change in 

the way puerperal septicaemia was recorded.  It is also impossible to 

disentangle the mortality rate from post-abortive sepsis alone from these 

figures, making it unclear whether it was this that contributed to the increase 

or some other factor. 
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Nonetheless, from 1921-1930 a category titled ‘abortion-miscarriage’ 

existed in the Glasgow reports and this also demonstrated a notable mortality 

increase (Figure 5.3).   

 
Figure 5.3: Death rate per 1,000 births from ‘abortion-miscarriage’ in Glasgow, 1921-1930  
 

 
SOURCE: RMOHG 1921-1930. 

 
 

By 1933 the MOH for Glasgow stated that ‘there is no doubt that the 

premature termination of pregnancy is being increasingly practiced.’730  In 

1937 the MOH published the following figures to illustrate that ‘the actual 

number of abortions taking place in the City is, of course, unknown, but must 

be considerable and increasing’ (Table 5.7).731   

 

Table 5.7: Number of abortions treated in Glasgow hospitals, 1931-1937 

 1931 1932 1933 1934 1935 1936 1937 

Royal Maternity Hospital 707 529 652 508 355 395 497 

Corporation General 
Hospitals 

294 597 709 746 1065 1125 913 

Robroyston Hospital * 30 44 160 145 54 197 

Total * 1156 1405 1414 1565 1574 1607 
SOURCE: RMOHG 1937, p. 48. 
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Oral testimonies and statements published in medical and lay sources, such 

as autobiographies and novels of the time, give the impression that abortion 

was widely practiced, a daily phenomenon and essentially a form of birth 

control.732  For instance, in Growing Up in the Gorbals, Glasser recalls his 

astonishment at the dismissive way in which his sisters spoke about having 

an abortion.  He also recalls another instance in which a female colleague 

was admitted to hospital after attempting to ‘flush out her bowels’ i.e. induce 

an abortion.733  Similarly, a Glaswegian female doctor, who in the 1930s was 

conducting an experiment on birth control at a woman’s clinic, reported that 

‘those who confessed to using ecbolics (12 per cent) in the form of just castor 

oil or Epsom salts, or so on, spoke as if that was the most natural thing to do, 

and that anybody and everybody do that.  I do not know that they are 

conscious of the danger that it entails.’734  However, Glasser recalled that it 

was well known that ‘girls had died after a visit’ to an abortionist on Rose 

Street, Glasgow suggesting that there was some awareness of the danger 

this entailed.735 

 

It seems that this climbing rate of abortion in Glasgow was to some 

extent related to the social effects of the Depression.  As Webster writes, ‘for 

the unemployed, every addition to the family meant greater strain in meeting 

the minimum demands of subsistence.’736  The investigation carried out by 

Kerr which considered maternal deaths at the GRMWH also endorsed this 

view concluding that ‘economic conditions and inadequate means of 

existence are probably the chief cause of the increase in abortions.’737  The 
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angst caused by pregnancy was also acknowledged by the MOH for 

Glasgow who stated in 1923 that ‘there is, further, a greater dread of 

pregnancy than before, and breast feeding is prolonged.’738  Interestingly, the 

female doctor referred to above also reported that the attendance of women 

affected by unemployment coming to her birth control clinic was ‘due to the 

fact that the husbands desire intercourse with them much more frequently 

when they are unemployed than when they are employed, and it is that that 

has determined their coming to the clinic.’739  Therefore, the evidence here 

suggests that the social effects of the recession could impact upon women’s 

health. 

 

However, again, disentangling the realities behind the statistics 

complicates and colours this picture.  The weight of the evidence suggests 

that experiences were diverse, varying not least, with regards to marital 

status.  For example, it seems that the social effects of the recession were 

felt more acutely by married women.  It was noted that abortions occurred 

more often among these females than those who were single, ‘the proportion 

being 13 in the former to 1 of the latter [where] procured or self-induced 

abortion was admitted in about 20 per cent of these patients.’740  This 

certainly corroborates Loudon’s claim that ‘the common idea that most 

criminal abortions were performed on young unmarried girls’ “in trouble” is 

clearly mistaken.’741  It can be reasonably assumed that the number of 

pregnancies was greater among married women and so this higher figure 

can be explained, and given the evidence aforementioned, this does also 

imply that married women with families may have induced abortion in order to 
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escape an additional burden on their resources.742  This was not a universal 

experience.  For many, if not most families, expecting a child was a happy 

event despite the recession.  One man recalled that in the 1930s women 

‘never seemed depressed or cried about [being pregnant] or anything,’ and 

another expressed her disappointment at her failure to immediately fall 

pregnant and spoke pleasantly of her pregnancy thereafter (although, 

admittedly, she was in a secure financial position).743  However, it is clear 

that the procurement of abortion increased during the interwar period. 

 

Nonetheless, while abortions were more numerous among married 

women, proportionately, the procedure was more dangerous for unmarried 

mothers.  One study which examined the cases of 800 puerperal fever 

patients treated at Belvidere Hospital found that while ‘illegitimacy did not 

increase liability to sepsis’ and that it ‘plays, if anything, a very minor part in 

the causation of sepsis or of fatal infection’, it was nevertheless indicated that 

‘illegitimacy was probably of some slight account in determining a fatal issue’ 

where the death rate for women aborting-miscarrying illegitimate children 

was 14.2 per cent compared to 12.2 per cent among legitimate cases.744  A 

higher proportion of maternal deaths among unmarried mothers were also 

the case for Scotland as a whole, and it was found that ‘unmarried mothers, 

age for age, have a higher death rate than married from causes connected 

with childbirth.’745  This variation in relation to marital status is perhaps 

unsurprising given contemporary attitudes towards unmarried mothers and 
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illegitimate children.  Figure 5.4 demonstrates that the IMR was also distinctly 

higher among this group, although the disparity had narrowed by the end of 

the period.   

 

Figure 5.4: IMR for legitimate and illegitimate children in Glasgow, 1919-1938 

 
SOURCE: RMOHG 1919-1938.

746
 

 

 

Finlay suggests that illegitimate infants were probably less likely to survive 

their first year of life compared to those born to married parents because 

unmarried mothers were in the lowest income bracket.747  Jones also points 

out that because of the social stigma associated with having a child outside 

wedlock and the attempt to hide their condition, these women were less likely 

to visit ante-natal clinics and more likely to continue to work when their 

pregnancy was far advanced.748  Cage outlines that the higher rate of IMR 

among illegitimate children was due to ‘the attitudes of society to children 

born out of wedlock, and the fact that many of the mothers would have been 

from economically disadvantaged backgrounds.’749  A similar interpretation 

also applied to the higher maternal death rate associated with abortion 
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among unmarried women.  Commenting on the incidence of the practice in 

England and Wales, Loudon found that death following abortion was lowest 

among social classes I and II and highest in social class V.  Loudon suggests 

that one reason for this was because those of a higher social group were 

able to pay more for the safest means of termination.750  Indeed, one 

Glasgow woman recalled that ‘if you had the money you could get an 

abortion’, and Glasser similarly claimed that for those with financial means, 

arranging ‘for an abortion to be done discreetly in a private clinic was a 

simple, if expensive matter.’ 751  It seems then that the inability to pay played 

a part in the higher post-abortive death rate among unmarried women.  This 

disparity was also addressed by the DHS who mentioned ‘lack of medical 

care’ as well as ‘a greater proportion of primiparous (first) births’ as two 

possible reasons for the higher death rate among the unmarried group.752   

 

Hence, this analysis has shown that the overall abortion rate suggests 

that the indirect effects of poverty and recession could undermine the health 

of women and it supports a ‘pessimist’ view.  While the maternal death rate 

itself is difficult to relate to poverty, a closer look at different aspects of this 

mortality pattern reinforces the sense that financial and social position 

affected women’s health experiences.  However, the realities and trends of 

pregnancy and abortion were fashioned by a complex interaction between 

marital status and financial security.  Efforts to disentangle the distinct health 

trends of individual groups reveals the many layers of experience masked by 
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general mortality trends.  The abortion rate reveals that the health of married 

women was more affected by the social consequences of the recession 

whereas the health of illegitimate mothers, although clearly related to 

poverty, was affected differently.  This has been addressed by historians.  

However, the argument here is that in the context of interwar public health, it 

is more accurate to unravel, explore and emphasise these distinct mortality 

patterns to help understand the contradictions in the literature – rather than 

debate the extent to which improvements in health were made.  In terms of 

maternal health there was no universal experience – a trait which it will be 

shown also characterised the health experiences of children and other 

household members, whose health women were deemed responsible for. 

 

 

Ante-Natal Clinics and Maternal Care 

 

Now that we have dealt with the health of women themselves, these next 

sections consider how they contributed to health experiences within the 

family, particularly in relation to their unborn children and dependants within 

the home.  This can essentially be viewed as a different aspect of the same 

debate where, as Jones notes, mothers were blamed for both their own ill 

health and their families due to their ignorance and unwillingness to attend 

ante and post-natal clinics.753  Indeed, Zweiniger-Bargielowska points out 

that the blaming of mothers for poor health records is still evident in social 

policy debates today.754  National and local health authorities complained that 

the campaigns pursued to encourage mothers to utilise maternal and child 

welfare facilities were not always well received, and this was said to be a 

contributing factor to maternal complications.  In 1930 the MOH recorded that 
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‘many women escape the net of ante-natal care altogether’, that they ‘either 

send for the outdoor staff [of the GRMWH] or present themselves for 

admission after labour has set in’, and that many women ‘who seek advice 

only at the eleventh hour are already well on the way to becoming obstetric 

disasters.’755  In 1934 the MOH similarly reported that despite a large number 

of women attending, ante-natal clinics were not ‘fully taken advantage of’.756  

The extensive investigation by Kerr also suggested that in the ‘districts where 

conditions are at their worst’ – for which he provided the region covered by 

the GRMWH as an example – it was found that only 27 per cent of women 

‘attended in their homes sought ante-natal care in the clinic of the hospital or 

of the “welfare centres” of the city’ between 1926 and 1930, that ‘there had 

been no improvement during these years’ and that ‘it is most disheartening 

that amongst the industrial classes so few will take this trouble.’757  It was 

also found that only 10-15 per cent of women attended the ante-natal clinic 

on a regular basis.758   

 

 While there is no doubt that many women failed to utilise maternal 

health facilities, the extent to which this was the case, and the extent to which 

it was detrimental to health should not be overstated – an observation 

acknowledged by at least one Glasgow doctor at the time.759  Firstly, it is 

clear that willingness to attend ante-natal clinics increased over the period 

and a growing number of women actively pursued and utilised their services.   
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Figure 5.5: Attendance at ante-natal clinics in Glasgow, 1926-38 

 
SOURCE: RMOHG 1926-38.

760
 

 

 

Attendance at ante-natal clinics in Glasgow soared throughout the period 

from 8,305 attendances in 1926 to 51,236 in 1938 (Figure 5.5).  The 

GRMWH emphasised the success of the clinics stating that ‘the general 

health of the expectant mothers attending the clinics has greatly improved’, 

and that the service had become so popular it had to be opened six days a 

week.761  Some evidence suggests that mothers attending safeguarded their 

own health at least and probably that of their unborn child.   

 

Table 5.8: Maternal death rate per 1,000 births comparing Glasgow as a whole with patients 
who attended local authority ante-natal clinics  

Year Maternal death rate (and maternal deaths) 

 1928 1929 1930 1931 1932 1933 1928-1933 

Glasgow 8.79 (208) 8.33 (190) 8.58 (200) 6.37 (146) 7.87 (179) 5.90 (126) 7.67 (1,049) 

Ante-natal 
clinics 

2.67 (6) 3.57 (9) 5.12 (16) 3.42 (17) 4.37 (30) 4.25 (31) 4.03 (109) 

SOURCE: Evidence to be Submitted to Committee on Scottish Health Services re The Medical Services , p. 181; 
Kerr, Maternal Mortality and Morbidity, p. 290. 
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Table 5.8 clearly suggests that mothers who attended authority clinics 

between 1928 and 1931 considerably increased the likelihood of survival 

following childbirth.  Unsurprisingly, this was the interpretation adopted by 

public health authorities.  However, this should be treated with some caution.  

For example, it might be the case that these women, the proportion actively 

attending welfare clinics, represented a section of mothers deliberately 

motivated to improve the health of their families and children in general – 

hence their willingness to attend ante-natal facilities.  Therefore, these figures 

could capture correlation rather than causation – the possibility that the 

women attending these centres were healthier before as a consequence of 

their own behaviours, rather than as a consequence of the clinics.  

Nevertheless, in 1930 another survey found that the percentage of mothers 

who sought ante-natal advice was as high as 60 per cent in Glasgow, 40 per 

cent in Aberdeen and 50 per cent in Edinburgh.762   

 

There is also evidence that women actively pursued these services 

where the GRMWH reported in 1930 that ‘the work of the ante-natal and child 

welfare centre [was] still on the increase [and] many of these patients were 

sent by their family doctors for consultation, but a very large number sought 

the advice of the Hospital doctors on their own initiative’.763  This supports 

Winter’s contention that the expanding provision of ante-natal and child 

welfare facilities would have been ineffective ‘had not women’s attitudes to 

public support for their own welfare altered in the 1930s, such that it became 

the rule rather than the exception for women to attend ante-natal clinics 

regularly.’764  Moreover, in 1938, 6,288 copies of the booklet ‘Health of 

Mother and Child’ were sold at Glasgow’s child welfare clinics for the cost of 

two pence per copy.765  Parents (but probably for the most part mothers) also 

increasingly engaged with the medical advice provided by school medical 
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officers by attending the medical inspection of their children.  The number of 

parents present at the routine inspections rose from 59.5 per cent in 1920-21 

to 72.6 per cent in 1938-39.  The school medical authorities thought that this 

was particularly useful as it gave doctors the opportunity to personally advise 

parents on the health of their children, and in 1937 they recognised the 

contributory role of parents to the downward trend of minor ailments.766  

However, in 1939 the education authorities remarked that the willingness of 

parents to attend these consultations dwindled as children got older, 

reinforcing the notion that public health experiences could vary according to 

age (see chapter 3).767   

 

Even so, the extent to which the participation of women in maternal 

and child welfare schemes benefited health should be kept in perspective.  

For instance, ante-natal clinics focused upon diagnosis rather than the 

provision of treatment.768  Crowther argues that they ‘were more lavish with 

advice, often patronisingly given, than practical assistance.  Clinics which 

offered free or cheap milk, crèches and sympathy were popular.  Ante-natal 

examinations, rarely a cheering experience, were in the 1930s unhelpful and 

humiliating for many working class women.’769  In fact, a large proportion of 

maternal deaths were actually found to be the fault of the delivering attendant 

and not the ignorance of women.  An investigation carried out at the GRMWH 

between 1926 and 1930 found that while 8.1 per cent of maternal deaths 

could be attributed to ‘negligence of the patient or her friends’, 14.1 per cent 

were said to be caused by the ‘faulty judgement on the part of those in 

charge of the patient,’ and ‘inadequate maternal care was attributable to 35.3 
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per cent of all the deaths in our hospital.’770  A Scotland wide investigation 

also found that of 58.7 per cent of maternal deaths deemed preventable, only 

21.61 could be ascribed to the fault of the mother while 37.09 per cent were 

due to some ‘faulty technique of the attendant (including doctor, midwife and 

institution).’771  Ironically, many of the venues which housed ante-natal 

appointments were materially unhealthy with inadequate facilities, including 

no heating, no waiting rooms and poor lighting.772  Therefore while the failure 

of some mothers to attend ante-natal clinics was likely to play some part in 

maternal and infant mortality rates, the extent to which this was the case 

must be kept in perspective, and the tone of condemnation found in medical 

and official publications treated carefully.   

 

Despite this, working class mothers were regularly blamed for being 

negligent mothers and for contributing to the ill health of their children and 

families.773  According to Beier, like Medical Officers of Health (MOsH) 

nationally, ‘local MOsH agreed that one potentially successful approach was 

appointment of “Lady” health visitors — a description that reflected the class 

implications of “ladies” encouraging working class mothers to adopt middle 

class behaviour’.774  However, it is important to note that medical 

professionals could be quick to condemn the ignorance of middle class wives 
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and mothers too.  Indeed, here the value of considering the distinctive health 

experiences of individual groups is reinforced.  These women were also 

found guilty of the ignorance and neglect of which working class women were 

regularly accused.  For example, in 1930 the MOH stated that:  
 

Obviously the medically attended births are concentrated in the 

residential districts, so that in the industrial and slum areas the 

proportion of doctors’ cases is extremely low.  Even among these, 

ante-natal supervision is often inadequate, frequently because the 

expectant mother puts off booking a doctor till pregnancy is far 

advanced.775   

It was also implied that the failure of middle class mothers to obtain ante-

natal care may have also contributed to a higher rate of ante-natal deaths 

within this group.  For instance, one study found: 

Perhaps, however, the most important feature of Miss Agnew’s report 

is the support which it gives to the present-day developments in 

maternity and child welfare.  It reveals in a striking fashion the different 

behaviour of the ante-natal and post-natal death rates in the two 

classes of society, and suggests that very different factors are at work 

at these two periods of life.  If anything, the ante-natal death rate is 

higher in the well-to-do families when families of equal size are 

contrasted – a fact which is against the idea that environment is the 

determining cause.  On the other hand, all varieties of the post-natal 

death rate, including the neo-natal rate, are very much lower in the 

good class families than in the poor class families, the poor class 

families of medium size occupying an intermediate position.776 
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In summarising Agnew’s report, the BMJ similarly asserted that ‘as charted, it 

appears that in respect of miscarriages and still births the well-to-do families 

are no better off than the poor families.  In fact, if these data are to be relied 

on, the wastage is slightly higher in the former.’777   

 

 Indeed, there is some indication that the extension of state medical 

care was less widely welcomed by the middle class.  For example, despite 

commenting extensively on the treatment and care she received by her own 

family doctor, when asked if the government generally encouraged people to 

‘be healthy’ one middle class women replied, ‘I can’t say, I think they kind of 

left it.  I think there was a lot of clinics, but what the people went to the clinics 

[for], I never knew.  You know how you weren’t going and you didn’t know 

what was going on in clinics.’778  Likewise, when writing to the editor of the 

GH regarding the medical inspection and treatment of school children one 

man wrote: 

Secondly, cut out all this doctor’s attendance etc for the children of 

middle class parents, who neither want it nor like it.  It is an insult to 

these parents to consider them so negligent that they will not take 

proper care of their children’s health.  Let the children of parents who 

really need it have free attendance from their family doctor, and let him 

be paid out of public money, but only for the visits given.779 

This is an interesting contrast to the official view that the ignorance and 

negligent childcare of working class mothers was damaging to infant health.  

Instead, there is an implicit suggestion of unwillingness among the middle 

class to utilise local authority health services – a reluctance which may have 

hindered the rate of improvement among children born to middle class 

parents.  This also raises the important question of how the agency and 

health-related behaviours of different groups of the population impacted on 
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health trends related to social variables, and this is discussed in more depth 

in chapter seven.  However, surprisingly, there is also evidence that there 

were fewer facilities for middle class mothers to turn to during pregnancy and 

articles published in Glasgow newspapers suggest that there was resentment 

among this group about the lack of attention they received.780  For instance, 

an article published in the Bulletin reporting on developments at Redlands 

Hospital in Glasgow stated that the hospital ‘was providing a valuable service 

to the community in providing maternity and general hospital service at a 

moderate cost for that section of society that is usually left to fend for itself – 

the middle class.’781 

 
 

Illustration 5.2: Image of mother being interviewed at Cowcaddens Day Nursery dated 1922.  
Note that the women in the picture is wearing a shawl – a contemporary indication of a 
woman of lower social class 

 
SOURCE: Virtual Mitchell, Mitchell Library Glasgow, Record Number C2964. 
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Kerr argued that expectant mothers of all social classes could survive 

pregnancy relatively unharmed if they were committed to ante-natal 

supervision and the advice they received, and that while maternity institutions 

were often located ‘in densely populated industrial areas’ and tended to deal 

with the ‘very poorest class’, it was noted that they ‘all minister to individuals 

in very humble circumstances.’782  However, it is certainly clear that a number 

of facilities were in place for the maternal care of working class mothers, and 

statements suggesting that services were deficient among the middle class 

are at odds with the favourable experience suggested by the majority of 

health statistics for this group (Illustration 5.2).  This lends further support to 

the importance of considering the human experience behind the numbers 

which, as this research has shown, can reveal the contradictory and more 

complex health experiences from that implied by static statistical analyses.  

Furthermore, the notion that the ‘working class’ were the chief beneficiaries 

of ante-natal welfare provision can be disentangled further where 

experiences could vary within the working class itself.  For example, when 

commenting upon maternal and child welfare in Glasgow, the study by Paton 

and Findlay claimed that ‘the mothers attending the centres were distinctly 

poor, but they did not belong to the very poorest and lowest class, which 

presumably avoids centres altogether [and] the child welfare officer 

expressed the opinion that the centres did not reach the fringe of society.’783 

Therefore, this suggests that while a growing motivated majority were 

participating in the infant and maternal health campaign, inequalities 

intensified here also, where this group became increasingly disadvantaged in 

relation to the maternal population as a whole. 784    
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There are also important reasons why women lower down the social 

scale did not seek medical advice to improve the health of their families, 

motives which writers like Jones claim that critics could often fail to 

understand.785  However, at a Westminster conference arranged by the 

National Association for the Prevention of Infant Mortality and the National 

Baby Week Council in July 1921, the attendees visiting from Glasgow played 

down the impact of maternal ignorance and emphasised the need for 

improved social conditions.  Glasgow M.P. James Stewart (Scottish Labour 

Party) reportedly claimed ‘that many difficulties did not arise through 

ignorance, but purely and simply owing to social conditions, and until such 

conditions were adequately ameliorated, and every mother had all that was 

necessary for the wellbeing and comfort of herself and her child, there would 

be no good done’ – a view that was reiterated by Councillor Angus 

MacDougall of the Subcommittee on Child Welfare, Glasgow.786  Indeed, for 

many women a number of matters had to be considered before attending 

clinics, including the distance of facilities from the family home and the 

availability and cost of transport.787  For example, the GRMWH, which 

operated a policy never to refuse a woman in labour, commented on the 

difficulty this created for the hospital and mothers alike: 

Under present circumstances it would appear to be possible to depart 

from this rule, and its strict observance as a criterion of admission 

gives rise to considerable difficulty, if not hardship, especially as 

regards cases coming from a distance.  There is evidence that 

women, knowing that they will not be admitted before labour has 

commenced, are afraid to go to hospital after it has commenced, and 

the question of transport and distance becomes then a material 

consideration.  From enquiries made there is no doubt that a 

considerable number of women would avail themselves of institutional 
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facilities were it not for fear of undertaking the journey after labour has 

commenced, or risking refusal of admission.788 

Moreover, a feature on ‘Glasgow’s Maternity Problem’ published in the BMJ 

noted: 

Attendance at the clinic is a social difficulty for most of the patients.  

Frequently she has long distances to travel, a heavy burden for a 

pregnant woman in her late weeks; the money necessary for car fares 

is a drain on her financial resources; and the period of waiting at 

clinics (unavoidable in their present crowded condition) is a domestic 

problem for one who has perhaps other young children to look after 

and household work to do.  The difficulties can be overcome only at 

the expense of opening centres in all parts of the city. Or by allowing 

the patient to attend the conveniently situated family doctor.789 

It is significant that the number of calls to the St Andrew’s Association for an 

ambulance to the GRMWH rose by 75 per cent following the removal of a 

small fee formerly levied.790  Therefore, it is clear that poverty and the ability 

to pay still contributed significantly to the health of the city’s working class 

women.  Variations also existed in relation to geographic region.  Glasgow 

was recognised for the degree of services it offered to women.  However, 

some regions of the city simply lacked adequate provisions.791  For example 

the Garngad and Townhead districts were said to be ‘not well served’ with 

infant and child welfare facilities.792  A memorandum presented by 

representatives of the Glasgow Obstetrical Society at a conference with the 

Committee on Child Welfare in 1925 similarly asserted that ‘the hospital 

accommodation for maternity cases in the city of Glasgow is totally 
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inadequate.’793  The number of women seeking professional advice during 

their pregnancy increased.  However, this evidence reveals that for some, 

facilities were simply not available.  This unequal distribution of medical 

resources is consistent with the view that variations according to geographic 

region also characterised health experiences in interwar Glasgow and that 

this contributed to the marked inequalities across the city.  Again, within 

broad improvements in terms of ante-natal and maternal care and medical 

assistance available to mothers, experiences were unequal, varying not least 

with regards to social position and geographic region. 

 

 

Caring and Surviving 

 

The previous section has analysed the role of mothers in the care of their 

children through their participation in ante-natal and child welfare 

programmes.  However, in everyday life, the role of women in relation to 

health experiences within the home was paramount.  Jones asserts that any 

research into public health should study women in their own right due to their 

significance in assuring good health in the family.794  This was also captured 

by oral testimony where one man recalled that it was ‘your mother and your 

granny [that] tried to keep you healthy’ (Illustration 5.3).795  The more recent 

publication For Their Own Good by Lucinda McCray Beier details this 

extensively, whilst also analysing the importance of mutual aid networks, 

including other female neighbours and community ‘handy women’ during 

labour for example.796  It has also been noted that women wanting to avoid 
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another pregnancy and ‘get regular’ would consult other women for advice.797  

This was certainly the case in Glasgow.798 

 

Illustration 5.3: Women’s parenting role within the home 

 
SOURCE: Gladstone Robertson, Gorbals Doctor. 

 

 

The role of the mother had a biological and social dimension and this was 

important politically.  In 1920 for example the SBH commented that ‘the local 

authorities all over Scotland now generally recognise that to secure the 

health of mothers and young children is to lay the foundations of a healthy 
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adult population.’799  Government schemes aimed at improving infant and 

maternal welfare viewed the education of mothers as an effective means to 

combat high maternal and infant death rates.800  As Jenkinson states, ‘the 

main and lasting aim of infant and maternal welfare centres and health 

visitors in this field of care was preventative: to educate women in better 

habits to look after themselves and their babies.’801   

 

The drive to educate mothers has been interpreted critically by various 

authors and Jenkinson notes how ‘some historians have suggested that this 

reveals more about the State’s desire to control the lives of mothers, rather 

than with improving infant and maternal mortality rates.’802  Nevertheless, 

there are indications that a lack of parental knowledge did affect children’s 

health.  For example, in 1938 the MOH reported on the need for urgency in 

the admittance of children suffering from diphtheria to hospital:  

There still appears to be some delay by parents in seeking medical 

advice, and too often the disease is well advanced when the victim is 

ultimately admitted to hospital.  Only 52 per cent of those dying were 

admitted to an institution within two days of sickening; 73 per cent 

were removed within three days of sickening; and 87 per cent were 

removed within four days of sickening.  Eleven children were ill at 

home for one week or longer before removal took place.803  

This hesitancy was also captured in the published memories of Rountree 

who recalled how the doctor ‘gave my parents fits for not calling him sooner’ 
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following a leg injury.804  Commenting upon the failure of someone to notice 

that his ailment was worsening, Rountree states ‘I suppose mum might be to 

blame for this, because she would have had the task of attending to changing 

the dressings.’805  Some mothers also practiced domestic medicine before 

admitting family members to hospital.  In 1927 the MOH reported: 

Many children affected by pneumonia whether primary or secondary, 

undoubtedly require hospital treatment.  It is too serious to be nursed 

at home, while many homes are quite unsuited for its treatment.  

Unfortunately, these children are not all admitted in the early stages, 

and many reach hospital extremely ill after a few days of domestic 

treatment which includes the free use of ipecacuanha wine, whisky, 

and poultices, often hot enough to cause burns.806 

This statement, cited from an official medical text, was almost identically 

recalled by Glaswegian George Rountree describing his childhood in Govan 

in the 1930s.807  Another man similarly recalled the existence of ‘granny’s 

cures’ to relieve certain ailments.808  Beier argues that ‘in times of 

childbearing, ill health, and death, working class people depended on mutual 

aid exchanged within family and neighbourhood networks. Indeed, the 

question of what an informant’s childhood neighbourhood had been like 

almost always elicited a response about the help neighbours gave each other 

during health crises.’809  Indeed, the life story of Molly Weir for example, 

provides a comprehensive list, several pages long, of home remedies used to 

cure a number of afflictions from rheumatism to toothache, details the 

superior skills of her grandmother in the treatment of eye ailments, and 
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another woman recalled how her mother made her own cough medicine.810  

This was often a consequence of poverty.  One woman recalled:  

Aye, there were a lotta doctors.  But then you did'nae dare get a 

doctor to come to our hoose.  ‘Cause few people could afford to have 

a house call.  They could’nae afford to pay a doctor to come unless, 

as I say, it was an urgent thing.  But any minor childhood thing your 

mother doctored you and that was that.  But there was nothing to help 

you if your mother had’nae the money.  Forget it.  You wir’nae getting 

any.811 

Again, the acquirement of treatment was often compromised by financial 

restrictions and the ability to pay, a reality common throughout the UK.812  As 

Cherry states, ‘fear of the doctor’s fee or poor law institution often still 

accompanied the pain and uncertainties of illness.’813 

 

Nevertheless, these allegations of ‘negligence’ can also be qualified 

by clear evidence that women played a direct role in attempting to maintain 

and improve the health of their children and family.  The increasing 

attendance of women at ante-natal clinics and child welfare inspections 

detailed above is testament to this point.  However, the employment of a 

number of ‘survival techniques’ also reinforces the extent to which women 

played a positive role in securing the health of their families, often at their 

own expense, and these are discussed extensively in the historiography.  

Mothers had to ensure that meagre budgets were stretched in order to buy 

basic commodities, and a number of money saving devices were employed.  
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For example, some did not utilise the appliances provided in new homes, 

which were intended to enhance living standards, in order to save money 

(Chapter 4).  Whilst this was deemed undesirable in the eyes of housing 

officials, it was domestic management.  The women of interwar Glasgow 

exercised a number of domestic strategies like this to defend their families 

from the adverse effects of poverty.  In her much cited publication Working 

Class Wives, Margery Spring Rice repeatedly congratulates Scottish women 

(although she cites Glaswegian examples) for their success in the 

management of meagre working class budgets, stating that it was ‘noticeable 

that the Scots and women from the north of England are better managers 

than those in the South.’814  An article published by the Lancet in 1921 

similarly reported that ‘mother craft in the choice of food-stuffs does not 

appear to have sunk so low in Glasgow as in many other large towns’.815  

Survival techniques such as borrowing from neighbours, utilising the pawn 

shop, securing credit from shop keepers, buying discounted stale bread, 

‘broken biscuits’ and ‘spoiled fruit’, walking to a shop further away to save 

small amounts of money and buying skimmed as opposed to full milk for 

children are a few of the methods women employed to make ends meet.816  

Significantly, the effective management of resources was important in more 

prosperous homes as well.  For example, in response to the question ‘was 

your dad’s wage an adequate wage or not?’ one relatively wealthy woman 

replied: ‘It was an adequate wage and my mother was a good manager, you 

know.’817     
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However, while domestic management would have been universal in 

most households to some degree, the extent to which this was practiced in 

poorer homes could be severe.  For instance, it was found that some 

Glaswegian women were frequently ‘scantily clad’ and could not ‘attend 

consultations because they have pawned their shawls.’818  One man from the 

area of Anderston also recalled that his mother often walked a few miles to a 

meat market in another district to buy cheap tripe bags: ‘But the way she got 

them for next to nothing was they were full of shit.  She got them to clean.  

My mother knew when she got them hame [home] she could clean them all 

up before she put them in a pot tae, boil them up and give us tripe.’819  These 

survival strategies were often effective and the authors of one medical survey 

found that ‘during a week of poverty the food consumed is often little if at all 

decreased; borrowing from neighbours carries the family over these bad 

times and expenditure on rent, fire, clothes etc, is allowed to lapse, in order 

that food may be purchased.’820  Commenting on the conditions of nine 

Glasgow families they quoted that all but two mothers employed efficient 

domestic strategies which ranged from buying a large number of 

carbohydrates to satisfy family hunger to making bland meals more 

appetising.821  This was acknowledged by the Ministry of Labour who claimed 

that in Scottish districts notably affected by industrial decline, 

‘undernourishment and raggedness have only been avoided by good 

management and most careful spending.’822  Glasgow Corporation similarly 

stated that ‘the widespread and long continued unemployment has thrown a 

severe strain on family resources, and in the circumstances it is surprising 

how well, as a rule, the income has been expended.’823  Clearly, the survival 
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techniques employed by working class women went some way to securing 

the health of their families, as endorsed by Thompson.824 

 

Nonetheless, despite clear class inequalities this was more 

complicated still, and a complex interaction existed between the effective 

utilisation of survival strategies, social class and the employment situation of 

the household.  For example, one Glasgow study carried out in the early 

1920s by A.M.T. Tully found that survival techniques utilised by the 

‘unemployed labouring class’ included purchasing cheap cuts of meat such 

as corned mutton or frozen meat and misshapen bread.  However, a follow 

up study considering the conditions of artisan families, found that some of 

these mothers were guilty of waste and bad marketing by failing to provide 

families with the maximum energy value which could be procured from 

scarce resources.825  According to Tully ‘the marketing of the greater number 

of the [artisan] mothers was decidedly poor, most of them not being 

compelled by necessitous circumstances to consider the value of every 

penny spent as was the case with the unemployed families studied in 

1922.’826  This was illustrated by a table published in the report which 

compared the diets of these two groups (Table 5.9).   

