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Abstract
This thesis examines public health developments in Inverness County between
1845 and 1912. Government legislation, policies and practical guidance were
prolific during this period but effective implementation was left to local government.
Scholarship on public health problems and achievements has concentrated
primarily on larger towns and cities. This thesis shifts the focus to smaller towns,
villages and scattered communities within a large geographical area. It
demonstrates that, given the limitations of state intervention and diverse socioeconomic conditions, delivering public health improvements in a rural region was
often complex in different ways from urban areas.
The development of public health in Inverness County was affected by a
range of local variables. They included wider structural, social and economic
changes in the Highlands. Transformation of the transport network, particularly the
stimulus of railway construction, encouraged growth in business and tourism. It
was also a time when government intervened more actively in economic
circumstances especially after the 1880s. In addition to these wider influences,
localised social, economic and geographic conditions and power structures had a
profound and often limiting effect on public health activity. Four main local factors
shaped developments in the region’s public health provision. These were middle
class influence on public health policy and practice; questions about the
affordability of any proposed public health scheme; the power of landowners to
shape the nature of these provisions; and the geographic and technical feasibility
of meeting public health needs in a dispersed region of varied and challenging
topography. Personal agency was also a crucial dynamic of progress with
individuals taking a prominent role in campaigning and practical actions.
The nature and extent of public health services and infrastructure differed
widely within the County. The interplay between national, regional and local factors
both enabled achievements and restricted improvements. By expanding
understanding of public health developments in a rural region, this thesis
establishes that the history of public health should no longer be regarded as
synonymous with urban and industrial situations.
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INTRODUCTION
Most historical studies of public health have focused on urban environments. In doing so
they have missed the ‘peculiar diversity of characteristics’ affecting public health
improvements which Inverness County’s Chief Sanitary Inspector described in 1893.1 In
the nineteenth century the government began moving from a reactive to a proactive
approach to public health. An ever-increasing body of legislation and administrative
practices focused on managing the environment and lessening risks of disease and illhealth. The development of public health-related interventions was never a straightforward
story of accomplishment, even in the urban and industrial conurbations which prompted
government involvement.2 Yet accounts of struggles, opposition and achievements rarely
reflect a rural situation and the lives of people living in small towns, villages and scattered
communities. This case study of Inverness County, from the 1845 Poor Law to the 1912
Dewar Commission Report contests views that only dramatic public health improvements
in urban conurbations were important.3 A near-exclusive urban focus has created a
narrative of public health development and government expansion which only reflects
some of the challenges and successes. Improvements in rural areas were affected by
complex and varied circumstances, some very different to those found in urban situations.
Without rural studies, understanding of national developments in public health is
incomplete.
This thesis fills a gap in the history of public health by shifting attention to the rural
environment. What can be seen from this case study of Inverness County is how

1

HAI, CI/3/8/3, County Sanitary Inspector Annual Report 1893, p.3.
C. Hamlin, ‘Muddling in Bumbledom: on the Enormity of Large Sanitary Improvements in Four British
Towns, 1855-1885’, Victorian Studies, Vol.32 (1), 1988, pp.55-83; D. Porter (ed.), The History of Public
Health and the Modern State (Amsterdam - Atlanta, GA, 1994). Both highlight that there was no consistent
progressive trajectory for public health improvement.
3
Poor Law (Scotland) Amendment Act 1845; UKPP, Cd.6559, Highlands and Islands Medical Services
Committee chaired by Sir John Dewar. Report to the Lords Commissioners of His Majesty’s Treasury, 19121913 (Dewar Commission Report).
2
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government intervention in public health worked in practice for people living in an area
described as rural but which encompassed settlements varying in size, wealth and social
composition. There were many such areas throughout Britain, though studies are few and
described by Keir Waddington as being, ‘an important omission in scholarship on public
health’.4 Challenges faced by non-metropolitan local authorities, public health officials and
residents were different as were solutions, practical actions and structural, social and
economic contexts. In Inverness County, government intervention in public health
coincided with the transformation of the north British transport network which stimulated
business and tourism. At the same time government activity in the economic
circumstances of the Highlands and Islands increased considerably, especially after the
1880s. Localised social, economic and geographic conditions and power structures added
to the complexity of public health development in this rural region.
The geographic region of Inverness County defined by the Local Government
(Scotland) Act of 1889 covered an area of over 4,000 square miles. It included a large
area of the Highland mainland and islands off its west coast. Dr Ogilvie Grant, County
Medical Officer of Health said he had to cover 92 islands which were over 50 acres. 5 49
were inhabited.6 These included the bigger islands of Skye, Harris, North and South Uist
and Barra as well as many small islands off their coasts. The region encompassed three
police burghs of which Inverness was by far the largest and longest established. Already a
royal burgh, it became a police burgh in 1833. Kingussie and Fort William were newer
police burghs, formed in 1866 and 1875 respectively. All three are designated as the
region’s towns in the thesis. Inverness County shows not only that rural experience of
public health was different from the urban but also that ‘rural’ was far from being a
homogenous rural entity.

4

K. Waddington, ‘ ‘It might not be a nuisance in a country cottage’: Sanitary Conditions and Images of
Health in Victorian Rural Wales’, Rural History, Vol.23 (2), 2012, p.186.
5
Inverness Courier 3 May 1892, County Medical Officer of Health Annual Report, 1891.
6
UKPP, Paper no. C.9273, Fourth Annual Report of the Local Government Board for Scotland 1897-98,
App.(A) No.33, p.144.
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Fig.1: Inverness County Map. Source: Gazetteer for Scotland 2011.

While the size of settlements varied, so did the conditions in which people lived
and worked. Without the major industrial development of Scotland’s southern areas,
nevertheless there were factories, workshops and businesses of more modest scale in
towns, villages and ports.7 Transport systems developed rapidly from the 1820s with canal
boats, steamships, coaches and railways easing trade and travel around and beyond the
Highlands.8 With such new opportunities, towns and some villages swelled with middle
class residents engaged in business and the professions together with artisans and
workers, many migrating from the surrounding countryside. Visitors and seasonal workers

7

M. Anderson, Scotland’s Populations from the 1850s to Today (Oxford, 2018), p.67.
J. Miller, The Finest Road in the World: The Story of Travel and Transport in the Scottish Highlands
(Edinburgh, 2019).
8
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temporarily increased population size. In other parts of the County, agriculture and fishing
were prominent with associated occupations. Subsistence farming had largely been
replaced by commercial in the east of the County by mid-nineteenth century but remained
on the western mainland and in the islands where people farmed small crofts.
Dependence on potatoes had disastrous consequences and blighted crops brought
destitution and starvation for the first ten years of this study. Conditions subsequently
improved with better fishing seasons, better prices for black cattle, lower grain prices and
more opportunities for seasonal employment. However T.M. Devine warns against
exaggeration: ‘‘recovery’ was modest, insecure and interrupted by years of considerable
difficulty’.9 The middle classes and estate owners began to achieve for themselves, and
sometimes others, better living conditions which improved comfort and health. For the
working classes, whether they lived in an Inverness tenement or blackhouse in the
Western Isles, poverty, ill health, disease, poor housing and unsanitary living conditions
featured in their lives as much as those who inhabited urban slums.
It was nevertheless wretched living conditions and high mortality in larger towns
and cities which instigated state intervention in public health. Inquiries into destitution,
poor law efficacy and sanitary conditions in the 1840s raised government and public
consciousness about the way poor people lived, the state of their health and vulnerability
to infectious disease.10 Ideas emerged that the urban working classes in particular needed
social welfare. Scottish solutions differed from those developing in England. Edwin
Chadwick, author of the Report on the Sanitary Condition of the Labouring Population of
Great Britain in 1842, believed that ‘miasmas’ arising from excrement, rubbish and foul
pools in the streets and filthy, crowded domestic conditions caused fevers and infectious

9

T.M. Devine, The Scottish Nation 1700-2007 (London, 2006), pp. 424-5.
UKPP, Paper no. 006, Report to Her Majesty’s Principal Secretary of State for the Home Department from
the Poor Law Commissioners of an inquiry into the Sanitary Condition of the Labouring Population of Great
Britain, 1842. Written by Edwin Chadwick and known as the Chadwick Report; UKPP, Paper no. 008, Reports
on the Sanitary Condition of the Labouring Population of Scotland, 1842; UKPP, Cd. 557, Report of the Royal
Commission for inquiring into the Administration and Practical Operation of the Poor Laws in Scotland,
1844.
10
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diseases. A clean water supply, drainage, sewerage and rubbish removal dominated his
solutions. While Dr William Pulteney Alison, charitable dispensary and hospital physician
and medical professor at the University of Edinburgh, had participated in Chadwick’s
Scottish investigations, he disagreed with him on the causes and methods of disease
prevention. He favoured the ‘contagionist’ theory, believing that disease spread between
infected people but importantly that poverty caused its rapid diffusion. In his view, sanitary
improvements should run in tandem with tackling destitution and the provision of medical
services for poor people.11 The Scottish medical establishment largely shared his views
but were also suspicious of control from the London based Board of Health. This coupled
with opposition from some town councils who did not want to relinquish local control
meant that Scottish public health legislation was delayed compared to England. 12 The new
Scottish Poor Law was passed in 1845 but there was no Public Health Act until 1867.
Both were nevertheless important in establishing the principles of state responsibility.
Government policies and legislation that followed were linked to and influenced by
other social and scientific developments. It was a widely-held doctrine of the Victorian age
that clean bodies, homes and external environments were indicators of evolutionary
human progress and of strong moral compass. Filthy living conditions were believed to
prevent poor people from achieving the ideals of being hardworking, sober, civilised
members of society.13 It was also a period of scientific progress when doctors began to
understand bacteriological causes of disease. That provided additional motivation for
improving sanitary conditions and added weight to the importance of isolating people with
infectious disease and disinfecting their homes. Implementing public health measures at a
local level involved increasingly qualified and professionalised individuals: doctors,

11

S.M.K Martin, ‘William Pulteney Alison: activist, philanthropist and pioneer of social medicine’,
unpublished PhD Thesis University of St Andrews (1997); C. Hamlin, ‘William Pulteney Alison, the Scottish
Philosophy, and the Making of a Political Medicine’, Journal of the History of Medicine and Allied Sciences,
Vol. 61(2), 2005, pp. 144- 186.
12
An English Public Health Act was passed in 1848.
13
A. S. Wohl, Endangered Lives (London, 1984), pp.6-7.
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sanitary officials, surveyors and engineers. They worked with local authorities to deliver a
growing body of public health legislation.
The nineteenth century saw a slow and uneven shift towards state intervention in
the health and welfare of its people. It brought increasing public provision of infrastructure
and services as laissez-faire principles were re-evaluated. Change was not sudden or
dramatic and certainly not to be over-estimated even as the Victorian age moved into the
Edwardian.14 However as the twentieth century began, new concerns about the health
and living conditions of the working classes emerged. Fear of national decline, evidenced
by the unfitness of many army recruits for the Second Boer War (1899-1902) and
underpinned by government concerns about the growing military and industrial strength of
other European nations, became a major political issue. It brought the state further into
the provision of health care and social welfare in the last decade of this study. Evidence
from government inquiries influenced a succession of legislation dealing with many
aspects of public health: poor law revision, children’s health, pension provision for older
people, national insurance for unemployment and sickness, housing improvements and
tuberculosis notification. The major Acts impacting on public health are listed in the
bibliography.15 They reveal how the state tentatively but increasingly imposed order on
how people lived.
State intervention only formed part of the public health improvement narrative as
implementation fell to local government bodies. Much of the early legislation was
permissive, rather than obligatory, leaving decision making to local authorities who gained
experience only through time. In Scotland there were several layers of local government.
Parochial Boards were secular bodies dispensing poor relief from 1845 and there were 33
in Inverness County. From 1856, the government imposed public health duties on them,

14

R. Baggott, Public Health: Policy and Politics (Basingstoke, 2000), p.56; E.A. Cameron, Impaled Upon a
Thistle. Scotland since 1880 (Edinburgh, 2010), p.92.
15
See Bibliography, pp.278-279.
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firstly for nuisance removal and then for a wider range of responsibilities under the Public
Health (Scotland) Act of 1867. In a radical overhaul of local government in 1889 and 1894,
most duties were transferred to the new Inverness County Council and its eight District
Committees or existing town authorities. From then Parochial Boards became Parish
Councils retaining only poor relief and vaccination responsibilities. Towns had another two
layers of local government in the form of Town Councils and Police Commissioners, with
duties defined both in general public health legislation and Police Acts. Commissioners
were ‘police’ in a European sense, maintaining law and order among the populace and
also controlling actions to prevent disease and clean up the environment.16 The division of
public health responsibilities was never clear cut and was muddied by the fact that estate
owners, their factors, farmers, businessmen and professionals might sit on more than one
body. Government monitoring of local authority poor relief and public health activities was
carried out by the Board of Supervision for the Relief of the Poor in Scotland (Board of
Supervision) and from 1894, the Local Government Board for Scotland (Local
Government Board). Members and officials of local authorities in counties like Inverness
deemed ‘rural’ operated with public health laws and policies largely shaped by urban
conditions.
Focus on the ‘urban’ created a ‘one-size fits all’ approach to public health
improvements that did not fully recognise or accommodate diverse rural circumstances.
Concentration on reducing mortality rates meant there was less recognition of disease
and poor living conditions in rural counties. The Registrar General for Scotland, for
example, only considered it necessary to publish causes of death in the eight principal
towns of Scotland in order to ‘aid sanitary enquiries’. In 1861, he said, ‘It is a fact which
has long been established that the inhabitants of towns die at a much higher rate than the

