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NO final word is going to be said
today, or for a long time, on the

precise effects of housing on health, any
more than any final word can be said
on other very broad problems, such, for
instance, as the relative importance of
heredity and environment. Even if we
were able to establish precise limits to
what we mean by housing and to what
we mean by health-on which there can
hardly be complete agreement-the in-
terrelation of socio-economic facts with
housing, on the one hand, and with
health, on the other, would make im-
possible any clear-cut determination of
the effects of housing per se on health.
Bad housing is a symptom of low

economic status; poor health, to a de-
gree, is another symptom. And, to make
matters more confusing, any element of
bad housing which we choose to employ
as a basis for comparisons stands not
by itself, but is an index of bad housing
in general. Thus, when I show, as I
shall, higher rates for pneumonia or
tuberculosis in crowded than in un-
crowded households, it is not going to
be possible to say that the crowding
itself has produced all the excess. Per-
haps the excess is primarily due to some
other element in bad housing; perhaps
it is in part a reflection of inadequate
food, or insufficient medical care, or
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other deficiencies due to lack of money;
perhaps, indeed, in many instances ill-
ness has lowered the income of the fam-
ily so that it is not possible to ascribe
the excess to economic factors at all.
However, there is a good deal that we
can tell the public now about healthful
housing.

Good housing is important. It is, I
believe, the right of all persons. It would
be their right whether or not their health
were seriously affected. It is doubly
their right since their health is seriously
affected. For, just because we are not
able to evaluate the precise influence of
the various elements of bad housing on
the occurrence of disease, we are not
entitled to come to the negative position
that there is no influence. In fact, if
under a definition of housing, we choose
to include crowding, proper sanitation,
playground space, and home environ-
ment in general, and if at the same time
we choose to include under health the
maintenance of a state of physical, men-
tal, and social efficiency, the causative
relation becomes quite obvious.
Many examples could be cited to

bring out this point, or reference made
to such standards as the " Basic Prin-
ciples of Healthful Housing " of the
Committee on the Hygiene of Housing
of this Association 1-which in them-
selves constitute new light on the rela-
tion of housing to health. It is my
purpose, however, not to list examples,
but to present some statistical data,
which, although suffering from the limi-
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tations just discussed, are still striking
enough and new enough to be of interest
to you. They are taken from data col-
lected in the National Health Survey, a
house-to-house canvass of illness and
medical care in relation to economic and
social factors, made by the U. S. Public
Health Service in 1935-1936 in coopera-
tion with the Work Projects Adminis-
tration. Information was obtained from
a responsible member of the household.
The analysis covered 23/2 million per-
sons in 83 cities scattered over 18 states.
In large cities a random sample of the
population was obtained; in smaller
cities the total population was covered.
I shall not discuss the survey technics
further, since they have been adequately
described in reports already published.
Also I shall not attempt even to sum-
marize all of the Health Survey data
collected on housing, which include the
extent of poor housing in urban areas
and its relation to economic status, color,
and other factors.2 For the present pur-
pose it must suffice to show a few charts
of outstanding findings bearing particu-
larly on the relation of housing to health.

First, let us consider the association
of the common communicable diseases
of childhood with crowding. Crowding
is expressed for this purpose as persons
per habitable room, and was calculated
separately for each household. The
groups used are (a) households with
one person or less per room, (b) house-
holds with more than one person and
not more than one and one-half, and
(c) households with more than one and
one-half. The percentages of households
falling into these three groups were,
respectively, 75, 17, and 8. A more
severe degree of crowding could have
been selected, but the percentage of
households in the group would have
been less.