Table 5.9: Table comparing the diets of artisan families with those of labouring-class families 
(unemployed and short-time) 

Average Diet per Man per Day 

Date Income Calories Protein Fat Carbohydrate Amount 
spent on 

food per 
man 

Energy 
value 

purchased 
per 1d 

 A.Labouring Class Families       

April 1921 Over 8/- per man per week 2466 72.9 77.6 352.5 9/1 ¾  173.8 

June 1922 2605 78.4 87.7 358.0 6/1 237.3 

April 1921 Under 8/- per man per week 2505 64.1 73.3 380.4 6/1 ¼  219.8 

June 1922 2185 62.6 61.3 330.7 3/10 ¼  302.3 

 B. Artisan Family       

May 1923  3070 87.9 96.8 441.1 10.38/- 176.6 

SOURCE: A.M.T. Tully, ‘A Study of the Diets and Economic Conditions of Artisan Families in May, 1923’, GMJ, 101 

(1924), p. 5. 
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The table reveals that the energy value purchased was lower among the 

artisan group – a variance which the writer asserted could not be explained 

by changes in the cost of living between these years.  Domestic survival 

strategies were not as diligently exercised in the everyday life of women from 

this group who were less used to experiencing poverty.  On the other hand, 

the table suggests that the wives of unskilled labourers, used to low wages 

and the task of making meagre incomes stretch, were more experienced and 

efficient in this role.  This was reinforced by Paton and Findlay who also 

documented the importance of good domestic management for Glasgow 

labouring-class families in employment.827   

 

This data suggests that the women from artisan families, in spite of 

their poorer skills in domestic management and ability to assure maximum 

energy food values, did secure a higher number of calories overall.  However 

in the artisan group, only 6 of the 17 families studied were affected, or had 

been previously affected, by unemployment or short time.828  It was also 

reported that when necessary, this group ‘had savings wherewith to tide them 

over periods of unemployment’, and so presumably they had more 

disposable income to spend on food.829  Nonetheless, domestic management 

practices among this group, combined with notions of respectability and 

attempts to avoid the stigma of parochial relief, had important health 

consequences when savings were exhausted and financial security solely 

relied upon state assistance (see chapter 6).  Indeed, in light of the 

importance of ‘keeping face’, it is unsurprising to learn that the ‘mis-reporting’ 

of nutritional intake is common even today, and that this could often be 

influenced by factors including levels of deprivation – the wealthier often 

showing a tendency to exaggerate food consumption and the poor the 

opposite (although is important to note that an inverse relationship has also 
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been recorded).830  Furthermore, recent research suggests that particular 

food consumption patterns can be an important, deliberate attempt to 

intimate ‘status’ and respectability.831  Therefore, rather than reflecting 

inefficiency in the management of resources, there is also the possibility that 

the wives of artisan workers affected by unemployment actively decided to 

continue to purchase these menus to outwardly display the living standards 

they had enjoyed in better financial times, satisfy their families typical dietary 

expectations, maintain morale within the family, and also protect their own 

image as competent domestic managers (see chapters 6 and 7).  

Nonetheless, when considering the varied approaches of women in the 

management of household resources, the notion that health experiences 

were multifaceted is further reinforced.  As the literature details extensively, 

women were clearly vital to health experiences within the home.  However, 

the techniques and effectiveness of women in this role was not universal.  

Experiences were unequal and standards of health were fashioned by the 

complex interaction between gender, class and employment position at least 

within this social arena.  

 

 

Men, Masculinity and Health 

 

Interwar medical, official and lay sources consistently emphasised the 

responsibility of women as health providers and the effects that the economic 

depression could have upon their health.  It is not surprising therefore that in 

their analyses, historians have tended to examine the health of interwar 

women in this way.  Macdonald has recently asserted: 
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Unlike most other areas of Scottish society, women were central to the 

operation of the family.  Males, by comparison, appeared to contribute 

remarkably little to discourses on family life.  But that silence is 

important.  It might either denote a dismissive attitude to the family, 

marking it out as female territory and hence unimportant, or it simply 

reflects that men remained in control of what was considered really 

important – the public world out with the home.832 

However, it seems that discussions on the role of women as carers has been 

ill focused.  Men were also integral to securing the health of their families 

within the home yet, excluding a few like Thompson, in the context of 

debates on interwar public health this is rarely mentioned by historians.833   

Abrams notes that ‘the history of the family is extraordinarily under 

researched in Scotland, the historian has traditionally portrayed the (male) 

culture of industry and the (female) culture of the home and family in different 

worlds in which the father has been located as ‘elsewhere’ than with his 

children.’834  Likewise, medical and social investigators rarely, if at all, made 

reference to the role of fathers and instead continually referred to levels of 

‘maternal efficiency’.  Indeed, one study which considered health in Glasgow, 

and aimed to identify the statistical significance of a number of social factors 

to the health of children, explicitly stated that they would not examine the role 

of fathers due to the negligible role they assumed that they played, and 

instead they investigated the role of ‘maternal efficiency’ alongside other 

social factors such as housing.  They stated: ‘the influence of the father is 

less direct and apart from disease, drink, crime, or unemployment, leading to 

insufficiency of earnings, is manifestly of secondary importance.  This is 

fortunate, since it is extremely difficult to gain reliable information about 
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him.’835  Despite admitting that there was a dearth of information on the role 

of the father, the authors were so confident about his insignificance that they 

thought it unnecessary to investigate further.  This speaks volumes of the 

strength of conventional notions of masculinity and femininity in the interwar 

period.   

 

In fact, the cultural responsibilities of parenthood also extended to 

fathers, and while commentaries on the unequal allocation of resources in 

the home have focused upon females, this similarly applied to men 

(Illustration 5.4).  Fathers were said to be responsible for the direct provision 

of food by tending to family allotments where they existed, and they could 

also adopt self-sacrificing strategies to ensure that other family members 

were adequately fed.836 
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Illustration 5.4: Picture taken in the East End of Glasgow.  Note the men wearing hats 
(‘bunnets’), one holding a child’s hand (left)  

 
SOURCE: T.C. Smout and S. Wood, Scottish Voices (London: Collins, 1990). 

 

 

In one letter to the editor of the GH it was said that ‘no normal father – and 

much less a mother – would ever dream of eating while their children went 

without food.’837  Another newspaper article asserted that ‘the condition of 

children is not, however, conclusive on the question of malnutrition.  It is well 

known that parents will stint themselves so that their children may be fed [my 
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italics].’838  One woman also recalled that during times of unemployment, ‘our 

parents would have done without to feed us.’839  Consequently, this 

complicates and adds an additional dimension to the focus of historians that 

women’s health was affected by the unequal allocation of resources in the 

home.  This sacrificing behaviour could also undermine health standards 

among fathers.  For example the MOH observed that the age-sex distribution 

of tuberculosis complicated the administration of successful treatment as the 

high incidence prevailing among women aged 15-35 years meant many were 

mothers, whilst the high incidence among males in the 35-55 years age 

group meant that many were breadwinners.  Hence the MOH reported that 

there was unwillingness among these patients to make use of lengthy 

institutional treatment because mothers had to attend to young families while 

fathers had to work to support them.840  This was also captured by oral 

testimony.  One woman from the Anderston area of Glasgow recalled: 

TB was rife.  At least one third [of Anderston] were wiped out.  I knew 

personally a whole family that were wiped out [in the twenties].  I 

remember this young couple that we knew, moved into a place, got 

into this, and he was standing outside and he was awfully ill, and I was 

standing chatting to him.  And I said to him “Where are you going, is 

this the day for your clinic up in Glenfarg Street.841  He says, “Yes, I’m 

just going to put on some weights.”  I said, “What for?!” He says, “Well, 

she’s pregnant and I don’t want to go into hospital with my condition” 

he says “so if I go in there they’ll lend me some weights and I’ll put 

them in my pocket.  So, I go up”, he said, “and what we do, we go on 

the scale right away and get weighed, so they’ll know I’ve not lost 

much weight.”  To this day I’ve never forgot it, he was only a boy.842 
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In their article ‘Dangerous Work, Hard Men and Broken Bodies’, Johnston 

and McIvor also point out that men could continue to work in an environment 

knowingly detrimental to health due to their responsibility to provide a wage 

for their families at home.843  Thus, fathers also sacrificed their health to 

secure the wellbeing of their families. 

 

Men could also be directly involved in the delivery of their children.  

One Glasgow woman recalled of her childbirth: ‘It was traumatic.  Nothing 

was prepared because we had no hot water.  I should have had the baby in 

the hospital but there wasn’t enough room so they sent me home.  My 

husband had all the work to do.’844  One Glasgow doctor also detailed that 

during a home birth in the Gorbals tenements, ‘the husband too was, as a 

rule, up to his neck in it.  It was his duty to fetch the doctor or nurse and to be 

completely at the service of his wife and the women about her.’845  Indeed, 

this also substantiates the importance of community health networks 

advanced by writers including Beier.846  Moreover, it is significant that around 

1927 a ‘Father’s Council’ was formed in the Govan district, followed by 

another in Bridgeton in 1930.  It was reported that the groups organised 

social events such as drives in the winter and outings in the summer, 

children’s Christmas parties, and a monthly lecture by a guest speaker was 

arranged.847  In one notable instance, the GP published details on a lecture 

made to the ‘men’s section’ of the Elder Park Welfare Centre in which the 

role of men in childrearing was the topic of the evening.  Presumably, this 

was related to the Govan Father’s Council where in the MOH’s 1937 report, 

the sub heading ‘Father’s Councils’ was replaced by ‘Men’s Section’, and 

under this details of the Elder Park Welfare Association of the Govan district 

are discussed.   
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How popular these lectures were (presented regularly by male doctors 

and also the MOH Macgregor himself) is difficult to determine, although one 

report mentions an audience of 400.848  The social character of the audience 

is also unclear.  The lecture material was often particularly medical, 

suggesting that it was perhaps not catered towards the ordinary working 

man, and probably those with a medical or professional interest.  

Nonetheless, at one meeting on maternal mortality in Scotland it was said 

that ‘the newer members would now be in a better position to discuss some 

of their household problems with their wives.’849  In another lecture delivered 

in 1935 it was said that: 

The authorities made a large step forward when they opened ante-

natal and child welfare centres, and altering the law in the interests of 

midwives in the interest of mothers.  However, it must be understood 

that the husband plays a very important part from a medical standpoint 

as they have a very large influence over their wives.850   

The lecture then lists the ‘educational’ information that women also 

presumably received when attending the welfare centres, including the 

importance of breast milk and of the feeding of infants at four hour intervals.  

However, rather than taking a central role in the upbringing of their children, 

the fathers were advised: 

The part the husband should play is one that encourages the mothers 

to take advantage of the clinics, to influence and help his wife in the 

proper methods that are advised by the doctors in charge.  By doing 

this, said the speaker (Dr. D. McKay Hart), the benefits of the welfare 

will be more appreciated by all, and will result in still more life receiving 

a better start in life.851 
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Therefore, here, fathers were encouraged to have an educational purpose – 

implementing medical advice and support as an extension of the medical 

arena, and reinforcing traditional gendered responsibilities within the home – 

rather than into adopting a direct role in the health care of their children.  

Likewise, of fourteen welfare centres in Glasgow in 1934, only two (Bridgeton 

and Govan) created Father’s Councils.  The number is small, and it seems 

that the formation and participation in the councils may have been more for 

social rather than medical reasons.852  Nevertheless, it is clear that men were 

not absent in the care and welfare of their children, and that they also 

contributed to health experiences within the home.   

 

 

On the other hand, it is clear that fathers could contribute negatively to 

health experiences within the household, as has been more widely 

recognised by historians.  For instance, men carried infection from the 

workplace into the home (although this relationship could easily work the 

other way) and Johnston and McIvor note that wives could also develop 

asbestos-related cancers for example, ‘simply through contact with asbestos 

dust brought home on the work clothes and overalls of their husbands, sons, 

or fathers’.853  There is also evidence that the strain and tension resulting 

from male unemployment was detrimental to standards of childcare, and that 

it could lead to domestic violence within the home.  Here, the notion that 

health experiences were characterised by a number of variables can be 

maintained where the employment status of the household was clearly 

important.  Bourke claims that the emasculation which many men felt after 

being forced out of work could aggravate conflict in the home, and that 

‘quarrels between unemployed husbands and their wives disrupted 
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childcare.’854  Consequently, the SBH reported that the resulting atmosphere 

was particularly unsuitable for children.855  

 

Indeed, when writing about the implementation of the new children’s 

charter in Scotland in 1933, the Scottish Justices and Magistrates 

Association submitted the following statement to the GH:   

There must be at present numbers of people who are in an 

overwrought state of mind, whose mental health is below normal.  It is 

not only the effect of unemployment upon the parents that has to be 

thought of.  Putting aside deprivation of physical comforts as less 

important, one has to remember children growing up in the 

atmosphere of constant frustration and discouragement... An 

unemployed father always about the home to remind a worried mother 

of the household position, idle older brothers and sisters inevitably 

deteriorating into squabbling inefficiency, and a constant uncertainty 

about the tomorrows make no healthy environment for a developing 

youngster.856  

An Anderston man also revealed that this could result in domestic violence: 

About 1927 or 1928 ma mother was getting it bad, my father wisnae 

working.  And he was, going oot and maybe getting an odd job, a 

couple of bob but was drinking it.    And he was coming in and.  She 

went through a lot.  A don’t like to talk.  Susan used to no like, a tell 

her about ma father doing, walloping my mother.  You know...  And my 

maw was trying to bring us all up, and that, you know... Well my auntie 

Flora got to know and she was always onto my mother saying “Jail 

him, gee him the jail, gee him the jail.”  But ma mother would’nae gee 
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ma father the jail for big black eyes and this and that.  So.  Two of they 

times he thumped me anol [as well].857 

This was also captured in contemporary literature where in No Mean City one 

character was struck repeatedly after pointing out to her father during an 

argument that she was the only one working in the house.  The author writes 

‘Richard McKay had been out of work for two years and the taunt was more 

than he could endure.’858  It was also reported that of 527 cases of child 

cruelty investigated in Glasgow in June 1932, almost two thirds involved 

unemployed parents, and by 1938 this was still over fifty per cent.859  The fact 

that the cases were reported in this way suggests that there were concerns 

about childcare within households affected by loss of work.   

  

           Finlay also notes that ‘as far as the authorities were concerned, 

mothers were just as likely to be victims as were children.’860  Historians 

acknowledge that men commonly questioned their masculinity when unable 

to fulfil the respectable, manly role of ‘breadwinner’.861  The association of 

manliness with employment was clearly problematic if a man found himself 

out of work.  Finlay writes: ‘The traditional family structures which had held 

sway in working class communities collapsed, although the values which 

underpinned them did not.  Men had been brought up to equate work and 

providing for the family with manhood and unemployment was a 

psychological form of emasculation.’862  Johnston and McIvor state that 

‘masculinity at its core involves an assumption of power or superiority by men 

over women’, stating that ‘aggression and violent behaviour’ including 

domestic violence was viewed by some as an outward display of manly 

behaviour.863  Evidence from Glasgow reveals that ‘toughness’ constituted an 

                                                             
857

 2000 Glasgow Lives, Robert Young (1902). 
858

 McArthur and Kingsley Long, No Mean City, pp. 161-62. 
859

 GH, 11
th
 July 1932, p. 8; ‘Preventing Cruelty to Children’, GH, 7

th
 January 1938, p. 8. 

860
 Finlay, Modern Scotland, p. 145. 

861
 Ibid., p. 87. 

862
 Ibid., p. 87. 

863
 Johnston and McIvor, ‘Dangerous Work’, p. 136. 



234 
 

expression of masculinity where according to Molly Weir from Springburn, 

Glasgow: 

Whether a man was too ‘soft’ on his wife or too ‘hard’ on her 

concerned neighbours.  The ‘soft’, and sober, Englishman in a 

Glasgow street who handed over his entire wage packet to his wife 

was ridiculed by wives whose husbands were violent and stingy: ‘Nae 

spunk at a’... A Moose!... Of course he’s English.  Soft, that’s whit he 

is...  If a man wasn’t the ‘boss’ of the home he wasn’t considered to be 

a man.864  

It seems that some men could resort to beating their wives in an attempt to 

establish their ‘tough’ masculine status.  Scottish historian Hughes has 

analysed the relationship between unemployment and ‘wife-beating’ in 

interwar Clydeside, arguing that ‘the adverse economic climate and the high 

levels of unemployment between the wars aggravated masculine 

insecurities’, and that the ‘emasculation’ of unemployment could encourage 

domestic violence within the home.865  In support, when asked why husbands 

hit their wives, one Glaswegian woman replied: ‘Money. It was always 

money.  You see money was tight then.  There wasn’t many men worked.’866  

Women endured a double burden where the psychological decline of men 

out of work (discussed in depth in the following chapter) often resulted in 

mental and physical deterioration for their wives – the result of both the 

unequal allocation of resources within the home, and the emotional strain 

and domestic violence they could endure at the hands of their husbands.   
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That men and contemporary notions of masculinity contributed 

significantly to standards of health within the home is apparent.  It is widely 

agreed that there were notable deteriorations in the health of women, both 

mental and physical, in the period under review, often as an indirect effect of 

an unemployed husband within the home.  In Glasgow the effects of this 

were apparent.  For example, one 1923 SBH report claimed: 

While is seems clear that the assistance available from public funds 

has normally been sufficient to prevent undernourishment, distinct 

signs of nervous strain have been noted.  The husband becomes 

depressed on account of the apparent hopelessness of the position, 

the wife, anxious for her husband and faced with the task of ‘making 

ends meet’, is similarly affected.867 

When asked what life was like for the wives of unemployed men one 

Glasgow man replied, ‘pure hell, no life at all... the worry all fell on the 

women, at all times.’868  In 1922, a doctor from Gartnavel Hospital claimed 

that the higher incidence of female patient admissions with psychological 

conditions was an ‘index of the times’ and ‘partly as a reaction of the strain of 

the years of war, partly as a result of the high cost of living, and the difficult 

economic and social conditions of life.’869  Another Glasgow health 

professional commented that ‘the facts have been brought to our notice of 

the burden of unemployment on the housewife who has to make ends 

meet’.870  The GRMWH records also frequently mentioned the impact that an 

unemployed husband could have upon the health of their patients.  For 

instance, in 1934 it was reported that ‘unfortunately, there are still a very 

large number of our patients whose husbands are out of work, and the strain 

of prolonged unemployment has told on the mothers (and expectant 

mothers), both mentally and physically.’871  This evidence underlines the 
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important role of men, and conventional notions of masculinity, to health 

experiences within the family.  Indeed, the recognition of the indirect impact 

of unemployment upon the health of women is where the role of men in 

shaping health experiences within the home has been most recognised by 

historians.  On the other hand debates on the ill health of the unemployed 

themselves have tended to focus upon men.  It is to the health experiences 

of the unemployed to which we now turn.   

 

 

Conclusion 

 

This analysis of health in relation to women, the home and the family has 

reinforced the difficulty of measuring the extent to which health experiences 

improved or worsened during the recession.  On the one hand, the unequal 

allocation of resources in the home and the sex-specific tuberculosis 

mortality rate can be used to show that the health of women was 

undermined.  On the other hand, figures on life expectancy, and the crude 

and standardised death rates undermine this view, while the maternal 

mortality rate, regularly cited as a challenge to the ‘optimist’ case, seems to 

be far less related to the economic depression than writers such as Mitchell 

imply.  In line with the argument advanced in this thesis, it can be asserted 

that a clearer picture emerges by disentangling the wide range of 

experiences which existed throughout the city.  Standards of health varied 

according to a number of social variables.  For example, analysing health 

experiences according to class reveals that at times, the maternal death rate 

was higher among the more prosperous areas less affected by the recession 

– a trend obscured from the maternal death rate per se.  Also, evidence that 

medical facilities were lacking amongst the middle class and that this could 

have detrimental consequences for health is also at odds with the majority of 

mortality data relating to this group.  Furthermore, it is clear that experiences 
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varied in relation to marital status.  Higher death rates among illegitimate 

children and unmarried mothers were recorded compared to those born in 

wedlock, although this disparity narrowed somewhat over the period.  Whilst 

this highlights the importance of socio-economic position in defining 

inequalities in standards of health, it also indicates that for some this could be 

largely unrelated to the economic depression.   

 

Exploring the distinct health experiences of individual groups gives a 

more precise indication of what was going on within these general mortality 

trends.  This is not to suggest that the health of women was unaffected by 

the financial effects of the recession.  Whilst difficult to ascertain from the 

city’s mortality rates, there is an abundance of evidence that women in 

particular were affected by the socio-economic consequences of 

unemployment, that they experienced lapses in physical and psychological 

health, and that they were a group to which a ‘pessimist’ interpretation 

applies.  This is advanced further in the following chapter which deals in 

more depth with the direct and indirect effects of unemployment upon 

physical and mental wellbeing.  Evidence of the conducive impact that men 

contributed to health experiences within the home does shed an alternative 

light on the conventional view that the masculine crisis brought about by the 

loss of work in the 1920s and 1930s was often manifest in the deteriorating 

health of women.  Nevertheless, domestic violence at the hands of 

unemployed husbands, the climbing incidence of abortion and increasing 

rates of tuberculosis among young females at least, all suggest that the 

health of many women worsened during this period.  Here evidence from 

Glasgow can be found to support the view of writers like Webster and 

Mitchell that the social effects of the recession were acutely felt by women.  

However, even then, experiences were not universal, varying according to 

factors such as age, and between artisan and labouring class families in 

relation to the approach and efficiency of domestic management within the 

home.  It is also clear that regional variations were pronounced: health 
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experiences in Glasgow could diverge from the national picture, but in terms 

of access to ante-natal facilities for example, inequalities existed within 

Glasgow itself.  Evaluating health experiences in relation to gender, the home 

and the family bolsters the view that there was no universal experience.  

Rather, interwar public health was a complex and intricate lattice, 

characterised by marked variations according to a number of social, 

economic and cultural variables, and it can be argued that emphasising and 

exploring these discrepancies helps to provide a more holistic view of health 

trends in this period. 
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Chapter 6  The Recession, Unemployment and Health 

 

A fair judgement on the statistical evidence would be that the 

unemployed, in common with the poor generally, shared unequally in 

the improvements in health standards which the British people 

experienced between the wars.872 

 

  

The literature on the interwar period is heavily weighted with debates on the 

extent to which the Great Depression impacted adversely upon the 

population’s health.  This question has dominated the debates of both 

contemporary observers and modern day historians.  Most acknowledge that 

unemployment could at times have an adverse impact upon the health of the 

unemployed, although the extent to which this was the case is contested.  

For example, whilst maintaining that this occurred in the context of general 

improvement, Stevenson acknowledges that ‘poverty and ill health were 

almost certainly made worse in some areas by unemployment, but there was 

a striking degree of normality.’873  The previous chapter has used Glasgow’s 

public health records to evaluate the ways in which the experiences of 

women, and the effects of the recession upon this group, can be used to 

inform this historiographic debate.  This chapter will attempt to address how 

far unemployment and industrial decline shaped health experiences in more 

detail, by looking at how the experiences of communities, households and 

individuals were shaped by the loss of work.  The methodological issues of 

determining the direct impact of unemployment upon health have been 

discussed extensively in the literature (see chapter 1).  However, the 

economic climate of the era makes it impossible to ignore the potential 

implications of this for public health.  In line with the approach advanced in 

this thesis, the many layers of experience among this notably disadvantaged 

group will be highlighted and explored, and it will be shown that the impact of 
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unemployment in Glasgow, in terms of physical and mental wellbeing, varied 

according to variables such as geographic region, occupational skill, the 

duration of unemployment and gender. 

 

 

Unemployment and Public Health  

 

Historians have debated the possible implications that the mass 

unemployment of the interwar years had upon public health, and the extent to 

which health improved in the context of industrial recession.  For the most 

part, the statements of Glasgow’s health authorities (and national 

government) reflect the claims of the optimists and they insisted that 

standards had been maintained or improved despite the Depression.874  

However, measuring the direct impact of unemployment and industrial 

decline upon health is difficult and is complicated by a number of complex 

methodological issues.  Firstly, it could be argued that attempts to analyse 

the extent to which health worsened as a direct consequence of 

unemployment is largely unfeasible as it is so intrinsically linked with other 

causal factors including poverty, housing and environment.875  As Nicholas 

explains: 

Deciding what contribution unemployment made to standards of health 

involves assessing the importance of unemployment against many 

other factors which will influence health.  Environmental conditions, 

public health services, education, and many other conditions are likely 

to have a powerful effect, and it is far from easy to isolate any one of 

these and assess its relative impact.876   
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Also, whilst the reports of the MOH provide a large body of statistical 

evidence on health in Glasgow, they do not provide extensive details on the 

health of the unemployed per se, making it impossible to build separate 

statistical pictures of the health of the unemployed in isolation from the 

Glaswegian population as a whole.  This is problematic where, as Thompson 

points out, mortality patterns of districts as a whole are ‘complicated by the 

existence of families which did not suffer the effects of unemployment’.877   

 

Chapter three has detailed how the infant mortality rate is often 

considered to be a useful statistic in gauging the health of a population 

overall.   Here, it has been demonstrated that the rate of improvement slowed 

significantly throughout the interwar years and that the gap between Glasgow 

and Scotland as a whole increased (Figures 3.3 and 3.4).  It is impossible to 

disentangle the exact causes of these trends.  However, it is reasonable to 

suggest that the economic fortunes of the period, increased levels of poverty 

and the effects of this upon expenditure on and the provision of medical care, 

probably helped put the brakes on the declining infant mortality rate.  In this 

way, the data for Glasgow goes some way to endorsing the claims of the 

‘pessimists’.  Indeed, in the 1920s, the worst IMR rate in Glasgow occurred 

during the height of the recession in this decade being 120.3 deaths per 

1,000 births in 1922.  Similarly, during the nadir of the 1930s depression, IMR 

reached a peak of 111.8 deaths per 1,000 births in 1932 (Figure 3.1).  These 

figures certainly imply that a brief health crisis occurred in Glasgow when 

unemployment peaked.  However, movements in IMR were not totally 

consistent with the city’s unemployment rate, and it is impossible to ascribe 

these leaps to unemployment alone.  For example, a significant reduction in 

the infant death rate which occurred in 1933 complicates the assertion that 

IMR rates rose when the recession was most severe.   This fell considerably 

from 111.8 in 1932 to only 96.5 in 1933 and was explained as being due to 

the advantageous weather conditions that year ‘which influenced favourably 
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the mortality from many causes, especially that due to respiratory 

diseases.’878  This does not mean that fluctuating infant death rates between 

1921 and 1936 especially were unaffected by the economic vicissitudes of 

the period.  Rather, the mortality pattern does not entirely correspond with 

the unemployment trend, making it impossible to attribute these fluctuations 

to changes in the labour market alone.   

 

Tuberculosis has been traditionally regarded as a disease of poverty 

and this provides an additional health index to investigate the possible socio-

economic effects of the recession upon the physical condition of the 

population.  Thompson explains that ‘due to the nature of the disease, 

patterns of tuberculosis mortality reveal more about the nature of a society 

than do other causes of death and have been used by historical 

demographers as an indicator of the socio-economic condition of 

communities.’879  The MOH for Glasgow acknowledged the possible effects 

of the recession upon health with reference to pulmonary tuberculosis.880  In 

1923 he stated that ‘the rates for recent years have been more or less 

stationary, but it is difficult to say to what extent the privations of the war 

years and the present industrial conditions have been responsible for the 

arrest in the downward movement of this disease.’881  Likewise, the SBH also 

alluded to the potential link between the incidence of tuberculosis and the 

recession when stating that ‘for the year 1923, notwithstanding the 

prevalence of unemployment and distress, the position has at least been 

maintained.’882  Clinical studies similarly commented upon the possible 

relationship between respiratory illness and unemployment.  The 

investigation published by the MRC in 1934 which examined health in a slum 

and rehoused population in Glasgow, suggested that the lower rates of 
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respiratory disease among foreign residents may have been explained by the 

lower incidence of unemployment among this group, alongside the fact that 

they tended to have better diets.883   

 

Figure 6.1: Average death rate per 1,000 living from pulmonary tuberculosis in Glasgow in 
two year intervals, 1921-1938 

 
SOURCE: RMOHG 1921-1938.

884
 

 

 

However, when charting the tuberculosis death rate for the period under 

review, the role that unemployment played in defining the mortality pattern is 

also inconclusive (Figure 6.1).  In the early 1920s a notable increase from 

0.98 to 1.03 deaths per 1,000 living occurs and this is consistent with the 

industrial slump of these years.  However, while the figures reveal a 

continuous but slowing decline thereafter until 1931-1932 – the peak years of 

unemployment in Glasgow when the recession was most severe – only a 

small rise in the death rate takes place from 0.87 to 0.88.  Furthermore, an 

increase then takes place during the 1935-36 period when the economy was 

recovering and unemployment fell.  This does not suggest that the effects of 
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the recession were played out in the vital statistics, even in a notably 

distressed area like Glasgow.  Taking the interwar period overall, pulmonary 

tuberculosis rates displayed a relatively stable decline (Figure 6.1). 

Constantine has argued that ‘unemployment did not strikingly swell the 

mortality and morbidity rates of the nation or even of the depressed areas,’ 

and for the most part this is supported by Glasgow’s mortality data.885   

 

 Nevertheless, this mortality data is consistent with Constantine’s 

statement that ‘it is difficult to shake off the feeling that this evidence points to 

unemployment as a cause of deteriorating health, but there remains an 

element of uncertainty.’886  It is clear that geographical districts within 

Glasgow particularly affected by economic recession did not share equally in 

the health gains of the city.  The MOH recorded that Shettleston, Springburn 

and Maryhill were industrial areas and particularly affected by unemployment, 

but were reportedly free from ‘congested slums.’887  Thus, any deterioration 

in health was less likely to be due to poor housing which officials often used 

to explain low health standards.  Significantly, IMR was again notably better 

in these areas in 1939 than 1921 (Figure 6.2).  
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Figure 6.2: Infant deaths per 1,000 births for regions in Glasgow particularly affected by 
unemployment, 1921-1940 

 
SOURCE: RMOHG 1921-40. 

 

 

The mortality pattern and the data for Glasgow also supports Whiteside’s 

contention that statistics ‘do not all point in the same direction; it is not 

possible to ascribe the variation in infant deaths to unemployment alone.’888  

Still, this evidence suggests that in these regions where unemployment was 

high health deteriorated in relative terms.  IMR in Glasgow as a whole fell by 

25.9 per cent between the periods 1921-22 and 1938-39, compared to only 

19.3 per cent, 23.2 per cent and 20 per cent in Shettleston and Tollcross, 

Springburn and Maryhill respectively – an average rate of 20.9 per cent.889  

However, this rate was largely comparable to that of the working class areas 

analysed in chapter three, being 22.1 per cent in the regions considered – a 

difference of just one per cent.  Hence this slower rate of improvement may 

simply reflect class inequalities, not the impact of unemployment.  On the 

other hand, it may be the case that in general, working class communities 

were more affected by unemployment and that this was also important for the 
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mortality pattern of these areas.  Whiteside’s claim ‘that the depressed areas 

failed to share the general trend of improving health’ could be similarly 

applied to Glasgow, in that these areas of high unemployment deteriorated in 

relative terms.890  This suggests that even within a ‘depressed’ city like 

Glasgow, health trends, and probably the social effects of unemployment and 

recession, varied in importance according to where you lived.   