16

K. Waddington, An Introduction to the Social History of Medicine: Europe since 1500 (Basingstoke, 2011),
p.234; D. Brunton, ‘Regulating filth: cleansing in Scottish towns and cities, 1840-1880’, Urban History, Vol.42
(3), 2015, p.426-427.
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natives of the Country’.17 Conglomerating rural communities in such a way had two
effects. Firstly it suggested that their health and welfare was less important. It was a view
encouraged by notions that sea breezes, mountain air and even supposed antiseptic
properties of peat fires mitigated the impact of insanitary conditions in rural towns, villages
and in the countryside.18 Secondly, it obscured variances in geographical situation,
financial circumstances and the abilities of local authorities to deliver public health
services and infrastructure which might prevent disease and improve living conditions.
The town of Inverness was the most ‘urban’ of the County’s settlements with a substantial
contingent of middle class residents and its sanitary improvement most closely followed
that of larger Scottish towns. Yet it still maintained strong links and shared some
administrative bodies with the surrounding countryside. Housing and sanitary conditions
varied considerably between the poorer parts of town and the wealthier areas. The two
smaller towns of Kingussie and Fort William and some larger villages had urban
characteristics including the middle class households able to afford property rates to pay
for public health infrastructure and services government considered desirable. As
Waddington concludes for rural Wales, there was no simple rural versus urban binary
either in conditions in rural communities or in the management of public health within
them.19
Perceptions of the ‘healthy rural’ and low death rates did not mean that the
County’s communities were necessarily healthy and free from disease. It is true to say
that mid-nineteenth century death rates were much higher in Scotland’s urbanised
counties. In Renfrew, for example, it was 28.7 (per thousand of population) compared to

17

UKPP, Paper no.2814, First Detailed Annual Report of the Registrar General of Births, Deaths and
Marriages in Scotland, 1861, p. iv, p. xxiv. The eight principal towns were Glasgow, Edinburgh, Dundee,
Aberdeen, Paisley, Greenock, Leith and Perth.
18
For example, descriptions of Inverness town in UKPP, Paper no.008, Reports on the Sanitary Condition of
the Labouring Population of Scotland, 1842, pp.305-306; of the Highlands and Islands in UKPP, Paper no.
C.4559, Fortieth Annual Report of the Board of Supervision for the Relief of the Poor in Scotland, 18841885, App. (A) No.10, p.26.
19
Waddington, ‘‘It might not be a nuisance in a country cottage’, p.188.
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14.9 in the rural county of Inverness in the first period of recorded registrations from 1855
to 1860. By 1911 however the gap had narrowed considerably with the death rates in the
two counties standing at 16.0 and 15.7 respectively. 20 Mortality statistics covered all
deaths and not just those from infectious disease but a requirement for doctors to state
causes on a death certificate began to quantify the extent of such deaths. With the
introduction of more rigorous recording of the incidence of infectious disease, and not just
deaths from them in the 1890s, clearer ideas of disease patterns emerged.
Inverness County’s inhabitants suffered from the same infectious diseases as
people in Scotland and the rest of Britain. The town of Inverness, for example, suffered a
considerable number of deaths in the 1848-1849 cholera epidemic.21 Endemic and often
epidemic typhus fever was, ‘always lurking as a threat to the nation’s health’, according to
Wohl.22 It occurred frequently throughout the County and the town of Inverness was one
of those singled out in the 1842 report on sanitary conditions in Scotland for having a
persistent epidemic of typhus over the previous twelve months.23 At the end of the century
it was the County’s islands which had considerably higher incidence of typhus than
Scotland’s biggest cities.24 Diseases like measles, diphtheria, whooping cough, scarlet
fever, typhoid and influenza were always present as they were throughout Britain. County
public health officials often reported serious and prolonged outbreaks of measles, scarlet
fever and influenza in particular. 25 None of the infectious diseases however killed to the
same extent as tuberculosis. Reduction in mortality in Scotland was generally slower in
Scotland than in England and Wales and more so in its rural counties.26 Inverness County

20

M. Flinn (ed.), Scottish Population History (Cambridge, 1977), pp.380-381.
See Chapter Two: Infectious Disease, pp. 85-87.
22
Wohl, Endangered Lives, p. 125.
23
UKPP, Paper no. 008, Sanitary Condition Scotland Report 1842, p.205.
24
See Chapter Two: Infectious Disease, p.101.
25
For example in North Uist District in 1900, there were persistent outbreaks of the three diseases
throughout the year. HAI, CI/3/1A/4, County Medical Officer of Health and Sanitary Inspector Annual Report
1900, p.31.
26
Flinn, Scottish Population History, pp.413-414.
21
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was no exception with numbers of deaths consistently high into the twentieth century. 27
The extent and pattern of infectious disease might differ from other parts of Scotland and
Britain but its impact was no less disruptive to family and community life and economic
interests.
Recognising and appreciating similarities and differences at national and local
levels leads to deeper understanding of the complexities of public health improvements.
‘Staggering’ is how Christopher Hamlin describes such complexities in urban situations.28
That was no less the case in rural regions where communities varied widely in economic,
social and geographical composition and the abilities of their local authorities to deliver
government policies and legislation were divergent. It is the records of these multifarious
local and national government organisations which provide rich primary source material
for investigating and understanding how public health developed in the large and small
towns, in villages and in the smaller rural settlements of Scotland’s largest county.
Primary Sources and Methodology
The ‘slow dogged campaign of a million Minutes’ recorded much more than practical
actions.29 Research for this thesis relied heavily on archival collections of minutes of
parochial boards and parish councils, town councils, police commissioners and Inverness
County Council and its eight district committees. They are found in the Highland Archives
in Inverness, Fort William and Skye and in the Hebridean Archive in Stornoway. Though
subject to the usual limitations of incompleteness or missing years, they are nevertheless
sufficient to represent the wide variety of settlements across the County. Minutes differed
in the extent of detail and opinion recorded. Some provided only bare information about
how local authorities dealt with public health issues or, at worst, none at all. Others

27

UKPP, Cd.3470, Twelfth Annual Report of the Local Government Board for Scotland 1906. Report on
Phthisis by Dr John Macdonald, County Medical Officer of Health, App. (A) No. 40, p. 169. See Chapter Two:
Infectious Disease, pp.109-110.
28
Hamlin, ‘Muddling in Bumbledom’, p.83.
29
S. Szreter, ‘The Importance of Social Intervention in Britain’s Mortality Decline c.1850-1914: a Reinterpretation of the Role of Public Health’, Social History of Medicine, Vol.1 (1), 1988, p.25.
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offered extensive administrative and technical detail of how an improvement was
achieved. As some historians have shown it is possible to glean much more than
mundane factual detail from official records.30 The minutes of authorities in the County
made it possible to develop a picture of both internal and external environments of
people’s homes, learn about individuals both delivering and receiving services and
understand why and how improvements were made or resisted.
Annual reports of Scottish monitoring bodies and local authority public health
officials offer similar opportunities to glean more than facts and statistics. Reports of the
Board of Supervision and its successor, the Local Government Board provide the
abundant factual detail necessary to chart progress in implementing both poverty relief
and public health legislation. However they also contain reports from their travelling
inspectors who visited parishes on a rotational basis, sometimes giving more detailed and
candid accounts of the way people lived. Reading the annual reports in conjunction with
local authority minutes helps to build up a picture of differences both in living conditions
and the factors encouraging or hindering public health improvements within and between
parishes. These sources also expose the conflicts between national policy and the
capacity and willingness of local authorities to implement them. National reports are
supplemented after 1890 by annual reports from County and Town Medical Officers of
Health and Sanitary Inspectors. Dr Ogilvie Grant was the first County Medical Officer of
Health (MOH) from 1890 and he was followed by Dr John Macdonald in 1905. Both also
fulfilled the same role in the towns of Inverness and Kingussie, so their knowledge of the
County was considerable. John Wedderspoon the County’s Chief Sanitary Inspector
(CSI), worked alongside both of them until his death in 1915. Both District Medical Officers

30

For example, D. Brunton, ‘Evil Necessaries and Abominable Erections: Public Conveniences and Private
Interests in the Scottish City, 1830-1870’, Social History of Medicine, Vol.18(2), 2005, pp.187-202; K.
Waddington, ‘Vitriol in the Taff: River Pollution, Industrial Waste, and the Politics of Control in late
Nineteenth-Century Rural Wales’, Rural History, Vol.29(1),2018, pp.23-44.

18
of Health (DMOsH) and District Sanitary Inspectors (DSIs), also appointed after 1890,
contributed to these reports. Consequently there is broad representation of the issues
faced in trying to find practical achievable solutions in order to fulfil statutory obligations
and changing standards of public health.
Further insight arises from the numerous commissions inquiring into living
conditions.31 The preponderance of evidence given to commissions came from officials,
professionals and the middle and upper classes who were influenced by a diverse range
of political, social and financial biases. Most could never understand the lived experience
of poverty, overcrowded houses, trekking to the street pump or well for water or why it
was so economically important to keep pigs and cattle close by. Yet there were some,
particularly medical practitioners and sanitary officials, who genuinely cared about
improving the health and circumstances of the working classes. The voices of ordinary
people were heard for the first time in the 1884 Inquiry into the Condition of the Crofters
and Cottars of the Highlands and Islands of Scotland.32 Their evidence, which was
extensively covered by the press, revealed the unsatisfactory nature of their social,
physical and economic conditions to the government and the public.
Local newspapers were useful in supplementing official reports. They provide both
factual detail and a range of local opinion. Where minutes or reports of local authorities
are missing from the archives, they are sometimes reported in newspapers. The level of
detail varies. Some are just verbatim reports of the official minutes but occasionally
journalists present a much more lively account of discussion and disagreement at
meetings. Additionally there are articles commenting on or contradicting official views. An
awareness of the political orientation of the newspaper is important. The Inverness
Courier for example leans more towards praising and supporting the personal and civic