It may be stated that some of these
diseases, particularly diphtheria and
mumps, show very much higher rates in
crowded households than in uncrowded

ones; but to save time I have concen-
trated on perhaps the most striking fact
with respect to this category of diseases,
namely, the tendency for them to occur
at an earlier age in such households.
Hence in the chart (Figure 1) are

shown, not the actual rates, but the
ratios of the rate in the age group under
5 to that in the age group 5 to 9. Where
this ratio is relatively high, it indicates
an earlier age incidence. Obviously the
ratio will, apart from questions of crowd-
ing, tend to be much higher for some
diseases than for others (whooping-
cough as against mumps, for instance).
The bars have therefore been placed on
a relative basis, those for the group with
one person or less per room being made
equal (as shown by the dotted line).
What is seen in the chart is that the

crowded households have a longer bar
for each of the seven diseases, clearly
demonstrating that the cases occur rela-
tively earlier in the crowded households
for every one of the diseases listed. The
earlier occurrence of these communicable
diseases in crowded households is of
significance because of the higher rate
of fatality at the early ages.

Comparisons of health survey illness
rates against degree of crowding have
been made for a number of diseases in
addition to those shown in this chart,
family income being included in the
comparisons. To 'obtain sharply dis-
tinguished groups as to over-all housing
conditions, we might contrast (a) the
low income (relief) group with more
than one and one-half persons per room,
and (b) the all income group with one
person or less per room. On this basis
there is an excess for all causes of ill-
nesses disabling for a week or more of
nearly 75 per cent; for tuberculosis
(under 65 years of age) of 350 per cent;
for pneumonia, of 150 per cent; for
rheumatism (adults) of more than 100
per cent; and for influenza of 35 per
cent.3 Clearly, in the light of my intro-
ductory comments, all of this excess
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FIGURE 1

COMMON COMMUNICABLE DISEASES OF CHILDHOOD

RATIO OF FREQUENCY IN AGE
GROUP UNDER 5 TO THAT IN
AGE GROUP 5 - 9.
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cannot be regarded as due to crowding.
In the published reports the data are
shown by income, with the necessary
explanations; but I suspect we lean
over backward when we attempt to
make housing comparisons within the
same income groups, since, at low in-
come levels, homes which do not show
crowding may still be substandard.

For one disease- tuberculosis- an
attempt has been made to deal with the
so-called " secondary" attack rate in
relation to crowding, since the effect of
bad housing might be expected to be
reflected most clearly in the occurrence
of " secondary " cases into households
into which cases had already been in-
troduced. Households in which a " pri-

mary " case of tuberculosis was reported
as first noticed within 24 months of the
day of the visit have been considered.
All persons in these households, except
those with the " primary " case, have
been regarded as contacts, and only
persons related to the head of the house-
hold are included.
The " secondary " attack rate (ex-

pressed in terms of the number of
"secondary" cases per 1,000 years of
observation) was 43 for the relief group
with more than one and one-half per-
sons per room; and 14 for the all income
group with one person or less per room
-an excess of 200 per cent. In Figure
2, these "secondary" attack rates are
exhibited. The rates for the group with
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one person or less per room have been
assigned bars of the same length to
facilitate the relative comparison. In
the top section, we have attempted to
eliminate the factor of income by ad-
justment to a standard income distribu-
tion. As indicated previously, in doing
so we have probably leaned over back-
ward. Hence, this is a conservative
statement. For the total group under
65. years of age, the excess in the
" secondary " attack rate in the crowded
households (with the effect of income
eliminated, as described) is not great-
under 20 per cent. However, for chil-
dren it is 80 per cent. You will observe
that a series of bars is shown separately
for the relief group. The excess is quite
marked, both for all ages under 65 and
for children.

Although I am attempting to cover a
good deal of ground in a short discus-
sion, I cannot help but pause to refer to
the continuing significance of tubercu-
losis. Sometimes we lull ourselves with
the thought that it has declined from

first cause of death to sixth, without
realizing that it remains today the most
important disease cause of death among
young adults, and a vast problem from
the point of view of cost of treatment
as well. In this connection the close
association with housing which we have
just illustrated is significant.
At this point let us leave the index of

crowding and consider the incidence of
digestive diseases in relation to the pres-
ence of sanitary facilities. The compari-
son, it is to be remarked, is still con-
fined to urban areas. Substitution of
sanitary facilities for crowding as a
classifying item does not change the
approach as much as one might think,
since there is a marked association be-
tween the two; however, it did seem
that, in the case of digestive diseases, a
slightly more direct comparison was
possible by the use of this index. Ac-
cordingly the households have been
classified on the basis of whether they
had an inside flush toilet for their ex-
clusive use. Households with " com-