 

That unemployment could play a role in undermining standards of 

health was recognised by official health authorities. The Scottish health 

departments were more willing to document their concerns about the impact 

of the recession in the early twenties than they were when unemployment 

peaked in the 1930s, although it is unclear why this was the case.891  For 

example, in 1921, when commenting upon rising claims for sickness benefits, 

the SBH claimed that ‘much of this increase is attributable, we think, to 

lowered vitality as a result of unemployment’ and for some individuals, the 

disability cited for entitlement to sickness benefit was weakness as a result of 

unemployment.892  The socio-economic impact of job loss for those involved 

was directly probed by the SBH, and in 1923 they published their findings of 

an investigation into the effects of the recession upon a number of social 

conditions.893  The report by the SBH commented upon the potential 

deterioration of diets due to wage cuts.894  However, it was concluded from 

the data obtained, ‘both impressionistic and statistical’, that there was ‘ample 

justification for the view that unemployment has not had any serious effect on 

the physical condition of the population, though in some few individual 

instances and in special circumstances ill effects may be apparent.’895   
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For most of the period this was the view adopted by local and national 

health bodies and it was maintained that the efforts employed to relieve the 

situation for the city’s population in terms of state assistance had been 

successful.  However, it is significant that after the worst of the recession had 

passed, the Scottish health authorities stated that the ‘events of recent years’ 

had highlighted the need for adequate family resources to maintain health.  In 

1936 they concluded that ‘there is now a widening appreciation of what 

health implies and a general recognition of the essential relationship between 

health and wellbeing.  It is no new discovery that poverty begets disease; but 

events of recent years have raised more acutely the relationship of family 

resources to the preservation of health.’896  This seems a curious statement 

to make after denying that the recession had impacted upon health.  Also, in 

an article published in the Scotsman regarding an address made by the 

Glasgow MOH to the City Rotary Club in 1933, it was reported that when: 

Dealing with unemployment, Dr Macgregor said that, so far as they 

could measure it, there was no evidence that an increase in 

unemployment coincided with an increase in the incidence of disease.  

He had noted last year a slight increase in the incidence of rickets 

among the children of the unemployed.  His department were 

watching carefully to see what was happening in that direction this 

winter.  If the straightened circumstances in many families caused by 

unemployment were affecting the health of children it would be his 

duty to point that out to the city.897   

Whilst noting that an increase in rickets had occurred in the winter of 1932, 

his observation that this may have been related to unemployment did not, 

however, make its way into his annual report.898  This does raise suspicion 

that official public health sources possibly obscured evidence of the effects of 

unemployment upon health, an argument that has been advanced by 
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Webster.899  There were systematic medical investigations however which 

endorsed the official view.  For example, in 1935 and 1936, papers produced 

(although co-authored by the DHS’s statistician P.L. McKinlay) found that in 

terms of height and weight for example, there was no evidence that the 

physical condition of the unemployed was inferior to that of the employed, 

and that ‘the nutritional state of this section of the unemployed population900 

is not at present a cause for more serious concern than is that of employed 

men of comparable status’ – a finding repeated by the DHS.901  The 

investigators acknowledged that both heights and weights were inferior 

among the men out of work.  However, they reasoned that unemployment 

would not significantly affect the height of men when maturity was reached, 

and argued that when the statistics were adjusted to account for the different 

ages and heights recorded for both groups, there was no significant variation 

in body weight.902  Nonetheless, the writers noted that ‘height may be 

influenced by faulty posture, which sometimes accompanies or follows on 

under-nutrition or malnutrition’.903  Thus, turning our attention to the diets of 

the unemployed may provide more of an insight into the health experiences 

of this group.  What this analysis has shown is the difficulty of examining the 

relationship between unemployment and public health statistics.  Various 

interpretations can be deduced and the health records from Glasgow, a 

notably distressed city, can also be used to build contrasting conclusions.  
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The period was one of improvements, deteriorations and relative declines 

and they indicate the complexity of health in the interwar period. 

 

 

Poor Diets and Malnutrition 

 

As well as mortality data, historians have also considered contemporary 

records on nutrition and there is relative agreement that the diets of the 

unemployed would be worse.  For example, Stevenson has noted that ‘the 

most that could be demonstrated was that unemployment was having 

adverse effects upon standards of diet and nutrition.’904  The DHS however 

denied that malnutrition was ‘more prevalent among the families of the 

unemployed than among some sections of the employed in the industrial belt 

of Scotland,’ and this was similarly repeated by Glasgow’s education 

authorities.905  It was expected that any deteriorations in health and nutrition 

would manifest themselves within the school population since children were 

particularly vulnerable.906  However, from the information gathered it was 

argued that the nutritional and physical condition of children of school age 

had increasingly improved.  In 1934 the MOH for Glasgow reported: 

The economic conditions which have prevailed throughout the country 

for some years past have caused anxiety and concern as to the 

probable effects on the nutrition of children.  In Glasgow, from the 

commencement of medical inspection, the physical condition of school 

children has been made a feature of special study, and during recent 

years the state of nutrition has been intensively supervised.  The most 

careful watch has been maintained throughout the year.  It is very 

gratifying to be able to report that, in spite of the adverse conditions, 

no evidence of general impairment of nutrition has been detected in 
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the school population.  In point of fact the percentage of children with 

‘bad’ nutrition is the lowest recorded during the past fifteen years...  

The figures for the present year are in strict accord with the steady 

and progressive increase in average heights and weights observed for 

years past [and] in considering the growth and nutritional state of the 

children it can be said with confidence and conviction that these 

records are not merely satisfactory; they establish by statistical proof 

the fact that the physical condition of the children has never been 

better at any time during the past fifteen years.907   

The popular press reiterated the claims of the authorities that ‘bad times 

[were] not affecting the health of Glasgow school children’.908   

 

The diffusion of optimistic health reports throughout the media 

however was not enough to suppress concerns about dietary standards in 

the city.  For example, thousands became involved in the Hunger Marches 

and Glaswegian Harry McShane, organiser of the marches, recalls carrying a 

banner with the slogan ‘1914 Fighting – 1920 Starving.’909  Ironically, the 

memoirs of those who took part in the Hunger Marches frequently comment 

upon the fact that they were better fed on the demonstrations than when they 

were at home.910  It was also argued that the financial implications of the 

Means Test had undermined the diets of those affected by unemployment.911  

Remembering the experiences of his own family, McShane recalled:   

In May 1923 my wife and I were evicted...  All we had to live on was 9s 

a week.  It was a very cautious time for us, a very tough time.  We 

lived on toast; my wife said the lining of her stomach was all scratched 

from toast with nothing on it.  There were many others in just the same 

                                                             
907

 GGNHSBA, HB38/1/6, RMITSC 1934, p. 6; Also cited in ARDHS 1934, pp. 75-6. 
908

 GGNHSBA, HB38/2/5, ‘Sturdy Bairns in Glasgow: Health Not Affected by Bad Times’, 
Daily Record, 29

th
 January 1935.  

909
 H. McShane and J. Smith, No Mean Fighter (London: Pluto Press, 1978), p. 121. 

910
 MacDougall, Voices (2), p. 253; MacDougall, Voices (1), p. 24. 

911
 MacDougall, Voices (1), p. 209 (Footnote 94), from SRO, DD10/246/1; GH, 23

rd
 February 

1932. 



251 
 

situation.  I had always said the unemployed should feed their families 

and not pay the rent, and that is what I finally did.912   

One Hunger Marcher also explained that he had not tried to join the army 

because of physical weakness due to malnutrition, and another recalled 

graffitiing a wall when in his early twenties with the slogan ‘Let Glasgow 

Nourish’ – a sarcastic pun on Glasgow’s motto ‘Let Glasgow Flourish’.913  

The Hunger Marchers, however, had a political agenda and this was 

acknowledged at the time.  For example, the Evening Citizen commented in 

1936: 

It has proved extremely difficult to get reliable information about the 

amount of malnutrition caused by unemployment.  For a long time 

socialists, social workers, and doctors have said that there is a great 

deal of malnutrition.  On the other hand, it is also said that there is 

very little.  Unfortunately politics come into the question, and 

malnutrition is the favourite argument of those who say that the rates 

of unemployment relief given by the public authorities are 

inadequate.914  

However, contemporaries also noted that numerical data could fail to 

illustrate the human realities behind the statistics.  Edwin Muir wrote: 

The statistician sees these percentages as figures and “comparatively” 

low figures.  But if one throws off the glamour of the arithmetic it is 

easy enough to perceive in these figures thousands of boys and girls 

who are hungry and in bad health, and behind them fathers and 

mothers who cannot like very much to sit and watch their children 

going without necessary food which they themselves would do 

anything to earn by hard work, if somebody would only let them.  The 
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situation of an unemployed man and of everybody dependent upon 

him is one of complete helplessness.915 

A host of evidence also contradicted the official government line.  It is evident 

that for many, adequate feeding became increasingly difficult and this is 

reflected by the rising number of Glaswegians who became ‘necessitous 

cases’.  It was said that until 1921 ‘there had been no widespread need’ for 

local authorities to exercise their right to supply milk and food to deprived 

mothers and children.916  However, the MOH for Glasgow explained: ‘Milk 

and meals in necessitous cases continued to be granted under the conditions 

approved by the Corporation and the Board of Health.  The increases in both 

reflect the continued depressed industrial conditions.’917   

 

The authorities claimed that the health of the population had been 

spared because of such state interventions.  For example, in 1921 it was said 

that the nutrition of children had not worsened because more fell under the 

category of “necessitous children”, ‘many of whom would receive better 

feeding from the Authority than they would at home under normal 

conditions.’918  However, in 1922 the Glasgow Branch of the Educational 

Committee controversially claimed that ‘owing to the malnutrition of many 

scholars teachers are not able to carry out the work of education with 

satisfaction’ – a statement strenuously denied and ‘deeply resented by the 

Parish authorities in Glasgow, who regard it as an attack on their 

administration of relief.’919  In this case the Parish Council authorities 

contested that many mothers had decided that the full amount of relief 

warranted should be allocated to them, rather than a proportion being 
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deducted for school meals, their reasoning being that they were able to 

provide adequately for their children themselves.  It is interesting that in the 

context of defending their position as correct and successful in preventing 

undernourishment that the Parish Council authorities claimed that only three 

per cent of these children were suffering from malnutrition, ‘thus proving the 

mothers were competent to feed the children.’920  This is a stark and 

convenient contrast to claims that malnutrition among children was the fault 

of the mother, and again offers support for Webster’s contention that the 

authorities presented the evidence on health in the way that favoured them 

the most.  On one occasion the education authority also blamed 

deteriorations in the health of children on bad weather, stating that ‘although 

the continued industrial depression may have influenced the home life of the 

children adversely, the factor which probably had considerable effect was the 

continuation of cold weather until late spring.  The cold and inclement 

weather would lead to increased confinement in doors and to an increase in 

the diseases of the nose and throat in bronchial and glandular conditions.’921   

 

However, many medical and political commentators claimed that 

evidence of malnutrition among the city’s population was pronounced.922  For 

example, one medical study published in 1922 which considered the 

condition of Glasgow children affected by the recession, found that a 

satisfactory nutritional standard was achieved in only one family investigated 

where the eldest child was eligible to receive all his meals at school.  In the 

other four families considered who also received free school meals, the 

children fell below the standard of adequate nutrition.923  The investigators 

vaguely concluded: ‘What, indeed, would be the condition of some of the 
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families if it were not for the school meals is difficult to say.’924  One 

headmaster also reported that although improvements in the physical 

condition of scholars were recorded, ‘in some cases, owing to financial 

circumstances and the general economic depression, there is little 

improvement, and no doubt this would disappear on the return of more 

prosperous times.’925  Similarly, when commenting upon the enrolment of a 

new student and her notably sound appearance, one teacher remarked that 

‘the contrast with the pale faces of the children of the unemployed gives me 

quite a shock.’926  As late as 1938 the GRMWH noted that ‘there is still a 

large percentage of unemployment among the husbands and families of our 

patients, and many of them have delicate children.’927  The same year the 

subcommittee of the Industrial Christian Fellowship argued that when 

‘studying malnutrition problems’ they found ‘evidence of malnutrition among 

school children’, stating that ‘the general public is not aware of this because 

of apparently reassuring statements that are continually reiterated by official 

and interested circles, that malnutrition exists only to a very small extent.’928  

Therefore, this evidence provides a stark contrast to the relatively favourable 

interpretation which can be deduced from the official, high level public health 

statistics, and it seems that when examining the diets of those affected by 

unemployment in isolation, that a distinctly inferior health experience was 

endured.   

 

A host of quantitative evidence also substantiates the view that the 

diets of the Glaswegian unemployed were inferior and Cage and Foster state 

that ‘Glasgow’s workers and unemployed people had amongst the lowest 

calorie intake of any location within Scotland’.929  A number of local clinical 

and social researchers also documented their concerns, and Webster claims 
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that ‘the types of evidence standing up best to critical examination are the 

small-scale sample studies, the results of which largely coincide with the 

much-criticised impressionistic accounts of the ‘30s.’930  Surveys like this 

published in the GMJ, the Lancet and the MRC special report series, 

particularly in the 1920s, often asserted that the economic recession caused 

deterioration in the diets of the Glaswegian unemployed and their families.  

The difficulty of examining interwar dietary studies however has been pointed 

out by Thompson.  He explains: 

Disparities in food expenditure according to social class, or between 

the employed and unemployed, are relatively easy to establish but do 

not reveal a great deal about the nutritional adequacy of the diets of 

the unemployed.  Major methodological problems are inherent in any 

attempt to assess diets in past societies according to modern 

nutritional science since precise assessments of the nutritional 

adequacy of the food consumed by populations or individuals cannot 

be made.  Furthermore, ideas about nutritional adequacy have 

changed over time and any attempt to assess standards of diet in the 

past would fail to acknowledge contemporary definitions of an 

adequate diet.  Therefore diets in interwar south Wales are here 

assessed according to contemporary criteria drawn up by nutritional 

scientists in the interwar period.931  

Accepting contemporary measurements of ‘nutrition’ for now, analyses of the 

calorie consumption of the employed and unemployed revealed 

discrepancies between these two groups, and interwar contemporaries 

implied that this helped explain inequalities in health between them.  During 

the coal miner’s strike in 1921, A.M.T. Tully investigated the diets of eleven 

‘typical labouring class’ Glasgow families who were affected by the 

recession, either because the father of the house was unemployed or 
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working short time.932  This is a small sample and the extent to which the 

results can be considered representative can therefore be questioned.  

However the writer argued that ‘these families were neither better nor worse 

off than thousands of others round about them and the results may safely be 

accepted as giving a fair representation of the general condition of this part of 

the population.’933  According to nutritional knowledge at the time, a man out 

of work was said to require 2,500 calories in order to ‘maintain existence’, 

compared to 4,000 calories for those engaged in arduous work.  However, it 

was explained that because some 10 per cent of the energy provided by food 

is ‘lost in digestion’ around 3,000 calories had to be consumed to satisfy the 

2,500 calories required.   

 

The statistical evidence obtained by the study suggested that the diets 

of the unemployed were inadequate, being on average 2,481 calories per 

man per day in 1921, thus falling short of the necessary 3,000 calories.934  

The report also highlighted that these figures compared unfavourably to pre-

war dietary studies which calculated the average calorie consumption per 

man per day as 3,136 and 3,298 calories in 1911-13 and 1915-16 

respectively.935  However, while the calorie intake of the unemployed was 

less, current nutritional knowledge recommends a diet of only 2,500 calories 

per man per day to maintain current weight.936  This suggests therefore, that 

this diet, in calorific terms, was not necessarily insufficient.  The unemployed 

might have lost weight.  Indeed, those previously involved in heavy industrial 

work often lost muscular physique (see below) and it is reasonable to 

suggest that the resulting weight loss could have been associated with the 

diet consumed.  However the extent to which diet was deficient, based on 
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these figures published by Tully, has to be kept in perspective.  Gazeley also 

points out that ‘although the 1921 Glasgow labourers’ diets provide less 

energy than Lindsay’s 1912 Glasgow diets, this may be because all of the 

early 1920s diets were from labouring families, whereas in 1913 Lindsay 

included diets from other classes.’937  However, the authors were clearly 

concerned regarding the impact of the recession upon physical condition, 

stating that the ‘results recorded are sufficiently disconcerting’, that ‘under 

present conditions an adequate supply is impossible,’ and that ‘in spite of the 

careful marketing by most of the mothers, the energy purchasable per penny 

shows a marked decline from previous years.  Nothing could more clearly 

indicate the serious effect of the present economic situation.’938  Indeed, the 

average calorie intake of the unemployed cited by these studies masks a 

range of experience and many would have fell below (and exceed) these 

consumption rates.  For some, diets were undoubtedly worse.   

 

In a study the following year, the same author acknowledged that the 

effects of the recession upon standards of nutrition may not yet have been 

felt by 1921 since the ‘restricted diet had hardly time to tell very markedly 

upon the nutrition of the children.’939  Consequently, a follow up study in 1922 

which investigated 12 families (94 individuals) presented similar findings, and 

demonstrated that some further deterioration had occurred from the previous 

year – thus somewhat undermining Gazeley’s claim that discrepancies were 

due to the inclusion of other classes in the pre-war figures.940  The report 

showed for example, that while the average deficiency in weight among 33 

children in 1921 was 12 per cent, in 1922 this had risen to 14 per cent among 

55 children.941  The differing and small sample size is arguably an unfair 
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comparison.  However, this was endorsed by the official statistics where the 

Glasgow education authorities admitted in their report of 1922-23: 

As to the condition of these children at present, the information 

obtained in the course of medical inspection and treatment seems to 

justify the conclusion that the lower state of health in evidence during 

the session 1921-1922 has continued during the twelve months 

covered by this report.942  

Arguably, this is more conclusive evidence of the possible impact of the 

economic conditions than the lower calorie consumption among the 

unemployed.  The investigators concluded that ‘from the poor physique of the 

children, especially in weight, it would appear that their food has not been 

sufficient to allow for normal nutrition.’943  Children aged 1 to 5 years were 

also found to show a state of malnutrition.944  This also corroborated the 

official view regarding the inferior health of the pre-school population (see 

chapter 3).  Collectively, dietary surveys carried out between 1900 and 1923 

generally found ‘that the energy value of the diets of the poor labouring 

classes averages about 2,700 calories per man per day (Lusk’s standard), 

but that during periods of trade depression and unemployment it may fall to 

about 2,200 calories,’ and that the approximate calorie intake was around 

2,440 calories for Glasgow men affected by unemployment during the slump 

of early 1920s, compared to 2,810 calories for wholly employed labourers 

and 3,070 for artisans.945  Writers such as Stevenson note that poor diets 

and nutrition were a symptom of poverty, ‘irrespective of the effects of 

unemployment.’946  Whilst this must have been at least in part true, these 

dietary studies suggest that the standard of diet in some working class 
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families affected by unemployment worsened.  Jones has claimed that ‘the 

diets of the unemployed were worse than those in work, which suggests that 

the physical health of the unemployed was also worse,’ tentatively 

suggesting that the unemployed community were a disadvantaged group to 

which the ‘pessimist’ interpretation applies.947   

 

 

Inferior Access to Medical Services 

 

Analysing the options of medical provision for the unemployed can also 

corroborate this view.  The unemployed could feel neglected by health 

services and often they got the impression that they did not enjoy the same 

degree of medical attention as the employed.948  As a result of the recession, 

it is clear that the provision of medical services was generally impaired.  The 

funding of both physical and mental health institutions in Glasgow was 

evidently strained and it was frequently noted that financial contributions 

made to hospitals were less generous due to the economic climate – a 

situation that consequently affected the amount of health care which could be 

offered.949  In this way, it is possible that the recession impacted upon the 

maximum standard of health that could have been achieved, an argument 
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that has been made by Hardy.950  Generally, the working class and the poor 

were disadvantaged during spells of ill health due to limited access to 

medical facilities, not just those affected by unemployment.  Doctors and 

medical bills could be expensive and were often out with the financial 

constraints of meagre working class budgets, although oral testimonies 

reveal that some doctors could waive their fees for families in need.951  

Crowther also points out that even if an initial consultation could be paid for, 

this could become financially problematic if the medical complaint required 

long-term treatment, and if alternative arrangements through insurance or 

friendly societies for example, had not been made.952  Indeed, one Glasgow 

woman recalled that some had no choice but to continue ‘hacking and 

coughing’ as they could not afford a doctor compared to those, like herself, 

who were more financially able.953  Another woman similarly remarked: ‘If you 

didn’t have the money, you just didn’t get the doctor out.  That’s why you 

listen to a lot of old wives tales about remedies because they helped the 

weans [children]’ (see chapter 5).954  Fictional accounts also capture the 

difficulties which working class families could face that were presumably 

detrimental to recovery.  For instance, in No Mean City, when the character 

Peter and his sister discuss their mother’s health, she explains: 

She’s the same as aw the rest o’ them at her age... Something wrong 

wi’ her stomach.  Days at a time she canny get a movement.  Then 

she takes terrible doses o’ stuff from the chemist’s and she’s better for 

a while.  But we had the doctor to her three weeks ago an’ he said 

she’d be the better to take a light nutritive diet instead o’ so much o’ 

the salts.  ‘Light’ is a good word, is it no’, Peter?  Mother was always 

light in her diet that Ah c’n mind so long as there wis one o’ us wis 
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hungry.  But the doctor said ‘light an’ nutritive!’  That’s no sae easy to 

arrange.955 

The sensationalist dimension of this fictional story must be kept in mind.  

However, these memories and descriptions were also confirmed by 

observations published in official sources, with the MOH for Glasgow 

acknowledging for example that ‘many children suffer from conditions 

requiring careful medical supervision which their parents are unable to obtain 

for them on account of poverty.’956  Poor Law hospitals could be used.  

However, even then, writers such as Checkland note that these were ‘often in 

the poorer areas of the city and therefore less able to attract the very best of 

staff.’957  Undoubtedly, this in part contributed to the inferior health records of 

the Glaswegian poor and working classes, in addition to other determinants 

such as housing and diet (see chapters 4 and 7).  This discrepancy is widely 

recognised in the historiography by both ‘optimists’ and ‘pessimists’, and 

substantiates Stevenson and Cook’s assertion that ‘the health services 

tended to reflect differences of income, class and region, often leaving the 

most needy inadequately served,’ and ‘although there had been considerable 

improvement in the general level of mortality, life expectancy was still 

determined by social class.’958  Indeed, according to these authors this 

interpretation could be applied to Scotland as a whole where they attributed 

the poorer health north of the border to the higher levels of poverty and 

unemployment in the country.959   
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However, the National Insurance Act of 1911 provided insured 

workers with the right to see a doctor and sickness benefit during times of ill 

health.  While this did not cover wives and dependants, for the long term 

unemployed this right also expired alongside insurance payments.960  

Therefore, a more limited access to medical facilities was experienced when 

insured workers became unemployed.  In the absence of membership of a 

fee paying friendly society, the unemployed had to pay for expensive medical 

treatment themselves or attend a poor law hospital – which not only carried 

the same social stigma as receiving parish relief but also offered an inferior 

level of care and tended to deal with the elderly, the disabled and those with 

chronic illness.  The final option was to face a lengthy wait in a voluntary 

hospital out-department which often restricted treatment to acute cases.961  

Gladstone Robertson, a general practitioner in the period, also noted that 

while ‘people without means could apply to the parish for medical aid when a 

doctor appointed by the parish would call on them’, ‘the demands on this 

doctor’s time were so great that he could only afford to spend a few minutes 

with each patient.’962  When speaking on behalf of the Scottish Hunger 

Marchers Shettleston M.P. John McGovern complained about the 

‘inadequate provision made for the medical attention of unemployed persons 

and their families [and] he suggested that it was the first duty of the 

Department of Health to prevent illness by providing medical advice.  At the 

moment many persons had no option but to allow an illness to continue as 

they could not call in a doctor.’963  This evidence suggests that those affected 

by unemployment were more vulnerable and likely to experience periods of 

illness more acutely than those in work.   
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Or Personal Perceptions? 

 

However, there are problems with the conclusion that because access to 

medical services was restricted and calorie intake less, that the health of the 

unemployed and their families was consequently worse.  For example, one 

Glasgow practitioner explained that in terms of access to doctors:   

Medical services to dependants were chargeable, but, owing to the 

prevalent poverty, at least half were given free.  As unemployment 

rose during the 1920s many names were removed from the doctors’ 

lists under the caption ‘ceased to be insured’.  This meant that we 

doctors ceased to be paid for services to those people, but if they 

were well known to us we felt morally under obligation to attend to 

their wants.964  

This challenges the simplistic notion that the unemployed were neglected by 

medical services because they ceased to pay insurance.  Indeed, for insured 

workers, medical benefit was not stopped immediately when they became 

unemployed.  Moreover, while contemporary statements often referred to 

malnourishment, the studies by researchers like Tully et. al, despite showing 

that discrepancies between the employed and unemployed could exist, 

actually provides limited robust statistical evidence of real malnutrition.  That 

the dietary studies located during this research emphasised the calorie intake 

of the population rather than actual food consumed is also problematic.  A 

host of evidence suggests that the interwar period witnessed a shift to a diet 

of luxury goods, often high in sugar, and not always beneficial to health.  

Chapter seven details that a higher percentage of fat was associated with the 

diets of those with higher incomes, and obesity, with its related health 

problems, were becoming ever more problematic throughout these years.  

Thus a diet of less calories, and perhaps less ‘unhealthy’ luxury goods, may 
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in fact have been nutritionally superior.965  For this reason it is especially 

unfortunate that the nutritional studies carried out in Glasgow understood the 

sufficiency of diets in terms of calorie intake and failed to provide detailed 

information on the types of foods consumed.  Therefore, the extent to which 

the health and nutrition of those affected by the loss of work was worse is 

actually very difficult to establish. 

 

This is difficult to reconcile with the myriad of qualitative literature, 

personal testimonies and contemporary official observations which frequently 

portray the era as one of ill health and faulty diets.  Details of the effects of 

unemployment upon diets were also commonly detailed in oral history 

interviews.  For example, one interviewee recalling household eating patterns 

during difficult financial times in the 1930s stated: 

During the week you got up in the morning and it was a quick brekkie.  

A piece of toast if you were lucky, and of course you were at work all 

day.  And the next meal was at night at five, six, or seven o’clock.  But 

a Saturday and a Sunday was a totally different ball game, as that was 

your long lies.  I think your mother used to try and do better on a 

Sunday.  But my mother always used to try and keep us in our beds 

as long as possible on a Sunday.  And for years I never understood 

why.  And it was to save a meal, breakfast.  And she was economizing 

in her own way.966 

Another man who personally endured long term unemployment also stated 

that upon returning home after a day of playing football on Glasgow Green 

(how many of the unemployed regularly spent their periods of enforced 

leisure): ‘You were starving... [You] were going to go home to ‘F’ all... 

because there was nothing for us... It was a hard time... You went without all 
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day when you were idle.’967  Popular perceptions on the effects of 

unemployment are overwhelmingly depressing, and it is clear that many 

perceived the period as one of declining standards of health for a 

considerable proportion of the population.  Whilst this seemingly contradicts 

the favourable trends demonstrated by many public health statistics, there is 

still the possibility that spells of ill health were attributed to being out of work 

simply because unemployment and its consequences, such as more limited 

access to medical services and contracting food budgets, was such a vivid 

aspect of life during the interwar years.  Thus, it might be the case that 

personal perceptions and experiences of the era could contradict actual 

material circumstances.  E.P. Thompson has famously argued that statistical 

figures can fail to provide a realistic measurement.  In his contribution to the 

‘standard of living debate’, he pointed out that while wages may have 

increased in coal mining for example, living standards could worsen due to 

work intensification, greater exploitation and ‘human misery.’968  Steven 

Thompson suggests that a similar argument could be applied to health 

experiences in the period under review.969   

 

 Pessimist interpretations dominate popular memory, and the poor 

health of the unemployed was often recalled decades later by 

Glaswegians.970  For instance, one Glasgow man remembered that ‘their 

health was very, very bad.’971  Bouts of ill health were also regularly attributed 

to unemployment at the time.972  Although he had a political agenda, Harry 

McShane claimed in 1932 that ‘he had been on previous marches but never 

had so many men fainted.  This he said was due to the cuts in unemployment 
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benefit and the operation of the Means Test.’973  Another Glasgow man 

recalled: 

We had a fellow died (on a Hunger March)... I always remember 

Haplin.  His face was always black wi’ smoke and he was always 

standing stirring porridge... I think he died of malnutrition, I’m not quite 

sure.  Oh, he wasn’t very well obviously.  He was black as can be you 

know.  You’d ha’ thought he was a Negro.  An' it was smoke, I think.974 

This quote is interesting as the memory of the man’s ill health was first and 

foremost attributed to malnutrition, and there is the suggestion that this was 

due to the recession given the context in which the testimony was given.  It is 

only after recalling that the man was ‘always black wi’ smoke’ that the 

possible implications of this for his health are discussed.  His death was 

officially attributed to pneumonia which he allegedly caught when on the 

march.975  One married Glasgow woman similarly associated her spinal 

trouble, which had not been medically diagnosed, as being ‘caused probably 

by worry about the children, and about husband’s unemployment.’976  Jones 

notes that whilst those out of work were more likely to voice medical 

complaints, ‘this may have been due to a deterioration in health or due to the 

fact that they had more time to dwell on their illness and, because they were 

depressed, to [also] be worse affected by their physical ill health.’977  Thus, 

even when the figures suggest that the health of the unemployed and their 

families could often be spared, the reality of these years was one of 

perceived ill health, and as Steven Thompson states, many experienced 

these years ‘at least as a deterioration in the subjective quality of life.’978  It 

can be argued therefore, that this was the lived health experience; people 

genuinely believed that unemployment had played a part in undermining their 
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health.  Hence, the effects of the recession in terms of public health were 

much more widespread and pronounced than mortality data and nutritional 

surveys could measure. 

 

  This further endorses the usefulness of analysing personal and 

public health perceptions to provide an additional layer of understanding to 

the statistics.  Evans has claimed that ‘it is invalid arbitrarily to separate 

quantifiable from unquantifiable elements in explanations of complex 

historical phenomenon, not least because to do so is often to imply (though 

rarely to assert openly) that evidence which can be counted is somehow 

more valuable than that which cannot.’979  Although Evans was discussing 

the nineteenth century standard of living debate, the point applies equally 

here.  Therefore while evaluations of the diets and medical services 

experienced by the city’s unemployed community can be somewhat used to 

endorse the view that their health was worse, this is complicated.  The 

emphasis on calories in contemporary surveys actually tells us little about 

‘nutrition’ and there is also the possibility that personal perceptions of 

unemployment affected the way in which health was experienced.  However, 

there is no doubt that unemployment played an important role in determining 

the budgets, provisions and diets of those affected by unemployment and the 

ways in which they dealt with illness.  The loss of work contributed 

significantly to shaping health experiences among this group.  This was also 

apparent in relation to mental health. 
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Mental Health 

  

This indication of the personal rather than physical impact of unemployment 

is consistent with the view that mental health was more profoundly affected 

among the unemployed than physical wellbeing.  This is another area of 

agreement between ‘optimists’ and ‘pessimists’.  Writers like Stevenson, who 

have typically written in relatively favourable terms of the interwar period, 

have recognised this was one conclusive health consequence of 

unemployment.980  There is renowned agreement among historians that 

unemployment adversely affected mental health.981  Whilst extensive 

consideration of mental health falls out with the boundaries of this thesis, 

Whiteside notes that ‘the stress caused by loss of waged work’ has been 

found to manifest ‘itself in a higher incidence of suicide and nervous 

breakdowns, mental depression and apathy, coronary heart disease and 

digestive disorders.’982  Brenner also comments on the contribution of stress 

to mental and physical wellbeing.983  The psychological consequences of 

unemployment and the effects of this on the body are an important 

consideration for a study on physical wellbeing.   

 

 In the interwar period, the relationship between mental and physical 

health was becoming increasingly discussed.984  For example, one doctor 

was of the opinion that ailments such as ulcers and ‘bad stomachs’ were the 

‘reaction of strain and worry’ and this could affect everyone from the working 

class housewife enduring the challenges of making ends meet to the 
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business man who has ‘worried financially’.985  When holding a post at the 

University of Glasgow, E.P. Cathcart similarly asserted that: ‘A healthy body 

is, without any manner of doubt, a priceless asset, but, unless that body 

contains not only a healthy but a contented mind, true health in the public 

health sense is not attained.’986  In some instances, observed increases in 

the incidence of mental ill health in Glasgow were attributed to the recession.  