31

See Bibliography, pp.268-269.
UKPP, C.3980, Report of Her Majesty’s Commissioners of Inquiry into the Condition of the Crofters and
Cottars of the Highlands and Islands of Scotland, 1884, chaired by Lord Napier (Napier Commission 1884).
32
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activities of the middle and upper classes. The Scottish Highlander is more colourfully
critical of the failings and sluggishness of local authorities and their members. Letters
written to newspapers, particularly those which involve differences of opinion between
contributors, provide insight into very local events or situations. In conjunction with other
sources, newspapers are valuable sources for supplying factual detail and comment on
public health issues in the County.
From minutes, reports and newspapers it became clear that while each type of
settlement had its own distinct circumstances, there were four common factors affecting
the extent and pace of public health improvements. Firstly, the presence of the middle
classes accelerated sanitary reform. Keenness to maintain their own health and comfort
as well as grow business coincided with typical Victorian moral ideas about helping poor
people improve their health and living conditions, though only to a certain degree. A
higher proportion of middle class residents living in substantial properties brought in
higher levels of property rates. That finance enabled local authorities to borrow money for
infrastructure like water supply systems and sewerage and provide services like poor
relief, street cleaning and nuisance removal. Affordability was therefore the second factor
which affected improvements. Where the middle classes were few and the majority of
properties small, local authorities found it difficult to raise money for capital projects and
public health services. Linked to affordability was a third factor relevant in some parts of
the County: landowner involvement. They were influential in a number of ways. Ownership
of large numbers of properties meant that the burden of property rates fell heavily on
them.33 They, or more commonly their factors, sat on local authorities so had influence on
the level of property rates. In addition there were lingering paternalistic expectations of
landowners who differed widely in how far they were prepared to intervene to support and
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supplement local authority improvements. The fourth influential factor was that of
geographical and technical feasibility. The primary source material reveals the practical
difficulties of trying to achieve changing medical, societal and government public health
aspirations in diverse geographical situations. Medical services, vaccination and the
treatment of infectious disease were all affected by the extensive nature of the territory. It
also limited technical options. For example, wells remained the only option for getting
clean water in some smaller settlements in contrast to reservoirs and pipework built in
towns and larger villages. The four local factors of influence cannot be completely
separated from each other. Nevertheless, as records showed, their interaction with
government legislation and directives resulted in different speeds and levels of progress
for public health infrastructure and services within this one region.
The primary source material also reveals the importance of personal agency in
public health actions and development. It is a factor that is under-recognised in rural
situations and at more local levels and is one that threads through this thesis. Most
historiographical attention in Scotland has been given to famous public health doctors and
medical officers of health whose experience and influence derived from urban experience
– William Pulteney Alison, Henry Littlejohn and James Burn Russell.34 Rural counterparts,
like Leslie Mackenzie, Lachlan Grant and Roger MacNeill have received less
recognition.35 Minutes, official reports and local newspapers reveal the strategic influence
and practical actions of Inverness County’s doctors, medical officers of health and sanitary
inspectors as well as their frustrations and limitations.
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These sources also provide insight into the lives of people on the receiving end of
disease prevention and sanitary measures. Direct comment, in the form of letters to
newspapers for example, was more likely to come from the middle classes. It was also
people of this class who wrote local and national authority minutes and reports.
Government inquiries preponderantly took evidence from professional people. Class
perceptions may have coloured judgements made in these documents of the social and
physical conditions of poorer people but does not detract from their descriptive value or
their power as a tool for welfare and sanitary improvements. Importantly however the
primary sources also reveal that the poorer classes were far from being passive recipients
of measures promoted by middle class reformers. Analysing the reasons for their
compliance or resistance adds depth and value to the resource.
Actions and attitudes of officials and residents recorded in Inverness County’s
minutes, reports and newspapers has enabled analysis of the barriers and achievements
facing promoters of public health beyond the rapidly industrialising towns and cities of
Britain. It shows that the four critical factors were middle class influence, affordability,
landowner involvement and geographic and technical feasibility with individuals playing a
key role in public health interventions. Careful attention to the human factor, so easily
swamped by administrative and technical rhetoric, has shown that the interplay been the
state and fluid local determinants presents a complex picture of public health
improvement.
Historiography
Our understanding of the development of public health in the U.K. comes mainly from
large towns and cities, especially in England. Anthony Wohl, Christopher Hamlin, Tom
Crook, Graham Mooney, Anne Hardy and Sally Sheard all examine the public health
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consequences of industrialisation and urbanisation in England.36 Scottish studies are less
prolific but also tend towards urban situations.37 Analysis by these historians of the social,
political, financial, medical and technical challenges of improving public health provokes
questions about similarities or differences in the rest of the U.K.
The extent of difference at a more local level and in rural areas deserves greater
recognition. Crook discusses variations in progress and success of public health
measures between countries, cities, and across local authority boundaries.38 Deborah
Brunton also considers differences in vaccination policy and practices across the four
countries of the U.K.39 Hamlin compares four large sanitary improvement projects in
English and Welsh towns.40 In 1891, Dr Grant, Inverness County’s MOH, expressed his
views about the strength of local determinants though he argued that degrees of
difference operated at a more localised level, ‘Each district has its own special needs – if
indeed each separate township might not profitably be treated apart. There is no place for
generalities or a priori reasoning’.41 Waddington’s research on rural Wales most
meaningfully addresses similar situations. He demolishes the notion of picturesque little
villages and hamlets where country folk lived their healthy and moral lives. Instead he
points out that people lived in differently sized settlements, some with a mix of urban and
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rural characteristics. Filth and disease were evident in all and improvements were often
tortuously negotiated between the various local authorities, sometimes facing fierce
opposition from local landowners.42 Though industrialisation was a bigger feature in rural
Wales than Inverness County, similar social, economic, geographical and technical
challenges surrounded public health improvements. Scottish rural studies of a similar kind
are harder to find though Steven Cherry’s comparative work on the role of rural medical
practitioners in public health in Norfolk and Fife demonstrates the value of appreciating
local context in the implementation of public health.43
Examinations of public health in Scotland are often embedded in wider studies of
political, social and economic developments. Among generic histories, those paying
attention to rural areas as well as urban and focusing on how change impacted on people
are of most value. Devine’s, The Scottish Nation, 1700-2007, W. Hamish Fraser and R.J.
Morris’s edited collection People and Society in Scotland, Vol. II, 1830-1914, and Thomas
Ferguson’s Scottish Social Welfare,1864-1914, are especially enlightening.44 The latter,
written in 1958, is more descriptive than analytical but refers to rural as well as urban
situations. Ian Levitt, on the other hand, in Government and Social Conditions in Scotland
1845 -1919, specifically excludes examples from the Highlands and rural south of
Scotland. He argues that urban-industrial areas were more important because they drove
legislation and changing attitudes of the state towards public welfare. 45 The Highlands of
course are not lacking in their own substantial body of scholarship scrutinising political,
economic and social circumstances.
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While focusing more on famine, land use and emigration, Highland historiography
aids understanding of the background forces which affected health and created barriers
for improvement. Poverty, class structure, land ownership and geographic situations
which these works examine in detail were all linked to health and sanitary developments.
These works also reflect growing acknowledgement by the government from the 1880s
that some parts of the Highlands required special legislation and financial support.46 Day’s
contemporary work, Public Administration in the Highlands and Islands of Scotland,
makes this point forcefully.47 By the time his book was published in 1918, the Dewar
Commission had also concluded that the social, economic and geographic circumstances
of the Highlands and Islands warranted state intervention in medical provision. 48
Existing Highland scholarship on the difficulties of providing medical services over
a wide geographical area to people who could not afford to pay doctors has strong
resonance with this thesis.49 Many doctors in addition to being general practitioners acted
as parochial medical officers and district medical officers of health. Their work therefore
encompassed both the health of the individual and the community they lived in. Poverty,
geographical barriers and lack of public finance affected both aspects of their work. This
thesis serves to strengthen the connection between individual doctors and wider health
and sanitary improvements.
These Highland studies have some drawbacks. Their main focus is on crofting
communities and hence it is easy to slip into seeing the Highlands as a monolithic rural
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entity. Local studies such as those of James Miller, Mairi Macdonald, Paula Martin and
Bruce Bishop reveal how the three towns and some larger villages, while retaining close
interaction with the surrounding countryside, had civic and business aspirations which
prompted greater attention to public health measures.50 James and Stephen Leslie’s
extensively researched histories of Highland hospitals provide a detailed account of
voluntary, charitable and public hospitals in a variety of locations. 51 These local studies
help to weaken notions of commonality as well as bolster factual detail on public health
infrastructure and services.
Research to date has not directly addressed public health in the Highlands nor has
it been examined across an entire Scottish county. This thesis expands historiography in
three ways. Firstly it extends consideration of the impact of national and local politics
beyond heavily studied Highland land and emigration issues. Secondly it contributes
another layer of medical history to existing works on medical practitioners and hospitals in
the Highlands. Lastly it answers a call made by Waddington and others for more rural
regional studies of public health to obtain a more complete history of public health
currently dominated by urban and industrial situations.
Structure
In the nineteenth century government increasingly translated medical and scientific
knowledge and social ideology into political measures to promote health. Delivery was
strongly influenced by local circumstances. In order to convey their complexity and variety
within a rural region, the thesis examines five key areas of public health which form
thematic chapters: poor relief; infectious disease; water supply; sanitary improvement and
housing.
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The first chapter on poor relief follows the belief, particularly strong in nineteenthcentury Scotland, of the causal links between poverty and ill health and disease. 52 Poor
relief was particularly important in parts of Inverness County, as in other rural areas,
because of difficulties in providing other infrastructure and services associated with public
health improvement. The chapter introduces the critical factors, revealed in primary
sources, which affected to varying extents, every aspect of public health: middle class
influence, affordability, landowner involvement and geographic location. In addition it
begins to show how the attitude and actions of individuals in personal or official capacities
could be a help or a hindrance. Importantly, it also highlights the weaknesses of the
government’s ‘one size fits all’ approach to poverty relief, which can also be seen in other
aspects of public health improvement.
Remaining chapters continue to explore these factors from a variety of angles. The
second chapter examines efforts targeted towards the individual to curb infectious
disease. The third and fourth chapters consider water supply and sanitary improvements
including the provision of crucial infrastructure. Both chapters utilise the factors of middle
class influence, affordability, landowner involvement and geographic location to
interrogate intention, implementation and reception of public health initiatives in complex,
varied and localised circumstances. The last chapter compares housing in the County’s
towns and rural areas. It emphasises not only the inextricable linkage between housing
conditions and public health but also that Inverness County was far from being a
homogenous rural area where everyone lived in croft houses.
The thesis demonstrates the complexity of achieving public health improvements
in a rural region in the period when the state began to intervene in people’s health and
welfare. Progress was affected by the interplay of political, economic, social and
ideological factors at both national and local levels. Combined with the advantage or
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disadvantage of geographical location, these factors could enable or restrict
improvements in the County’s different communities. The new Scottish poor law system
introduced in 1845 was a starting point for state intervention in people’s personal
circumstances and living conditions. It is also the starting point for this thesis. In addition
to the benefits of poor relief to the health of individuals, the Poor Law, through the
parochial boards it created, also established the role of local government in implementing
future public health legislation.

