Public Health Legislation
In the nineteenth century, as now, the effectiveness of legislation depended on many factors. Some of these factors are:

· The acceptance by the general public that the legislation is necessary and/or desirable;

· The lack of legal loopholes in the legislation;

· The existence of an infrastructure to implement the legislation;

· The existence of personnel to implement the legislation.

In the 1840s not all of these factors were present all of the time for all of the legislation connected with public health reform.

The 1844 report of the Royal Commission into the sanitary Condition of Large Towns and populous Districts marked a mid-century appraisal of the sanitary condition of Britain. Almost immediately it was followed by some minor legislation designed to hold the situation until the main Public Health Act could be prepared. All these Acts shared a common characteristic: they only applied if the authorities wanted them to.

The 1848 Public Health Act was permissive also in that the legislation did not apply automatically to everyone, everywhere. A permissive Act was an Act that only applied if certain conditions were met: for example if a certain number of people in a town or city wanted it to apply or if conditions reached certain specified criteria and it had to apply (see G.T.Clark). The permissiveness of this Act was at once a great strength and a great weakness. It could be argued that its strengths were:

· Because it applied where local people wanted it, there was little or no opposition to it and so implementation, unlike that of the Poor Law Amendment Act, was relatively smooth.
· Because it had to apply where conditions were very poor, people were desperate for any remedy and were unlikely to put up any serious opposition.

· Piecemeal implementation meant that those who were suspicious or wary could see for themselves how the Act worked to improve public health and would push for its introduction in their own towns and cities.

On the other hand, many would argue that its weaknesses were:

· It did not apply to London – which had its own Act in 1848 to establish the Metropolitan Commissioners of Sewers – or the City of London with its own City Sewers Act.

· It did not apply to Scotland.

· Before a local authority could adopt the Act, at least 10 per cent of those rated for poor relief had to petition to have it applied. The General Board of Health then sent an inspector who could, if he thought it appropriate, authorise the town council to carry out duties laid down by the Act. Where there was no town council, the General Board of Health could set up a local Board.

· The Act had to apply only where the death rate in a district was more than 23 per 1000 living (the national average was 21 per 1000). Then the GBH could force a local authority to set up a local Board of Health.

· Local boards of health were to have considerable powers over basic public health requirements: drainage, building regulation, nuisance removal and water supply. But no local board of health was required to take on the wider public health considerations that included such things as parks and baths.

· The power to appoint a medical officer of health did not become obligatory until 1875.

How effective was the 1848 Public Health Act?

There were so many ways in which the Act could be avoided or undermined that its impact, and therefore effectiveness, was almost bound to be patchy. It got off to a bad start in that the immediate effects of the Act were overshadowed by the second cholera outbreak. The GBH was almost totally caught up in coping with this, and only when the epidemic had died down could it focus its whole attention on more general public health issues. The Act also had to be set against the strength of vested interests and the reluctance of many local authorities to pay for something they considered unnecessary.

Clearly the 1848 Public Health Act did not have the same impact as the 1834 Poor Law Amendment Act. The reasons were:

· The public and government were not convinced that order had to be brought from the bewildering multiplicity of private Acts relating to public health.
· Medical; knowledge was not giving clear messages.

· Vested interests in, for example, water companies, remained strong.

· Local improvement commissioners, where they existed, feared the loss of their powers.

· Sanitary engineering was expensive.

Despite all its failings, however, the 1848 Public Health Act does demonstrate that the government was prepared to do something. It was prepared to provide a solution for towns and cities trying to fight their way through the morass of private and local legislation to achieve some sort of standard of public health. It was prepared, too, to intervene on behalf of the most vulnerable members of society to nudge their local authorities in the general direction of providing for their care.

The 1858 Local Government Act and the 1858 Public Health Act

· The General Board of Health was abolished
· The powers of the General Board of Health were given to a new Local government Act Office.

· A medical department of the Privy Council was set up.

· Local Boards of health were given powers to take preventative action and appoint officials.