Burnett warns however that with the ‘vagueness with which such terms as 

“neurasthenia”, “neurosis” and “strain” were used, the evidence of a direct 

link [between unemployment and mental health] is persuasive rather than 

conclusive.’987  Nonetheless, Whiteside notes that ‘the loss of waged work is 

now recognised as a form of social and psychological deprivation in its own 

right quite distinct from the consequences of fall in income commonly 

experienced by the unemployed and their dependents.’988   

 

 Most contemporary commentators and medical observers agreed that 

unemployment had an adverse effect on the mental health of those out of 

work.989  In fact, it was believed by some that ‘in dealing with unemployment, 

the effect on the mind is more important than the effect on the body’.990  In an 

article published in the GH it was similarly stated: 

It is realised that at no time more than the present, when humanity is 

suffering from the effects of economic hardship and its consequent 

bodily and mental stress, in addition to the constant strain of civilised 
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existence, there is a need for every effort to be made to cope with the 

social and economic problems of mental illness.991 

The Scottish government also accepted that as a result of unemployment 

psychological health could be undermined.  For instance, in 1921 officials 

remarked that ‘with regard to acute illness, it became apparent as the year 

advanced that malnutrition and mental depression, arising out of the distress 

of the time, were having the effect, in a number of cases, of retarding 

recovery.’992  In 1934 the DHS also stated that in the South Western division 

(which included Glasgow), ‘no marked manifestations of ill health or actual 

physical disease that could be attributed to unemployment have yet 

appeared in the general population, but the Department’s regional officers 

report an abnormal prevalence of nervous conditions among the unemployed 

men who come before them.’993  The MOH for Glasgow acknowledged the 

‘increasing demand for accommodation over a number of years’ in the city’s 

mental hospitals but he did not comment specifically on whether he thought 

that this was attributable to the recession.994  However, in one BMJ article 

detailing an increase in the number of admissions to the Glasgow Royal 

Asylum, it was said that this could be ‘explained by the more difficult 

economic conditions, greater stress of life, and the fact that more confidence 

is now placed in institutions for this type of treatment.’995  In 1937 the higher 

incidence of male patients associated with the Landsdowne Clinic for 

Functional Nervous Disorders at Glasgow Royal Mental Hospital was also 

said to be ‘due to unemployment.’996  Indeed, according to Whiteside, the 

increase in mental deterioration which occurred during the interwar years 

cannot be explained by changes in the way that this was diagnosed or by an 
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overspill from the First World War since ‘over half of the “nervous” cases 

would have been below the age for military service at the time of the 

Armistice.’997 

 

 The relationship between the loss of work, mental health and physical 

wellbeing was reported in the public press.  One article published in the GH 

stated ‘it is perhaps too much to expect that the people would come through 

this prolonged period of economic strain with no physical ill-effects.  It is a 

common experience of the individual that a period of anxiety lowers 

resistance to disease, and this may be what is happening to the community 

now.’998  Hughes also found that the recession led to mental health issues in 

neighbouring Greenock: 

The anxiety caused by unemployment, real or potential, the stress of 

poverty and the loss of traditional masculine identity linked to 

“breadwinning”, as well as the loss of status from earning power and 

“skill” led to pressures that caused some men to be admitted to mental  

asylums.999   

This was also captured by contemporary literature and oral testimony.  For 

instance, in the fictional novel No Mean City, the authors detail how Johnnie’s 

unemployed brother Peter threatens his wife that he would ‘do himself in’ if 

she took on a job and became the breadwinner, and they comment upon 

‘that fearful sense of being “fed up” with life – that frustration of the spirit 

which comes at times to every healthy unemployed man’.1000  Similarly, in an 

oral history interview, one man observed that the unemployed ‘were always 

down in my opinion’, ‘they always looked kinda lost, no happiness, no go, no 

nothing.’  Significantly, this man believed that ‘health got better because 

people were happier’ when conditions took a turn for the better ‘when the war 
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started.’1001  Another Glasgow woman, discussing when both her and her 

husband became unemployed in the early thirties, recalled ‘it was terrible to 

see your man you know, well doing n' that, how he changed you know.  It 

was dreadful.’1002  This also suggests that the impact of unemployment upon 

health experiences was more widespread than public health statistics reveal.  

Mental health could be clearly affected by the loss of work and this is where 

historians agree.  Thus in this way the unemployed were less ‘healthy’ than 

those in work.  Actually however the reality was much more complex and this 

interpretation can be complicated by the marked range of experience across 

the city in relation to a number of social variables. 

 

 

Variables of Ill Health 

 

The implications of unemployment for physical and mental health were in fact 

grossly unequal.  Indeed, Stevenson notes that the effects of unemployment 

upon mental state ‘varied enormously from individual to individual, depending 

very much upon age, sex, level of skill and personality, as well as family and 

social environment.’1003  One contemporary survey which covered 

experiences in Glasgow also highlighted that ‘not all reacted to 

unemployment in the same manner.  Among the many important factors 

conditioning their reactions were those of locality of residence, social and 

economic background of home life, the nature of their work and what it had 

meant to them in their day-to-day lives.’1004  The unemployed were not a 

homogeneous group, varying, not least, with regards to occupational skill and 

the financial status that this entailed.1005  For example, a study by the Pilgrim 
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Trust suggested that English skilled workers, who enjoyed high social status 

among the working class and a traditionally lower chance of unemployment, 

seemed to suffer most from the psychological impact of unemployment which 

was an affront to their pride, self-respect and work ethic.1006  The survey 

Disinherited Youth similarly found that the impact of unemployment on those 

who were skilled or had been educated at secondary school was more 

severe and that ‘it was noticeable that this sense of frustration and lowered 

personal value was keenest in the better type of young man who, by 

education, training and social class, felt he had a higher standard to maintain 

and who, in the beginning, had had ambitions for better things.’1007  On the 

other hand, the semi-skilled and unskilled: 

Did not expect so much from life, even when in employment.  

Consequently, their disillusionment and personal distress were not felt 

so keenly.  The labourer, accustomed to casual or temporary 

employment and whose social life is lived within a community where 

most suffer the same fate, thinks less of the possibility that his 

unemployment may be due to personal failure.1008   

An article written by ex-Baillie Richard Williamson also claimed: ‘Glasgow 

has the finest artisans in the world, and they are left workless, starving and 

depressed’.1009  As Smout notes, ‘the demoralisation of the Scottish work 

force in the interwar years was enormous, especially in the families of skilled 

workers with no previous tradition of being out of work for a long time.’1010  
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The moral world and values of such workers meant that their spirits had 

further to fall when they lost their most prized asset – work. 

 

Indeed occupational skill and its relevant financial status, alongside 

these conventional notions of respectability, could also have important 

consequences for the physical health of Glasgow’s skilled unemployed.  After 

examining the nutrition of working class and labouring class families affected 

by unemployment in 1921 and 1922 (as discussed), Tully then went on to 

publish on the diets of the Glaswegian artisan class in 1923.  Chapter five 

has also commented on this study, which found that a lower energy value per 

penny was consumed by this group because ‘fresh beef bought by these 

artisan families was much dearer than the corned mutton, sausages, and 

frozen meat purchased by the unemployed labouring classes previously 

studied.’1011  This was explained as being due to the fact that the wives of 

artisan workers, used to superior incomes, were inexperienced and not 

forced by poverty to maximise spending power to provide an adequate diet – 

although there is the possibility that behavioural factors related to 

conventional notions of pride and respectability and the importance of 

‘keeping face’ many have also played a role (See below, chapter 5 and 

chapter 7).1012  Even so, it is likely that the mental strain of making ends meet 

when faced with unemployment was probably also more severe for this group 

compared to those used to living close to the poverty line.  This study argued 

that during periods of unemployment the artisan class were able to expend 

savings to protect themselves from the adverse effects of job loss and that 

‘so far the trade depression of the country has not markedly affected the 

nutrition of these artisan families as it has that of the labouring classes, 

suffering the effects of unemployment and short time.’1013  However, for 

artisan workers who became unemployed, and when savings were 
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consequently exhausted, the evidence suggests that a period of prolonged 

unemployment was more detrimental for this group.   

 

Thompson notes that the effective deployment of domestic survival 

techniques can make it difficult to ‘find a conclusive correlation between 

unemployment and mortality in interwar Britain.’1014    However, essentially, 

when dealing with the same circumstances, experiences could vary down to 

the family level depending on the way the situation was ‘managed’ within the 

home.1015  Indeed, one woman recalled that while her father was unemployed 

‘for a few years’, ‘we didn’t go without food’ – ‘we didn’t have a lot but we 

didn’t go without.’1016  There were certainly cases in Tully’s study where the 

calorie intake of artisan families affected by unemployment mirrored that of 

the unemployed labouring classes, although this was inconsistent.1017  

Nevertheless, Tully’s survey and a host of other evidence suggests that in 

relative terms, the experience of unemployment could be more severe for the 

artisan group where the higher incomes of skilled workers outlined in chapter 

two, and resulting standards of health, had further to fall.  For example, a 

SBH survey published in 1923 found that: 

Relatively the effects of unemployment, as might have been 

supposed, have fallen much more heavily on the skilled and the 

artisan classes.  There is always a greater reluctance amongst these 

classes to apply for poor relief.  In a small majority the desire to avoid 

the ‘taint of pauperism,’ until compelled by sheer necessity to report to 
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the poor law, must have caused at least some temporary deterioration 

in physical condition.1018   

It must be emphasised that skilled workers and their families were likely to be 

wealthier and thus initially healthier than the unskilled and deteriorations may 

have only appeared so severe in contrast to the health that they previously 

enjoyed.  Nonetheless, this still implies that lowering standards of health 

could be more pronounced and severe among the skilled unemployed.   

 

On the other hand, chapter two has detailed that unemployment relief 

scales could be as much as the typical wages of those on low incomes.1019  

Consequently, the SBH claimed that the diets of casual and unskilled 

workers could actually improve whilst unemployed because unemployment 

aid was more regular than their previous income.  They wrote: 

The medical evidence confirms the opinion formed by lay observers 

that public measures taken for the relief of unemployment have 

prevented any widespread physical distress.  In this respect the 

position has been much more satisfactory than in previous severe 

trade depressions, when the unskilled and the casual worker, who 

become immediately affected by a falling off in trade, often suffered 

acute physical distress and privation because of the lack of 

coordinated efforts to provide relief.  Even during times of normal 

trading activity, the casual worker, with his uncertain income and his 

generally improvident habits, experiences periods during which he is 

hardly able to obtain for his family the minimum nourishment 

necessary for the preservation of health.  In the present depression 

the unemployed of this class have had available for them, in common 

with other classes of unemployed, a regular weekly income sufficient 
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to enable an adequate supply of necessaries to be procured.  Nearly 

all the opinions obtained from medical sources refer, as an 

outstanding feature of the situation, to the improvement in physical 

condition resulting from this regularity of income.1020   

This was similar to the experiences of some in interwar south Wales, where 

Thompson notes that ‘despite the massive volume of unemployment and 

poverty that characterised interwar south Wales, a regular income could 

mean an adequate diet and even, as the period progressed, an increasing 

supply of nutritious food.’1021  Obviously, statements like this from official 

sources have to be treated carefully as they wanted to demonstrate that relief 

was adequate.  However, there was an important distinction between the 

health experiences of the artisan and labouring class when the typically male 

breadwinner was out of work.  Crowther maintains that ‘the long term 

unemployed were living on benefits which, even if they may sometimes have 

been higher than the earnings of poor families, were still at poverty level.’1022  

Nevertheless, in the context of establishing public health trends, the physical 

condition of those in the lowest income bracket is unlikely to have been 

affected quite as severely, where the change in financial circumstances was 

less dramatic.   

 

An important distinction also existed between the experiences of the 

long and short term unemployed in terms of both physical and mental health.  

Attempts to examine the health of the unemployed in this way is complex, in 

that it is complicated by the ‘healthy worker’ effect and the causal relationship 

between unemployment and illness – the extent to which unemployment 

results in ill health or whether ill health leads to unemployment.  Constantine 

explains: ‘The poorer health record of the long term unemployed may have 

been caused as much by this process of selection as by the damaging 

effects of poverty and malnutrition to which many of the unemployed were 
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undoubtedly also prone.’1023  Glasgow was an industrial city, and as one 

Glasgow hospital report pointed out, ‘in a large industrial area like this’, 

‘accidents, unfortunately, are so common’, the result being that ‘deformities 

and disabilities are so often left behind’.1024  Furthermore, many of those who 

survived the First World War incurred life changing physical disabilities 

making them less or unable to engage in physically demanding work.  Thus, 

Glasgow had its fair share of physically damaged workers to pay off.  Indeed, 

in 1929 the GH reported that ‘the least efficient people are always the first to 

go and the last to be re-engaged’ as employers favoured able bodied 

men.1025  From figures based on the heights and weights of a sample of 100 

unemployed Glaswegian youths (18-25) it was also noted that those 

classified as having had ‘least unemployment’ were 1.5 inches taller and 6 

pounds heavier than ‘the average man with most unemployment.’  From this, 

the report concluded that ‘this means that, on average, a man from Group A 

(least unemployment) and one from Group E (most unemployment) standing 

alongside each other at the shipyard or factory gate and both competing for 

one job – and usually an unskilled one (67.8 per cent of the Glasgow [youth] 

sample were unskilled) – are noticeably different, particularly in height, to the 

foreman’s eye.  The taller and heavier looks the fitter man.’1026   

 

The extent to which this was practiced is difficult to determine but it 

should be kept in mind.  Indeed, Bellaby and Bellaby point out that actually, 

‘where unemployment rates are high rather than low, the unemployed are 

likely to be healthier on average, for even the relatively fit may lose their 
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jobs.’1027  Therefore it is likely that in Glasgow, a region where at its worst 

one third of the population were out of work, the unemployed would have 

included a significant amount of healthy workers.  Also, due to campaigns 

like the King’s National Roll Scheme, which encouraged employment 

opportunities among the disabled community with significant success, 

Kowalsky points out that the percentage of unemployment among disabled 

ex-service men at least was actually lower than that for the able bodied 

unemployed.1028  The figures published by Kowalsky refer to Britain as a 

whole but they are significant.  Essentially, it is likely that a considerable 

proportion of the unemployed in Glasgow were able bodied workers and 

consequently, deteriorations in health which were observed may have often 

been more real than apparent.     

 

 Evaluating the data in relation to duration of unemployment reveals 

how this could impact upon the body.  Industrial workers have been 

traditionally associated with a ‘hard man’ image of physical and aggressive 

strength [Illustration 6.1].1029   
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Illustration 6.1: ‘The Reins of Industry’ 

 
SOURCE: R. Johnston and A. McIvor, ‘Narratives from the Urban Workplace’, p. 25.  
 

 

One man recalling his childhood in Govan corroborated this view stating that: 

A device long gone from internal combustion vehicles is the starting 

handle...  In the thirties, however, they were a permanent fixture at the 

front, usually positioned behind the bumpers of cars... Cold starting 

heavy vehicles often involved two strong men, and the effort required 
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for the first start of the day in winter in sub-zero temperatures, 

conjures up the vision of a special breed of he-men.1030  

However, there is evidence that a decline in physical fitness occurred for the 

long term unemployed or young men who had never been employed who lost 

body strength necessary for industrial work, and this was agreed by the MOH 

for Glasgow.1031  The SBH also reported that ‘furnacemen restarting work 

after two years idleness found themselves so physically unfit for the heavy 

work that they required to be assisted in their tasks by their fellow 

workmen.’1032  The investigators found that in one Scottish district 

(frustratingly, it does not say which), that following only one month of 

unemployment and sole reliance on unemployment benefit, labourers’ 

efficiency dropped by 10 per cent.1033  The extent to which this was solely 

due to the impairment of physical strength, however, should be kept in 

perspective.  For example, in his novel Scottish Journey Edwin Muir 

comments on the loss of skill once performed by unemployed men, that their 

hands had ‘grown useless’ and that their skill had ‘dropped from them.’1034  

The SBH similarly reported that ‘loss of morale or technical efficiency 

manifestly adds to the numbers of people who become a public burden’.1035  

Nonetheless, there was clearly official concern regarding the dwindling 

industrial strength of the unemployed – a concern which manifest itself in the 

government’s fear that their physical state could undermine the recovery of 

the economy.  The regional officer for Glasgow of the UAB stated, for 

example, that ‘when it is realised that in a Glasgow area about 30 per cent of 

the applicants have been idle for four years or more the need for [physical 

training courses] even to maintain industrial fitness is self evident.’1036  This 

fear also underlined the government’s encouragement of the Keep Fit 

campaign discussed in the following chapter.  
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 The perceived decline in the physical condition of the long term 

unemployed was detailed by official documentation, in the public press and 

by contemporary literature.  For example, in one letter to the editor of the GH 

it was stated that ‘anyone who comes into contact with [the unemployed] is 

impressed by their deterioration.  The shrinkage of labour value will be 

reflected in the work done when resumption takes place.’1037  Also, in No 

Mean City it was claimed that the character ‘Razor King took more kindly to 

the actual toil than might have been expected after his long period of 

idleness.  The mere muscular effort of hefting heavy sacks gave him a sort of 

satisfaction.  He had kept in semi-training all along, but he felt the need of 

hard work.’1038  It was also claimed that this deterioration in strength could 

have additional implications for health.  For example, it was said that ‘there 

can be no doubt that the decreased activity must lead not only to a lowered 

capacity for work, but also to a lowered resistance to infection and 

disease.’1039  It was also reported that men’s hands could become soft, 

meaning that they were more susceptible to blisters, cuts, bruises and septic 

poisoning.1040  Oral testimonies corroborate this point where one Glasgow 

man who was wholly unemployed between 1931 and 1936 explained: 

I worked for three days, aye, three days. Oh, I was sore! Ma hands 

were ripped almost tae shreds wi’ carrying those wooden baskets, 

soaking wet, it was hard work, I wisnae accustomed to it, I was a 

weakling actually in regards to jobs.1041 

Interestingly, the decline in physical capability was also observed by one 

Glaswegian female who was notably well-off during the interwar period.  After 

commenting that the fathers of many of her school friends ‘never got jobs 

and, or they got jobs that they weren’t able to do’ she explained:  ‘They 
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weren’t strong enough.  I think they never got enough food, you know that 

kind of way.’1042   

 

The experience of men returning to work, and in work, is a grey area 

in the literature which tends to concentrate on the effects of the recession 

upon the health of the unemployed.  Consideration of occupational health in 

interwar Glasgow could be a PhD thesis in itself.  However, it is important to 

note that the trade depression could also have important consequences for 

those who kept their jobs.  Writers such as McIvor claim that ‘workers’ health 

was further undermined by the mental strain and anxiety of recurrent short-

time working, underemployment and unemployment, and by the 

intensification of workload (‘speeding-up’) and increased monitoring and 

direct discipline that characterised the interwar period.’1043  A report by the 

SBH in 1923 also noted that ‘sub-normal out-put through want of practice is 

sometimes counterbalanced by a conscious speeding up by the men, who 

are anxious to prove their worth in the face of the competition for the few jobs 

available.’1044  It was reported that workers returning to employment were 

more likely to display signs of physical fatigue and were more prone to 

accidents in the workplace.1045  The DHS documented: 

Much sickness is attributable directly or indirectly to general factors – 

housing, defective diet, poverty in the wide sense, and the deleterious 

aspects of occupational environment.  Part of the high level of 

sickness can be attributed to the effects of unemployment and re-

employment, which each act adversely, though in totally different 
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directions; unemployment, especially when prolonged, leading to 

disabilities often of a psychoneurotic kind, re-employment producing 

sequelae as accidents, myalgias (muscle pain) and superficial 

sepsis.1046  

Similarly, the survey Disinherited Youth found: 

If unemployment had been continuous, the return to normality was a 

much slower process.  In the initial stages there was the nervousness 

associated with a fear of incompetence to hold on to the job.  Some 

mothers mentioned that for the first two or three weeks at work the lad 

was very tired at nights and felt sickly and ‘off his food.’  This kind of 

tension shows itself, not only with the unemployed who have returned 

to work, but also with the employed who, at times of depression, fear 

the prospects of unemployment and exhibit similar manifestations of 

emotional instability.1047  

From this interpretation it can be argued that those affected and threatened 

by unemployment endured a poorer health experience, and that the effects of 

the recession were widespread – even if this is not conclusively reflected in 

the public health statistics.  Indeed, one article published in the GP 

recognised that ‘enforced idleness represents an incidence of temporary 

disablement of the workers by so-called trivial illnesses which, not being of a 

fatal character, do not influence the general death rate, and of which, except 

in specifically investigated records of the insurance doctors, there is no 

official record.’1048  However, the inequalities in health standards and the 

diversity of experience between the unskilled and skilled, and the long and 

short term unemployed, further suggests that a more accurate understanding 

of the extent of ill health among this group can be achieved by unravelling 

and exploring the distinct health trends which existed according to a number 

of social variables. 
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 The long term unemployed were also thought to be more likely to 

experience deteriorations in psychological health.  As mentioned, job 

insecurity also affected those in work.  However, there is widespread 

agreement that lapses in psychological health could follow long spells of 

unemployment.  For example, in Shipbuilders, Blake similarly says of one 

main character who suffers a period of long term unemployment, ‘he knew 

himself to be going soft in the mind and body.’1049  Again the notion of 

diversity can be reinforced, where it was claimed that it was ‘prolonged 

unemployment’ which ‘led to disabilities of a psycho-neurotic kind.’1050  This 

was illustrated by one local study in which Dr. J.L. Halliday1051 examined a 

sample of 1,000 sick insured people in Glasgow, found that one third of this 

number was ill due to psychological rather than organic symptoms, and he 

analysed this in relation to the incidence of unemployment among this group. 

 

Table 6.1: Incidence of psychoneurotic disease among unemployed men in Glasgow 

Duration of unemployment Months Years 

0-3 3-6 6-12 1-2 2-3 3 

Psychoneurosis as percentage of all causes 27 37 42 41 37 33 

SOURCE: Men Without Work: A Report made to the Pilgrim Trust (Cambridge: Cambridge University Press, 1938), 

p. 136. 

 

The table reveals that during the first year of unemployment the incidence of 

psychoneurotic symptoms increased alongside the period of unemployment, 

decreasing somewhat thereafter (Table 6.1).  These finding were 

subsequently discussed in the report Men Without Work by the Pilgrim 
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Trust.1052  They argued that the Glasgow data was significant ‘not only 

because they show an increased incidence of psychoneurosis among 

unemployed men varying according to length of unemployment, but also 

because they may perhaps reasonably be taken to indicate the phases even 

of the normal man’s attitude during unemployment – the man who does not 

become a psychological state but is nevertheless worried and distressed.’1053   

 

The Pilgrim Trust claimed that Dr. Halliday’s figures actually provided 

a ‘“time-table” showing approximately when the various stages are most 

usually reached; and that they show conclusively how unemployment may be 

a factor in mental illness’ – a phenomenon increasingly debated by interwar 

psychologists.1054   Halliday himself pointed out that ‘gradually, anxiety and 

depression set in with loss of mental equilibrium; finally, after several years, 

adaption takes place to a new and debased level of life, lacking hope as well 

as fear for the future’ – a trend agreed by other contemporaries like 

Eisenberg and Lazarsfeld, and Beales and Lambert.1055  The ‘stage theory’ 

was seemingly reflected by the data collated in Glasgow, and somewhat 

explains why the incidence of men suffering ‘psychoneurotic diseases’ 

declined between one and three years long term unemployment (Table 6.1).  

A host of disagreements on, for example, the exact number of stages, has 

resulted in the notion that the unemployed passed through an exact 

sequence of mental deterioration being largely discredited in the 
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literature.1056  Nonetheless, the evidence indicates that psychological distress 

varied according to duration of employment, which was likely to be 

detrimental to health.  Indeed, interestingly, Halliday also suggested that ‘the 

conscientious working man who is dismissed from his employment and takes 

ill with abdominal pains and vomiting (being hurt and sick with the treatment 

of his employers) contrives, though unconsciously, to furnish a more tolerable 

explanation for his dismissal – namely, he is not working because of ill 

health.’1057  Thus, if health did not deteriorate, this reinforces the extent to 

which personal perceptions of health could contradict that measured by 

medical diagnosis.  However, these studies clearly suggest that the term of 

unemployment could be significant in determining the health experiences of 

individuals in interwar Glasgow.   

 

Furthermore, social investigators observed that psychological 

responses to unemployment differed between employed men and women, 

and this has been similarly found in more recent research.1058  Indeed, this is 

an important point where, as Jones has remarked, ‘unemployed women were 

also in poor health, although their plight has gone largely unrecognised as 

contemporaries and historians have tended to focus on the ill-effects of 

unemployment on the unemployed man and his family.’1059  The Ministry of 

Labour commented that centres for women aged between 35 and 45 years 

which were offered in Burnley, Glasgow, Leeds and Blackburn had ‘done 

valuable work for the physical and mental welfare of the women, and have 

definitely increased their chances of obtaining employment [my italics].’1060  

This suggests that some deterioration also occurred among unemployed 

women.  Similarly, of the interwar Keep Fit campaign, discussed in more 
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depth in the following chapter, it was also said that ‘the object of the scheme 

is to prove that physical wellbeing is absolutely essential toward fitting 

unemployed men and women for taking up work when called upon to do so 

and keeping them mentally and bodily alert.’1061  However, in psychological 

terms at least, Halliday found that ‘the effect of unemployment differs in the 

two sexes,’ whilst highlighting the often forgotten point that women also lost 

their jobs.1062  The investigation revealed that the percentage of employed 

males suffering from psychoneurotic disability was 28 per cent, compared to 

37 per cent among unemployed men.  On the other hand, the corresponding 

percentages for women were 37 per cent for those in employment and 32 per 

cent for those without work.  The report concluded that ‘it seems that in the 

event of unemployment the male is more likely to break down than the 

female.’1063  It should be noted that writers like Stephenson and Brown have 

highlighted the pride and esteem that women also attached to work, and that 

the assumptions and discourses in which Halliday was researching may have 

impacted upon his results.1064  Nevertheless, if work identities were markedly 

different and shaped by gender in what was still an intensely patriarchal 

society the loss of employment may well have had different meanings for 

men and women.1065  This evidence denotes the importance of paid work for 

males where failure to fulfil their traditional ‘bread-winner’ role could lead to 

erosions in psychological wellbeing.   
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 The health impact of job loss upon unemployed women themselves has 

not been examined in depth and is due research attention.1066  Rather, the 

historiography has emphasised the indirect effects of unemployment upon 

the health of wives and mothers from families affected by loss of work (also 

see chapter 5).  In Glasgow, statistics specific to the health of unemployed 

females or of women from households affected by unemployment, could not 

be located but was related to some available.  For instance, in 1930 it was 

reported that ‘“general debility” is largely contingent on the poverty and 

unemployment in the homes, and the size of the family.  It is often 

synonymous with malnutrition due to underfeeding.’1067   

 

Figure 6.3: Percentage of women attending ante-natal clinics in Glasgow found to be 

suffering from general debility, 1926-1938 

 
SOURCE: RMOHG 1927-1938.

1068
 

 

 

The figures do not entirely correspond with unemployment rates since a 

small improvement in the percentage of women found to be suffering from 

general debility occurred during the nadir of the recession in 1931-32 (Figure 

6.3).  Also, the term ‘general debility’ is not particularly robust and may be 
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more susceptible to changes in the way data was recorded, or diagnoses 

were made, compared to more statistically precise mortality data.  

Nonetheless, the continual decline between 1926 and 1938, except for the 

rise that took place over the worst years of the period, implies that this 

increase cannot be attributed to changes in the way the data was recorded.  

There is a clear increase in women suffering from general debility over the 

worst years of the Depression and a notable recovery thereafter.  Health 

experiences associated with unemployment varied not only between those in 

and out of work, but between the skilled and unskilled, the long and short 

term unemployed, with important gender differences as well.  It is evident that 

whilst there is relative agreement that the unemployed could experience 

lapses in physical and mental health, even the experiences of the group of 

the population most directly affected by loss of work were not universal.  

Consequently, it can be maintained that examining the unemployed 

community in isolation, and underlining the marked inequalities which 

existed, can provide a more detailed understanding of interwar public health 

trends. 

 

 

Conclusion 

  

The extent to which mass unemployment undermined standards of public 

health in Glasgow during the interwar years is difficult to measure, and it 

illustrates the ways in which the data, even within a distressed region, can be 

read and analysed to endorse contrasting interpretations.  The IMR and 

tuberculosis mortality patterns – indices often utilised to analyse the effects of 

changing socio-economic conditions – were at times suggestive of a link 

between unemployment and poor health.  However, the inconsistency of 

these trends in relation to unemployment makes it impossible to ascribe the 

fluctuating death rates to unemployment alone.  The mortality pattern for 

regions notably depressed in Glasgow also confirmed this view, although 
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there was evidence to support the claims of historians like Burnett and 

Whiteside that the health of Glasgow, and more distressed regions within it, 

deteriorated in relative terms at least as their share of the overall health gains 

which were made was less.1069  This also highlights that standards of health 

varied according to geographic region.  The diets of those affected by 

unemployment were also somewhat inferior to those in work suggesting that 

this may have undermined their health, although issues with the way that this 

was recorded makes it difficult to be certain of the extent to which this was 

the case.  However, this chapter has also reinforced the importance of 

examining the human details behind the numbers which reveal that the 

impact of ‘unemployment’, in terms of popular perceptions and what people 

believed to be the case, was much more widespread than public health 

statistics and medical literature implies.  The era was one of perceived 

deteriorations in health as a direct result of unemployment, and this was 

often the lived health experience.   

 

 Examining the health of those affected by the loss of work in isolation 

reveals, for the most part, that they were a notably disadvantaged group who 

experienced both perceived and actual deteriorations in physical and mental 

health.  However, even then, experiences were characterised by diversity, 

varying between and within individual groups of the unemployed itself.  

Discrepancies and divergences existed in relation to occupational status 

(along a spectrum from highly skilled to unskilled) and the period of 

unemployment (long term to short term), while this was also complicated by 

gender.  The health trends of Glasgow’s unemployed community mirrors 

Burnett’s claim that their experiences ‘followed no universal or simple pattern’ 

and that they ‘defy any single model’ – a notion advanced throughout this 

thesis.1070  The argument here is that unravelling and exploring these 

inequalities provides a more detailed picture of public health in the interwar 

years. 
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Chapter 7  Culture, Agency and Health 

 

Half of the folk [who] were no’ well.  No matter who was in 

government, it was themselves, you know...  And I was wondering, I 

mean, it’s only now, when you’re older and you think on these things, I 

was wondering if that was maybe the cause, it wisnae the government 

or anything.  I mean, people blame the government for this and the 

government for that.  It’s no’ the government, I mean, it’s how they act 

themselves, you know.1071 

 

 

The previous chapter on the recession, unemployment and health examines 

the physical condition of those affected by the loss of work in isolation.  

However, in doing so, it could be argued that this paints a particularly 

depressing, and largely unrepresentative view of health in Glasgow between 

1919 and 1939.  In the interwar period, despite soaring rates of 

unemployment, the unemployed were a sizable minority.  Also even within 

this group, it is important to note that, quite simply, everyday life went on.  In 

spite of the socio-economic challenges of the era people engaged in daily 

leisure and lifestyle activities – pursuits which could have both important 

health enhancing and deleterious effects.  Discussing the debate surrounding 

mortality decline, Kunitz summarises that those who could be called 

‘determinists’ have adopted the view that disease was largely ‘caused by 

society and citizens as victimised by that society’ in that they were affected 

by structural factors including industrialisation, medical sources, 

unemployment, overcrowding and poverty, all of which were essentially out 

with personal control.1072  On the other hand, ‘voluntarists’ emphasise the 

role played by voluntary lifestyle factors and according to them of ‘the major 

causes of mortality, the locus of control was internal; it had to do with the 

individual's will and moral responsibility.’1073  It should be noted that culture 
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does not exist independently of the more structural factors impacting upon 

health, and there were obviously restrictions on the amount of choice a 

person had.  Consequently, the debate has centred upon the extent to which 

‘determined’ and ‘voluntary’ choices impacted upon mortality patterns and 

standards of health, and the balance of interaction between the two.  

 

Nonetheless, historiographical literature on the interwar period is 

overwhelmingly concerned with the extent to which health improved or 

deteriorated in the context of economic instability.  While the role of individual 

agency has been acknowledged by writers including Webster, Stevenson 

and Thompson,1074 the impact of personal behaviour has tended to be 

overshadowed by debates on the social determinants of health including 

living standards, housing, falling mortality, morbidity and disease rates, 

improvements in medical care, and advances in diet and nutrition, essentially 

what could be described as ‘structuralist’ factors.  However, the population 

were not passive to either the consequences of industrial recession or the 

official, interwar public health campaigns.  This is acknowledged in the 

literature, but has not been examined in depth with reference to health.  

Thompson notes that ‘cultural factors led people to behave in specific ways 

which had consequences for their wellbeing’, and to a significant extent, 

people were responsible for their own physical condition – a notion realised 

from the personal testimony quoted above.1075  The interwar Scottish 

authorities were also of the opinion that ‘the organised community could 

provide decent social conditions and services, but health remained very 
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largely a way of living, and in the end it was for the individual to lead the 

healthy life.’1076   

 

In studying this role it is important to be wary of the political and 

medical discourses of the time, where many health professionals understood 

the ill health of communities in terms of ‘ignorance’ whilst obscuring socio-

economic effects.1077  However, Thompson claims that ‘by taking a view 

“from below”’, the active role of the individual becomes apparent and ‘to 

some extent, the emphasis placed on human agency challenges the 

traditional historiography’ which ‘seems to view the working class people as 

victims of the powerful forces that acted upon their lives.’1078  However, this 

was not specific to the working class, and in an era of increasing ‘diseases of 

affluence’ this also applied to those in superior socio-economic positions.  