28

CHAPTER ONE: POVERTY RELIEF AND THE PAROCHIAL MEDICAL
SERVICE

Relieving poverty was intrinsic to public health policy. Nineteenth century public health
campaigners argued that poor people weakened by lack of food, particularly to the point of
destitution, were more prone to epidemic, endemic and chronic diseases.53 This was a
particularly strong viewpoint in Scotland.54 In the eyes of prominent Scottish doctor,
William Pulteney Alison, tackling poverty was just as important as installing water pipes
and sewers.55 Poor relief was especially important in the Highlands and Islands, including
parts of Inverness County, for two reasons. Firstly, infrastructure associated with public
health was often neither technically possible nor affordable until later in the nineteenth
century and even well into the twentieth. In a limited way, the 1845 Poor Law Scotland
(Amendment) Act, which also introduced the concept of a public medical service, provided
some means of preventing disease and prolonging life for the poorest people. Secondly,
the Act established a fledgling form of secular local government in the form of parochial
boards (later parish councils). Until major reform in 1889, the boards were the only form of
local government in many parts of the County.56 Administering poor relief served as an
introduction for local authorities in delivering the state’s expanding national health and
welfare agenda. Stressing the importance of poverty relief supports wider perspectives of
public health.
Dr William Pulteney Alison, a medical professor at Edinburgh University, was a
leading proponent of the view that poverty amelioration was essential to the preservation
and improvement of health. Martin suggests his beliefs were shaped by European ideas of
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medicine as a social science and his practical experience of working among poor people
as a charitable dispensary physician in Edinburgh.57 In a pamphlet published in 1840, he
commented,
It is not asserted that destitution is a cause adequate to the production of fever
(although in some cases I believe it may become such); nor is it the sole cause of
its extension. What we are sure of is, that it is the cause of the rapid diffusion of
contagious fever, and one of such peculiar power and efficacy, that its existence
may always be presumed, when we see fever prevailing in a large community to
an unusual extent.58
His concern for destitute people encompassed both urban and rural areas and he also
recognised that poverty in the latter drove people into towns to seek work or charity,
adding to problems of overcrowding and disease.59 Christopher Hamlin contends that
Alison’s approach and influence have been under-recognised in a ‘linear view of public
health history’ running through Chadwickian miasmatism and sanitarianism followed by
bacteriological discoveries.60
Alison was a leading medical critic of Edwin Chadwick, architect of the English
Poor Law and public health movement. Chadwick’s famous Sanitary Report of 1842
focused heavily on the improvement of physical conditions to remove disease-creating
‘miasmas’. In Hamlin’s view this narrowed public health solutions though he also suggests
that political motivation underpinned Chadwick’s campaigns. Representing disease as the
product of bad sanitation, which could be remedied, diverted attention from economic
fluctuations causing unemployment and destitution.61 Such situations had not been easily
addressed by English poor laws designed to limit access to relief. 62 With their emphasis
on retrenchment and promotion of workhouses some of the flexibility of the old laws which
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allowed for provision in cash and kind were lost. 63 In Scotland diverse supplements like
clothing, bedding, fuel and rent payments as well as medical aid continued to feature in
new poor laws.64 Alison’s sociological approach to public health had strengthened his
campaign for Scottish legislation which increased and improved the quality of poor relief.
The Scottish Poor Law of 1845 replaced a largely voluntary system with one giving
statutory rights. It did not contain all that Alison wanted, particularly an embedded right to
relief for able-bodied people at times of unemployment. Its development nevertheless
followed his original thinking that poor nutrition and living conditions associated with
destitution was a pre-disposing factor for ill-health and disease transmission. Delivering
the new system was placed in the hands of parochial boards charged with raising money
for relief of the poor in each parish. The Act also set up the Board of Supervision for the
Relief of the Poor in Scotland, based in Edinburgh, to oversee the work of parochial
boards and try to ensure adequate and uniform services. Poor Law legislation and
implementation have been widely criticised. David Englander, for example, maintains that
historians have found little to defend about the poor laws in general.65 In Scotland, M.A.
Crowther describes the parochial system of distribution as ‘ill-designed to cope with the
worst features of poverty’.66 This study does not discount its problems and failings.
Indeed, it highlights some poor law provisions totally unsuited to Highland counties like
Inverness. Overall though it follows Alison’s thinking in arguing that the poor relief system
and medical services emerging from it, made some contribution to public health
improvement into the twentieth century.
How poor relief was delivered differed widely across Inverness County. Reliance
on parishes as the administrative unit in Scotland meant that they varied greatly in size
and population. The county contained both the parish covering the largest geographical
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area in Scotland and the one most thinly populated.67 Permissive clauses in the Act left
much to local decision making. Crook speaks of the dual process of centralisation and
localisation going on in government, ‘with one informing and complicating the other’. 68
Inverness County was a region in the throes of considerable and varied socio-economic
changes which affected how this new duty was delivered. Not unexpectedly, attitudes to
poor people and the abilities and financial capacity of parochial boards across the county
differed.
This chapter begins by giving a brief explanation of the structures set up to
administer poor relief in Inverness County. It then examines the main services poor
people received under the legislation in three sections: poor relief, poorhouses and the
parochial medical service. Middle class attitudes, the affordability of providing public
services, the role of landowners and the County’s geography were all factors influencing
dispensation of poor relief, as were the actions of prominent individuals who campaigned
or bent the rules to assist. The chapter concludes by showing that poor relief was a
valuable element of public health improvement.
Administration of the Poor Law in Inverness County
Under the new Poor Law of 1845, thirty-three parochial boards in Inverness County
became responsible for relieving the poor of their parish. Each had to appoint an Inspector
of Poor to receive applications, recommend allowances and maintain poor roll records. If
they chose to raise funds from property rates, they had to appoint a Collector.69 They
could also employ a Parochial Medical Officer to treat those on the poor roll. The Board of
Supervision monitored their activities, approved appointments and dismissals and
considered appeals from dissatisfied applicants. Only the non-able bodied were eligible
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for relief though boards had discretion to grant temporary relief in certain circumstances.70
Entitlement was subject to the interpretation of each parochial board though the Board of
Supervision became more insistent on the application of a ‘poorhouse test’ to deter
applicants from the 1870s. Nevertheless, in Inverness County relief remained
predominantly of the ‘outdoor’ variety, given to people remaining in their own homes.
There were only three (mostly under-occupied) poorhouses in Portree (1859), Inverness
(1861) and Lochmaddy, serving the islands of Harris, North and South Uist and Barra
(1883) providing ‘indoor’ relief. From 1856, the government added public health
responsibilities to their primary role. In 1885, Mr Peterkin, the Board of Supervision’s
inspecting officer, singled out rural parochial boards, particularly those in the Highlands
and Islands, for their lack of attention to public health duties. He declared them unfit to be
sanitary authorities.71 His viewpoint was reflected in legislation in 1894 when boards
became parish councils with responsibility only for poor relief and vaccination against
smallpox. Despite administrative changes, the basic principles of a Poor Law designed
only to help the most destitute did not change. Politically the idea of welfare as a universal
right was still a long way off but there was growing support for a more interventionist
state.72 By 1912, government initiatives funded from central taxation, like unemployment
and sickness benefit and old age pensions, supplemented or replaced local poor relief
measures to some extent.
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‘Outdoor’ Poor Relief
I would say that a much more liberal provision for the poor is necessary than what
they are receiving at present, in order to better support life in any comfort at all;
and I have no doubt whatever that if they were better provided for that fever and
the diseases to which they are so subject – such as dyspepsia and general
debility, dropsy, rheumatism, pulmonary and other diseases resulting from
deficient nourishment and clothing would be less prevalent among them.73
Dr William Forbes’ 1844 statement to the Royal Commission, set up to examine the Poor
Laws of Scotland, stemmed from his experience in the Inverness Dispensary. He knew
the inadequacy and uncertain nature of the relief they received and the new Poor Law
promised more. Crowther suggests the early Scottish system, unlike the English one, was
designed to increase rather than restrict relief. Poor Scots previously had no legal rights to
support, relying instead on irregular handouts from the church or charitable people or
organisations.74 In introducing the bill, Lord Advocate McNeill indicated that this was
indeed the intention. ‘It appeared to him that two things were to be aimed at, first to
facilitate to the party entitled to relief the means of admission to the receipt of relief and
secondly to secure due attention to his condition after the right was admitted’.75 Small
amounts of money, a boll of meal, some peats, or a pair of boots and a winter coat given
as poor relief could make a difference to the health of someone who had nothing as Dr
Forbes had advocated. Dispensing it was not as simple as Lord McNeill suggested.
Poor relief was laden with beliefs about the ‘deserving’ and ‘undeserving’ poor. 76
Anyone who was fit enough was expected to work to support their families, regardless of
the availability of employment opportunities. Even the unfit were expected to be relieved
for the minimum time possible. There were underlying concerns that money raised
through taxation might end up in the hands of the, ‘idle but clamorous’ and further
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encourage their laziness.77 Highlanders suffered from particularly virulent press
campaigns during the famine years of the 1840s and 1850s decrying their lazy, work-shy
nature.78 Such attitudes were commonplace among the County’s parochial boards.
Despite common undertones, there were distinctive regional factors, as well as variance
within the region, around their formation, the type of relief dispensed and how it was
funded.
Emerging largely from Church of Scotland kirk sessions, parochial boards had
experience of the old voluntary system of poor relief and knowledge of the existing poor
people of the parish. They had made decisions on dispensing donated money, food and
goods for many years and knew the circumstances of those who received it.79 Ministers
and estate owners or substantial property owners often moved seamlessly into being the
parochial board. In October 1845, the Duirinish Kirk Session declared themselves to be
the parochial board and elected the heritor, Norman McLeod of McLeod as chairman.80
The legislation allowed for the addition of a small number of additional elected ratepayer
members, with the approval of the Board of Supervision. Ardersier Parochial Board, for
example had two elected members and Croy three, while the much larger parish of
Inverness and Bona had twelve.81 Expanded membership which brought in ministers of
other denominations, merchants and smaller farmers enhanced a board’s knowledge of
applicants. The Ardersier board, covering a small geographic area of only three miles by
two and a half, boasted of knowing the circumstances of every resident. They insisted
applicants make a personal appearance before the board if they were able. 82 Inspectors of
Poor and Collectors appointed by boards also knew applicants, sometimes because they
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were employed in another role in the parish: Dr James Tolmie was the doctor in Ardersier;
James Falconer was the Croy parish schoolmaster; in Kirkhill, Alexander Campbell was
the District Roads Clerk. With such abundance of local knowledge, it was a different
situation to that described by James Vernon in industrial cities where he suggests local
and personal situations had to be re-invented in ‘societies of strangers’ to make the new
bureaucracies work.83 In her study of the Irish Poor Law, Virginia Crossman concurs to
some degree, suggesting that lack of knowledge about individuals could make poor relief
decision making difficult. On the other hand she says that knowing them well had positive
and negative aspects, ‘Those administering relief in rural areas were more alert to
personal circumstances and more understanding of individual needs but also more
influenced by gossip and reputation’.84 Either of her angles on rural relief may help to
explain why many boards in the County continued old poor law customs of giving poor
relief in the form of food, clothes and fuel instead of or in addition to money.
Dispensing goods as part of poor relief was common in the County as it was
throughout Scotland. This may have been because boards and inspectors did not trust
applicants to spend money wisely or because they were aware of specific needs. Either
explanation could account for a decision made by the Ardersier board in 1848 to grant
temporary aid when an able-bodied man could not find employment to support his
children. They agreed to provide food, cooked if possible, but never money. 85 Many
boards provided clothing and some paid considerable attention to the subject. In the
parish of Kingussie in 1876, the board spent a lot of time debating what should go in their
annual tender for ‘flannels, tweeds, wincies and women’s boots’. They appointed a
committee to decide on the offers but the whole board felt it necessary to look at the
samples.86 Sometimes boards went much further than just providing clothes. The
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Inspector of Poor in Harris gave a double sheet and shift to Christina McLennan of Obbe.
As she was ill, he also engaged a local woman to attend to her and clean her property for
five shillings a month. In a personal gesture of kindness, he also cut some peats for her
and John McLean, another pauper while he was visiting them.87 Other boards regularly
provided coal in the winter. While there are examples of benevolence, they were thrifty
too. The same board in Kingussie who dispensed clothes with some generosity, sent the
Inspector of Poor to recover a bed and bedding given to the late Robert McLean. 88
Whatever the motivations for dispensing poor relief in goods rather than cash, warm
clothing, dry feet and heating may have provided a small element of personal comfort and
helped stave off illness to some degree.
Providing food was also recognised by parochial boards as a means of
maintaining health. It was a measure desperately needed on the western mainland and in
the islands in the years of the potato famine from 1846-53. Potatoes were easily grown on
marginal land and provided many more calories per acre than traditional grain crops. They
had become the staple food of crofters and cottars once they had been moved from fertile
inland areas to make way for commercially profitable sheep. The famine caused by potato
blight was an early and severe test of the efficacy of the new Poor Law arrangements. 89
Numbers on the poor roll in the County climbed from 2433 to 4117 in the years between
1846 and 1853 and parochial boards alone could not meet the demand for food.90 Direct
government intervention and charitable effort helped to alleviate starvation and destitution.
For a few months in 1846-47, the government sold grain from meal depots to estate
owners to give to their tenants in return for work. From 1847 to 1850, a charitable
organisation, the Central Board of Management for Highland Relief, organised distribution
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of meal.91 Combined efforts to supply meal avoided mass starvation and death. However
higher incidences of diseases associated with malnutrition and vitamin deficiency were
reported together with typhus which thrived in destitution living conditions. Typhus was
particularly rife in Harris and Skye.92
After the famine years, many parochial boards continued to dispense food.
Christopher Hamlin argues that food or ‘mutton medicine’ was important: ‘In attending the
poor, medical men frequently found that what was really needed was food and sometimes
prescribed meat (mutton) and bread and wine’.93 These items were sometimes prescribed
by parochial doctors for the ill and infirm but meal featured heavily as part of ordinary poor
relief allowances. It was often the cheapest the board could get, nevertheless it had
nutritional value in the form of carbohydrate, protein and fat.94 There were exceptions to
this practice particularly where poor people could get food from other sources. The parish
of Inverness and Bona, encompassing the town of Inverness, is one of these. Parochial
board records only exist from 1856 but from then there is no indication of food purchase. It
is likely that it was unnecessary because the town abounded with charitable societies
providing food and clothing. They were often led by notable middle-class women who
established soup kitchens and fed needy children and families. 95 South Uist Parish
Council still occasionally supplied food as late as 1911. In December, they agreed to give
the widow of Malcolm Campbell of Griminish in Benbecula and her eight children a boll of
flour and a boll of Indian meal every month.96 Like money, food was carefully dispensed
but it may have helped to restore health in some people and get them back to work: the
primary aim of both local and national poor relief authorities.
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The work of the parochial boards was also informed by a widely held belief that
people should work to support themselves and their families. Both the philosophical and
operational ethos of the poor law was one of last resort. Fear of a dependency culture
which might encourage laziness and further decline of moral values was prevalent. 97
Working to earn money or food was a well-established principle even during the years of
the potato famine when families were starving. Though boards had discretionary powers
to grant relief to able-bodied people if they were really destitute, they tried to avoid it.
Kilmallie Parochial Board, for example, placed the onus on landowners in the parish to
divide the male population into categories and encourage as many as possible to work
and earn money.98
First Class
All young men, all married men
with no families or 1 or 2
children, under 55
recommended to seek
employment in the south on
railways or other public works
to diminish pressure on food or
employment at home and earn
money to support wives and
parents.

Second Class
All married men under 55 with
numerous families dependent
on them but who have wives
and mothers able to take
charge of their families should
also be advised to seek
employment in the south.

Third Class
All married and unmarried
men above 55 and those in
any class whose health
does not enable them to
leave their homes are
recommended to the
particular care of landlords
who it is hoped will make
sacrifices for the purpose
of providing regular
employment for such of
them as can work.

Fig. 2: Pauper Classification in Kilmallie Parish. Source: HAL, CI/L7/22/1, Kilmallie Parochial Board
Minutes, 1845-1851, 29/9/1846.