FIGURE 2
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FIGURE 3
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munal toilets " or without inside flush
toilets at all formed the other group
(see Figure 3).
The diseases have been classed in

three categories: indigestion and similar
stomach ailments; diarrhea and enter-
itis; typhoid fever. The rates will be
the annual frequency of cases disabling
for a week or longer. It will be noted
that the actual rates are given in the
column of figures. As in previous charts,
the relative excess in poor housing has
been shown by the use of ratios-here
the ratio of the rate in households with-
out private inside flush toilets to that in
households with such facilities.
The greatest excess appears for ty-

phoid fever; but both of the other
groups show a significant difference. It
may be stated that a further group of
diseases of the digestive system, not

expected a priori to bear a relation to
sanitary facilities, did not as a matter
of fact show such a relation.

Although one is not able to say that
all of the excess observed in this chart
is due to the lack of private inside flush
toilet per se, the data suggest that a
large part of such excess may be.

Finally, as to home accidents. The
illness record of the Health Survey in-
cluded accidents which had caused dis-
ability for a week or more during the
12 months prior to the day of the visit,
and the enumerator was required to
determine for such accidents whether
they occurred in the home. Some in-
formation on type of the accident (fall,
burn, etc.) was also obtained. For the
present discussion, I am confining at-
tention to the frequency of such home
accidents in relation to monthly rental
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FIGURE 4
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or (in the case of owner-occupied dwell-
ings) estimated value. For the rented
dwellings, distinction is made between
multiple (i.e., apartments, flats, etc.)
and single types (see Figure 4).

In each of the three groups, it is clear
that as the rental or value of the house
goes down, the rate of home accidents
goes up. On the average it may be felt
that the lower the rental or value, the
more dilapidated the dwelling is likely
to be, the darker the rooms, the greater
the accident and fire hazard. The chart
thus suggests that there is a greater
accident hazard due to poor housing.

I recognize that these comparisons
miss many fundamentals of the housing
problem in its relation to health. We
have no measures of the development of
neuroses or inferiority complexes. The
public health nurse will tell you of the
difficulties of giving adequate care in
substandard homes-equally true with

respect to medical care in general, al-
ways a serious problem in low income
families. Vast sociological questions un-
touched in the data I have presented
impinge on health. The diminished op-
portunities of persons living in slums
mean in part diminished opportunities
for positive health. Furthermore, statis-
tics are abstract and fail to depict
clearly the tragic situation with respect
to individual families. But perhaps
enough has been said to point the wav.

Despite the impossibility of assessing
the precise effect of housing conditions
per se, it seems to me that the National
Health Survey data, as briefly sum-
marized here, have established an impor-
tant broad association between housing
and health. Illness rates were found to
be higher in congested households, espe-
cially for certain diagnoses; digestive
diseases were substantially more fre-
quent in households not having private
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inside flush toilets; serious home acci-
dents rose with drop in rental or value.
What has been demonstrated most
clearly is that this excess illness rate,
in whatever degree it is to be ascribed
to bad housing itself, occurs in the low-
income, poorly housed populations who
are least able to meet the burden of
disease. For it is manifest that at the
heart of the housing problem lies the
economic problem. A large proportion
of the population of this country are not
receiving incomes adequate to insure a
suitable standard of living. Housing is
only one symptom of this maladjust-
ment. It must be attacked as a symp-
tom, but not without realizing that the
underlying issue is that of securing a
better distribution of income and greater
security against the disastrous effects of
depressions. Even in this critical period,
the safeguarding and furthering of sound
social values are important- perhaps
more important than ever-both in the
extension of health programs to the en-
tire population and in the improvement
of housing conditions.
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