This chapter will examine lifestyle choices, cultural factors and the ‘voluntary’ 

determinants which also impacted upon health experiences, by looking at the 

interwar physical culture and ‘Keep Fit’ campaign, dietary traditions and 

changing consumption patterns in terms of smoking, drinking and gambling, 

and behaviours resulting from interwar notions of respectable masculinity and 

femininity which could also affect health.  This chapter argues that there were 

also important cultural factors which impacted upon health, and that these 

too varied according to geography, gender and class at least. 
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Healthy Living and Physical Culture 

 

During the interwar period, the role of the individual was increasingly 

recognised by the public health authorities.1079  Hardy notes that after the 

founding of the Ministry of Health in 1919 its ‘first Chief Medical Officer, 

George Newman, came to office with a clear, holistic vision of the path the 

new Ministry should follow, a combination of the old environmental measures 

and a new emphasis on personal health and healthy living’ – a view which 

filtered down through the Scottish health authorities.1080  The 1936 DHS 

report conducted by the Committee on Scottish Health Services stated, for 

example, that: 

All evidence goes to emphasise the point that health must be regarded 

as a way of living, and that it depends increasingly on the outlook and 

conduct of the individual.  In our view no great improvement can be 

expected in the general health of the nation unless an organised 

attempt is made to convince each person of the necessity of observing 

fundamental rules and of developing such habits and attitudes and 

ideals as will promote physical, mental and emotional wellbeing.  For 

these reasons we consider that health education should be placed in 

the forefront of national health policy.1081   

Jones argues that ‘the main thrust of the health education campaigns was to 

emphasise healthy behaviour and the overwhelming importance of 

cleanliness.  Low incomes and social and economic factors which contributed 

to health were largely ignored.’1082  This new concept of health was 

implemented across society including, for example, an emphasis on physical 

education in schools and classes on the ‘Laws of Health’ – a principle which 

culminated in the Physical Training and Recreation Act 1937 which promoted 
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and encouraged personal health and fitness among the population.1083  

Arguably, this ideal was as much for the economic value of the State as it 

was for the health of the population, and Frederick Le Gros Clark and 

Richard Titmuss argued in 1939 that ‘it is precisely because it costs more to 

keep a nation fed than it does to keep it partially exercised, that the 

Government had been tempted to the line of least resistance.’1084  Zweiniger-

Bargielowska has also argued that ‘the promotion of exercise, healthy 

lifestyles, and greater use of existing health services provided a cheap 

alternative to more expensive and costly welfare reforms.’1085 

 

Nonetheless, in common with the rest of the UK, it is evident that there 

was increasing enthusiasm for active and healthy lifestyles among the people 

of Glasgow, and that it was a development affecting the more prosperous 

class as well as those of limited means.  Hardy points out that ‘medicine, in 

fact, received a great deal of publicity during the interwar period’ through 

various media outlets including ‘health columns in the new popular press and 

magazines.’1086  In Glasgow newspapers, columns such as the ‘Health of the 

People’ in the Glasgow Herald (GH) and ‘Dear Doctor’ in the Govan Press 

(GP) featured regularly.  The content, characteristics and marketing of these 

publications varied.  The GH could be described as a ‘middle class’ paper 

and seems to have been favoured by and intended for a more prosperous 

audience.  For example, in columns such as the ‘Women’s Section’, articles 

commonly refer to the business class and the well-to-do in a way that the GP 

does not.  The content of the literature, in terms of featured fashion styles 

and advertising for example, were clearly often out with working class 
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budgets.  The GP on the other hand was the local newspaper of working 

class area Govan and its surrounding regions.   

 

Marketing campaigns in both however point to the enthusiasm with 

which people protected their health.  Cleaning products and vacuum cleaners 

were advertised promising ‘healthy’ and ‘hygienic’ homes’, coca was sold as 

a ‘nourishing food’, wool was promoted as a ‘protector of bodily health’, beef, 

chicken and mutton as ‘invaluable as a preventative against influenza’, Oxo, 

margarine, refrigerators, custard and sweets were all sold for their health 

enhancing properties.1087   Advertising also bought into the ‘Keep Fit’ craze 

(as will be discussed) with one margarine brand promoting ‘Keep Fit the 

Right Way! Guild Margarine.’1088  Indeed, one woman remembered that the 

people of interwar Glasgow ‘were quite careful about their health.’1089  Some, 

however, were critical.  For example, one columnist writing in the GP also 

acknowledged that everywhere, people were urged to behave in certain ways 

‘for health’ and ‘the mere fact that so many commercial interests think it is 

worthwhile to attach a “health” label is an indication that in the opinion of 

these shrewd observers Health has advertising value; it suggests that big 

business thinks we are really interested in Health.’1090  The author of this 

article was unconvinced, claiming that it was only ‘in a vague sort of way, we 

are – but not always to the point of making a conscious effort to live healthy, 

especially when that involves some disturbance of our ordinary way of doing 

things.’1091 
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While this was undoubtedly true to an extent, it is evident that people 

actively and increasingly took up leisure pursuits with obvious benefits for 

health.  Broadly, Stephen Jones claims that ‘there was an expansion of all 

forms of leisure in the 1920s and 1930s’ aided by ‘rising real incomes and 

falling hours of work,’ the demand for which was partly driven by trade union 

policy which included a campaign for increased leisure time, shorter hours, 

higher wages and paid holidays.1092  Stevenson also notes that ‘enthusiasm 

for the outdoors was part of a general movement for physical culture which 

affected much of Europe during the interwar period and was reflected in 

Britain by the Keep Fit craze, which spilled over into cycling, hiking and 

rambling, physical training and naturism.’1093  Hardy points out that ‘the direct 

health impact of increased leisure time and an increasing variety of ways of 

using it cannot be measured’.1094  Nonetheless, the Committee on Scottish 

Health Services claimed: 

Many witnesses who submitted evidence to us called attention to the 

increased cleanliness of the people, their more hygienic ways of living 

and their greater readiness to adapt their ways deliberately to the 

attainment and preservation of health.  The increase of sport and of 

open-air recreation, while doubtless in part due to other causes, is 

also partly attributable to the growing appreciation of the value of 

these activities as an aid to health...  Many other witnesses, lay and 

medical, expressed much the same view with regard to the greater 

interest in health.1095 
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In Glasgow there was considerable voluntary participation in health 

enhancing leisure.  Glasgow Corporation reported in 1934 that ‘the demand 

for recreational facilities of an open-air kind has grown rapidly in recent 

years, and may be regarded as a permanent expression of a desire on the 

part of a great many people, on their own behalf and on behalf of their 

children, to attain by this means health and physical fitness and to pursue a 

more vigorous and active life.’1096  Enthusiastic attendance at local gyms, 

such as that at Glasgow Green, was captured by both oral testimony and 

contemporary literary sources.1097  Football was also popular and Devine 

cites one estimate that at its peak, one in four men in central Scotland aged 

15-29 were members of a football team.1098  One Glasgow man also recalled 

the extent to which football was popular among the unemployed and that 

‘every corner started trying to get their own football team.’1099  This may be 

more an expression of male competitive culture, or simply a diversion activity 

used to occupy long periods of unemployment and enforced leisure (as is 

mentioned by one Glaswegian informant quoted in chapter 6).1100  However, 

whether intended or not, this would have been advantageous to health.   

 

Furthermore, Finlay has said that with 159 dancehalls holding 30,000 

people, Glasgow especially went ‘dancin’ daft’ during the interwar period.1101  

Whilst this was, above all, a social activity, it could nevertheless produce 
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important benefits for health.  For instance, one doctor who wrote weekly in 

the ‘Women’s Section’ of the GH during the period under review claimed that 

the ‘health value’ of dancing was being overlooked and that it should be 

considered a form of exercise and cure for physical and mental ailments.1102  

Benson also notes that the enthusiasm for leisure pursuits like hiking and 

cycling were ‘not without significant benefits to health’, playing a ‘vital part in 

the leisure time, often enforced, of many people in the thirties.’1103  Knox 

notes that ‘cycling was also a popular pastime with employed and 

unemployed workers alike.’1104  Indeed it is noteworthy how many of the 

Hunger Marchers interviewed by MacDougall were active members of sports 

clubs which included swimming, cycling and walking.  For example, one 

Glasgow man, a cooper before being paid off in 1931-32, recalled how he: 

Used to do a lot o’ pedalin’, cyclin’... Nobody gave us a medical exam.  

But in those days you could tell if a man was fit, you know.  I was 

young, a cyclist and a walker too.  I think I was really fit...  I was 

interested in physical fitness.1105 

Certainly, income could influence the range of leisure and the facilities that 

could be afforded and enjoyed.   For example, Glasser commented that 

during a hiking expedition, ‘we looked with envy at the superior equipment of 

some of the people we met, from the better off parts of Glasgow like 

Kelvinside or Hillhead...  Our boots were the single pair we possessed, 

perhaps with an extra sole hammered on at home.’1106  In addition, the 

Scottish health authorities admitted that ‘in Glasgow in particular there are 

large areas occupied by working class people who have no ready access to 
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any open spaces or play fields.’1107  Therefore, class inequalities regarding 

the type and range of activities were important.  Jones notes that ‘the 

demand for leisure is determined by a number of economic and social 

variables.  For instance, it is clear that real wages, hours of work, the price of 

recreation, the level of transport systems, and the general commitment of 

communities and governments to recreational provision will all have an 

impact on total leisure demand.’1108  One doctor from neighbouring 

Lanarkshire reported to the Committee on Scottish Health Services that: 

People are far more health conscious than they used to be.  In fact, in 

the working classes as well as in the middle and upper classes 

physical fitness is a distinct aim in life and this constitutes one of the 

greatest differences in medical work today as compared with that of 

thirty years ago [my italics].1109 

Evidence from Glasgow clearly suggests that participation in healthy physical 

pursuits was enjoyed by those with both ample and limited means.  This is 

also reflected by the sheer number of oral history informants from a range of 

backgrounds who recall being part of leisure clubs that would have been 

beneficial for health.1110   

 

Both men and women were active in the thriving physical culture of the 

interwar period.  Whilst also taking part in pursuits like tennis, rambling, 

cycling and swimming, ‘Keep Fit’ classes were notably popular among 
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women.1111  These were ‘conducted by the various branches [of the ‘Keep 

Fit’ movement] in connection with education authorities, among clubs and 

voluntary organisations, industrial centres, welfare clinics, hospitals and 

universities,’ and involved the completion of basic, physical exercise which 

promised a fit and healthy body.1112  These were consciously marketed 

towards the unemployed (men and women) amid concerns for their physical 

condition (see chapter 6).1113  However, starting in Glasgow in 1934 with the 

establishment of the Glasgow Women’s Keep Fit Movement, ten classes 

were held between 1934-35 – by 1938 this had increased to 65 with a total 

membership of 3,000 women.1114  Reflecting the new vision of the public 

health authorities, Keep Fit classes were introduced in the maternal and child 

welfare centres, suggesting that the movement was participated in by at least 

some working class women.  Mrs Kay Brown, organiser of the Glasgow 

Women’s Keep Fit movement provided classes once a week and claimed 

that ‘the benefits mothers derive from this gentle exercise is such that 

childbirth dangers are reduced to a minimum.’1115  Macgregor also wrote in 

his memoirs that ‘the Keep Fit movement was highly popular while it lasted; 

nearly every centre had its Keep Fit class’ and in 1936 he had recorded that 

‘the popularity of these classes was surprisingly gratifying’.1116  According to 

the GP, the Keep Fit movement was probably ‘the largest women’s 

recreational organisation in Scotland’ in 1938 – a craze with obvious benefits 

for health.1117  While the movement aimed to embrace women of all social 

classes, it does seem that enthusiasm for and participation in the sessions 
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was also somewhat class, or at least income specific.  In an era of 

heightened poverty and unemployment for many, and in light of the task 

many women faced in making ends meet, it more likely that these meetings 

were attended by those financially able.  Jones notes that even municipal 

leisure facilities could incur a cost and that purchasing power was essential: 

‘for without money individuals could not have participated.’1118  However, in 

the absence of attendance figures, the official records of the Keep Fit 

movement having been destroyed, this is difficult to ascertain.1119 

 

The extent to which this enthusiasm represents active participation for 

the benefit of health also has to be kept in perspective.  It undoubtedly had a 

positive impact upon physical, and probably mental, wellbeing.  However, 

Macrae has claimed that it was often because a ‘fit’ and healthy body 

promised to exemplify beauty that women were enthusiastic about Keep Fit 

clubs and the Keep Fit campaign.1120  For example, at one demonstration 

during the ‘Keep Fit’ week in Glasgow in 1933, the ‘winner’ of a ‘perfect 

figure’ challenge was paraded ‘for the benefit of women aspiring to a figure 

and carriage indicative of perfect fitness,’ and it seems that for many women, 

participation was probably more about their physical appearance and an 

improved physique in terms of physical attraction, rather than maximum 

health per se.1121  Furthermore, when detailing a visit by main character 
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Johnnie Stark to the Glasgow Green open air gym, the author of No Mean 

City explained that ‘vanity is as much a dominant motive in the slums as 

outside them, Johnnie had little to be proud of except his strong body and 

reckless spirit.  He spent a lot of his leisure at the Green Gym and much of 

his money on clothes.’1122  Indeed, according to Zweiniger-Bargielowska 

‘physical fitness was [also] indispensible to hegemonic masculinity,’ and this 

is implied by the physically strong, ‘hard man’ image of Clydeside’s industrial 

workers (see chapter 6).1123  Hence, important cultural factors also operated 

in the context of public health, independent of a desire to improve health per 

se.  The popular physical culture of the interwar period is an important 

illustration of how men and women of all social classes in Glasgow engaged 

in health-affecting behaviours unrelated to the socio-economic, ‘determined’ 

conditions of the era, and the extent to which ordinary people could be active 

agents in shaping their own physical condition. 

 

 

Diets and Dieting  

 

The attainment of a ‘perfect figure’ also points to an important interwar 

phenomenon – increasing pressure to slim and anxiety about the overweight.  

Contemporary concerns with growing rates of obesity are an often 

unmentioned, stark contrast to simultaneous critiques that sections of the 

population were not only enduring poor diets, but were virtually starving.1124  

Contemporary medics often wrote about ‘diseases of affluence’ which 
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included obesity and over eating.1125  Again, this was featured in the press 

media.1126  For example, in the year of the 1926 General Strike – an era 

which denotes connotations of poverty, poor diets and ill health – the GP was 

also reporting on ‘New Health Talks: Ominous Obesity – Shortner of Life,’ the 

article warning that ‘being fat is a more dangerous occupation than that of 

being a locomotive engineer’.1127  Others warned that ‘most people were ill 

either through over eating or consuming too much refined, soft, starchy 

food.’1128  Column articles such as ‘Women’s World:  Fashion Tips for the 

“Not So Slim”’ also indicate that the era was not one of universal 

starvation.1129  Food stuffs could be marketed by reference to their slimming 

properties, and Rivita promised ‘Here’s the Way to Healthy Slimness, Makes 

You Fit and Keeps you Slim.’1130  The fact that the advertisement also 

promoted the health enhancing qualities of the product further implies that 

people were both concerned and actively involved in the maintenance of 

physical wellbeing, as well as a desire to lose weight.1131   

 

It is significant that in an era of concern over the impact of recession 

upon the population’s diet there was, ironically, a social pressure to slim.  For 

instance, the free milk schemes of the interwar period were one of the most 

renowned public health campaigns and the authorities in Glasgow 

systematically researched and celebrated its success – in particular citing the 

increased height and weight of school children following the implementation 

of the programme.1132  However, in 1938 the DHS reported that enthusiasm 
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for the milk campaign was dwindling and only ‘51 per cent of the children in 

schools at which milk was supplied were taking the milk.’1133  A survey 

carried out to determine why this was the case1134 reveals a number of 

actively reasoned decisions consequently detrimental to health – notably that 

‘senior girls dread that the milk is fattening.’1135  It seems that pressure to be 

slim was probably more pronounced among women – a trend which medics 

claimed carried its own harmful effects but was embedded by contemporary 

fashion styles.1136  Offer claims that a social desire for slim women appears 

to have originated in the 1920s where bust-to-waist ratios in UK women’s 

magazines like ‘Ladies Home Journal and Vogue declined from the turn of 

the century to a minimum in the 1920s,’ and as Zweiniger-Bargielowska 

points out, ‘the irresponsible behaviour of the ultra-slim middle class woman 

paralleled that of her feckless working class counterpart.’1137 Cathcart and 

Tully similarly found that among female Glasgow college students only 2,035 

calories on average were consumed.  The reporters stated:   

This may seem too low for healthy young women, who, in addition to 

their work in college, take, in the majority of instances, a fair amount of 

exercise. Of course, being perfectly normal young women, their 

physique is of acute interest to them, hence it is probable there may 

be some definite and voluntary limitation of food intake.1138   
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Not only does this add an interesting perspective on the existing 

historiography of interwar public health, it also illustrates how in both 

instances, these females were actively behaving in ways that could be 

harmful to health.  Cathcart and Williams found that ‘women students showed 

individual variations [of calcium intake] ranging between the high figure of 

1.974 grammes and the low one of 0.257’ and they noted that ‘curiosity is 

aroused as to how a woman whose diet provided less than one third of a 

gramme of calcium daily would react to the strain of pregnancy or of 

influenza.’1139  One article published in the GH also warned that some 

women had ‘slimmed themselves into tuberculosis’.1140  Zweiniger-

Bargielowska has also commented on this contradiction, and while noting 

that the unequal allocation of resources in the home and the starvation of 

mothers to feed their families existed, in other cases ‘undereating was not 

necessarily due to poverty.’1141   

 

At the other extreme, over eating and excess weight was 

accompanied by its own health problems, contemporary health professionals 

associating being overweight with ailments including diabetes, cardiovascular 

and renal disease.1142  For example, in one article Elizabeth Sloan Chesser, 

a doctor and regular health columnist in the GH, wrote about a journalist 

friend:1143   
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I knew that she might have escaped [measles] if she had been in 

better condition at the time.  Her resistance was poor – she had been 

eating too much of the rich foods of the continent, and had failed to 

counterbalance this with sufficient exercise...  In her own case and in 

that of her husband of middle age let her recognise such danger signs 

of pre-obesity as lax abdominal muscles, increase in girth, or a 

tendency to slight breathlessness on exertion.1144 

 She also warned of the health dangers of overweight children stating: ‘Look 

at the fat, feverish youngsters whose mothers consider them beautiful 

because they are overweight and have pink cheeks.  They are the product of 

excess of starchy diet, notably bread, rusks, and “milk puddings” and a 

succession of “colds”, bronchitis, and “tummy” upheavals are proof of the 

fact.’1145  However, again, in line with the argument advanced in this thesis – 

and as the quote above implies – it can be argued that in the period between 

the two World Wars this was a concern only for parts of the population, and 

was more specific to the wealthier middle class.  It is well documented that a 

number of interwar researchers and nutritionists correlated food with income.  

For instance, the renowned studies by Boyd Orr found that diet correlated 

with financial status and the ‘consumption of milk, eggs, fruit, vegetables, 

meat, and fish rises with income.’1146   

 

Among the middle class, Sloan Chesser claimed that ‘the average 

well-to-do person is usually over feeding,’ and that the ‘majority of women 

have four or five meals a day, sometimes six or seven: morning tea, 
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breakfast, snack at eleven, luncheon, tea, dinner, glass of milk at bed time.  

Yet they expect to sleep well, and never to be reproached by their 

overworked digestive apparatus.’1147  Given the evidence aforementioned on 

the gendered nature of the unequal allocation of resources in the home, it is 

highly unlikely that this refers to the majority of women, and rather those of 

the ‘well-to-do’.  Sloan Chesser also directly commented on patients of the 

‘overfed and self indulgent class, and there is no doubt that many well-to-do 

women would look ten years younger, and feel it too, if they increased their 

daily allowance of work and cut down their food by one half.’1148  Sloan 

Chesser’s articles were written in the ‘Women’s Section’ of the GH and so it 

is unsurprising that they primarily concerned middle class women.  

Nevertheless, it can be maintained that obesity was primarily a middle class 

concern.   

 

According to Zweiniger-Bargielowska, most national evidence 

suggests that in fact, men were more likely to overeat than women, but that 

‘the businessman suffering from middle-aged spread was a stock character 

in interwar reducing [dieting] manuals which urged obese men to lose weight 

in order to reclaim hegemonic masculinity [my italics].’1149  Indeed, one doctor 

claimed that smoking could be useful for middle aged men since it 

suppressed appetite.1150  The overweight middle class man has also 

regularly featured in caricaturised form in the radical and Labour Press for 

example, to represent greedy wealthy capitalists, their unproductive lives and 

exploitation of workers.  In general however E.P. Cathcart found that ‘a direct 

relationship’ existed between the consumption of fat and ‘economic status’, 

and ‘the more money that was available to spend the greater amount of fat 
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there was consumed.’1151  Obesity was not specific to the middle class.  For 

example, one Glasgow author from Calton who claimed to have lived in 

poverty, describes his mother as being of ‘ample proportions’, so much so, 

that she required two seats to sit comfortably when travelling by tram.1152  

Nevertheless, the national evidence which suggests that obesity was more 

common among middle class men also affirms this class dimension, and 

Zweiniger-Bargielowska claims that in Britain in general, it was not until the 

second half of the twentieth century that obesity became a concern for those 

lower down the social scale.1153  Modern research has also shown that ‘in 

poor societies, food is scarce, the poor are thin, and the wealthy are fat’ – a 

trend not reversed until the poorer society is ‘exposed to food abundance’ – 

as is the case today.1154  Hence, the health implications of over eating and 

dieting reinforce the importance of economic position to Glasgow’s interwar 

health story, whilst revealing the extent to which class cultures and health 

related behaviours were implicit to public health experiences. 

 

 

Food and Nutrition 

 

Concerns regarding ‘diseases of affluence’ like obesity also reflect the 

important changes in consumption patterns which occurred throughout the 

period.  Benson points out that ‘the combination of (somewhat) easier work 

and a richer and more varied diet (that included growing amounts of salt, 

sugar and tobacco) increased the risk of obesity, diabetes, renal complaints, 

cancer, heart disease and high blood pressure.’1155  The issue of diet and 

nutrition flourished in the interwar period with Scottish experts including E.P. 
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Cathcart and John Boyd Orr as leaders in this field.1156  It was widely agreed 

that in the 1930s, the people of Britain as a whole were generally better fed 

than ever before.  This trend was associated with falling disease rates, and 

contemporaries like Cathcart attributed the declining incidence of 

tuberculosis for example to improved nutrition.1157  Unfortunately, the most 

detailed reports on diets in Glasgow and Scotland compare interwar menus 

to those recorded before the war making it impossible to gauge whether 

these deteriorated during the recession.  Nevertheless, the dietary surveys 

produced by nutritionists like Cathcart and Boyd Orr illustrate that 

improvements had occurred in terms of increased consumption of healthy 

foods including butter, eggs, brown bread, fruit, salad and vegetables.1158  

Significantly, there were complaints in the early interwar period about the 

amount of orange and banana skins littering Glasgow’s streets.1159  

Stevenson points out that even the most outspoken critics including Boyd Orr 

could only admit that diets were better in the thirties at least when compared 

to ‘what had gone before’ and ‘that compared with the period before 1914, 

there was significantly higher average consumption of the more nutritious 

foods.’1160   

 

However, the extent to which the changing diets of the interwar period 

were beneficial to health should be kept in perspective.  For example, the 

increase in sugar consumption alarmed the national and Glaswegian public 

health community – a matter also discussed in the historiography.1161  

Stevenson claims that: 
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Much as concerned social investigators and nutritional experts might 

lament it, the British working class showed an almost irresistible urge 

to use part of their increased spending power on a plethora of sweets, 

snacks, savouries and processed foods.  Cheaper foods, a rise in real 

incomes and a fall in average family size permitted a greater 

proportion of household incomes to be spent on non-essentials.1162   

The movement towards an increasing consumption of sweets and treats 

occurred before the period under review, but is central to memories of 

interwar childhood and features consistently in autobiographies and personal 

testimonies.1163  For instance, Rountree recalls that as a child he enjoyed ‘the 

usual fare of sour plumes, swizzles, sherbet fountains, liquorice sticks, and 

the figures of cheap chocolate, which could be bought with our ha’ pennies,’ 

and trips to Italian chip shops and ice cream parlours are also captured by 

Glaswegian folk songs and personal memory.1164  Interwar professionals 

expressed concern.  One Glasgow doctor acknowledged for instance that ‘a 

good housewife is also an economist.  Money is not spent on fancy cakes, 

ice-creams and lemonade, but on fresh foods and fresh vegetables.’1165   

 

The health implications of this were apparent in terms of increasing 

dental decay which was one of the key areas where the health authorities of 

Glasgow had limited success.  The DHS also complained that despite the 

growing health consciousness of the public, and a steady amelioration of 

almost all other defective conditions found in school children, the incidence of 
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dental defects displayed little sign of progress.1166  However, dental decay 

was particularly bad in Glasgow.  Dr. J. Forbes Webster, Dean of the 

Incorporated Glasgow Dental Hospital, stated how ‘it had been said that 

Britons possessed the worst teeth on earth, and also that Glasgow citizens 

had the worst teeth in Britain.’1167  It seems that this can at least be partly 

explained by excessive sugar consumption north of the border – a notion 

endorsed by Smout.1168  A number of Scottish historians have recognised 

that in general, sugar consumption was disproportionately high in Scottish 

diets being 5.4 per cent compared with 4.9 per cent south of the border, that 

‘by the 1930s, Scottish households tended to spend more on bread, cakes, 

cereals, butter, jam, eggs, sausages and biscuits than their southern 

counterparts and less on milk and vegetables’, and that Scots had an 

‘aversion to fresh vegetables and fruit’ compared to their English 

neighbours.1169   

 

Figure 7.1: Dental condition of school children examined by the school medical authorities, 
percentage of children with one to four decayed teeth 

 
SOURCE: RMITSC 1920-1938. 
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The Glasgow statistics clearly reveal increasing tooth decay among school 

children at least, suggesting that lifestyle choices in terms of nutrition had 

important consequences for health (Figure 7.1).1170  The extent to which 

ordinary people can be criticised for failing to keep a healthy mouth, however, 

should be kept in perspective.  For some, the prevention of tooth decay was 

not considered, as the removal of all teeth was accepted as the most 

effective means to stop the problems associated with bad teeth.1171  There 

was also still debate even within the medical profession on whether brushing 

was beneficial or harmful to teeth, and while qualified health officials were 

discussing the detrimental effects of sweet treats, marketing advertisements 

were promoting their health enhancing qualities.1172  For example, an 

advertisement for toffee claimed that ‘children’s love of sweets is not merely 

due to “a sweet tooth”, but to a natural craving – for sugar is an essential in 

early years.’1173   

 

Smout agrees that for the most part, ‘bad teeth were not correlated 

with poverty, as rickets were’ and a Carnegie investigation on diets and 

nutrition in pre-war Britain illustrated ‘the obvious but sometimes forgotten 

point that some bad health is caused by individual choice and not by the blind 

impositions of poverty.’1174  One medical commentator did observe that ‘it 

was notorious that the teeth of the poorer classes were very bad, and that to 

maintain the general health of the community much needed to be done for 
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their improvement.’1175  Moreover, when walking through Sheffield, George 

Orwell had also been struck by the amount of bad teeth among the 

unemployed which he associated with malnutrition.1176  However the BMJ 

reported that ‘the Glasgow figures revealed a relatively trifling difference in 

the state of teeth among poor children in a notably depressed area and 

among those who went to a good school in non-depressed areas.’1177  It is 

likely that the inability to afford treatment, and possibly malnutrition, 

contributed to an inferior dental state among the poorer classes and 

unemployed of Glasgow in some cases.  However, the SBH maintained that 

it was ‘well known’ that ‘defective teeth are extremely prevalent among all 

classes.’1178  Thus, the poor state of the city’s teeth may have been largely 

unrelated to socio-economic conditions, and instead reflect changing dietary 

choices which were detrimental to health.   

 

The consumption of fresh milk also declined and the DHS found that 

its consumption was particularly inadequate in the industrial belt.1179  The 

percentage of families eating oatmeal also declined from 95 per cent to 58 

per cent between 1911 and 1933.1180  The interwar survey The People’s 

Food still found that ‘porridge, as might be expected, has many more regular 

users in Glasgow than in any other of the towns visited,’ and the oral 

testimonies cited in books like Up Oor Close reveal that porridge was still a 

‘mainstay of the daily meals’ of working class homes in Glasgow.1181  

However, public commentators observed the decline in its consumption.1182  

In terms of nutrition, this was an important dietary decision as the food had a 
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distinctive Scottish tradition which was beneficial to health.1183  Cage and 

Foster also point out that in general, ‘it is known that Glasgow’s overall diet 

was more deficient in fruit and vegetables than Edinburgh’s, although it is 

probable that this was more related to income, Edinburgh being historically 

more prosperous than Glasgow, rather than regional dietary cultures.1184  

Income was clearly important, and in the context of changing diets and 

nutrition the notion that class was implicit to health experiences can also be 

maintained.  The concern of obesity within the middle class also indicates 

this point, and Zweiniger-Bargielowska argues that ‘disparate food systems 

exemplify the economic inequality in interwar Britain, characterised by rising 

affluence within the middle class and persistent poverty among sections of 

the working class.’1185   

 

It is widely agreed that economic status often determined the 

‘healthiness’ of the diet consumed and foods were usually purchased in 

accordance with family budgets rather than its advantages to health.  That 

the working classes and poorer sections of society ate an inferior diet of 

excessive carbohydrate is well documented.1186  Chalmers, the early interwar 

MOH, confirms that this was also the case in Glasgow observing the 

‘tendency of the poor households is towards an excess of carbohydrates in 

food.’1187  Similarly, in 1933 children of the poorest class were found to 

consume just 36 per cent of a pint of milk a week compared to 62 per cent in 

the highest classes.1188  Indeed, one middle class woman from Glasgow 

corroborated this claim when stating that she and her siblings always drank 

one glass of milk with their evening meal.1189  Contrastingly, one local man, 

who was less well off in the period recalled: ‘Milk was well glorified as being 
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good for you... [but] there wasn’t a lot tae drink cause they could’nae afford to 

buy a lot of milk.  If you got your milk at school you would’nae get any 

more.’1190  Working class diets were often said to be deficient in quantity and 

quality.  For example, Hutt detailed that the unemployed ate a diet that not 

only excluded the foods most vital to health, but one that was actively harmful 

where their menu consisted of ‘bacon, sausages, and mince that one sees 

everywhere in the cheap, and very nasty butcher’s shops and on the barrows 

in the numerous poor markets,’ with a ‘high percentage of adulteration in 

sausage meat and the illegal use of sulphite as a preservative for mince.’1191  

Indeed, historian Burnett agrees that ‘the use of sulphur dioxide to give the 

meat the appearance of freshness was common in Glasgow’.1192  Thompson 

and Burnett support the view that ‘the level of income was clearly the most 

important factor in determining the quality of diet experienced by a family’, 

and Zweiniger-Bargielowska maintains that whilst improvements in the 

quantity and nutritional quality of diets were made, ‘at the same time, 

consumption was unequal and an ample diet among the middle class 

coincided with undernutrition among the working class.’1193  

 

It is important to note however that consumption patterns and dietary 

traditions also altered within the working class.  Generally, the interwar period 

also witnessed an increase in artificially preserved, convenience foods and 

health correspondents warned that there was a ‘growing tendency to use 

tinned meats in preference to fresh meats of home growth, which are more 

nutritious and digestible.’1194  Zweiniger-Bargielowska states that these years 

‘witnessed a transition in the British diet with the modernization of food 

production, expansion of chain stores, and rising consumption of processed 
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foods as well as fruit, vegetables, and eggs.’1195  This was captured by oral 

testimony.  For example, Rountree acknowledged the increasing popularity of 

tinned brands stating that ‘at this time tins of Heinz baked beans contained 

tiny pieces of pork, which made them a favourite.’1196  There was lay concern 

regarding the safety of tinned foods.  One Glasgow woman recalled her 

mother’s suspicion of tinned products: ‘We had fresh food.  My mother 

thought tins were poisonous.’1197  The tradition of frying was also condemned 

by one Glaswegian at least, where Molly Weir recalls her grandmother’s 

opinion that ‘fries’ were ‘dear to buy, hard on the stomach, and no’ nearly as 

nourishing as guid stews, cooked long and slowly to draw oot every bit of 

good from the meat.’1198  However, the evidence from Glasgow endorses 

Zweiniger-Bargielowska’s claim that ‘faced with unprecedented choice, 

consumers did not necessarily opt for the healthiest products.’1199   

 

Consequently, in Glasgow sources it was widely argued that it was the 

types of foods chosen, as well as lack of income, which created a diet 

detrimental to health and the DHS argued that ‘the problem of malnutrition is 

not solely one of lack of food.’1200  According to Glasgow Corporation, it was 

clear that improvements had been made, but individual choice remained an 

important element to those diets which were insufficient.  They wrote: 

As regards feeding, the practice of giving orange juice to infants is 

now very general.  Fruit and vegetables are much more frequently 

included in the diet of families, an instance of more general 

appreciation of the importance of variety in foodstuffs.  Feeding and 

cooking habits and customs vary in different parts of the city, as for 
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instance in the quantity of tinned foods consumed and in the kinds of 

articles preferred.  On the other hand, diets which are ill-balanced from 

a nutritional point of view are common, are mainly due to ignorance, 

custom or indifference, and are not confined to the poorest 

classes.1201 

E.P. Cathcart was especially outspoken about the inadequacies of diets even 

within high income families, stating that ‘the inferiority of many of the diets 

investigated is certainly not due solely to the lack of purchasing power, as it 

is not always those with the lowest incomes who are worst fed.’1202  Similarly, 

Sloan Chesser claimed that the ‘sugary and starchy sweets, these richly 

garnished beef and muttons, on which the average well-to-do families gorge 

especially at this season (winter), are nearly as bad as the inadequate 

vitaminless foods of the poor.’1203  However, the trend towards convenience 

foods does seem to have been greater among the Glaswegian working class 

– illustrating that dietary choices, actively made within this group, ensured 

that their diets continued to be inferior.  Kerr commented for example that 

‘the articles for a suitable diet are easily obtained and inexpensive, but, 

unfortunately, large numbers of the industrial class favour an unsuitable diet 

consisting of tinned food, margarine, white bread – all deficient in essential 

ingredients’ – an observation endorsed by Sloan Chesser.1204  This was also 

found in national studies.  One Ministry of Health report published in 1937 

highlighted that ‘the diet of many working class families appears to consist 

largely of food bought already cooked or at most requiring a frying pan; bread 

and butter or margarine, tea and tinned foods are largely used.’1205  
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Zweiniger-Bargielowska argues that ‘cheap luxuries such as tinned foods and 

chocolate may have averted revolution as Orwell has famously argued, but 

working class housewives’ penchant for processed foods also provided a 

novel twist in the long-standing discourse which blamed their laziness and 

profligacy for the poor quality of the working class diet.’1206   

 

It is necessary to be wary that this criticism might in part reflect the 

official discourse of the time, which tended to blame working class women for 

their failures in diet, health care, and domestic management.  For example, it 

was claimed that while there was:  

No doubt that there are many cases where there are financial reasons 

for the lack of proper feeding, there are undoubtedly a large number of 

mothers who cannot be bothered to prepare a proper meal, and with 

whom a knowledge of how to fry and how to brew a pot of tea forms 

the bulk of their culinary equipment. In these unsatisfactory homes 

tinned milk, bread, and margarine and fried foods, with soups perhaps 

once a week, form the staple diet.1207   

However, whilst commentators frequently criticised women for the switch to 

convenience and tinned foods, this could, on the other hand, be interpreted 

as efficient domestic management – a dietary adjustment to maximise family 

resources on often meagre household budgets.  For example, while used to 

some degree in the interwar period, refrigerators were still a luxury which, 

according to national estimates, was enjoyed by less than five per cent of the 

population in 1938.1208  Rountree recalls that ‘there being no fridges or 

freezers, leftovers were to be avoided and usually anything perishable not 

consumed by the following day had to be thrown out... Economy reasons 

meant that every scrap of what was set down in front of me had to be 
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consumed’.1209  As such it could be argued that the switch to tinned foods 

was rational, and whilst theoretically detrimental to health, this change can 

also be understood in terms of enhanced skills in domestic management.  