Such actions were advantageous to landowners as primary contributors to the poor rates
but were also underpinned by fears of indolence even in a crisis situation. This board also
expected women applying for poor relief to be active and industrious. Knitting stockings
was deemed the only suitable employment and the Inspector of Poor was duly
despatched with needles and yarn. The women could keep the 4d profit from each pair of
stockings as part of their allowance. If they refused, as some did, deductions were made
from their poor relief.99 The Scotsman, writing in 1867 was particularly contemptuous of
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people who relied on poor relief and did not work: ‘In what degree has this magnificent
expenditure [on poor relief] accomplished any good beyond the temporary relief of a class
whose pauperism is the result of vice, ignorance and improvidence?’ It goes on to ask,
‘Who in these days of easy locomotion with a stout heart and a skilled hand should be in
danger of starvation?’100 Such moral overtones persisted in the distribution of poor relief
and there were clear expectations that family members who could work should support
their families, regardless of the extent of earnings or other commitments. The Harris
board, for instance, declared applicant Margaret Kerr could not be destitute because she
had a ‘strong, able, family.’ Similarly Effie Morrison’s family was ‘strong and large’. When
Alan Macdonald from Borsam wrote to them soliciting aid for his ageing mother, the board
was clearly disgusted and viewed the request as fraudulent. They considered his demand
‘inhuman’ considering the circumstances of himself and his brother and threatened to
hand the case over to the Procurator Fiscal to deal with according to law. 101 In parishes
where applicants and their families were well-known to the board, as was often the case in
the County, there was less chance of avoiding responsibility. Encouraging work and
familial obligation remained a paramount principle in assisting the poor. For those who
had no recourse to either, poor relief helped to maintain a subsistence lifestyle. Even
doing the minimum involved the thorny subject of local taxation for parochial authorities.
The perceived or actual affordability of poor relief was contentious. By 1860 only
two parishes in the County did not raise poor relief funds by assessment of property value:
they clung to a system of voluntary contributions which the legislation permitted .102
Parishes encompassing more affluent towns and villages were more able to pay higher
rates but were not always willing. Inverness and Bona Parochial Board took until 1857 to
decide, controversially, to assess on property value. The Inverness Courier led a
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vociferous campaign against the board and the ‘obnoxious system of rating on income’,
arguing that being able to rent or buy a house was no criterion of a man’s ability to pay
property rates.103 Aversion to paying property rates for poor relief contrasted strangely
with the abundance of voluntary and charitable organisations to which better-off members
of the middle classes contributed. They gave help to poor people, not just those on the
poor roll, in the form of medical care, soup kitchens, children’s breakfasts and other forms
of relief. ‘Religion, humanitarianism, social anxiety and not least zeal for personal
distinction’ are some of the reasons Nicholas Morgan and Richard Trainor suggest lay
behind such philanthropy.104 Paying anonymous poor rates to the parochial board did not
overtly bring self-satisfaction or kudos. It also meant losing control over the money and
therefore personal power. There was less obvious protestation about paying rates for poor
relief in later years of the century. It was also possibly associated with the rising age of
paupers. The Inverness and Bona board’s Inspector of Poor reported in 1889 that many of
the paupers on the poor roll were now aged between 80 and 100 and ‘when people came
to such a lengthened term of life, they ought to do everything in their power to ameliorate
their condition’.105 No longer considered able to work, they become more ‘deserving poor’.
Being careful about monies dispensed as poor relief nevertheless perpetuated. At their
last meeting in 1895 before the advent of parish councils, the chairman congratulated the
Inverness and Bona parochial board on being the most economical of large authorities in
Scotland.106
In parishes which did not have a substantial middle class property base, raising
sufficient money to pay for poor relief was more difficult. Estate owners contributed
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substantially to taxation for poor relief in a parish.107 Their tenants, including crofters, were
also liable but low rateable values of their properties meant low contributions. Ability to
pay both rent to the landlord and taxes also varied at different times depending on the
ability of family members to find work either at home or away. For crofters, agricultural
yields from the croft also affected whether they could pay. Squatters and cottars whose
properties did not appear on the valuation roll might receive poor relief but paid no rates.
Finding money for poor relief was a serious problem in some parishes. In some island
parishes, like those in Skye in the 1880s, complete collapse of the poor relief system was
only narrowly averted when the central authority threatened legal action if parishes did not
enforce payment of rates.108
Barra was a poor parish where relief became completely unaffordable.109 Extant
records are only available from the 1870s but show the board operating fairly efficiently. In
1871 the population was 1997 and there were 74 people on the poor roll, 60 of whom
lived in the parish.110 Estimated expenditure for 1872 was £458, comfortably met from
estimated income of £555. £349 came from the assessment of property valued at £1748.
Paupers got a reasonable level of service and Alan Macdonald, appointed Inspector of
Poor in 1877, was particularly diligent. In 1879 he visited all 70 paupers, including those
on Barra’s surrounding small islands. On his return, he arranged to supply clothes, bedclothes and peats and have some houses re-thatched, in addition to paying financial
allowances punctually every month.111 A complex number of factors began to affect the
ability of the parochial board to sustain poor law services after 1880. Local tax burdens
had begun to increase in the 1870s with the 1872 Education Act. Contributing to the
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building and maintenance of an (unwanted) poorhouse in Lochmaddy raised property
rates in the 1880s. The advent of Inverness County Council in the 1890s brought pressure
for public health improvements, like water supply and nuisance removal, all of which
meant increased expenditure and local taxation. Though the parochial board and
subsequently parish council staggered on by borrowing money each year from the bank,
they went bankrupt in 1906, most of the councillors resigned and the Local Government
Board sent its own officials to help run the parish.112 Re-establishing some order by
postponing debt and seeking warrants for non-payment of the poor rate, the parish did not
run its own affairs again until 1913.113
Whether parochial authorities could afford poor relief or not, it was never
generous. At best, regular, small amounts of money, goods or food helped to prevent
complete destitution and maintain health to some degree for the very poorest people.
From the 1860s, the Board of Supervision, keen to reduce pauper numbers and overall
expenditure on poor relief in Scotland began to insist on parochial boards applying the
‘poorhouse test’. If parochial boards offered entry to a poorhouse as an alternative to
outdoor relief, the Board believed people might withdraw their applications and find some
means of supporting themselves. Expenditure on poor relief might thus be reduced. Most
parochial boards in the County were not so convinced and the value of poorhouses either
as a deterrent to applicants, a cost saving measure or means of improving health is
debateable.
Poor houses – ‘Indoor’ Relief
The three poorhouses in the County were never fully occupied. Even the largest, in the
town of Inverness, at times considered alternative uses for some of its accommodation.
Those in Portree in Skye and in Lochmaddy in North Uist were so under-used, it is difficult
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to see any benefits. The latter can only be seen in a completely negative light. When the
Board of Supervision forced island parishes to build the poorhouse, it exacerbated
financial problems and diminished their ability to provide outdoor relief. As a result of the
Board’s determination to apply a blanket policy to Scotland, some parochial boards in
Inverness County, like other Highland counties, were saddled with large half-empty and
costly to maintain poorhouses.114
Inverness and Bona Parochial Board built a new poorhouse which opened in 1861.
There was some history of using poorhouse facilities as well as dispensing outdoor relief
in the town. The kirk session had allowed the parochial board to use Dunbar’s Hospital as
a poorhouse but from 1845 it became increasingly overcrowded and seen as unsuitable
by the Board of Supervision. As the largest town in the County, Inverness had its own
poor population but also attracted people from other parts of the Highlands and the rest of
Scotland in search of work. Construction work in the town and on railways drew large
numbers. Inevitably for a proportion of them, circumstances changed and they or their
families had to fall back on poor relief. The board took a decision in 1859 to erect a
purpose built poorhouse at Muirfield with 200 beds. When it opened in 1861 it was
managed by a man and wife team as governor and matron and closely monitored by the
board’s poorhouse committee.115
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Fig.3: Inverness Poorhouse. Source Peter Higginbotham.