Why were these two linked Acts of Parliament needed so soon after the 1848 Public Health Act? The ten years in between had shown a gradual acceptance by local authorities of the need for more powerful local public health bodies. But there was considerable hostility towards the General Board of Health and its commissioner Edwin Chadwick. It was felt that he had to go, and a more acceptable way of centralising and controlling public health provision had to be found. Splitting the powers and functions of the old General Board of Health between the Local Government Act Office and the Privy Council medical department was the solution.
One of the main functions of the old general Board of health had been to approve loans to local authorities for public health projects. This function was continued although slightly differently. The permission of the Local Government Act Office was needed for all loans that local authorities wanted to raise in order to carry out public works. It was a short step for the Privy Council medical department to carry out the relevant inspections where public health projects were involved. In other words it was the central government direct that for the first time became involved in the administration of public health in the localities. In the ten years up to 1868, 568 towns set up boards of health and began implementing public health reforms.

The 1866 Sanitary Act
A key mover behind this new sanitary Act was John Simon. He had been London’s first medical officer of health in 1855. In 1858, when the General Board of Health was wound up, he became the first medical officer to the medical department of the Privy Council.

Simon worked within the permissive framework set up by the 1848 Act, seeking to persuade local authorities to accept public health systems. By working with the current of local opinion he achieved more than Chadwick had done by bullying and outright opposition. Much pressure for progress came from the local authorities themselves, however, too often lack of specific powers was used as an excuse for inaction. Simon gradually became convinced that the government had to be persuaded to embrace compulsion. As a direct consequence parliament passed a new Sanitary Act in 1866:
· Sanitary powers that had to be granted to individual local boards of health under the 1848 Act were made available to all local boards.

· Local authorities were made responsible for the removal of ‘nuisances’ to public health. If local authorities failed to act, central government could do the work of improvement and charge the local authorities.

· The definition of ‘nuisance’ was extended to domestic properties and included overcrowding.

· Local authorities were given power to improve or demolish slum dwellings.

For the first time, compulsion was a significant element of an Act of Parliament dealing with public health. No longer did the state direct and advise local authorities; it could now compel them to act. In this sense, the state was, from this point on, directing public health reform.

What were the pressures for further change?
· In 1867 the Reform Act effectively gave the vote to working men in towns. Politicians had to pay attention to their problems, which included public health issues.

· There was a further cholera epidemic in 1865-6.
· In 1865 Louis Pasteur proved conclusively that germs caused disease and were not caused by it.

· In 1869 a Royal Commission on public health was set up which revealed that conditions in towns were little better than when Chadwick had control.

· In 1871 a Local Government Board was set up. This consolidated the functions of the Local Government Act Office, the Registrar-General’s Office, the medical department of the Privy Council and the Poor Law Board. The president was usually a member of the cabinet.

· The 1873 Public Health Act ensured that the whole country was covered by sanitary authorities9town councils and local boards in urban areas and guardians in rural ones); their sanitary duties were made compulsory and they each had to appoint a medical officer of health.

The 1875 Public Health Act

This Act broke no new ground: it was primarily a consolidation and codification of about 30 previous laws It established that:

· Every part of the country had to have at least one medical officer and one sanitary inspector to ensure that the laws of food adulteration, housing, water supplies and cleansing were enforced.

· Local authorities had wide powers to lay sewers and drains, build reservoirs, parks, public baths and public conveniences.

This consolidating Act remained the foundation of all public health work until 1936.
Why was there opposition to the Public Health provisions in the 1850s and 1860s?
Opposition to public health reforms was not so much opposition to the reforms themselves as to a variety of issues that were highlighted by the pressure for reform. These issues varied in their importance from place to place and local priorities changed over time. This is the reason why reform was piecemeal.

· Improvements of any kind involved money. Property owners spent money to provide water and cesspits for their own houses and were reluctant to provide for others.

· Many people felt that the government was encroaching on their individual liberties by requiring them to, for example, for removing dung heaps from their properties or whitewashing their houses.

· Vested interests – for example director of water companies- were usually represented in local government and often on local health boards. They were unlikely to vote for measures that would reduce their company profits.
·  The civil engineering problems associated with sewerage and water supplies were not really understood by lay people on local health boards; this caused delay and often inappropriate systems.

· Chadwick himself irritated annoyed and angered many because of his bullying tactics.

July 1854 The Times campaigned against Chadwick:

‘We prefer to take our chance with cholera and the rest than be bullied into health. There is nothing a man hates so much as being cleaned against his will, or having his floors swept, his walls whitewashed, his pet dungheaps cleaned away, or his thatch forced to give way to slate, all at the command of a sort of sanitary bombaliff. It is a positive fact that many have died of a good washing …’
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