Indeed, there is evidence that working class wives and mothers understood 

the importance of, and actively attempted to provide families with a ‘healthy 

diet’.  Zweiniger-Bargielowska has claimed that:  

It is doubtful that the nutrition advice did much to alter the habits of the 

main target group, poorer working class housewives.  Eating was 

always more than simply imbibing calories and nutrients and working 

class resistance to nutritional advice from their social superiors has a 

long history... Among the housewives who ‘confessed’ an interest, few 

mentioned ‘vitamins’ or ‘food values’.1210   

However, Sloan Chesser argued in her GH column that women did actively 

respond to medical and nutritional advice.  For example, in 1926 she wrote: 

Dr Harry Campbell – perhaps the great authority in Europe on the food 

of the primitive man... is a little unhappy because he believes that the 

vast majority of women are not interested in providing the best food for 

their men and bairns.  I do not quite agree with him.  I think that 

women are seeking for knowledge and that they are realising how 

important to national health it is for the housewife to know how to feed 

their family.1211 

Admittedly, these articles are likely to have been written for and read by 

middle class women.  However, local authority schemes which attempted to 

‘teach’ and encourage wives and mothers to cook nutritious meals were also 

embraced.  McGuckin notes that ‘in general, working class mothers were 

criticised for their lack of a basic understanding of nutrition.  They were seen 

as having little concern for ‘balanced diets’ and promoting “unhealthy eating 
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habits” in their children’.1212  Indeed, one Glasgow doctor quipped that ‘no 

woman should dare marry until she produces evidence that she can cook a 

meal to be consumed and declared satisfactory by the examiners appointed 

by the Ministry of Health.’1213  Medical professionals often spoke critically 

about the reluctance of working class mothers to amend their dietary and 

cooking habits.  Nonetheless, by the end of the period at least, many women 

were actively participating in schemes intended to alter dietary traditions, 

including those among the working class.  For example, in the Polmadie and 

McNeil Street Corporation housing schemes (in the South Western division of 

the city) it was said that attempts by the nurse inspector ‘to encourage the 

housewives to take more interest in the suitability and nourishing value of the 

foods they purchase for their families, and also in proper methods of cooking’ 

was appreciated – evidenced by the fact that ‘an offer to procure for them 

copies of the cookery book recently published by the British Medical 

Association, at a cost of three pence per copy (half price), was readily 

accepted by a large number of tenants (250, or 80 per cent in the rehousing 

schemes and 193, or 94 per cent, in the intermediate housing scheme).’1214 

 

While nutritional terminology was not used, it is significant that the 

diets of working class families were often understood to be nutritious in spite 

of recognised class variations.  For families lower down the social scale, the 

priority was first and foremost to provide a meal of sufficient quantity rather 

than quality.  Nonetheless, it does seem that many women simultaneously 

tried to provide meals of nutritional value as well.  The view that mothers 

provided their families with nourishing meals is a consistent theme of interwar 

oral testimonies.1215  For example, one woman recalled that her mother 

cooked food that was ‘economic but nourishing... Ma mother had to be 

economic, but we were never starved, ah’ll tell you that... If there was any 
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economy to be used ma mother would use it, because eh - We were always 

well fed and as ah’ say we were rarely ever ill.’1216  Another woman claimed 

that she had ‘a very happy childhood.  Eh, not exactly poor, not starving, but 

good nourishing food.’1217  This perception is likely to have been affected 

somewhat by hindsight, the possible ‘romanticisation’ of memories, and 

statements were regularly constructed and gauged with reference to the 

unhealthy lifestyles of the youth of today.1218  Nevertheless, these claims 

were substantiated by contemporary sources.  Margery Spring Rice noted for 

example that a Glasgow working class female was ‘one of the few people 

who say they make vegetable and bone soup as she believes this is much 

more nourishing than meat and is a good deal cheaper.’1219  As a result, 

while it can be argued that the diets of the working class were undoubtedly 

devoid of some of the healthier foods like milk and vegetables enjoyed more 

regularly by the middle class – reinforcing the view that diversity and 

inequality characterised health experiences – the reality of public health 

figures was more complex still.  The experience of the numbers was 

contradictory, where working class women were active agents in both 

securing and undermining the health of their families, whilst creating a 

positive health framework understood in terms of sound physical wellbeing.  

 

 

Masculine Vices 

 

It is clear that throughout the interwar period, consumption patterns changed 

significantly.  Optimists such as Stevenson have attributed this to overall 

improvements in living standards which occurred for many in spite of the 
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recession.  It has been shown that in terms of diet, the irony was that this 

could have adverse consequences for health.1220  This was also reflected in 

an increase in smoking – a trend fundamental to Glasgow’s poor health 

record even today.  National figures show that smoking increased throughout 

the interwar period, except during the lowest point of the recession in 1931-

33.1221  Figures specific to Glasgow could not be located.  However, local 

studies indicate that even the poorest of families often reported two packets 

of “Woodbine” cigarettes among their domestic budgets.1222  Welshman 

points out that ‘there was little medical interest in smoking until the realisation 

of the links between smoking and lung cancer in the early 1950s,’ and while 

the slogan of one firm ‘for your throat’s sake smoke Craven A’ does suggest 

some recognition of the impact of smoking upon the body, its health 

consequences were not fully understood.1223  For the most part, 

advertisements for cigarettes published in newspapers like the GH, featured 

‘Hollywood’-like, physically attractive men, and significantly women, and they 

emphasised sociability.1224  Although there was mounting recognition of 

scientific correlations between smoking and cancer in professional circles, 

Berridge points out that ‘in Britain in the interwar years, there was little 
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connection between formal public health and opposition to smoking.’1225  As 

late as 1939 some medical advice still recommended the smoking of herbs 

for ‘relief from asthmatic attacks.’1226   

 

Meanwhile, snuff – a dried tobacco product – was also widely used 

and thought to have medicinal properties.  One article in the GH claimed that 

‘snuff’ was the ‘best preventative of the common cold’, the GP repeating that 

‘it is quite possible that a layer of this material lying in the mucus membrane 

of the nose would be more or less of an antiseptic towards the germs which 

constitute the nasal infection known as “cold”’.1227  One Glasgow woman 

recalled of snuff that ‘it was an inhalant to clear the head, supposed to clear 

the head.  But it really I think nearly blew their head off!’1228  Belief in the use 

of tobacco as a preventative to infection and disease seems to have been 

relatively widespread.  For example, McIvor and Johnston have also found 

that some coal miners chose to chew tobacco, not only because smoking 

was forbidden in the mines, but because this was perceived to prevent dust 

inhalation and the occupational health hazards this entailed.1229  The extent 

to which people were actively engaging in knowingly harmful behaviours 

does have to be kept in perspective, although these personal choices were 

undoubtedly deleterious to health.   

 

While smoking among women was increasing, as is reflected by their 

prominent presence in advertising and marketing campaigns, Elliot maintains 

that ‘the amount of tobacco smoked by women was negligible compared to 
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that smoked by men’.1230  One Glasgow woman born in 1931 recalled how 

men coming out of the shipyard ‘with their wee bunnets on, they all had 

cigarettes.  The wives didn’t have money for the cigarettes.  The wives had to 

keep the children, but the men always seemed to get their cigarettes.’1231  

Indeed, when asked whether the effects of the recession were worse for men 

or women, one woman commented: ‘Oh I think it was worse for the men, 

cause they had cigarettes to buy and things like that.’1232  It was also found 

that unemployed male youths sacrificed the purchase of alcohol due to a 

preference for cigarettes.1233
  This masculine culture of consumption created 

distinctive mortality patterns according to gender.1234  It is important to note 

that the incidence of cancer itself was seemingly higher among women.  For 

example, in 1925 it was observed that in Glasgow 628 men and 720 females 

died from malignant diseases, ‘this disparity being in greater ratio than the 

difference in the relative number of the sexes would account for.’1235  

However, the site of the cancer varied between men and women and it 

seems that gender-specific lifestyle practices may have played a role.  For 

example, male deaths from cancer of the buccal cavity (mouth) were in 

excess of females – a variation which the MOH for Glasgow explained could 

be due to ‘the greater use of substances which act as irritants to the mouth 

and throat’ by adult males.1236  In 1926, Beatson of the Glasgow Royal 

Cancer Hospital also noted that there was a significantly higher incidence of 

cancer of the tongue among men which could be associated with smoking – 

although he was unconvinced at the time that this was the cause.1237  The 

MOH for Glasgow also reported: 
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If, as has been suggested, the disease can be caused by defective 

teeth, then the excess among males [deaths from cancer] may be 

explained as being due to the masculine habit of pipe smoking.  The 

difference in habits of the sexes may, in the same way, be the cause 

of the heavier mortality among males from diseases of the pharynx, 

oesophagus, etc.1238 

Therefore, this evidence suggests that gendered health cultures also helped 

shape mortality patterns in Glasgow.  People themselves operated as active 

agents in their own health experiences within the context, but irrespective of, 

the socio-economic conditions of the period.  

 

This also applied to alcohol consumption.  As Stewart notes, ‘the 

relationship between the Scots and alcohol too has long troubled 

commentators.’1239  Edwin Muir wrote for example that: 

Scottish streets are given an atmosphere of their own simply by the 

number of drunk people that one encounters in them.  Whether the 

Scottish people drink more than other peoples is difficult to say, but 

they certainly give the impression of doing so, because of the 

abundant signs of drunkenness that one finds in such towns as 

Edinburgh and Glasgow and even in small country towns on a 

Saturday night.1240 

Muir also commented upon the fact that Scottish people drank ‘spasmodically 

and intensely’ compared to their English counterparts and that ‘there is no 

doubt, in any case, that the drinking habits of the Scots, like their dances, are 

far wilder than those of the English.’1241  However, others were of the opinion 

that this was even more pronounced in Glasgow.  Historically, Glasgow has 

been particularly associated with ‘rough culture’ and excessive ‘hard drinking’ 
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– an image which according to Dudgeon has ‘etched itself in the minds of 

millions across the world.’1242  One local woman also recalled how Glasgow 

had ‘always been a drinking city,’ and contemporary visitors consistently 

commented upon the visibility of alcohol in Glasgow lives.1243  Observers also 

claimed that it was ‘the most drunken city in the United Kingdom’, a 

statement tentatively indicating a more distinctive drinking culture in Glasgow 

and an important geographic variation.1244  Despite this popular perception, 

however, most evidence suggests that the consumption of alcohol – or legal 

spirits at least – declined in the city during the recession, as with the UK.  

The SBH survey on the effects of unemployment in 1923 remarked for 

example, that ‘one well-marked feature’ of the recession was ‘the decrease in 

the amount of excessive drinking.’1245  This decline was largely associated 

with the economic depression and was a phenomenon repeated throughout 

the contemporary press, business and medical sources.1246  Indeed in 

contrast to popular perceptions of drunkenness, it is remarkable how many 

interviewees from oral history projects described themselves and their 

families as ‘teetotal’.  Another interviewee from Blackhill also made the effort 

to point out that while ‘clabbers’ (get togethers) were common, ‘drink wasn’t 

the main thing, it was just a good party.’1247 

 

Declining rates of alcohol consumption were used to explain certain 

health gains made in the period.  The extent to which people drank knowingly 

aware of its health effects in the first place, however, does also have to be 
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kept in perspective, as moderate consumption of alcohol was actively 

encouraged for physical wellbeing.  From medical journals to advertising 

posters, the health enhancing qualities of alcohol were emphasised.  For 

example, one Glasgow physician claimed that alcohol ‘tends to fortify the 

body against diseases and tends to prolong life,’ while some were of the 

opinion that alcohol was good for the ‘stomach’s sake’, that alcoholic drinks 

could be considered ‘theoretically, as a kind of food,’ and domestic remedies 

such as ‘Toadies’ for colds (lemon, hot water, sugar and whisky) were both 

acknowledged as useful within medical circles and widely used, even by 

those describing themselves as teetotal.1248  Indeed, an advert for ‘White 

Horse Whisky’ declared that it was for ‘For driving out cold.  Handy flasks for 

your medicine chest for sale.’1249  Other alcoholic brands such as Guinness 

beer and Gordon’s gin also promoted their health enhancing properties with 

bold adverts such as ‘Guinness is good for you’ and ‘if you value your health 

– insist on Gordon’s.’1250  Nevertheless, Hardy notes how the MRC published 

in 1933 that ‘the post-war conversion from a culture of drunkenness was one 

of the main factors contributing to improved health’ and that ‘cirrhosis of the 

liver had become rare [and] a reduced expenditure on alcohol meant more in 

the family budget to spend on food and other items.’1251   

 

Figures on deaths relating to alcohol are not robust due to a host of 

issues with diagnosis – not least when considering the moral discourse in 

which diagnosis occurred (see below).  Nonetheless, the Glasgow MOH 

commented that after an initial increase in septic diseases in 1920 and 1921 

– which was ‘probably due to the relaxation on the sale of liquor during the 
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war’ – this began to fall by 1923.1252  In 1924 the MOH for Glasgow 

maintained that ‘deaths from alcoholism remained remarkably few, and the 

reduction may be associated with the industrial depression.  The death rate 

per million last year was 7, as against 6 in 1923, whereas the rate in 1921 

was 21.’1253  In 1930 the MOH repeated that ‘cirrhosis of the liver was the 

cause of 36 deaths in 1930, compared with 44 in the preceding year, male 

deaths numbering 23, against 35.  This is interesting in view of the recent 

considerable reduction which had taken place in the consumption of whisky, 

as indicated by the excise reports.’1254  A table collated by Smout suggests 

that alcohol consumption in Scotland as a whole fell from 0.55 to 0.35 gallons 

per head of the population per year between 1921-29 and 1930-39, and that 

this was reflected in the death rate from ‘alcoholic mortality’ which fell from 47 

to 37 deaths per million.1255  Rates per million of death from cirrhosis of the 

liver in Scotland were also found to be 18 in 1920-24, 11 in 1925-29 and 6 in 

1930-35.1256  Nonetheless, while the decline in alcohol consumption is 

repeatedly documented in interwar historiography, Scottish historian Hughes 

is sceptical of the extent to which this occurred, arguing that illegal drinking 

dens were still very much in existence in areas of Glasgow like Budhill, 

Shettleston and:  

In comparison to the nineteenth century this was the case, but in the 

1920s the decline in the number of public houses in Scotland was 

marginal at best in Scotland.  There were also attempts to regulate 

alcohol consumption through higher taxes on spirits, but this was 

mediated by working class men.  Many men drank greater quantities 
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of beer to supplement the more expensive spirits [and] the Amulree 

Report stressed that this was often at the expense of family 

necessities.1257   

One Glasgow woman commented on people actively trying to hide their 

drinking habits and possible dependency on alcohol, stating: ‘I think it was 

between the wars that happened... people drinking and not realising they 

were becoming alcoholics.’1258   

 
Figure 7.2: Number of deaths from cirrhosis of the liver per million in Glasgow, 1919-1939 

 
SOURCE:  RMOHG 1919-39. 

 

 

An analysis of the mortality data published by the MOH for Glasgow also 

reinforces the importance of considering regional variations.  From 1919 

deaths from ‘alcoholism’ declined and this ceased to be registered as an 

individual ‘cause of death’ category in the MOH annual reports from 1926.  

However, at the same time, mortality from cirrhosis of the liver in Glasgow, a 

disease associated with excessive alcohol consumption, is somewhat 
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contrary to the collective, national trend proposed by Wilson.1259  Figure 7.2 

suggests that in Glasgow deaths from cirrhosis of the liver increased (Figure 

7.2).   

 

Furthermore, the alleged decline in the consumption of whisky and 

spirits can to some extent be mediated by the increasing popularity of the 

much more physically harmful ‘methylated spirit’ – a trend also acknowledged 

by Hughes.1260  Although this habit existed before the war, it increased in 

Glasgow throughout the interwar period.  For instance, the Chief Constable 

of the city wrote to the Secretary of State for Scotland in 1932 that: 

It is regrettable that though the convictions for drunkenness shew a 

decided decrease, drunkenness due to drinking methylated spirits is 

markedly increasing.  This may be mainly attributed to the cheapness 

of methylated spirit and the ease with which it may be obtained, as 

compared with the prohibitive prices of spirits, wines and malt liquors 

and the strict interpretation of the laws governing their sale.  Money is 

scarce owing to industrial depression and the means test has had its 

effect on unemployed persons in receipt of relief.  Thus where the 

craving for stimulant exists recourse is had to methylated spirits, the 

cheapest intoxicant available.1261  

In response to the growing popularity of the cocktail, the authorities had 

added the chemical pyridine in May 1924 to make the drink less 

palatable.1262  However, drinkers realised that adding a cheap red wine made 

the substance more agreeable and the Chief Constable observed that after 

an initial decline between 1924 and 1926, the drinking of methylated spirits 
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became ‘more prevalent than ever forming a pernicious and increasing habit 

which has raised a great social problem in this city.’1263  Other reports also 

reiterated that ‘there was definitely an increase in red wine drinking in the 

city, which might have something to do with its low cost as compared with the 

price of whisky and other spirits.’1264  An article in the Scotsman similarly 

noted that ‘the drinking of methylated spirits had become more prevalent than 

ever... [and] the increase was mainly attributable to the cheapness of the 

spirits and the red wine, the effect of the industrial depression driving some 

people to that cheap form of drinking’ – a craze acknowledged to be 

‘extremely injurious to health.’1265   

 

While the SBH acknowledged that this practice was increasing, they 

noted that it was ‘particularly in Glasgow, Spanish red wine which was sold at 

the extremely low price of four pence per gill, was being used by methylated 

spirit drinkers to mitigate the unpleasantness of the spirits [my italics].’1266  

The drinking of this concoction and its impact upon the body was captured by 

both oral testimony and contemporary literature.  For instance, in No Mean 

City the authors wrote:1267 

Often the common funds would not run to whisky and beer.  Often the 

company fell back upon the iniquitous red wine, sour and poisonous 

and stunning, which all the public houses were beginning to sell at the 

time.  A glass of red wine cost no more than a glass of beer, but it was 

twice as potent.  Even if a man got sick on red wine, the fumes of it 

stayed in his head and he lived and moved and thought under its 
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influence long after he had outwardly thrown off its effects.  Johnnie 

did not like the taste of red wine.  Some days it made him want to 

vomit when he drained the first glass.  But he liked the feeling it gave 

him; he liked the drugged irresponsibility it produced.  Some of 

Johnnie’s friends were already mixing their wine with methylated 

spirits, but Johnnie himself had only tried “Red Biddy” once.  That was 

in a brothel in his own tenement, and, hours later, he woke to a kind of 

dim consciousness under the cold stream from the tap above the sink 

[to find] a girl holding him there with an arm under his shoulder... “By 

Cripes” she exclaimed, when he groaned and struggled under her 

grasp, “Ah thought you wis gaun tae die on me, Razor King!”1268 

Another Glasgow family claimed that their father was ‘drinking himself to 

death with “red biddy,”’ and in 1936 the DHS also commented that the habits 

of the ‘habitual’ drinker’ but ‘especially the methylated spirit addict’ resulted in 

‘rapid physical and mental deterioration’.1269  In his memoirs, MOH 

Macgregor commented upon this health hazard, stating that ‘the methods 

employed to make it more palatable [included] mixing it with Spanish wine or 

even by shaking it up with plaster from the staircase wall’, and that the 

‘delirium tremens was frequently fatal.  “Cases where the symptoms were 

slow to develop were the worst; a young man dies as a fire would go out.”’1270  

It is true that the number of people drinking this cocktail, although increasing 

in the interwar period, was minimal.  One report in 1928 had claimed that 

‘methylated spirit drinking in this city is mostly confined to beggars and the 

more debauched habitués of the common lodging houses.  In pre-war days 
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these people drank whisky, the price of which is now prohibitive.’1271  A 

Glasgow man similarly remembered: 

There was a time that they had wine drinkers.  They called them the 

mammy mimes, the red wine drinkers.  But, eh, they were a nuisance, 

they were’nae drinkers, they were, when you were walking along the 

road you’d see them, you know, coming a mile off... lend me 

tuppence.1272   

Alexander Robbie also described his neighbours in Calton as the ‘lowest of 

the low... real ragamuffins. The adults were always drunk, on the cheapest 

fortified wine, or methylated spirits, or worse, a deadly brew made from boot 

polish.  Permanently on the dole, they were people who had lost all hope of 

ever getting out.’1273  While it cannot be argued that this was the cause of 

Glasgow’s stubbornly high alcohol related death rate, the habit did increase 

and was undoubtedly detrimental to health.  This reinforces the degree to 

which people were active agents in their own health experiences, behaving in 

ways, often culturally rooted, that was detrimental to physical condition.  

 

Access to alcohol was differentiated across the city.  For example, in 

1920 a map published in the GH showing the ‘position of the wards in 

Glasgow which carried “Reduction” and “No License” under the Temperance 

Act’ reveals clear distinctions in relation to geographic region (Illustration 

7.1).1274    
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Illustration 7.1: Map showing voting behaviour according to geographic region regarding the 
Temperance Act 

SOURCE: GH, 4
th
 November 1920, p. 7. 

 

 

However, there is the suggestion that this reflects different drinking cultures 

associated with ‘class’.  Glasgow itself is commonly perceived as a working 

class city, although as chapter three indicates, working class identity was 

actually more specific to individual districts within the city itself.1275  It is these 

regions which were associated with ‘hard drinking’.  This was reflected in 

voting behaviour regarding the Temperance Act.  In short, the ‘No License’ 

vote was passed in ‘middle class’ regions of the city like Camphill, Cathcart, 

Pollokshields and Whiteinch, with ‘No Change’ agreed in ‘working class’ 

regions like Calton, Cowcaddens, Dalmarnock, Gorbals, Govan, 

Hutchesontown and Mile-End.1276  Gorbals, for example, was described as a 

‘congested licensed area’ with the highest number of licenses in 1935 at 
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least.1277  One man also recalled that in ‘Plantation, there was a pub and fish 

shop on nearly every corner’ and that ‘there was hunners of corners.’1278  

Another recalled that in Anderston there was ‘sometimes three in the one 

street.’1279  Although the intensity of licensed premises was clearly 

associated with the regions in Glasgow associated with the working class, it 

is important to note that drinking alcohol was not confined to working class 

culture.1280  While relating to Britain in general, Bourke points out that in their 

lifetimes, members of the middle class could consume four times as much 

wine and spirits.1281  Indeed, observers became concerned about the 

increasing popularity of ‘cocktails’ among middle class females.1282  Figures 

on alcohol related deaths according to class or region could not be located 

for this time period.  However, even then, mortality and disease rates tended 

to be higher among working class areas anyway and therefore it would have 

been difficult from area-specific death rates to confirm whether the working 

class drank more.  

 

Indeed, while writers such as Damer argue that ‘the pub’ is central to 

working class history in Glasgow, it might be more accurate to associate 

excessive alcohol consumption and ‘the pub’ with Glasgow’s masculine 

culture, which itself operated within the working class culture of the city.1283  

Johnston and McIvor point out that ‘hard drinking and heavy smoking have 

for a long time been ‘strong symbols of male virility and machismo in Scottish 
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culture’.1284  For instance, one Bridgeton man claimed of his shipyard working 

grandfather, who also participated as a boxer in the 1920 Olympics, ‘he was 

a man’s man, you know.  A 1920s man’s man.  He smoked, he drank, there 

was a lot of back slapping.’1285  Finlay also notes that ‘manliness was 

associated with consumption, and holding one’s drink was an essential part 

of male self-respect’ and thus hegemonic masculinity.1286  For example, in 

Glasgow, male dominated leisure arenas like Saturday football was often as 

much a day of drinking as it was a day of sport, and one woman from 

neighbouring Port Glasgow explained that ‘the men all took a drink in them 

days.’1287  Another informant stated that ‘a man’s territory was the pub.’1288  

Drink was also associated with the physically draining male-only ‘heavy’ 

industries, for example iron and steel works, where bringing beer to the 

workplace was a common occurrence before the Second World War.  Oral 

testimonies reveal the extent to which it was shameful for women to be 

visibly drunk or enter a pub.1289  This does not mean that women did not 

drink, and both the MOH’s annual reports and oral testimonies reveal that 

women (presumably working class women) often purchased jugs of beer 

from the local pub to be consumed at home.1290  However, according to 

writers such as Muir ‘drinking is in Scotland a secret mainly confined to the 

masculine sex’, and the gendered nature of excessive alcohol consumption 

was reflected in the health statistics published by the MOH for Glasgow.1291   

 

                                                             
1284

 Quoting from K. Mullen, A Healthy Balance: Glaswegian Men Talk about Health, 
Tobacco and Alcohol (Avebury: Aldershot, 1993, p. 177), cited in Johnston and McIvor, 
‘Dangerous Work’, p. 141; Hughes, ‘Representations and Counter-Representations’, p. 175. 
1285

 Quoted in Dudgeon, Our Glasgow, p. 189. 
1286

 Finlay, Modern Scotland, p. 151; Dudgeon, Our Glasgow, p. 51; Knox, Industrial Nation, 
p. 197. 
1287

 H. Hagan, ‘“It’s my job to work, it’s yours to make it go round”: The Experience of 
Shipyard Workers’ Wives in Port Glasgow between the Wars’, International Journal of 
Maritime History, 18 (1), (2006), p. 319. 
1288

 M74, Gerald Michael Fisher (1925). 
1289

 2000 Glasgow Lives, Patricia Havelin (1929); SOHCA/009, Domestic Violence, Ms AM 
(1910) and Ms AO (1916). 
1290

 2000 Glasgow Lives, Robert Young (1902); SOHCA/009, Domestic Violence, Mr AK 
(1920), Ms AN (1907), Ms AQ (1908); Clark and Carnegie, She Was Aye Working, p. 134; 
RMOHG 1929, p. 212. 
1291

 Muir, Scottish Journey, p. 37. 



339 
 

Helman notes that even today ‘several aspects of male culture can be 

said to contribute to men’s ill health, or the risk of such ill health developing.  

For example, in comparison with women, men are encouraged to drink more 

alcohol, smoke more cigarettes, to be more competitive and to take more 

risks in their daily lives.’1292  Indeed, writers Kruger and Nesse have claimed 

that this kind of behaviour is probably a significant factor as to why life 

expectancy is lower today among men than women.1293  Risk taking 

behaviour among Glaswegian men was certainly reflected in the health 

experiences and mortality patterns of the interwar period.  For instance, one 

female doctor was of the opinion that ‘men often run health risks because 

they are afraid of being accused of molly-coddling if they take reasonable 

care of themselves.’1294  In 1926, deaths from what the MOH labelled 

violence1295 were also ‘twice as common among males, especially at ages 

over 25 years.’1296  Similarly, an overriding image of Glaswegian working 

class culture is gang warfare, grounded in the publication of works like No 

Mean City.1297  Whilst this did not only involve males, or indeed the majority 

of males, it was notably confined to working class masculine culture.  The 

problem was regularly captured by oral history interviews and qualitative 

literature (including fictional works and newspaper reports), detailing the use 

of weapons including knives, held in ‘specially prepared pockets’, hammers 

and hatchets.1298  Davies has found that gangs like the Billy Boys of 
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Bridgeton Cross amounted to 200 by 1927 and ‘even boasted a junior wing, 

the Derry Boys, for youths aged fourteen to twenty one.'1299  Davies asserts 

that gang membership afforded men ‘cultural capital’ and ‘as unemployment 

increasingly undermined traditional, work-based masculine identities, it 

became more common for men in their twenties and thirties to play active 

roles in street gangs.’1300  Therefore, it is clear that conventional notions of 

masculinity and its associated behaviours were often dangerous for health. 

 

In 1920 the MOH also stated that ‘deaths from alcoholism are usually 

greater among males,’ and in 1923 it was similarly reported that ‘cirrhosis of 

the liver and violence were responsible for nearly twice the number of male 

deaths as compared with females.’1301  Other conditions associated with 

excessive alcohol consumption like ulcers of the stomach were also more 

common among men.  The MOH for Glasgow reported in 1929 that this was 

‘always more prevalent among males, the deaths this year amongst them 

being in the ratio of three to one among females.  The mortality begins 

apparently about 25-35 years of age,’ and ‘the same disparity is evident with 

regard to cirrhosis of the liver, 35 deaths occurring among males to nine 

among females.’1302  In 1931, cirrhosis among males was also found to be 50 

per cent in excess of females.1303  Johnston and McIvor have claimed that it 

has become increasingly understood that masculinity can be associated with 

‘an excess of life-threatening illnesses and premature death’ – a trend 

illustrated by these figures.1304   
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 However, statements such as the ‘shipyard built up a lot of that image.  

You know, the hardman, the hard drinker, and the tough guy and things,’ still 

denotes the association between excessive alcohol consumption and 

working class masculine culture, rather than masculine culture per se.  

Related mortality data specific to working class males from Glasgow does not 

exist, and in the absence of these figures it is difficult to confirm the extent to 

which this was reflected in the health statistics.  Nonetheless, it can be 

argued that the health consequences of masculine culture in relation to 

alcohol consumption were certainly more severe, both directly and indirectly, 

for those lower down the social scale in nutritional terms at least.  The 

machismo culture of the city had important health consequences, not only for 

the drinker, but their immediate family as well – particularly in relation to its 

burden on domestic budgets.  One professor of the West of Scotland 

Agricultural College reportedly stated that ‘official returns for the year 1924 

showed that for every £1 spent on milk there was expended £2 14s on beer 

alone.  Last year the nation spent four times as much on alcoholic liquors as 

on milk.1305  Indeed, the interwar survey by Paton and Findlay found that in 

the Scottish cities in general, among the poorer men they surveyed ‘there 

was a good deal of drinking and betting, and nearly all were heavy 

smokers.’1306  The consequences of expenditure on alcohol were also 

embroiled in the gendered distribution, and unequal allocation of resources 

within the home, where its cost created an additional burden upon the 

provisions available for dependants.  For example, Paton and Findlay 

observed that: 

Apart from drunkenness, a moderate indulgence in alcohol makes a 

serious demand on such small incomes as those of the families which 

have been studied.  Even a glass of whisky a day, costing 1s 4d. will 

make a material difference on an income of, say, 35s per week... 