Its operation was an intricately interwoven mixture of condemnation and sympathy,
parsimony and philanthropy, typical in Victorian and Edwardian times. Poor people who
chose or succumbed to the offer of the poorhouse got a roof over their heads, a bed to
sleep in, three meals a day, clothing and medical care, all of which helped to maintain
health to some degree. If at all able, they had to work in the house or grounds, thereby
quashing any tendency to idleness. Children got some access to education although local
schools were not keen to have them. Unchristianly, the Raining Stairs School, funded by
the Scottish Society for the Promotion of Christian Knowledge asked the poorhouse
committee to remove all pauper children from the school. Anxious to make it a training
school for Society teachers, they wanted to raise standards and considered pauper
children detrimental to this ambition.116 Orphans, deserted children and sometimes those
with resident parents were ‘boarded out’ to foster parents if at all possible. 117 Increasingly,
the poorhouse became a permanent residence for some older, infirm people. With the
wide range of ages, physical and mental conditions and capacity for employment, there
was inevitably some blurring of the distinctions between the ‘deserving and ‘undeserving’
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poor. The poorhouse was nevertheless managed with some rigour by the poorhouse
committee.
Inmates lived in sparse but clean accommodation which, along with other aspects
of poorhouse life, was micro-managed by the parochial board. Levitt suggests that one of
the things that shocked the Board of Supervision was conditions in poorhouses in
industrial areas – inmates sleeping two to three to a bed, no separation of the sexes and
children with flea infested clothing, for example.118 Conditions in Inverness were nothing
like this. It was inspected once a week by two members of the board. On a visit in 1863
the only fault they found was that soft soap used for washing caused an unpleasant odour
for a couple of hours but concluded it was unavoidable unless another cleaning agent was
discovered. In the same visit though there was a reminder that self-discipline and good
behaviour were expected. They noted, ‘the punishment cells were perfectly clean and
well-lighted’ though felt it necessary to add tempering remarks that no-one was kept there
who did not deserve it, never for more than seven hours and only seven inmates had
been so punished in the last year. 119 The house had some conveniences and reflected
rising standards in middle and some upper working class domestic accommodation.
Water was provided from the outset with the Inverness Gas and Water Company
supplying approximately 1,500 gallons daily, though there was some wrangling over the
cost.120 The supply was however not quite adequate for a weekly rather than fortnightly
bath for the inmates – an improvement suggested by the Board of Supervision’s Inspector
in 1907.121 Ash pit toilets and associated cesspools were gradually replaced by internal
water closets and the poorhouse was connected to the town’s drainage system in 1886.122
The hot water system was improved and extended in 1901.123 In 1908 further
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improvements were made when a steam system for cooking, washing, disinfection and
heating was installed.124 All improvements to the accommodation were carefully
considered by the poorhouse committee but they gave even more attention to the subject
of food.
Poor Law monitoring bodies were equally obsessed, and sometimes at odds with
the parochial board, over diet and nutrition. When the Board of Supervision drew up
model rules for poorhouses in 1847, they asked two Edinburgh doctors, one of whom was
the famous Dr William Pulteney Alison, to advise on a suitable diet for different categories
of inmate: the healthy who do not work; the healthy who work and the infirm and sick.
Recommendations were very specific. For the first category,
For breakfast: three and a half ounces of oatmeal made into porridge and 16
ounces of skimmed milk, buttermilk or beer;
For dinner: a quart of broth made from ox heads and/or hough (enough to give 2
ounces of meat per portion) barley, pease, carrots, cabbage, turnip and leeks and
6 ounces of bread;
For supper: same as breakfast.
Those who worked should get about 4 ounces extra of meat and for the infirm, rice soup
replaced the broth, though they should get tea with a little sugar and sweet (whole) milk at
breakfast and supper.125 According to the Inverness Poorhouse Governor’s reports, this
was fairly near the diet he administered. In 1862 he put out tenders for the following goods
and food,
Oatmeal; Bread; Coals; Butcher Meat: Bullock Heads and Feet, Shanks, Boiling
Beef, Beef Steak, Mutton; Groceries: Pale Soap, Soft Soap, Washing Soda,
Treacle, Split Pease, Broken Rice, Pot Barley, Ground Pepper, Tea, Sugar.126
Vegetables for broth came from the poorhouse garden where inmates grew potatoes, root
vegetables and greens.127 Some doctors began to question the adequacy of poorhouse
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diets, particularly the overuse of porridge and buttermilk especially for young children. Dr
Hunter, medical officer of the Barony Poorhouse in Glasgow urged authorities to improve
their diet,
because pauper children frequently inherit faulty constitutions and it is only by
administering a diet sufficient in quantity and nutritious in its nature and quality that
the young and innocent poor can be made the possessors of good health and
sound constitutions.’128
The Local Government Board specified a dietary scale in much more detail in 1898 but by
1903 they were again pressing parish councils to improve poorhouse diet. 129 It coincided
with the time when there was national concern about the health of young people within the
broader context of sustaining Britain’s military and economic place in the world. 130 After
some protestation on how they already gave more oatmeal than the recommended
amount, the Inverness board conceded some enhancements especially for children. In
future they would get, ‘at least 2 ounces of meat at dinner not less than four times a week
and suet pudding on the other days’. In addition, for them, sweet milk replaced skimmed
milk. The other group who got a small increased allowance of meat at dinner were
inmates able and willing to work.131
Work was a crucial element of life in the poorhouse. That was something of an
anomaly because work was not their central purpose, unlike English workhouses where
able-bodied paupers were expected to work for their keep.132 Poorhouses were designed
to house people who could not work because of age, disability or illness. Crowther
suggests that the unemployed might be classed as ‘disabled’ by poorhouse medical
officers, partly because unemployment and ill-health often went together and moreover
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they were, ‘not anxious to test an applicant’s destitution to the limits of starvation’. 133 The
Inverness Poorhouse admissions register supports this somewhat elastic interpretation of
disability. Though people were admitted with serious and long-term illnesses like heart
disease, blindness and rheumatism, there were also those with conditions from which they
might recover in a relatively short time, at least sufficiently to work. Itch, dyspepsia, boils,
sore feet, legs and arms and coughs were among the illnesses listed on admission.134
Regardless of reasons for admission it is clear inmates, including children, were expected
to work, if they could, in the house, the workhouse garden and piggery and later in its
firewood factory. The Inverness Courier in 1863 lauded such efforts,
The idle and indolent are being reclaimed from bad habits, as all are obliged to
work, either within or out of doors, at some employment suitable for them, while
those who were formerly reckless dissipated are subjected to strict discipline.
There is no fear of them being overworked, as a medical officer visits the house
daily.135
Such activity was also deemed beneficial to poorhouse children: ‘All the children of an age
to begin their lessons, go daily to school at Raining’s Institution, Inverness and on their
return home, after dinner, they are regaled and strengthened by being employed in the
garden’.136 It was an attitude that prevailed well into the twentieth century. There is no
evidence to suggest, as Levitt does, that the philosophy of moral discrimination had begun
to decline in the last decade of the nineteenth century.137 If anything, attitudes to work
hardened in Inverness. In 1905, the poorhouse committee decided paupers were not
working hard enough. An investigation was launched and other poorhouses contacted to
find out what kind of work their paupers did and their working hours. Though they decided
not to expand the range of work to oakum and hair teasing (Leith) and stone breaking
(Leith and Stirling), they extended working hours. In future the working day would be at
least six and a half hours and preferably eight. 138 Working did not appear to act as a
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deterrent as admissions registers reveal that although the majority were only in once,
there were some with multiple admissions. It was not unusual as the 1909 Poor Law
Commission rather acidly noted, ‘it is evident that familiarity with the Poor Law creates no
dislike for its hospitality. Especially is this the case with indoor relief’. 139 A certain group of
women were however not expected to work for their relatively short stays.
Some women used the poorhouse as a maternity home. It was not uncommon,
though the 1909 Poor Law Commission reported that a large proportion of births taking
place in both urban and rural poorhouses were illegitimate.140 In the Inverness poorhouse,
on admission, the woman’s disability was described as ‘pregnant’. They were generally
single women, mostly in their twenties and employed as domestic servants. Presumably
once their pregnancy was discovered, employment terminated and if they had no family
support to fall back on, the only option was the poorhouse. Nearly all married women
delivered their babies at home at this time but an unmarried pregnant daughter was
unlikely to have been welcomed home to deliver her ‘bastard’ child. In addition, unlike
bigger towns where charitable maternity hospitals had been established in the nineteenth
century, Inverness had none.141 In many instances the women were described as healthy,
tidy and clean. They stayed for varying periods after their confinements. Jessie Cumming,
aged 25, was one of the clean and tidy ones. She went into the poorhouse in March 1863
and left in October.142 Catherine McIntyre was another but she only stayed for two months
from January to March 1891.143 There is no record of where women and their babies went
after leaving the poorhouse but their decision to go there ensured they had as safe a
delivery as anyone else at that time. While there was only one resident nurse in the
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poorhouse, a midwife from the town came in to deliver babies. In the early 1900s, Mrs
Matheson was paid a guinea a month for her services.144 For these young women,
entering the poorhouse was a pragmatic way of obtaining food, shelter and medical
attention for a short period to the benefit of both mother and baby.145
Medical care was an intrinsic part of poorhouse services.146 Two doctors were
employed. Much was expected of them by the parochial board and even more in later
years by the Local Government Board. As well as attending when called out by the
Governor or Matron, one of the doctors had to attend every day, recording the dates and
times of their visits, patients they saw and the state of the poorhouse generally. 147 They
examined all new inmates and dealt with any immediate medical needs particularly those
arising from lack of personal hygiene and squalid living conditions. Head lice and Itch
were common. They also diagnosed and treated infectious disease and short and long
term medical conditions. With little detail of the type of treatment, this list presented to the
poorhouse committee when they quibbled about the cost of purchasing medicine locally,
suggests it was simple and limited: ‘castor oil, cod liver oil, senna leaves, epsom salts,
cream of tartar, flour of sulphur, linseed meal, simple ointment’.148 From the early 1900s,
the Local Government Board paid more attention to poorhouse medical services,
particularly after the appointment of Dr Leslie Mackenzie as its first full time medical
inspector. It meant more detailed scrutiny of all parochial medical services in addition to
the financial, administrative and procedural checking done by the Board’s General
Superintendents.149 Dr Mackenzie believed that parochial medical services could play an
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important role in preventing disease and ill-health. Having two qualified medical
practitioners on hand meant that much more could be done in this direction in the
poorhouse. After representations from the Local Government Board, in 1902 poorhouse
doctors began examining every inmate once a month in addition to seeing all sick and
infirm patients daily.150 From 1904 doctors also checked new admissions for signs of
smallpox vaccination and vaccinated or re-vaccinated if necessary.151
Demands on poorhouse nurses were equally onerous. A resident nurse was
employed from the start but qualifications were not demanded until 1889, after much
protestation by the parochial board. Not surprisingly, there was a constant turnover of
nurses given the long hours and heavy workload. Only after a visit by Dr Leslie Mackenzie
of the Local Government Board and a threat that grant might be withdrawn was a second
nurse appointed in 1903.152 Working hours were from 7 a.m. to 8.30 p.m. with three short
meal breaks. On three days of the week she had some time off but mostly involving a split
shift. She was expected to attend to all the medical, dietary and personal needs of the
patients and maintain ward hygiene.153 Her duties were probably even more expansive
because there was no night nurse. The poorhouse committee held out on appointing an
additional night nurse until 1910, seeing nothing wrong with the arrangement whereby
patients rang for a nurse in the night if they needed one.154 Duties increasingly involved
caring for the elderly declining in health.
Some older people chose to stay in the poorhouse. In reports on their death in the
Inverness Courier, there is no hint of them being a burden to the town. Roderick Cameron
was a widower without relatives, a ‘worthy elder’ and ‘intelligent and well-educated’. He
had been a soldier in the Crimean War and Indian Uprising Campaign and had a one
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shilling a day pension.155 Similarly, James Skinner who died in the poorhouse at the age
of 81 had been a soldier and then worked in collieries. Having a small pension, he had
been offered further assistance from the Veteran’s Relief Fund if he left the poorhouse.156
Instead he chose to stay and it is not hard to understand why someone might feel they no
longer wanted the strain of living on a small income. A statement by a member of the
parochial board revealed they were not unaware of the difficulties paupers had on living
on their relief.
He knew of a pauper who got an allowance of 2sh 6d a week. He paid £3 10sh for
rent which amounted to 1sh 3d a week. Coals were very high in price and would
take at least 1sh a week to keep one fire going. This only left 3d to live on and he
did not understand how it could be done on that.157
In the poorhouse, men like Roderick Cameron and James Skinner had none of these
concerns and some basic comforts like a clean bed, warmth, food and nursing care.
The Inverness poorhouse was affordable for the parish and by far the most used of
the County’s poorhouses. The town of Inverness flourished in the latter part of the
nineteenth century and while the parochial board and poorhouse committee were very
careful about expenditure, it was affordable on the property rates collected for poor relief.
It had space for 200 inmates initially but as expected standards increased, its capacity
was set at 150 in 1906 even with additional rooms created in an attic conversion. 158 It was
never occupied to its full capacity but it gave shelter and some care to around 100 people
a year.
Skye and Long Island poorhouses were more distinguished by under-occupation
than by even modest health benefits. Just a few years after the Poor Law had been in
operation, the Board of Supervision, concerned about over-liberal distribution of outdoor
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relief and the danger of discouraging self-reliance, urged parishes to build poorhouses.
Only then could the ‘poorhouse test’ be rigorously applied,
a well- regulated poorhouse is the best of all tests. While it furnishes sufficient and
even ample relief to the really necessitous, it affords the only available security
that the funds raised for the relief of the poor are not perverted to the maintenance
of idleness and vice.159
Parochial boards in the Highlands and Islands were singled out for their extravagance and
compared unfavourably with their counterparts in Ireland which had also endured famine
years. Mr Briscoe, the Boards Inspector for the Northern Counties wrote about Wick
parish in 1858, but he believed his findings applied to other parts of his area,
I have never yet (when speaking privately) found any member of the board that did
not allow that a greater part of the parochial funds was given to undeserving
objects. Favouritism, clanship, popularity, want of firmness and moral courage are
the principal causes for undue relief. Want of a test, not wishing that parties should
apply to the Sheriff and kindly feelings are other causes.160
Parochial boards on Skye quickly heeded the call for poorhouses, building the Skye Union
Poorhouse which opened in 1859. Parishes in the Western Isles held out much longer in
their opposition on geographical and financial grounds, eventually succumbing to build the
Long Island Poorhouse in 1883. Neither poorhouse made a substantial contribution to
improving health and may even have detracted from it by absorbing funds which could
have been better used to support a greater number of poor people at home.
The value of the Skye Poorhouse was questioned almost from the beginning.
Seven parochial boards, Bracadale, Durinish, Kilmuir, Portree, Sleat, Snizort and Strath,
combined to build it at 12 Shulishader (now Hedgefield Road), Portree with space for 51
inmates.
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Fig.4: Skye Union Poorhouse. Source Peter Higginbotham.

With no extant records of the poorhouse or Skye parochial boards for that period,
motivation for their haste possibly lay with concerns about rising poor rates. Additional
poor relief from the Central Relief Board for the worst years of the potato famine had
ended in 1850. From then, parochial boards were expected to support their own poor,
even though the famine had a much longer impact. By the early 1850s, the poor rate in
three of the parishes on the MacDonald estate in Skye amounted to 15 per cent of the
gross rental.161 Poor rates in Skye and the Western Isles, which were much higher than
the Scottish average, may have deterred prospective buyers of Highland properties. 162
Buying into the Board of Supervision’s theory that building poorhouses and applying the
test to discourage applicants must have had some appeal to Skye’s ratepayers. Soon
though, its lack of residents and the cost of maintaining it attracted public attention. In
1865, the Inverness Courier’s ‘Skye Correspondent’ praised the way the house and
grounds were kept by the Governor, Mr Macgregor, and the abundance of vegetables
growing in the garden. However he added, ‘there are very few inmates in the house, and I
find a great diversity of opinion as to whether its influence as a test is worth the expense it
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involves’. In his letter of response, the Governor presented a stout defence saying
parochial boards considered costs were completely justified because of the benefits
derived from the power of using the test. He was sure the Chairman of the House
Committee who sat on six of seven of the parochial boards on the island would uphold his
opinion.163
Neither ratepayers nor poor people benefited from the poorhouse. According to an
anonymous, ‘Inspector of Poor of a Highland Parish’, who wrote to the Inverness Courier
in 1867, it acted as a deterrent though that only meant the poor were in a ‘half-starving’
condition and would rather starve than enter the poorhouse, ‘so horrified are they at the
idea of confinement’. Rates were high because they spent £500 a year on maintaining the
poorhouse, a sum which could have provided relief to approximately 150 paupers instead
of the three currently in the poorhouse.164
Skye parochial boards persisted with the poorhouse despite obvious underoccupation and calls for alternative uses. A correspondent calling himself R.M’N
(obviously with medical knowledge of infectious disease) wrote an article in the Inverness
Courier about his visit in 1890. From speaking to the matron he ascertained that since the
house was built, thirty years ago, the largest number of inmates ever was 14.
Immaculately clean, tidy and well-ventilated, he felt the time had come for the building to
be used for other purposes, ‘After such a long trial, I think it is fair enough to reckon that
an epidemic of pauperism that would require half the accommodation provided is not likely
to break out in Skye.’ In his opinion at least two wards could be used as hospital
accommodation for isolating and treating infectious diseases like typhus, typhoid, scarlet
fever and measles which were common in Skye.165 It did not happen, with the Board of
Supervision even refusing its use for threatened epidemics of cholera and smallpox in

163

Inverness Courier, 8 June 1865, 15 June 1865.
Ibid., 7/2/1867.
165
Ibid., 21/10/90.
164

56
1893.166 Briefly used for a few tuberculosis patients from 1917 to 1918, the poorhouse
continued, still underused and in increasingly poor condition until 1929 when it closed
completely. It is usual to place the blame firmly on the Board of Supervision for insisting
on poorhouses. Day argues that, ‘Left to themselves, the Highland parochial boards would
never have erected these costly and useless poorhouses; most probably they would have
succeeded in discovering some more suitable method of meeting the local needs’.167 It
was not completely true of Skye where the ratepayers who sat on parochial boards and
parish councils did not overtly oppose its continuance.
Vociferous opposition to a poorhouse on geographical, social and financial
grounds as happened in the Western Isles, was a more predictable reaction. Board of
Supervision statistics in 1872 showed the two existing poorhouses in the County were by
no means fully occupied: Inverness was approximately half full and Skye less than a
quarter.168 Presumably the Board took this as evidence of their deterrent effect and
pressed the parishes of Harris, North Uist, South Uist and Barra to combine to build a
poorhouse. The Board’s Northern Inspector, Mr Peterkin, however did not believe
poorhouses would reduce expenditure and regretted the loss of small local parochial
lodging houses, especially for older people. In 1873 the total population of the islands
was around 16,000 with 383 on the poor roll scattered throughout the islands.169
Reluctantly parochial boards agreed, on condition the poorhouse was built on
Benbecula.170 If they had to transport people to a poorhouse, this was the least
inconvenient. From Harris and Barra, a sound and a ford had to be crossed and only a
ford from South and North Uist. When the landowner, Sir John Orde, refused permission,
the Board of Supervision identified a new site at Lochmaddy on North Uist. Much
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procrastination ensued until the Board threatened legal action. Financial and geographical
objections were put forward. The Barra board pleaded that it was an unnecessary burden
on ratepayers now being taxed also for schools and roads. They also protested about the
inaccessibility of Lochmaddy, ‘in consequence of Ferries and Fords intervening, making
the journey to and fro perilous and costly’. Indicating their willingness to take a few beds in
an existing poorhouse, they asked for deferment of the new building.171 Pleas fell on deaf
ears and the Board raised legal action against the four parochial boards who decided to
comply, thus saving the expense of defending themselves in court. It is hard to see why
the Board was so insistent on this expensive and impractical option at a time when people
in the Western Isles were least likely to choose to live off meagre poor relief. Much better
wages were available from the booming herring industry for both men and women.172
Though seasonal, the work together with food produced on crofts meant that families
could, to some degree, pay their rent, eat better and more easily afford to support old or
infirm relatives. The Board’s reasoning can only be attributed to entrenched ideology,
voiced by Malcolm McNeill, that laxity about dispensing poor relief, ‘had converted a very
large number of a ‘proud and high-minded peasantry’ into shameless imposters’ and had
‘produced a spirit which not all the efforts of later days have wholly eradicated’.173 The
unwanted poor house was erected in Lochmaddy in 1883.
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Fig. 5: Long Island Poorhouse. Source: Peter Higginbotham.
The poor house was not extensively used. It was, as South Uist Parish Council
expressed, ‘an intolerable burden upon the parish’. Their proportion of the costs
approximated £165 annually and represented an annual assessment of about six and a
half pence per pound without being of any appreciable value.174 Despite evidence of the
financial burden, the Local Government Board persisted in its opinion that poorhouses
were a valuable deterrent. Those in Lewis and the Long Island were particularly singled
out in evidence to the 1909 Royal Commission on the Poor Law in Scotland. Not only did
they have large numbers of vacant beds but the costs per head to maintain an inmate
were very high due to high debt charges. In Lewis it cost over £50 a year and in the Long
Island even more, over £61. In other under-occupied poor houses it was in the region of
£25-£34. Mr Maxwell, the Local Government Board’s Head of Statistics and Audit,
presenting this evidence, suggested blame might still lie with parish councils for not using
it as a test and therefore incurring needless expense in the parish.175 By the time the
Commission reported however the Local Government Board had agreed to an additional
use for the Long Island Poorhouse. Still with an underlying note of criticism for the island
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parish councils, the Board nevertheless agreed in 1907 that it could be used to
accommodate 28 ‘harmless lunatics’ in addition to the ordinary poor.
As it is very costly to send lunatics from the Hebrides to the Lunatic Asylum at
Inverness, and as the cost of board in the Poorhouse should be considerably less
than in the Asylum, the retention of a proportion of lunatics in the Poorhouse will
be of great benefit to the parishes.176
This alternative use was reluctantly agreed on financial grounds though there was little
concession that, in rural areas particularly, parochial authorities might have more practical
ways of meeting local needs for poor relief.
Benefits of poorhouses in the County in terms of public health were few. All were
under-occupied, some more than others, which suggests parochial authorities and
Inspectors of Poor did not see them as a major tool of deterrence to applicants, promoted
so heavily by the Scottish monitoring bodies. Small numbers of paupers benefited from
having food, clean accommodation and medical care. It was often for short periods until
they were able to work or find other means of support outside the poorhouse. In
Inverness, unmarried women were able to have their babies delivered safely and get a
few months post-natal respite. All the poorhouses served as homes for older people who
had no family support. They did not have a major impact on future health and welfare
services.
Parochial Medical Service
While poorhouses had little impact on public health, the same cannot be said for the
parochial medical service. Its development was influenced by the same factors that
influenced other aspects of public health – middle class presence, affordability, variability
of assistance or co-operation from landowners and the geography of the County.
Nevertheless it brought widespread benefits. Parochial doctors were established in all but
one parish in the County by 1880.177 Not only did this bring medical services to paupers,

176
177

UKPP, Cd. 4142, Thirteenth Annual Report of the Local Government Board for Scotland, 1907, p.xxi.
Whatley, ‘Development of Medical Services’, p.50.

60
but also local and national finance accompanying the service enabled medical services for
a wider population. Parochial doctors played an important role in the smallpox vaccination
programme and assisted in outbreaks of smallpox and other infectious diseases. In
addition they often moved into wider public health roles as the parochial authorities
employing them acquired responsibilities for matters like nuisance removal, water supply
and drainage. Long said to be the primitive forerunner of a national health service, its
history in the Highlands and Islands has been extensively documented, not least in the
Royal Commission and resulting Dewar Report of 1912.178 When considered from a public
health perspective, it is possible to see how and why parochial doctors and parochial
boards succeeded or failed in improving poor people’s health, prolonging their lives and
preventing disease.
Few medical services for poor people existed before 1845. All medical
practitioners were in private practice with treatment only available for a fee and often
unaffordable for poorer people, even the employed. A charitable, free dispensary existed
only in the town of Inverness. Established in 1832, it relied on donations to buy medicines
and medical supplies. Some town doctors gave their services free of charge. 179
Sometimes landowners paid for a doctor to treat their tenants but, as in South Uist, the
service could be withdrawn when no longer deemed affordable. Dr Roderick Maclean
advised the Royal College of Physicians Inquiry in 1851,
Colonel Gordon generously guaranteed my salary on behalf of his tenants for
which I attended their wants. The condition of the people having come to such
indigence of late, the proprietor could not find it possible to extract rents far less
his other land taxes including the doctor’s salary so that last term day he withdrew
this and now I cannot count on anything.180
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The new Poor Law allowed parochial boards to appoint a medical officer to treat
registered paupers and supply them with medicines, medical appliances and cordials. It
was a step taken reluctantly in some cases because boards did not want to increase the
poor rate.
A government grant acted as an inducement to employ a parochial doctor.
Concerned about lack of progress, the Board of Supervision introduced the medical relief
grant to help pay for them - £10,000 to be divided between all Scottish parishes on a
formula based on population and medical expenditure. For the first time, the government
gave direct financial assistance to provide health care. It was a significant step, seen by
Day as one enabling a better medical service for both paupers and non-paupers in the
Highlands and Islands.181 It also contributed to improved medical standards: from 1858
only doctors properly qualified and registered under the Medical Act of that year were
allowed to hold posts in parishes accepting the grant. As more boards participated, the
amount awarded to each parish diminished and in 1882 the grant was increased to
£20,000. In 1885, part of the cost of trained sick nurses in poorhouses was allowed as a
charge against the grant thus reducing the amount available for parochial doctors and
detrimental to Highland counties.182
Government grants did not always reduce parsimonious attitudes. The first doctor
appointed by the Kirkhill board in 1847, Dr Macrae, got £10 per annum. Out of this, he
paid for all medicines and appliances for his pauper patients and his travelling
expenses.183 Such arrangements brought the possibility of the doctor skimping on
medicines in order to keep a larger proportion of his salary.184 Presumably in this large
village close to Inverness he had private patients so was not completely reliant on his
parochial salary. Though doctors changed, the salary had not increased substantially by
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1882. Dr McLaughlin who took up the post that year was paid £15 though he did not have
to pay for medicines after 1890 when the Board of Supervision decreed that salaries
should be exclusive of medicines. From then, the chemist in Beauly supplied medicines
and the parochial board paid the bill. 185
Some boards were forced to pay more or create a package of funding with estate
owners to enable the continuation of a medical service. The Laggan board decided in
1871 that in order to keep an efficient medical officer they had to raise Dr McRae’s salary
from £80 to £120 per annum and provide him with a rent-free house.186 In a poor
community like Harris, with limited opportunity for private practice, a parochial doctor could
only earn a living if estate owners and other agencies contributed. In 1872, Dr Murchison’s
salary was made up from his duties as: Parochial medical officer - £50 and a £5 allowance
for medicines; Parish vaccinator - £11; doctor for landowners Edward C. Scott - £50 and
Lord Dunmore - £50 and for Archibald Stewart (probable) from the lighthouse) - £5. With
this total sum of £171, he also got a rent-free house from Mr Scott. For this salary he had
to, ‘attend professionally on and give medical advice to all the Heritors’ servants, all
Tacksmen and Paupers gratuitously but may charge for medicines’. 187 This seemingly
generous salary package was to no avail because within two years Dr Murchison
resigned.
Practising medicine in scattered communities on the islands and mainland was
challenging. It was one of the primary conclusions of the Dewar Commission’s inquiry into
medical services in the Highlands and Islands in 1912,
That on account of the sparseness of the population in some districts and its
irregular distribution in others, the configuration of the country, and the climatic
conditions, medical attendance is uncertain for the people, exceptionally onerous
or even hazardous for the doctor, and generally inadequate.188
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Financial and geographical difficulties proved too much for some parochial medical
officers and in addition opportunities for advancement were much more limited than in
cities and towns. In urban locations parochial posts were especially desirable for newly
qualified doctors. They had the security of a regular parochial salary with opportunities to
build up a private practice and obtain introductions to prominent citizens sitting on
parochial authorities.189 Thus the attractive stability of urban posts may be directly linked
to the high turnover of doctors in the rural Highlands where there was far less opportunity
for professional progression. In Harris, for example, in the sixteen years between 1863
and 1879 there were eight parochial doctors and periods without doctors while the post
was advertised and re-advertised. Trying to address geographical issues did not improve
the situation. In 1884 the Glenelg board divided the parish into a north and south division
covering respectively the estate of Glenelg and the estates of Knoydart and North Morar.
They appointed a parochial doctor for each division, with both getting a rent-free house.190
After taking up their posts in April, both doctors had resigned by September, starting a
long chain of resignations and appointments. There were ten different doctors over the
two divisions in the next ten years. In this parish the parochial doctor was obviously
valued. When Dr Graham asked the board for a salary increase in 1886, pleading limited
income from private practice meant he could not support his family, a deputation of
ratepayers appeared at the board meeting. They ‘pressed on the board the propriety of
increasing the Medical Officer’s salary to such an extent as would induce Dr Graham to
remain in the parish’. The doctor consequently got the salary increase.191
Parochial doctors not only provided medical care but also became an established
part of the poor relief system. They helped Inspectors of Poor decide entitlement. In
Kingussie in 1865 Dr Orchard certified that Ann MacLennan, could ‘do such work as
sewing, knitting, spinning or the work of the house’. Her application for poor relief was
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refused.192 On the other hand, professional and humanitarian assessments, not strictly in
compliance with poor law rules saved people from starvation. It was particularly evident in
Kilmallie at the height of the potato famine in 1849. Overwhelmed by the number of
people applying, the parochial board handed over much of the decision making about
poor relief to the Inspector of Poor, who was a surgeon, and the parochial medical officer,
Dr Kennedy.193 The two doctors exercised considerable discretion in granting temporary
poor relief to able-bodied men and women. A small amount of money or meal dispensed
prevented complete destitution and further deterioration of health.
Medical treatment was limited. There is little detail in parochial board minutes
about the numbers of patients treated or the illnesses from which they suffered. Letters
from the Inspector of Poor to the Kirkhill parish doctor Dr Macfadyen, suggest he carried
out surgical and medical treatment for illnesses ranging from wart removal and ruptures to
the final stages of consumption.194 In the modern sense of pharmacological remedies,
there were a limited number of effective drugs for most of the nineteenth century.195 Anne
Digby suggests there were few striking clinical developments in the field of general
medical practice though diagnostic skills for common complaints and ability to perform
minor surgical procedures improved.196 Medical treatment often seemed to be a case of
alleviating symptoms until the illness passed or building up general health in order to
shorten recovery time and build up resistance to illness and disease. Hamlin’s ‘mutton
medicine’ was much in evidence.197 As previously explained, many boards dispensed
meal to paupers as part of their poor relief. Those who were sick or infirm often got
additional food and drink to boost recovery. In 1848, Dr Kennedy of Kilmallie parish
reported he had spent nearly £4 during the year on buying 53 pounds of butcher meat and
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16 bottles of wine.198 It was a continuing practice. In 1876, for example, the parochial
board in Kirkhill authorised Dr MacFadyen to arrange with parties in Beauly for the supply
of wine and butcher’s meat to be given on his order. 199 ‘Mutton medicine’ was sometimes
supplemented by nursing care.
Home based nursing care was the norm though there were some very local inpatient arrangements. Parochial doctors or Inspectors of Poor made arrangements for
paupers, without family support to be cared for by local women. Untrained, their remit was
to keep patients and their houses clean and comfortable and administer any prescribed
treatment, usually nourishing food and cordials. The Daviot board agreed to pay nurses to
attend two paupers in their own homes in 1886. Janet Fraser was confined to bed and a
nurse paid two shillings a week to look after her. Alexander Mackintosh did not require
quite so much attention and his nurse got one shilling a week.200 A few boards made inpatient arrangements. The parochial doctor in Kingussie had the option of sending sick
paupers to a property in Spey Street, rented from estate owner John Macpherson. How
many people were sent there is not recorded but it had a resident nurse who was paid 12
shillings a month and the board renewed the lease for at least another year, suggesting it
was used.201 The Kirkhill board definitely had a local ‘hospital’ for more general use. In
1859 they agreed to adapt part of a house they used as ‘poors lodgings’, appropriating
three rooms for a nurses room, male paupers ward and female paupers ward so ‘that the
comfort of some infirm and sick individuals among the Paupers of the Parish would thus
be generally promoted’. Mrs Matheson was appointed as a nurse with wages of four
shillings a week and two female and one male pauper were taken into the hospital almost
immediately.202 This type of arrangement was not common because most sick paupers
remained in their own homes.