Despite the poverty of the Glasgow slums, drinking is much more 
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prevalent than in the mining districts.  In fact, when one considered the 

exorbitant rents of some of these ‘hovels’ (averaging 7s a week) and 

the average amount of money spent on drink, it is difficult to know how 

the mothers meet and manage to feed their children at all [my 

italics].1307   

Firstly, this quote reinforces the view that geographically, health cultures and 

consequences could vary, where these writers again indicate that this was 

more pronounced in Glasgow than other Scottish regions.  However, it also 

illustrates how this machismo drinking culture was indirectly and acutely felt 

by wives and dependants, particularly those living in households of limited 

means.  Clark and Carnegie maintain that ‘it was [a woman’s] sacrifices 

which kept families fed, when men could seem selfishly ready to indulge 

themselves at the pub.’1308  Hughes also notes that drinking could contribute 

to ‘poor health and family and community conflict’ and this was also captured 

by oral testimony.1309  One woman explained that she never saw her mother 

eat, reasoning ‘if you think about it with a family of eleven children – well 

twelve, as one died – you needed a dozen eggs just to give everyone one 

egg.  My father wasn’t a bad man but he did sometimes leave her short and 

he did tend to drink.’1310  Both oral testimonies and medical observers 

acknowledged that consequent arguments between man and wife often led 

to domestic violence (see chapter 5), and at a meeting of the Glasgow district 

branch of the Scottish National Society for the Prevention of Cruelty to 

Children in 1920, it was also said that ‘it was not poverty alone that was 

responsible for cases of cruelty to children.  The income of many of the 

people concerned were ample to provide for their dependents.  It was 
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undeniable that a large proportion of cases of cruelty was due to 

drunkenness.'1311   

 

The moral discourse in which this was written, and the condemnation 

of drinking to any degree among families of limited means in particular, has 

to be kept in mind.  However, it is clear that the demands of masculine 

culture and leisure could help drain working class family budgets.  Gambling 

did limit the spending of some income on drink.  Nevertheless, Smout also 

notes that this was ‘to no better purpose from the perspective of the 

spender’s wife and family.’1312  For instance, Scottish nutritionist E.P. 

Cathcart was of the opinion that ‘leisure increased the demands on the family 

purse, and gambling today was a greater tax than alcohol.’1313  Hughes has 

argued that ‘street gambling [also] escalated phenomenally between the wars 

in Scotland, particularly in working class communities where it was 

associated with sport [my italics],’ and although not specifically reserved as a 

male pastime, gambling was also bound up in working class masculine 

culture.1314  Whilst commenting favourably on the declining consumption of 

spirits, the Scottish health authorities were simultaneously condemning a 

coincident rise in regular gambling – a tendency which occurred throughout 

the UK.1315  Commentators also acknowledged that this pastime was still 
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enjoyed by the unemployed – an occurrence recalled decades later.1316  This 

had important consequences for health and a report by Cathcart and Murray, 

which surveyed diets in Glasgow, Cardiff, Reading and St. Andrew’s, 

‘suggested that cheap, unhealthy food was being purchased by many 

families so as to allow bets to be laid on horse or dog races.’1317  This was 

reinforced by oral testimony where one Glasgow woman recalled that 

gambling ‘was just the done thing.  Ah’ mean they would do without food to 

keep the money for gambling.’1318   

 

Glasser has also detailed the consequences of living with a father with 

an addiction to gambling, noting instances where ‘there was not a scrap of 

food in the house’, that on one occasion ‘the only item of food left was some 

coca in the bottom of a tin – no milk, no bread, no sugar, no nothing’, and 

that the family often endured ‘lean times, even whole days without food’.1319  

Hence, household budgets were depleted at the expense of health 

enhancing resources – an outcome more severe for women and children 

given the already unequal allocation of resources within the home.  Others 

commented upon the mental strain caused by ‘losses due to gambling’, and 

that this also contributed to psychoneurosis and consequent incapacity.1320  

Hughes maintains that ‘behaviour such as this caused immense misery 

because while men used income to shore up their sense of masculinity, 

many women were left trying to maintain their families on what was left.’1321  
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Thus, here the interaction between ‘determinist’ and ‘voluntarist’ factors in 

impacting upon health is evident, where the financial and health 

consequences of low wages and unemployment for example, could also be 

affected by voluntary cultural choices.  It is clear that working class male 

culture, in terms of its direct and indirect effects, could be particularly 

detrimental to physical and psychological wellbeing, and it illustrates the 

extent to which social, economic and cultural factors contributed to health 

experiences in interwar Glasgow.   

 

 

Femininity, Respectability and Resistance 

 

Chapter five has detailed how it remained a women’s responsibility, in spite 

of what proportion husbands spent of their wage on leisure pursuits like the 

‘pub’, to ensure that ends were met and a sufficient supply of provisions were 

secured.  Interestingly, within this context, the relocation of the population to 

new housing estates intended to benefit health could be unfavourable.  It was 

not uncommon for women to wait at factory gates to collect men’s wages 

before he could spend them in the public house or to the local bookmakers.  

Clark and Carnegie point out that following relocation ‘women found it much 

harder to get into town to chase the wages, bundling the children into prams 

and having to change buses en route’ – in the tenements the close proximity 

of work and home made men easier to find.1322  Also, Finlay points out that 

temperance ‘received most vocal support from women, who recognised that 

they were the section of society which suffered most from alcohol abuse’ as 

well.1323  Indeed, historically, women in Glasgow have often taken direct 
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steps to secure and improve conditions for the benefit of health.1324  For 

example, Glaswegian females were active agents in improving housing in the 

city, and this was often campaigned for with reference to health.  The political 

action of women was apparent before the period under review where they 

were key campaigners in the Clydeside rent strikes and pivotal to the 

securing of the Rent Restriction Act in 1915.1325  This activity extended into 

the interwar period where, for instance, the GH reported in 1920 that: 

A deputation of working class women from Shettleston district 

attended in support of a protest by the tenants of dwelling houses 

against the proposed erection of a factory on open space near 

Shettleston Cross.  It was urged by the spokeswoman, who like the 

majority of the deputation, wore a shawl over her shoulders, that the 

proposal was objectionable, because it would rob the children of a 

playground and add to the congestion in a congested district.1326   

Similarly, at the National Conference of Labour Women the GH reported that 

‘Scots women were [again] much in evidence in the housing discussion, and 

attacked the subject from the economic standpoint.  Housing in Glasgow, one 

of them claimed, was worse than in any other city, and they were threatened 

with a smallpox outbreak owing to overcrowding.’1327   
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It is also well known that within the home, cultural norms ensured that 

women were responsible for the nutrition and health of their families.  

However, in the way that men behaved in ways to accentuate their masculine 

status, this was also the case among women, and pride and respectability 

were important feminine ideals which could have consequences for health.  

As Beier notes, ‘it is difficult to exaggerate the importance of respectability in 

early- and mid-twentieth-century working-class neighbourhoods.  [This] was 

the key to the social and mutual aid that was particularly important for women 

and children, who lived in streets where everyone knew everyone else’s 

business.’1328  On the one hand, this could be beneficial due to the 

association of hygiene with respectability.  For instance, the desire to avoid 

the social stigma associated with female tenants who failed to contribute to 

the cleanliness of the communal tenement close was obviously 

advantageous to health (as is discussed in more detail below).  For example, 

one interviewee recalled that ‘there was a communal idea that to keep your 

self-respect you have to keep the close tidy.’1329  On the other hand, 

contemporary notions of respectability could be detrimental.  For example, for 

Davidson, the marked variation between male and female attendance at 

centres treating venereal disease could partly be explained by the lack of 

anonymous out-patient medical services for women, the view by women that 

vaginal discharge was simply ‘part of their natural lot’, but also ‘from a real 

fear of provoking domestic strife and violence and of being stigmatised by 

family and neighbours in the event of their disease becoming public 

knowledge; all too probable within the constricted and inquisitive social world 

of most working class women.’1330  This contributed to a significant disparity 

between men and women, Davidson stating that ‘while health standards for 

the mass of the population were steadily improving, this “dark figure” of 

unreported and untreated infection represented a lasting and significant 

threat to the health and fertility of Scottish women.’1331  Likewise, Cathcart 
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and Tully claimed that they did not believe that the problem with nutrition was 

‘solely one of an economic nature’:   

 
The problem is far more complicated than we fear some would be 

reformers imagine.  Even if perfect knowledge were available, which it 

certainly is not, concerning the necessary composition of the optimum 

diet, it would not suffice merely to recommend its adoption... They are 

bound up by tradition, full of prejudices and a curious false pride, 

which often prevents them from purchasing excellent food stuffs like 

skim milk, either because they imagine it to have no food value, or 

else because they are afraid that their neighbours will despise them 

for buying a reportedly inferior article.  The public opinion of the 

immediate neighbours is one of the most powerful forces for good or 

evil, especially where more households are crowded together. The 

quite laudable desire to ‘keep up appearances’ has a bad side, as it 

may lead to an excessive expenditure on house rent to the detriment 

of food supply.1332 

This was not class specific and in contrast to criticisms of ‘ignorance’ typically 

levelled at working class women, it is evident that middle class women also 

behaved in ways which were knowingly detrimental to health.  In the GH, for 

example, female doctor Sloan Chesser discussed the increasing use of 

cosmetics among women and their alleged health dangers due to their 

chemical nature – properties which were said could lead to conditions from 

rashes to intestinal complications.1333  However she wrote: 

About one in three in well-to-do circles indulge in powders, an 

occasional touch of rouge, and certainly a lipstick...  The fact is that 

women are hardened to these terrible warnings from males.  Was 
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there ever a time when we were not warned!  Stiff corsets, high heels, 

long skirts, hoops, bustles, thin stockings, low necks, fur collars, have 

all in their time been condemned as ruinous to our health and 

wellbeing.  Terrible things are predicted for a generation of shingled 

women in the way of baldness, and the effort to keep thin and boyish 

in figure is going to send many of us to an early grave.  And still we all 

flourish.  The pretty healthy looking girls’ one sees coming out of 

shops and theatres, in restaurants, at dances, on the golf course and 

the tennis court seem none the worse for a little corrosive sublimate 

and arsenic and mercury in the powder and rouge they have obviously 

used.  Indeed, they look healthier, and are healthier, than girls have 

ever been before, and any anti cosmetic league will have to use 

subtler methods than these to persuade women to give up using good 

powders, rouges and lipsticks.1334 

This does not represent the ‘ignorance’ which many medical professionals 

claimed that women could usually be blamed, but rather a conscious, 

informed decision knowingly contrary to medical advice – in this instance, a 

way of seemingly defying the constraints set by medical men. 

 

Similarly, chapter five has also detailed the Scottish health authorities’ 

dismay that women continued to utilise community ‘handy women’ to assist in 

their labours, rather than turn to qualified medical advice – a choice which the 

SBH deemed dangerous and a contributing factor to the maternal death 

rate.1335  The testimonies of working class women from the Blackhill area of 

Glasgow also testify to this point.  The tenants living here were relocated as 

part of the interwar slum clearance campaign.  In this particular estate the 

inhabitants were working class, predominantly Catholic, unskilled and notably 

poor.  These women often spoke critically of the invasive procedure carried 
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out by typically female nurse visitors who were given the task of ensuring that 

those relocated to new houses kept them clean.  Some commented on the 

embarrassment endured by the assessment, the affront to their pride and the 

dread of the nurse inspector’s arrival.  One woman remarked how the visit 

left her feeling ‘dirty’.1336  Similarly, when discussing why she had not called 

upon medical supervision during her labour one woman stated: 

You couldn’t have a nurse in if you didn’t have proper underthings and 

towels and the like.  Not that we were dirty you know... everybody was 

the same.  I know the nurses were used to seeing it [poverty] but I 

didnae want anyone talking about what we had or didnae have – 

nobody was going tae talk about me!1337 

Notions of respectability were important and dutifully practiced among 

working class women, to the extent that in this instance, keeping up 

appearances was more important than ensuring the safety of mother and 

unborn child during labour.  One interviewee commented on the ‘whispers’ 

and complaints by neighbours when the Sanitary Department fumigated her 

home, and another woman explained that she actively withheld her ringworm 

afflicted children from attending school when the nurse visited through fear 

that the authorities would ‘spray the place’ and shave her children’s 

heads.1338  

 

Rather than reflecting the ignorance of these women, McGuckin has 

argued that this refusal can be interpreted as resistance, and an attempt by 

women to maintain control over their own and their families’ bodies.1339  For 

example, one contemporary article had claimed that the failure to get children 

inoculated was due to wanting to ‘save medical fees, and partly to escape the 

trouble of nursing a child in any sickness that may affect it following 
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inoculation.’1340  One woman from Blackhill did admit that she deliberately 

ensured that her children did not come into contact with the school medical 

inspectors and their immunisation campaigns.  However, although the 

programme was intended to be advantageous to health, she explained ‘they 

put you in these houses and they think that they can do anything to you.  But 

they can’t.’1341  Indeed, the language used in the MOH reports suggests that 

control may have been an underlying intention of housing policy and 

relocation programmes (see chapter 4).  For example, in 1925 it was said 

that ‘small housing schemes [were] preferable to large schemes, the tenants 

being more easily handled, advised, and raised to a higher level in their 

appreciation of cleanliness [my italics].’1342  Similarly, in 1927 Mr. John Bryce, 

director of housing for Glasgow reportedly stated that ‘in every scheme for 

rehousing disposed tenants a caretaker was on duty who took an interest in 

the moral and physical welfare of the tenants, and saw that they kept their 

houses in order and obeyed the rules and regulations.’1343  However, this 

further illustrates the extent to which ordinary Glaswegians were active 

agents in their own health experiences, that they were not passive victims to 

the socio-economic conditions of the era or official health campaigns, and 

how feminine notions of respectability helped to shape health experiences in 

interwar Glasgow.  This also reinforces the view introduced in chapter four 

that within new rehousing estates, people continued to behave in the same 

way that they had done in the slums.  This not only undermines the extent to 

which housing policies were successful in the context of public health, but 

also the fact that ‘voluntary’ cultural norms and customs continued to be 

powerful determinants in shaping public health experiences, out with the 

important ‘structural’ and ‘determined’ socio-economic conditions of the 

period.  
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Furthermore, these allegations of negligence can be qualified by clear 

evidence that contemporary notions of femininity could impact favourably 

upon health.  A host of domestic skills were exercised to maintain health and 

hygiene where women in Glasgow upheld a high standard of cleanliness 

within the home.  The personal memories of writers like Molly Weir detail the 

importance of cleanliness and hygiene as an outward display of 

respectability.1344  This was not always devotedly practiced and a female 

inspector of slum accommodation in Glasgow comically remarked that one 

wife was ‘a bright woman of 42 who looks ten years younger, possibly 

because she never does any work in the house, which is filthy.’1345  

Nonetheless, for the most part Glasgow women were praised for the 

cleanliness of their homes.  The MOH observed that ‘despite unemployment 

and illness the cleaning period was hailed with enthusiasm’ in the central 

division of Glasgow (Yorkhill scheme) at least.1346  However, it was 

repeatedly said that unemployment presented a ‘serious handicap’ to this 

task.1347  Another contemporary similarly observed that in one new rehousing 

estate, ‘twelve of these houses are occupied in every case by unemployed 

people, only three of whom keep their houses clean.  There is a downward 

tendency, as the mothers complain of losing heart because of the struggle to 

make ends meet.’1348  The DHS expressed some sympathy towards these 

women and about the slum domestic manager in her ‘constant struggle 

against the conditions that surround her’, they reasoned that is was ‘not to be 

wondered at that sometimes the struggle is abandoned.’1349  Nevertheless, a 

host of evidence suggests that women exercised a marked resilience during 

tough times.  For instance, the SI of the Eastern Division observed that 

‘despite the depressing times as the result of unemployment, the majority of 
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tenants have kept their houses very satisfactorily.’1350  It was also realised 

that ‘the industrial depression ha[d] stimulated the home manufacture of 

certain commodities such as bleaching or cleansing liquids by the 

unemployed [and] it would appear that these are readily sold, and quite a few 

people have taken to their manufacture within their dwelling-houses.’1351  

This reveals not only the techniques employed within Glaswegian homes to 

ward off the effects of poverty, but also the extent to which wives and 

mothers were active agents in maintaining a healthy, hygienic environment.  

Indeed, it is revealing in itself, and arguably testament to the dependability of 

this fictional novel, that a review of No Mean City was published in the GMJ 

alongside reviews of typical medical texts, the author advising that the ‘book 

should be read by all social workers.’1352  This appraisal criticised the novel’s 

overly pessimist portrayal of conditions within working class homes.  When 

discussing the slum conditions prevailing in the city, J.E. Highton, Secretary 

to the SBH had stated that the book, while in many respects was ‘disgusting’, 

it did ‘strike that particular nail forcibly on the head.’1353  However, the GMJ 

review claimed: 

While everyone will condemn the structure of these houses, and in 

particular the communal water-closets and stairs, anyone who had 

visited these dwellings must have been struck by the presence of 

houses which have been kept scrupulously clean by persons who 

have maintained their individual identity and respectability amidst their 

squalid surroundings.1354   

It is apparent that despite direct attempts to maintain a clean and respectable 

household, unemployment was a significant hindrance, reinforcing the view 

that those affected by job loss were a notably disadvantaged group to which 

a pessimist interpretation could apply. Still, the weight of the evidence 

suggests that cultural norms ensured that women were active agents in 

                                                             
1350

 RMOHG 1932, p. 238. 
1351

 RMOHG 1933, pp. 248-9.  
1352

 ‘Reviews: No Mean City – A Story of the Glasgow Slums’, GMJ, 125 (1936), p. 82. 
1353

 ‘Health and Housing: Scottish Official’s Advice’, Scotsman, 18
th
 January 1936, p. 14. 

1354
 ‘Reviews: No Mean City’, p. 82. 



354 
 

determining health experiences, that this could have important health 

enhancing as well as deleterious effects, and that conventional notions of 

respectability and femininity contributed to health trends. 

 

 

Conclusion  

 

It is evident that within the context of industrial recession and its socio-

economic effects, the behaviour of communities and individuals could impact 

in ways that were both beneficial and detrimental to physical wellbeing.  

There is ample evidence that people were actively concerned with protecting 

their health, and whilst there is debate regarding the extent to which this was 

the case, the myriad of marketing campaigns emphasising the health 

enhancing value of products, leisure pursuits like ‘the dancing’, and the 

thriving physical culture and ‘Keep Fit’ campaign, all illustrate that voluntary 

lifestyle choices constituted important health enhancing behaviours.  

However, coinciding with the increasing ‘health consciousness’ of the 

population were important changes in consumption and leisure patterns 

notably detrimental to health, including a rise in the use of tobacco products 

among men and women, the movement away from fresh to convenient and 

artificially preserved foods, and greater expenditure on luxury items – 

reflected by the increase in sugar consumption, growing rates of dental 

decay and mounting concern over obesity.  Nevertheless, it can be 

maintained that these trends did not apply equally to the population at large 

and important cultures and behaviours existed between and within individual 

groups which could impact upon health.  In line with the argument advanced 

in this thesis, health cultures in Glasgow reinforce the view that interwar 

health experiences were a complex lattice of a number of interacting 

variables.  In the context of overall improvements in nutrition, growing 

concern over obesity and overeating – a phenomenon in stark contrast to 
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conventional literature on interwar public health – was related to class, being 

more pronounced among the middle, and wealthier class than the population 

per se.  Moreover, whilst it is well documented that diets were worse lower 

down the social scale, it is important to note that within this group, dietary 

traditions actually changed, and the switch from traditional menus of fresh to 

convenience foods was more pronounced.  Nonetheless, low incomes 

continued to shape inferior diets, reinforcing the important interaction 

between the ‘determined’ and ‘voluntary’ factors described by Kunitz in 

determining standards of health.1355   

 

There are also indications that the drinking culture of Glasgow – a 

phenomenon itself which reinforces the importance of geographic region to 

interwar health experiences – was bound up in the machismo culture of the 

city, manifest by higher rates of diseases associated with excessive smoking 

and alcohol related deaths.  However, this was also complicated by 

economic position where the health implications of this machismo culture – 

which involved unnecessary expenditure on drink, tobacco and gambling – 

was both directly and indirectly more severe for those lower down the socio-

economic scale, in terms of its demand on domestic budgets and the 

provision of health enhancing resources available within the home.  Similarly 

the feminine culture of pride and respectability, important for working and 

middle class women, could also be detrimental to health, and this is 

evidenced by their deliberate disregard and unreserved resistance to accept 

medical advice in certain situations.  However, it is also clear that women 

were actively involved in the maintenance and improvement of their family’s 

health, not least with regards to the upkeep of a ‘respectably’ clean and 

hygienic home.  Thus, this chapter illustrates the extent to which people were 

active agents in their own health experiences, how the often contradictory 

health trends mapped throughout this thesis were shaped by important 

voluntary health related behaviours and decisions, and how socio-economic 
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and cultural factors were implicated in the diverse public health experiences 

of interwar Glasgow. 
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Chapter 8  Conclusion 

 

This thesis started from the question of whether health improved or declined 

in Glasgow between 1919 and 1939.  The conclusion reached is that health 

improved for some and not others but that establishing who benefited and 

who lost out is a complex business.  It is difficult in part because of the 

intricacies of the statistical data and ways of reading these, as they render 

unsatisfactory such straightforward notions as improvement or decline in 

matters related to population health. The project of establishing where health 

improved or deteriorated is additionally complicated as the impacts of 

structural determinants of health were varied and interactions between them 

had diverse outcomes.  A final level of complexity is added when the agency 

of individuals is factored in, as the evidence here suggests that personal 

choices, behaviour and attitudes could mediate or mitigate the force of 

structural determinants of health. The rest of this final chapter will discuss 

how these levels of complexity can provide a more nuanced view of public 

health in the interwar period. 

 

Using a range of key health indicators, this project began by mapping 

Glasgow’s public health profile through an analysis of the extent and 

characteristics of ill health in the period.  This demonstrated that in spite of 

the economic vicissitudes of the era improvements in infant mortality, life 

expectancy, crude and standardised death rates, and the heights, weights 

and nutrition of the school population were made.  There is no doubt that 

‘health’ was generally better in 1939 than it had been in 1919 based on these 

figures.  In this way Glasgow’s public health statistics can be used to support 

the more optimistic views of writers like Winter and Stevenson that people 

were healthier on the eve of the Second World War than they had ever been 

before.1356  However, the conclusions which can be derived from these data 
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sets are contradictory.  They also reveal that there was a clear stagnation in 

the pace of improvement in terms of infant deaths, that regional inequalities 

intensified, and that the city’s health position deteriorated in relation to 

Scotland as a whole.  The heights and weights of school children worsened 

when the recession was most severe and the marked increase in chronic 

ailments as a result of the epidemiological transition can undermine the 

extent to which the city was ‘healthier’ by 1939.  Reductions in spending on 

local health provisions, concern over the growing incidence of psychological 

illness, and the worsening of conditions at certain points between 1919 and 

1939 complicate the interpretation that the era was one of progress.  It is 

easy to manipulate the statistics to provide evidence to support the 

interpretations of writers like Aldcroft and Winter on the one hand, and 

Webster and Mitchell on the other.  Examining the popular perceptions and 

health experiences behind the statistics complicates this story further.  

Personal testimonies indicate that often the health ‘gains’ of the period were 

not realised at the ground level and the era continued to be perceived as one 

of ill health.1357  Depending on what aspect of this complex picture is 

highlighted affects the overall conclusion which is reached.  Burnett has 

commented that establishing the impact of unemployment itself upon health 

is difficult ‘partly because the statistics of mortality and morbidity are capable 

of differing interpretations.’1358  Laybourn maintains that the ‘debate has been 

fuelled by the contradictory nature of the evidence.’1359  This is aptly 

demonstrated by the Glasgow evidence.  

 

 It seems, therefore, that adopting a one-dimensional approach and 

attempting to establish the extent to which health improved or deteriorated in 

the interwar period is unhelpful.  This is corroborated by the wide range of 

experience throughout the city.  For example, while improvements in public 
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health data like IMR and heights and weights suggest that the health of 

infants and school children got better, this was not the case for the pre-

school child and youths aged 14-16 years after leaving school.  Here health 

could actually be worse – a disparity largely explained by voids in the health 

care system for the purposeful care of these groups.  In the context of broad 

improvements, there were marked divergences according to age.  Similarly, 

the most outstanding feature of health in the interwar period is the extent to 

which socio-economic conditions shaped mortality and morbidity patterns.  

Death rates, standards of diets and nutrition, access to and the affordability 

of medical services, and housing conditions, overcrowding and material 

environments were grossly unequal in relation to ‘class’.  Aggregate public 

health statistics reveal distinct experiences according to geographic region – 

a characteristic which also had an important relationship with social status.  

The health records from districts associated with Glasgow’s ‘working class’ 

were consistently poorer than those returned from ‘middle class’ residential 

areas.  However, a broad and complex spectrum of ‘class’ was also reflected 

in these statistics where inequalities existed within the working class itself, 

and to the community and street level.   

 

Class inequalities had always existed and within the debate on health 

in the interwar years it is the extent to which differentials narrowed which is 

contested.1360  Adopting Szreter’s views on the ‘dynamic interactions 

between class and “place”’, the city’s region-specific mortality statistics 

tentatively imply that inequalities eroded.1361  However, the importance of 

considering the demographic make-up of local populations as well as socio-

economic circumstances as emphasised by Thompson was also clearly 

endorsed by this research.1362  In Glasgow, the reduction in the discrepancy 

between ‘working’ and ‘middle class’ areas was influenced by alterations in 
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the spatial arrangement of the city’s population, and the extent to which these 

inequalities were reduced was exaggerated by the influx of unhealthier ‘slum 

dwellers’ into conventionally middle class communities.  As Gazeley states, 

‘the extent of the disparity in improvement by socio-economic class during 

the interwar years is dependent on the choice of mortality statistics.’1363  Yet 

the overwhelming conclusion attained from this thesis was that inequality in 

relation to factors such as class consistently defined health trends regardless 

of the statistics used.1364  When mortality data can be treated and arranged 

to support conflicting interpretations, in the final analysis what always stands 

out is that socio-economic status was a key determinant of public health 

experiences.  A youngster born in a Glasgow working class district in 1939 

continued to be twice as likely to die before reaching their first birthday 

compared to one born in a ‘middle class’ area.  This was a variance reflective 

of the rate in 1919 and one which was mirrored by other analytical 

approaches to examining health inequalities in relation to class.1365  Gross 

inequalities persisted in the context of general improvements.1366  Indeed, the 

continuity of the poorer health of the working classes is widely recognised by 

historians.  However often this is where the analysis ends.  The health of the 

middle class is noticeably neglected in the literature and minimal attention 

has been given to the experiences of this group.  However, by examining 

these inequalities further, this research has shown that the middle class and 

wealthy also endured significant challenges to health in the interwar years 

despite their generally superior health status.  Increasing concern over 

‘diseases of affluence’ like obesity and cancer, which rose considerably 

throughout the period, were primarily concerns of those higher up the socio-

economic scale.  This was also somewhat true of the rising maternal death 

rate which is discussed in more depth below.  As such, this research argues 

that it is more telling to investigate these differences further, and to unravel 
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and explore the wide range of experiences across the population, to provide 

an alternative, detailed and more nuanced picture of interwar public health.   

 

Between 1919 and 1939 health experiences were influenced 

significantly by socio-economic position.  However, this interacted with a 

range of other ‘structural’ determinants.  Perhaps the most obvious 

contribution to the city’s poor health record was its housing.  Living conditions 

and levels of overcrowding in Glasgow were notoriously bad and they 

compared unfavourably to the other Scottish cities and English urban regions 

of a similar industrial character.  There is broad agreement that this impacted 

adversely upon the population’s health, and it has been demonstrated 

statistically that indices like IMR and respiratory disease were directly 

affected by Glasgow’s inferior housing conditions.1367  However, this was 

unequally felt.  The distinct regional inequalities throughout the city were 

shaped by their housing standards.  As a result, certain districts were 

recognised health hazards.  Unsurprisingly these were the regions 

associated with the working class and their poorer survival rates.  Ambitious 

legislation in the interwar period meant that some of the city’s worst housing 

was destroyed as part of building and slum clearance campaigns.  This 

thesis addressed how far these developments were successful in improving 

public health.   

 

Undoubtedly, the houses built by Glasgow Corporation between the 

wars were structurally superior.  Important environmental gains were made 

and census data reveals some improvement in terms of overcrowding.  

However, the local authority housing built in Glasgow had the effect of 

accentuating inequalities due to the nature of the homes constructed.  The 

experience of improvement was uneven and the chief beneficiaries were the 

middle and ‘respectable’ tier of the working classes (e.g. ‘artisans’) able to 
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afford the superior ‘ordinary’ category of house, compared to poorer working 

class residents relocated to inferior ‘rehousing’ homes.  These inequalities 

were reflected in the health statistics returned from these homes with higher 

levels of IMR and infectious and respiratory disease being recorded in the 

‘rehousing’ schemes.  On the other hand, for others, particularly the 

unemployed, health experiences could deteriorate where the struggle to meet 

higher local authority rents, for example, meant that less could be spent on 

food.  Housing conditions among those affected by the loss of work were 

consistently and considerably worse, overcrowding was significantly higher, 

and the improvements which local authority housing could offer were often 

beyond their means.  Given the relationship between overcrowding, housing 

and physical condition, there can be little doubt that the housing conditions of 

the unemployed impacted adversely upon their health.   

 

As the diverse range of experience in relation to housing 

demonstrates, health in Glasgow was the outcome of a number of interacting 

variables.  Similarly, whilst the relationship between income and housing was 

clearly important, experiences also varied according to gender.  In Glasgow 

there is clear evidence that it was women’s health which suffered the most 

when housing was inadequate due to the more prolonged periods of time 

they spent within the home.  Indeed, the gendered nature of health in the 

interwar period is widely recognised.  A key feature of the historiography, this 

primarily relates to discussions of the era’s soaring maternal mortality rate 

and on how the female domestic role could impact adversely upon health.1368  

The rising level of maternal deaths represented an important obstacle for 

women’s wellbeing and the public health authorities.  Here, a number of state 

campaigns were also introduced – although it seems that this mortality rate 

was only halted by the introduction of the sulphonamides in the mid-

1930s.1369  This research has demonstrated that the women of Glasgow as a 

group experienced significant challenges to health.  However, in an attempt 
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to provide a more holistic view it has been emphasised that the experiences 

of ‘women’ were varied.  For example, while levels of maternal death and 

IMR were consistently higher for illegitimate births, the discrepancy in relation 

to infant mortality at least had decreased considerably by the end of the 

period.  On the other hand, the experience of Glasgow’s married women, 

particularly those from households distressed by the loss of work, was often 

affected by their biological role as mothers, and by their cultural position 

within the home and family.  The mental stresses of making ends meet and 

household incomes stretch was also more pronounced, and was a burden 

reflected by the growing incidence of dangerous self induced abortions.  This 

combined with the experience of domestic violence within the home, 

aggravated by masculine insecurities when male breadwinners lost their jobs 

during the recession, suggest that working class married women was one 

section of the population where standards of health could decline.1370  The 

health experiences of ‘women’ in Glasgow were not homogenous, varying 

with regards to age, marital status and the employment position of the 

household at least.   

 

Mitchell is one historian who also argues that the maternal mortality 

rate in the interwar period ‘simply reflects the deepening economic crisis and 

of its accentuated effect upon women’ due to the high incidence in areas like 

Glasgow notably affected by the Depression.1371  Here the value of 

disentangling the experience of different social groups to provide a more 

accurate understanding of the statistics is apparent.  While writers such as 

Winter and Mitchell claim that this questions the ‘optimist’ interpretation this 

has to be treated carefully.  Whilst offering support to the view that the health 

of women was undermined between the wars, the evidence from Glasgow 

suggests that often maternal mortality had little to do with the economic 

situation.  Undoubtedly, the challenges brought about by the recession 
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impacted to some extent upon the maternal death rate, where poverty and its 

aggravation of illnesses like tuberculosis could have an adverse effect on 

pregnancy.  Given the evidence of increasing mortality from tuberculosis 

among younger women of childbearing age in Glasgow this seems plausible.  

Nonetheless, maternal mortality did not obviously correlate with poverty.  In 

fact, in contrast with most other health indices, the risk of death during 

childbirth was as, if not more, pronounced for middle class women – a trend 

acknowledged by Loudon, Jones and Hardy.1372  Ironically, this was affected 

by what usually secured their better health – the ability to pay for private 

treatment – where unnecessary interference in the labour process by 

professional medical practitioners impacted adversely upon their maternal 

health.  Middle class women could also feel neglected by maternity services, 

where the efforts of public health authorities and the health facilities offered 

were overwhelmingly promoted to improve the health of the poorer classes.  

This is an interesting contrast to the typically favourable health records 

associated with those of a higher financial position, and it reiterates the value 

of considering the unique health experiences of individual groups to provide a 

more detailed understanding of what was going on in the interwar years.  

 

Considering the health of Glasgow’s unemployed community in 

isolation confirms this view.  Examining the direct impact of unemployment 

upon health is essentially impossible as it is so intrinsically linked with a host 

of other social, economic and environmental factors.  Burnett also notes that 

‘although there are many illustrations in the literature of severe hunger, 

mental and physical debility, harder evidence of the direct effects of 

unemployment upon health is difficult’ to find.1373  Indeed, to some extent this 

was also true in Glasgow.  Claims of malnourishment among the unemployed 

and their families, for example, were abundant.  However, this was harder to 

pin down from contemporary surveys which revealed that the diets of the 
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unemployed were less in terms of calories but not necessarily insufficient.  

Nevertheless, a host of evidence suggests that unemployment played an 

important role in determining health experiences.  Certainly, public relief 

offered some protection and it seems that this was fairly successful in 

ensuring that the health of distressed communities did not strikingly 

deteriorate.1374  However, in common with working class areas per se, the 

health of districts in Glasgow notably affected by unemployment failed to 

share equally in the overall gains of the population.  The physical condition of 

the unemployed also weakened, regularly alongside psychological state, and 

the Glasgow evidence supports Laybourn’s contention that ‘unemployment 

conditioned many aspects of working class life, made decisions for working 

people about the housing which they could afford [and] determined their 

physical health’, even if this is difficult to determine from aggregate 

statistics.1375  In Glasgow the unemployed undoubtedly experienced 

deteriorations in physical and mental wellbeing.  However, in line with the 

argument advanced in this thesis experiences were not universal.  The 

duration of unemployment was significant.  The physical and mental health of 

the long term unemployed was particularly affected – although occupational 

skill and the financial status this entailed meant that for skilled families less 

familiar and effective in dealing with poverty, deteriorations in health could be 

more severe and their perceived loss also deeper.1376  When faced with 

unemployment the degree of impact varied for different members of the 

population. 

 

However, it should be emphasised that out with the socio-economic 

effects of the recession, personal perceptions were also important.  

Examining the human dimension of statistics and the realities behind them is 

crucial to providing a more nuanced view of interwar public health.  For 
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instance, while the inferior physical and mental state of the unemployed was 

captured by both contemporary observers and oral testimonies, it is 

significant that illnesses and ailments were personally understood to be the 

result of unemployment without any conclusive relationship or medical 

certification.  As Hardy notes, ‘difficulties of interpretation arise in this period 

partly because of a significant difference in the experience of the nation and 

of different individual localities, as measured by standardised death rates, but 

also because perceptions of health and ill health were often confused by 

individual memory and experience.’1377  It is widely recognised that the 

effects of unemployment may not have been so severe as to result in death, 

and therefore may be inadequately accounted for by public health statistics.  

Nevertheless, it is also likely that because unemployment was such a 

prominent aspect of life for many, and restrictions on medical provisions, the 

tightening of domestic budgets affecting the supply of necessities within the 

home, and the greater length of time in which the unemployed had the 

opportunity to reflect on their illnesses, probably meant that periods of ill 

health were more acutely felt.  Thus, while medical evidence of the 

consequences of job loss is difficult to establish, the impact of unemployment 

upon health experiences was far more general than accounted for by 

numerical data and clinical exams.  As Thompson states, ‘analyses of 

mortality in the 1920s and 1930s must be anchored in the realities of lived 

experience.’1378   

 

Examining the daily lives of Glaswegians was essential to 

understanding their health.  Individuals were active agents in defining their 

own health experiences and standards of physical and mental wellbeing.  It is 

clear that the people of Glasgow often made direct attempts to improve their 

health or behaved in ways which were beneficial.  This is evidenced by the 

marketing of products featured in Glasgow newspapers which promised 

better health and the participation of men and women in the flourishing 
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physical culture and Keep Fit campaign.  In contrast, changing consumption 

patterns and unnecessary expenditure on leisure pursuits like smoking, 

drinking and gambling were often deleterious to health.  This research has 

shown that lifestyles and behaviours were often culturally rooted.  These 

similarly varied according to region, gender and class at least and they 

contributed to defining the health inequalities experienced across the city.  

Nevertheless, ultimately, the role of the individual complicates any 

generalisations which can be gleaned from the statistics.  For example, the 

subletting of rooms to additional families, and the crowding into one room for 

sleeping purposes when relocated to houses with extra space, could 

undermine the expected improvements of superior housing conditions.  The 

practice of domestic medicine within the home and the deliberate resistance 

of some to public health campaigns could also have harmful effects.  At the 

same time, adherence to cultural notions of respectability which ensured that 

homes were kept healthy, hygienic and clean, the range of survival strategies 

employed within the home to stave off the harmful effects of poverty, and the 

drive of some mothers to provide families with adequate and nourishing 

meals could have positive impacts.  Within the historiography, this kind of 

behaviour has been discussed most extensively with regards to women.  

However, a closer look at the realities of everyday life reveals that some 

fathers also refused food to protect their children, could reject medical 

treatment in favour of working to provide a family wage, and often they too 

played a significant role in health experiences within the home.  Indeed, 

when faced with the same circumstances, like unemployment, reactions to it 

and the extent and effectiveness in which survival strategies were employed, 

varied within different social groups and within individual families.  As 

Thompson points out, ‘each week, families were forced to make decisions as 

to the most effective way of apportioning their income to meet the various 

costs they faced.  Different families prioritized their requirements in vastly 

different ways.’1379  This also applied in Glasgow with diverse outcomes.   
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In the interwar period soaring rates of unemployment, increasing 

levels of poverty and financial austerity in the provision of medical services 

created a challenging backdrop for public health – particularly in industrial 

regions like Glasgow where the effects of the recession were severe.  

Conditions were worse in terms of poverty, unemployment and health when 

compared to Scottish national averages, the other Scottish cities Dundee, 

Aberdeen and Edinburgh, and industrial heartlands with similar industrial 

profiles like Liverpool and Manchester.  An ‘unhealthy city’ label features 

regularly in the historiography defining Glasgow as a place where the social 

problems of the Depression were pronounced and where ill health was acute.  

As such, it might have been expected that a ‘pessimist’ interpretation of ill 

health, premature death and inadequate diets would apply.   In fact, this 

research has shown that the public health profile of interwar Glasgow was far 

more complex.  Its health experience was contradictory and the statistics can 

be used to endorse both ‘optimist’ and ‘pessimist’ readings.  Laybourn has 

argued that ‘there is no contradiction in improving living standards occurring 

alongside acute poverty, and even worsening standards of life for a 

substantial minority of the nation.’1380  This also applied to local economies 

like Glasgow and its interwar health experience demonstrates the ‘paradox’ 

highlighted by writers like Glynn and Oxborrow.1381  For them, arbitrating 

between ‘optimist’ and ‘pessimist’ perspectives was unhelpful.  They argued 

that the period was one of ‘two faces’ – progress on the one hand and 

unemployment and poverty on the other; both were ‘real and both should 

have their place in any history of the interwar period.’1382  

 

 In terms of public health, the experience of Glasgow confirms this 

view.  Health improved for some but not others.  However, demonstrating 

where this was the case is complex.  This thesis argues that disentangling 

the diverse range of experience across the population goes some way to 
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providing a more accurate understanding of health in the interwar years.  

Adopting a multi-dimensional approach reveals that diversity and inequalities 

in health in relation to a number of social, economic, demographic and 

cultural factors characterised the city’s mortality and morbidity patterns more 

conclusively than improvements or deteriorations.  Indeed, it is important not 

to over simplify the historiographical debate on health in interwar Britain.  

Often those holding opposing views on the extent to which gains were made 

accept the broad groups where improvements occurred and often fell short, 

and all agree that experiences varied between and within individual sections 

of the population.1383  The argument here is that it is more useful to 

emphasise and explore these divergences to provide an alternative 

interpretation of the records.  By answering Mitchell’s plea to unravel and 

reassess the wide range of experience which existed, a more detailed and 

nuanced understanding of public health can transpire.1384    

 

The picture which emerges in Glasgow is one of health inequalities 

and individual experiences of the extent to which this was the case.  Indeed, 

Webster states that ‘the persistence of gross disparities between the sexes, 

or between social and occupational groups constitute the dominant features 

of the interwar pattern of health.’1385  The conclusions drawn from this 

research suggest that a comparative approach is a useful method for 

comprehending the intricacies of the period.1386  Szreter claims that ‘in any 

field of investigation, there needs to be a preparedness to modify and revise 

pre-formed, overly neat analytical categories and models in recognition of the 

diversity of different contexts and of empirical findings.’1387  This thesis 

similarly argues that eschewing the ‘optimist-pessimist’ debate, and 
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emphasising the wide range of experience across the population, can provide 

a more holistic view of health in the twenties and thirties.  It seems unhelpful 

to try to assert a broad generalisation on standards of health when 

experiences were so varied.  As Webster notes, ‘such persisting sex, class, 

occupational and regional inequalities are quite as valid a representation of 

reality, and as important historically, as the decline in average rates of 

mortality.’1388   

 

Emphasising, engaging with and evaluating these divergences 

provides an alternative interpretive framework and a more detailed 

understanding of interwar health trends, whilst accounting for the realities 

behind the statistics and actual health experiences.  Between 1919 and 1939 

Glasgow was an ‘unhealthy city’ in relation to other Scottish cities and 

English urban areas of a similar industrial profile.  However, the physical and 

mental condition of the population, both perceived and actual, was 

characterised by diversity and it is more precise to understand public health 

in terms of inequalities.  This thesis suggests that health in Glasgow in the 

interwar years was a complex and intricate lattice, characterised by marked 

variations in experience influenced by a wide range of interacting social, 

cultural and economic factors.  Clearly some individuals and some groups 

fared better than others.  As the nation’s health is again challenged by the 

social consequences of recession it may be the case that these issues will 

resurface.  Glasgow still retains its unenviable record of being an ‘unhealthy 

city’.  Macdonald points out that even by the end of the twentieth century ‘six 

parliamentary constituencies recording the highest levels of premature 

mortality in the UK were all located in Glasgow.’1389  Stewart has similarly 

discussed how in 2008 the Scottish Government recognised: 
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That while taken as a whole the country’s health was improving, ‘the 

fact is that some (health) inequalities are widening’ [my italics].  These 

derived from various sources, including personal lifestyle issues such 

as smoking as well as broader socio-cultural and environmental 

factors.  There thus remained ‘many challenges to overcome to tackle 

the country’s poor health record.’1390   

In light of the research findings promoted in The Spirit Level by Wilkinson and 

Pickett – that not only health, but a range of other performance indicators 

were significantly better in societies were relative inequalities were less – this 

is important.1391   As recently as 2011, the influential report by the 

Commission on the Future Delivery of Public Services in Scotland described 

the country as ‘a paradoxical tapestry of rich resources, inventive humanity, 

gross inequalities, and persistent levels of poor health and deprivation.’1392  

The similarities are striking and it seems that the health inequalities of the 

interwar period have an important historical legacy.  One local woman 

recalled of growing up, ‘Glasgow was always a city of contrasts.’1393  This 

was true of public health in interwar Glasgow, 1919-1939, and it is still true 

today. 
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Appendices 

 

Appendix 3.1: Age composition of Glasgow as a percentage of the population 
 

 Population 1921 Percentage Population 1931 Percentage 

0-4 years 101573 9.8 98977 9.1 

5-9 years 100337 9.7 104136 9.6 

10 -14 years 101576 9.8 94483 8.7 

15-19 years 100934 9.8 100006 9.2 

20-24 years 96090 9.3 98667 9.1 

25-34 years 163220 15.8 173995 16 

35-44 years 140665 13.6 143038 13.1 

45-54 years 115391 11.2 123896 11.4 

55-64 years 70694 6.8 90673 8.3 

65-74 years 33338 3.2 46347 4.3 

75+ years 10208  1 14170 1.3 

Total 1034026 100 1088388 100 

SOURCE: Census Report, Glasgow, 1921 and 1931; Jones, Life Expectancy, p. 32. 
 

 

 

 

Appendix 3.2:  Birth rate per 1,000 living in Glasgow, 1919-39  

 
SOURCE: RMOHG 1919-39. 
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Appendix 3.3: Height (H) and weight (W) of Glasgow school children, 1919-
39 (pounds and inches) 

 

 

 

 
SOURCE: RMITSC 1919-39. 
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Appendix 3.4: Average height and weight of Glasgow school children in two 
year intervals, 1920-39 

 

 

 
SOURCE: RMITSC 1920-39. 
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Appendix 3.5: Methodology used to calculate the death rate of the school and 
pre-school population  

 

According to the corrected population figures published by Glasgow 

Corporation, the death rate for children of school age decreased from 3.5 to 

3.2 per thousand, or by 8.6 per cent1394 (or 3.7 to 3.2 per 1,000 based on the 

1921 census data, 13.5 per cent) between 1921 and 1931.  The death rate 

for children of pre-school age fell from 18.8 to 17.2, or by 8.5 per cent (or 

19.5 to 17.2 per 1,000, 11.8 per cent) in the same period.  Age-specific 

mortality data was published annually in the MOH annual reports.  However, 

an age-specific death rate for the pre and school age population could only 

be calculated for 1921 and 1931 since age-specific population data was only 

available in census years.  The age-group 5-9 years was considered children 

of school age.  This was consistent with the population breakdown provided 

by the census.  The school age death rate was calculated from the mortality 

data of children aged 5 years to less than 10 years.  This was considered 

alongside the population data for children aged 5-9 years, based on the 

corrected population data published by Glasgow Corporation and as per the 

figures published in the actual census reports (see chapter 3).   

 

Children aged 1-4 years were defined as being ‘pre-school age’.  To 

calculate the pre-school age death rate, the mortality figures for children less 

than two years (i.e. 1 year or more but less than 2 years) and less than five 

years (i.e. 2 years or more but less than 5 years) were added and used 

alongside the population rates for children aged 1-4 years.  The infant death 

rate i.e. deaths among children under one year old was excluded from this 

analysis on the grounds that one of the primary concerns at both the local 

and national level was to control and improve the infant death rate.  

Contrastingly, a gap in the health care system existed where children of pre-

school age were neglected from any particular public health focus.  However, 

                                                             
1394

 This was 9.6 per cent if mortality data was not rounded to one decimal place before the 
percentage was calculated. 



376 
 

the 1-4 year age group proved to be statistically awkward.  The 1921 census 

report, and Glasgow Corporation’s adjusted figures, publishes the population 

data for children aged 0-4 years only, compared to the 1931 census report 

which publishes the 0 years and 1-4 years population figures separately.  

The 1931 census report does publish the preceding census data i.e. the 1921 

population data in the format 0 years and 1-4 years.  However, the 1931 

census report publishes the 1921 population figures inclusive of population 

changes which took place due to the 1925 Glasgow Boundaries Act.  

Therefore the 1-4 year population data for 1921 published in the 1931 census 

report is not strictly comparable with the mortality figures published by the 

MOH in 1921, which obviously fail to account for the deaths which occurred 

in the areas now included as Glasgow under the Act.   

 

Consequently, the percentage of the 0-4 population which was 0 in 

1921 (based on the figures published in the 1931 census report including the 

new boundary) was calculated.  This was found to be approximately 25 per 

cent, and was applied to the actual figures published for 1921 in the census 

report, and to those published by Glasgow Corporation.  Regardless of what 

population data was used, the rate of mortality decline was faster among the 

school age group (see above).  Even when using the age-specific 

populations published for 1921 in the 1931 report inclusive of the new 

boundaries, the same discrepancy was observed.  The numerical 

shortcomings of this calculation and comparison should be kept in mind.  

However, the poorer health record of the pre-school population was also 

observed and accepted in official reports suggesting that there is some truth 

behind this flawed analysis. 
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Appendix 3.6: Percentage of school children with marked and slight rickets in 
Glasgow, 1921-1938 

 

 

 
SOURCE: RMITSC 1921-38. 
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Appendix 3.7: Person per acre figures for residential and working class areas 
of Glasgow, 1921-25 and 1935-39  
 
 

Working 
Class 

Cowcaddens Dalmarnock Hutchesontown Gorbals Govan 

1921 91 143 108 207 69 

1922 89 147 109 212 72 

1923 88 146 146 212 72 

1924 86 146 110 210 72 

1925 85 146 110 208 72 

1926 84 146 110 207 72 

1927 84 146 107 204 72 

1928 83 145 109 202 74 

1929 80 138 109 199 74 

1930 73 128 100 180 68 

1931 73 124 100 186 68 

1932 73 124 99 182 68 

1933 72 124 99 180 67 

1934 72 123 100 178 67 

1935 71 118 97 173 70 

1936 71 113 96 174 73 

1937 69 109 95 170 72 

1938 67 109 95 168 71 

1939 
 

67 109 94 169 71 
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SOURCE: RMOHG 1921-39. 
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 Note that where density decreases alongside a simultaneous increase in population (like 
in Pollokshields and Pollokshaws) this can be explained by the extension of city boundaries 
(see RMOHG 1926, pp. 11-4, 251 for details on the impact of the extension in 1926, and 
RMOHG 1938, p. 256 for that in 1938). 

Working 
Class 

Cowlairs Parkhead Shettleston 
and Tollcross 

Provan Maryhill Springburn
1395

 

1921 62 42 35 29 37 22 

1922 58 43 37 33 29 25 

1923 58 43 37 35 30 25 

1924 58 43 39 36 30 26 

1925 58 44 38 36 29 26 

1926 59 44 39 36 30 27 

1927 59 45 35 29 19 10 

1928 58 47 38 29 19 11 

1929 58 47 40 32 19 12 

1930 52 43 38 32 19 11 

1931 49 45 39 33 18 11 

1932 50 44 39 33 19 9 

1933 50 44 39 32 19 9 

1934 50 46 43 33 19 9 

1935 49 46 45 33 20 9 

1936 48 48 46 35 21 10 

1937 50 47 46 35 20 9 

1938 52 47 33 16 13 6 

1939 52 47 33 16 13 6 

Residential Cathcart Langside Pollokshields Kelvinside Camphill Pollokshaws 

1921 21 44 12 21 62 54 

1922 20 44 11 19 45 55 

1923 20 44 13 20 57 55 

1924 21 44 16 20 57 56 

1925 21 45 16 20 57 56 

1926 22 45 16 21 57 56 

1927 14 35 7 21 58 12 

1928 15 35 7 22 59 13 

1929 19 35 7 22 59 13 

1930 20 32 6 21 54 12 

1931 20 32 6 21 52 11 

1932 23 33 6 22 53 13 

1933 24 33 7 23 52 13 

1934 24 33 8 25 52 13 

1935 24 34 9 23 51 14 

1936 24 35 9 23 52 14 

1937 24 34 9 23 51 13 

1938 11 34 9 24 51 8 

1939 11 34 9 24 51 8 
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Appendix 3.8: Map showing housing construction in Glasgow according to 
region, housing act, and ‘ordinary’, ‘intermediate’ and ‘rehousing’ 
classification, 1919-1939 
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Appendix 3.9: Average population in selected residential and working class 
areas of Glasgow, 1921-25 and 1935-391396 

 Residential  Working 
Class  

1921 19379.8 
 

44639 
 

1922 18446 
 

45049.8 
 

1923 19350 
 

45001.5 
 

1924 20486.8 
 

44607.8 
 

1925 20604.8 
 

44447.3 
 

1935 27377 
 

37453.3 
 

1936 27810.3 
 

37040 
 

1937 27828.8 
 

36179 
 

1938 28281.5 
 

35728 
 

1939 28512.5 
 

35737.3 
 

 

  SOURCE: RMOHG 1921-39. 

 
 
 

 
 
 
 

 

 

   

 

 

 

 

 

 

 

 

 

 
                                                             
1396

 Average based on Cathcart, Langside, Pollokshields and Camphill for residential, and 
Cowcaddens, Dalmarnock, Hutchesontown and Gorbals for working class (as per 
classification explanation in chapter 3). 
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Appendix 3.10: Average birth rate per million in selected residential and 
working class areas of Glasgow, 1921-25 and 1935-39 

 Residential  Working 
Class  

1921 13951.5 34927.8 
 

1922 13636.3 33413 
 

1923 13653.8 31554 
 

1924 13632 29357.3 
 

1925 12584.8 29105 
 

1935 10598 
 

27101.8 
 

1936 10727.8 
 

27250 
 

1937 11949.5 
 

26640.5 
 

1938 10836.8 
 

27099 
 

1939 10848 
 

26781 
 

   SOURCE: RMOHG 1921-39. 

 

Appendix 4.1: Vital statistics of typical clearance and improvement areas 
which have been carried out 

 1923 1923 1923 1923 1926 1926 

Area Clyde & 
Piccadilly 
St. 

Richard St. 
(Southside) 

Richard St. 
(Northside) 

Muse 
Lane 

Water 
St. 

Rose St. 

Death rate 
all causes 

30.9 31.65 24.82 22.1 25.7 32.2 

Resp. 
Disease 

6.3 7.39 6.6 5.7 5.2 10.1 

Pulmonary 
tuberculosis 

2.5 2.65 2.21 2.3 1.84 1.6 

IMR 191.4 166.02 136.1 147.8 148 190 

 1927 1927 1928 1928 1929 1933 

Area Coalhill 
St. 

Rumford St. Possil Rd. Whitelaw 
St. 

Calton Garngad 

Death rate 
all causes 

24.57 24.45 24.93 20.26 22.48 28.99 

Resp. 
Disease 

6.14 6.08 5.80 4.14 4.63 7.25 

Pulmonary 
tuberculosis 

1.87 2.83 0.87 1.74 1.69 1.96 

IMR 174 138 191 193 141 178 
SOURCE: RMOHG 1933, p. 151. 
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Appendix 5.1:  Age-sex distribution of mortality in Glasgow, 1921-25 and 

1931-351397 

 
1921 1922 1923 

 Male Female Male Female Male Female 

0-4  

Years 

48.0
1398

 (49.9) 39.6 (41.2) 62.3 (64.7) 51.5 (53.5) 42.2 (43.8) 34.4 (35.7) 

5-9  
Years 

3.7 (3.9) 3.3 (3.4) 3.3 (3.4) 3.1 (3.3) 3.3 (3.4) 2.8 (2.9) 

10-14 
years 

2.3 (2.4) 2.1 (2.1) 2.3 (2.4) 2.3 (2.3) 1.8 (1.8) 2.0 (2.1) 

15-19 
years 

3.7 (3.8) 3.1 (3.2) 3.2 (3.4) 3.5 (3.6) 2.9 (3.1) 3.0 (3.1) 

20-24 

years 

3.5 (3.6) 3.9 (4.0) 4.3 (4.5) 4.7 (4.9) 4.3 (4.5) 3.4 (3.5) 

25-34 
years 

4.9 (5.1) 5.2 (5.4) 6.0 (6.2) 5.9 (6.1) 4.3 (4.4) 4.6 (4.8) 

35-44 
years 

8.3 (8.6) 7.6 (7.9) 8.5 (8.8) 8.1 (8.4) 8.1 (8.4) 6.3 (6.6) 

45-54 
years 

15.4 (16.0) 12.1 (12.6) 15.5 (16.2) 12.6 (13.1) 14.5 (15.1) 11.7 (12.2) 

55-64 

years 

32.7 (34.0) 25.3 (26.3) 34.7 (36.1) 27.9 (29.0) 31.6 (32.8) 26.6 (27.6) 

65-75 
years 

73.6 (76.5) 55.8 (58.0) 78.7 (81.8) 61.5 (64.0) 77.7 (80.8) 62.7 (65.1) 

75+ 
years 

172.2 (178.9) 145.0 (152.1) 186.6 (193.9) 166.0 (174.2) 165.4 (171.9) 154.4 (162.0) 

 

 1924  1925  

 Male Female Male Female 

0-4  
Years 

54.1 (56.2) 44.7 (46.5) 42.8 (44.5) 33.5 (34.8) 

5-9  

Years 

2.8 (2.9) 2.8 (2.9) 2.7 (2.8) 2.7 (2.8) 

10-14 
years 

2.2 (2.3) 2.0 (2.0) 2.1 (2.2) 2.3 (2.4) 

15-19 
years 

3.1 (3.2) 3.4 (3.5) 2.8 (2.9) 3.1 (3.2) 

20-24 
years 

4.4 (4.5) 3.5 (3.6) 4.5 (4.7) 4.0 (4.1) 

25-34 

years 

4.6 (4.8) 5.2 (5.4) 4.4 (4.6) 4.7 (4.9) 

35-44 
years 

8.0 (8.3) 7.4 (7.7) 8.1 (8.4) 6.7 (7.0) 

45-54 
years 

15.4 (16.0) 13.3 (13.8) 14.0 (14.5) 11.6 (12.1) 

55-64 
years 

33.9 (35.2) 27.5 (28.6) 34.1 (35.5) 29.0 (30.1) 

65-75 

years 

80.4 (83.5) 67.0 (69.7) 82.6 (85.9) 65.6 (68.2) 

75+ 
years 

199.0 (206.8) 172.4 (181.0) 192.5 (200.1) 156.7 (164.4) 

 

 

 

                                                             
1397

 Bold print represents instances when the age-specific death rate was greater among 
females. 
1398

 These figures are based on the corrected population data published by Glasgow 
Corporation. The figures in brackets are based on the population data published in the 1921 
census report (see chapter 3 for explanation).   
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SOURCE: RMOHG 1921-1935; Census Report, City of Glasgow, 1921 and 1931; Jones, Expectation of Life, p. 32. 
 

 

 

 

 

 

 

 

 1931  1932  1933  

 Male Female Male Female Male Female 

0-4  
Years 

41.8 33.9 39.9 32.8 51.9 24.1 

5-9  
Years 

3.5 2.8 3.2 2.6 2.8 2.3 

10-14 

years 

2.1 2.1 2.3 2.2 2.3 2.0 

15-19 
years 

3.5 3.2 3.4 3.5 3.6 2.6 

20-24 
years 

4.1 3.6 4.0 4.0 3.6 3.6 

25-34 
years 

4.2 4.2 4.8 5.1 4.5 4.1 

35-44 

years 

7.8 5.8 8.2 6.5 7.4 5.6 

45-54 
years 

13.9 10.3 14.5 10.9 14.5 9.6 

55-64 
years 

28.2 23.0 29.3 25.4 30.3 22.9 

65-75 
years 

72.2 53.7 71.0 55.0 73.7 55.3 

75+ years 155.2 147.6 185.5 157.4 177.9 153.0 

 1934  1935  

 Male Female Male Female 

0-4 

years 

37.3 28.8 32.4 25.1 

5-9 
years 

3.1 2.6 2.1 2.3 

10-14 
years 

2.1 2.1 1.9 2.1 

15-19 

years 

2.3 2.7 2.8 3.0 

20-24 

years 

3.6 3.7 3.3 3.7 

25-34 
years 

4.6 4.0 4.4 4.4 

35-44 
years 

7.5 5.6 7.8 6.2 

45-54 

years 

14.2 10.4 15.0 10.8 

55-64 

years 

29.3 23.5 30.1 25.0 

65-75 
years 

73.8 53.5 81.2 57.5 

75+ 
years 

184.8 154.6 205.1 173.7 
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Appendix 5.2: Case rate of puerperal fever per 1,000 births in all regions 

mentioned by the MOH for Glasgow as working class and residential1399  

Working class 1927 1929 1930 1933 1934 1935 1936 1937 1938 

Parkhead * * * 10 * * * 29 * 

Hutchesontown * * 25.5 * 18.8 (20) * * * 22.9 

(21) 

Gorbals * * 17.6 17.6 (20) 22.8 (27) 27 29 25 16 
(20) 

Springburn * * * * * * 9 * * 

Whitevale * * * * * * 32 * * 

Calton 9.9 8.7 5 5 27 28 * 23 * 

Mile-end 7.8 * * * * * * * 27.6 

Provan * * 5 18 (17) 25.87 

(23) 

25 * * 26.8 

(28) 

Shettleston and 
Tollcross 

* * * 24 (20) * * * * * 

Govan * * * 19.3 (17) * * * * * 

Cowcaddens * * * 10 * * * 22 * 

Dalmarnock * * * 16.8 (16) * * * 23  

Anderston * * 28.9 * * * * * * 

Yoker * * * 2.4 * * * * * 

Exchange * * * (1) (4) * * * * 

Residential  

Pollokshields 8.8 2.9 0 0 * * * * * 

Kelvinside * * 5.4 6.6 (1) 30 * 30 5 * 

Pollokshaws * * 5.9 * 10.1 (4) * * 5 * 

Camphill * * 9.9 10.8 (2) 20.4 (4) 10 9 * * 

Park * * 37.8 * * * 4 * * 

Langside 9.7 * * 0 12.5 (2) * * * 0 

Cathcart * * * 5.2 (2) * 8 8 5 * 

Blythswood * * * 47 14 * * 22 * 

SOURCE: RMOHG 1928-39. 

 

 

 

 

 

 

 

 

 

 

                                                             
1399

 Number of cases in brackets. 
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Appendix 5.3: Mortality rate per 1,000 births from puerperal fever in all 
regions mentioned by the MOH for Glasgow as working class and 
residential1400 

Working class 1927 1928 1929 1930 1933 1934 1935 1936 1937 

Hutchesontown * * * 1.8 * 3.8 * * * 

Gorbals * * * * * * 6.21(7) 5.1 (6) 0 

Cowcaddens * * * * 6 * * * 0 

Dalmarnock * * * * * * * * 6.3 (5) 

Springburn * * * 7.8 0 * * * * 

Townhead * * * 7.5 0 * * * * 

Whitevale * * * 0  0 * * * 

Exchange * * * 0 6 * * 0 * 

Maryhill * * * 1.7 0 0 0 * 5.3 (3) 

Calton * 4.9 1.1 1.09 1 * * * * 

Mile-end * 1.3 * 1.5 * * 0 * 0 

Provan * * * 1.5 * * * * 3.6 (4) 

Shettleston and Tollcross * * * * * 4.3 (4) 5.8 (6) * (3) 

Govan * * * * 0 * * (3) * 

Parkhead * * * * 8 (4) * (4) * 

Anderston * * * 4.8 0 * * * 0 

Yoker * * * * * 0 0 * 0 

Residential   

Pollokshields 2.9 * 2.9 0 0 * 8 4 0 

Pollokshaws * * * * * * * * * 

Camphill * * * 0 * 10 0 4 0 

Langside 0 * * 12.2 0 12 * 0 * 

Park * * * 10.8 10 * 0 0 11 (3) 

Kelvinside * * * * 7 * 12 0 * 

Cathcart * * * 0 0 0 * 0 * 

Blythswood * * * 0 5 * * * * 

SOURCE: RMOHG 1928-39. 

 

 

 

 

 

 

 

 

                                                             
1400

 Number of cases in brackets. 
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Appendix 5.4: Case rate of puerperal fever per 1,000 births in residential and 
working class regions, 1924, 1928 and 1939 

Case rate of puerperal fever per 1,000 births 1924 1928 1939 

 
Residential Pollokshields 18.5 8.5 15.6 

 

Camphill 3.4 33.2 10.6 

Langside 4.1 0 10.7 

Cathcart 5.4 4.7 14.6 

Average 7.8 11.6 12.9 

Working Class Dalmarnock 4.2 14.5 21.4 

 

Cowcaddens 8.5 20.4 22.1 

Hutchesontown 5.8 9.3 36.4 

Gorbals 8.9 14.8 31.0 

Average 6.9 14.7 27.7 
 

This is a sample of weekly returns collated by the MOH for the annual reports 

on health in Glasgow.  1924 was chosen simply because it was the earliest 

date made available; 1928 because this was the year in which the case rate 

of puerperal fever was highest in the city; and 1939 the end of the period 

under review.  It is noticeable in 1924 that the average rate is higher in 

residential areas due to an outbreak in Pollokshields, and that the individual 

case rates in each ward do not strikingly illustrate social inequalities in the 

way that other mortality data (like the death rate and IMR) do.   

In 1928, the average case rate was higher among working class compared to 

residential areas.  However, it is significant that the overwhelmingly highest 

rate recorded that year was in residential Camphill and that the average rate 

has been affected by no cases occurring in the Langside district that year. By 

1939 it seems that typical class inequalities had been reinstated. 

Without further examination, it is impossible to state with any accuracy 

conclusions regarding the class composition of the incidence of puerperal 

fever.  Given that the two (significantly) highest case rates in 1924 and 1928 

were in residential regions does certainly suggest that the relation between 

this disease and class is ambiguous, and that the disease was as much of a 

threat in residential areas as working class ones.  
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