198

HAL, CI/L7/22/1, Kilmallie PB, 10/5/1848.
HAI, CI/7/8/1a, Kirkhill Parochial Board Minutes, 1859-1880, 27/4/1876.
200
HAI, CI/7/4/1, Daviot and Dunlichty Parochial Board/Parish Council Minutes, 1885-1898, 28/8/86.
201
HAI, CI/7/15/1a, Kingussie PB, 23/3/1875, 10/4/1876.
202
HAI, CI/7/8/1, Kirkhill PB, 4/5/1859.
199

66
Referring paupers for care in established charitable or voluntary hospitals was
infrequent. There were only four general hospitals in the County up to 1912. The Northern
Infirmary in Inverness was the only one of any substantial size. By 1873, it had 90 beds in
the main building, after new wards had been built to keep fever patients separate.203
Others were small. In Skye the Gesto at Edinbane had 12 beds.204 Invergarry had four
beds and the Belford in Fort William had 30 beds (reduced to 18 by the mid-1880s) and a
dispensary for out-patients.205 Pauper patients were specifically excluded from all its
services.206 With so few hospitals and a requirement to pay fees for the stay and
treatment, it was not an option parochial doctors chose frequently. Catherine Inglis, a
fever patient from Daviot was one of the few, spending five weeks in the Northern
Infirmary at a cost to the parochial board of nearly six pounds.207
In addition to providing medical and basic surgical services to pauper patients,
parochial doctors had an important role in the prevention of smallpox. From 1863, under
the Vaccination Act, parents became responsible for having their children vaccinated
before the age of 6 months. Most doctors got a small additional fee from their parochial
boards to become vaccinators. He was responsible for vaccinating paupers’ children and
the children of other parents who defaulted on getting their infants vaccinated. Geography
affected the doctor’s ability to carry out these vaccination duties. A small parish like
Ardersier on the mainland had a very creditable record. In 1869 for example, the board
reported only one defaulter.208 It was very different in islands like Barra and Harris where
doctors battled the weather and conditions at sea to perform vaccinations. 209 Variable
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though vaccination services were, there is no doubt of the substantial contribution
parochial doctors made to reducing this potentially fatal disease.
The parochial medical service made a significant contribution to treating illness
and preventing disease. Though pharmacological treatment was limited, ‘mutton
medicine’, small surgical procedures or providing medical appliances could make a
difference. They could help younger people get back to work or ease the later years of the
elderly. Vaccination against smallpox was a very important public health measure that
gradually almost eradicated the disease.210 Importantly though, the parochial medical
service had a wider impact. In many parishes, the parochial contribution to a doctor’s
salary helped to sustain his services for the whole population, whether paupers or not.
Conclusion
Poverty relief was a significant aspect of public health improvement in Inverness County.
The 1845 Scottish Poor Law established the principle of state intervention in people’s
health. Founded on different principles to English laws, it aimed to expand, not restrict
relief. It was also influenced by Dr Alison’s beliefs that relieving poverty was an intrinsic
part of public health improvement. If people were better fed, clothed and housed, they
would be more resistant to disease. To him that was as of much, or greater consequence,
than the water and drainage schemes his English contemporary Edwin Chadwick
promoted. Poor relief had greater significance as an element of public health in a Highland
county like Inverness. Providing the physical structures and services associated with
sanitary and health improvement were often hindered by affordability and geographical
factors. In the twentieth century, the government began to intervene in different aspects of
the poverty problem relating to children, the elderly and the unemployed.211 Though it had
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a diminishing role, the poor relief system still played a part in maintaining health and
welfare for some poor people.212
Historiography has tended to focus on the deficiencies of the Poor Law system
rather than its value. Both English and Scottish Poor Laws have been roundly condemned
by historians like Englander and Crowther. The former describes them as ‘a dark phase in
the development of social policy’ and the latter suggests the official response to poverty
and disease in Scotland was ‘mean and dilatory’. 213 This chapter has shown that, though
parochial boards and parish councils varied in their willingness and financial ability to
assist poor people, they tried to supply some of the elements Alison saw as essential.
Small amounts of money, warm clothes, boots, bedding, housing repairs, fuel and food
met some of people’s basic needs and went some way to preserving health and
preventing disease. It should not be exaggerated because of course the poor law only
addressed the needs of the very poorest, the infirm and elderly. Officially it did not
encourage helping able-bodied people who could not find work or earn enough to support
their families. Attitudes about self-help and work permeated the approach of parochial
authorities. They did not grant poor relief lightly and applicants’ circumstances and those
of family members as potential providers of support were thoroughly investigated. On
some occasions Inspectors of Poor and Parochial Medical Officers were flexible in their
definitions of who came into the ‘deserving poor’ category. Poor relief remained one of the
most achievable public health measures in much of the County.
Some aspects were of more benefit than others. ‘Outdoor Relief’ given to people
who remained in their homes remained the most common form of assistance. It is
possible to see how even meagre amounts of money and goods might help people who
had nothing. ‘Indoor Relief’ in poorhouses was different. Favoured by the Board of
Supervision who were keen to establish uniformity in the system of poor relief and use the
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‘poorhouse test’ as a way of discouraging people from applying for assistance, parochial
authorities in the County were not always convinced of their value. The largest poorhouse
in Inverness, albeit never fully occupied, helped some by supplying food, medical and
maternity care and a place for poor older people to spend the last years of their lives. It is
hard to see any benefits from the Skye and Long Island poorhouses, the latter completed
only on the insistence of the Board of Supervision. They completely ignored the protests
of island parochial authorities about geographical impracticality and the affordability of
building and maintaining a poorhouse. Both poorhouses were grossly underused and the
money spent on them would have helped poor people more as ‘Outdoor Relief’.
By contrast, the parochial medical service had widespread and lasting value. It
was never uniform. It ranged from the intensive involvement of parochial doctors in the
Inverness poorhouse to more intermittent and infrequent services in the islands dictated
by weather, geography and difficulties in retaining doctors. Yet it meant that the very
poorest people were able to get some medical treatment from qualified doctors. The much
used ‘mutton medicine’ in the form of nutritious food and cordials was important in
restoring people to health as were simple surgical procedures which speeded up the
process of being able to return to work. Parochial doctors also had much wider impact.
Funding from the board together with other small amounts from other sources like
proprietors or government agencies meant it was possible for a doctor to earn enough to
stay in the parish and provide a service to non-pauper patients. Gradually too they began
to take on other public health roles, such as vaccinating against smallpox and managing
outbreaks of infectious disease. Many moved into being District Medical Officers of Health
with practical and strategic roles in disease prevention and treatment from the last decade
of the nineteenth century.
Poor relief remained a significant element of preserving the health of poor people
in Inverness County but delivering it was complex. As fledgling local government bodies,
parochial boards encountered some of the constraints they, and subsequent local
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authorities, met in trying to deliver the public health services government expected.
Perceptions about the ‘deservedness’ of poor people were common but there were other
limitations around affordability, geographical and technical feasibility and the variable
willingness of estate owners to support public health measures. The following chapters
illustrate these constraints and show how such a complex variety of factors meant that
public health improvements varied considerably in the towns, villages and scattered
communities of the County.
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CHAPTER TWO: INFECTIOUS DISEASE
Preventing and treating infectious disease was no less challenging or complex than
delivering poor relief. The principle of state intervention in people’s lives, established by
the 1845 Poor Law, soon expanded into wider aspects of public health, including
infectious disease. Threatened or actual epidemics of cholera and smallpox attracted
most government attention. Endemic diseases, like typhoid, typhus, measles, whooping
cough, scarlet fever, diphtheria and tuberculosis continually threatened and shortened
lives and were periodically epidemic.214 Conditions that bred disease and encouraged
their transmission were not exclusive to large towns and cities.215 Dilapidated and
overcrowded houses, dirty surroundings, polluted water supplies and lowered resistance
to disease caused by poverty existed in the towns, villages and smaller settlements of
rural counties like Inverness. Here and in other Highland counties, developing
communications with the rest of Britain and foreign countries through trade, tourism and
migration increased infection opportunities, as did compulsory state education from 1872.
Legislation and government guidance provided a framework for intervention but, in the
same way as other aspects of public health, middle class influence, affordability,
landowner involvement, geography, individual agency and willingness to accept change
affected progress in curbing infectious disease.
This chapter explores the extent and success of efforts made to prevent and treat
infectious disease. While clean water supplies, better sanitation, excrement and rubbish
removal and housing improvement are widely acknowledged factors in the decline of
infectious disease, other chapters of this thesis evaluate these in more detail. This chapter
focuses on measures targeted towards the individual, reflecting what Tom Crook
describes as the ‘state medicalised “person-centred” conception of public health’
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emerging in the mid-nineteenth century.216 Of these, vaccination against smallpox was
one of the most important. It was the only disease ‘contained and turned back by means
of a medical discovery’.217 Focusing on vaccination exposes the problems around
affordability, geography and acceptance of the preventive measure. From there, the
chapter examines the steps local authorities took to detect and check the spread of
infectious disease. With little available medication, the main tools of medical officers and
sanitary officials were disinfection, intensive cleaning and fumigation, destruction of
clothing and bedding and patient isolation. Increasingly, trained ‘fever’ nurses were
employed to care for people in their homes. Hospitals did not feature prominently in
treatment in most parts of the County, even when the government insisted on public
provision, and the last section of the chapter examines the difficulties in establishing them.
The chapter critically examines how legal, political and medical direction on
infectious disease translated into practice across this rural region. Systems devised to
deliver improvements in prevention and treatment were not always feasible, often
because of financial or geographical constraints. Policies and practices were adopted or
contested by different local authorities, public health officials and by people themselves.
Individuals, particularly doctors and poor law officials often had an important role in taking
decisive action to combat the spread of disease at a local level. There was no
straightforward or standard narrative of progress across Inverness County with its diverse
social, economic and geographic circumstances. It is nevertheless important to
acknowledge achievements as well as problems in combatting infectious disease. In doing
so there is acceptance of the complex interaction between national policy and local
practices.
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Vaccination against smallpox
Smallpox was a horrible disease which for centuries had disfigured and blinded those who
escaped death.218 It was the first disease for which there was a proven prophylactic, firstly
by inoculation and then vaccination. These practices extended in the nineteenth century,
gradually becoming more medicalised, state regulated and entangled with government
actions to improve public health. Compulsory and more formal delivery of vaccination from
the 1860s was one of the first government driven public health interventions which
interfered with people’s bodies rather than their environment to prevent the spread of
infectious disease. Putting vaccination into practice revealed social, financial and
geographical obstacles for local authorities and individuals. They were sometimes difficult
to overcome in Inverness County and other parts of the Highlands.
Inoculation was practiced in the north of Scotland in the eighteenth century.
Confined to the rich everywhere in the earlier years of the century, its use expanded as it
gained medical approval and became cheaper. It involved the deliberate infection of a
healthy person with smallpox in the hope that the body would throw up its own defences.
Performed only when there was an outbreak, Deborah Brunton’s study of the Statistical
Accounts reveals that it was most generally and widely used in the northerly Scottish
islands. She suggests this was because the disease could assume epidemic proportions
in isolated communities causing high mortality.219 In his submission for the parish of Harris
to the Old Statistical Account in 1794, Reverend John Macleod wrote,
There was a bad kind of smallpox, which carried off a number of children, almost
all inoculated by their parents, without medical affiliance, a plan which was found
to have answered at former periods without any fatal consequences.220
It indicates that not only was the disease a frequent visitor to the island but that
inoculation was widely practiced on Harris and by lay people rather than doctors.
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Vaccination, discovered by Edward Jenner in in 1796, began to replace inoculation
as a prophylactic for smallpox. He found it was possible to protect healthy people by
infecting them with matter from cows who had cowpox. Harder for people to accept
without obvious manifestation of the disease, the practice nevertheless expanded in the
nineteenth century. In Scotland, it was first performed in Edinburgh in 1800 with lymph
fluid obtained from Dr Jenner. A Vaccine Institution also opened there which developed
means of preserving and packing it for despatch to the Highlands and abroad. 221 By
1805, lymph was readily available in the Highlands.222
The vaccination procedure was carried out by medical and lay practitioners. Most
commonly, it was executed by doctors either privately or through charitable dispensaries.
Brunton identified Inverness parish (encompassing the town of Inverness) as one in which
inoculation was popular in the eighteenth century.223 Yet the charitable Inverness (Forbes)
Dispensary which opened in the town in 1832 had only a modest impact in vaccination,
suggesting that poorer people did not seek the procedure, even when it was free. In its
first year, 34 children were protected, with similar numbers in the years immediately
following.224 It was very different in large towns like Glasgow where thousands were
vaccinated in similar institutions. One vaccinated 24,000 children in 15 years. 225 Where
there were few doctors, it was commonplace for various lay practitioners including
schoolmasters, midwives and church ministers to step in.226 An Edinburgh surgeon even
produced an instruction booklet for the Scottish clergy. It explained in great detail how to
make the incision, insert the lymph and check that it had taken and included some vivid
detail on the expected appearance of the pustule formed by the operation. 227 In the parish

221

Hamilton, The Healers, p.170.
Brunton, Politics of vaccination, p.141.
223
Brunton, ‘Smallpox Inoculation and Demographic Trends’, p.427.
224
Leslie and Leslie, Hospitals of Inverness, p.190.
225
Brunton, Politics of vaccination, p.142.
226
UKPP, Paper no.3619, Eleventh Annual Report of the Registrar General of Births Deaths and Marriages in
Scotland and First Report on Vaccination for 1865, pp.28-29.
227
G. Bell, A Treatise on the Cow-Pox to the Clergy of Scotland (Edinburgh, 1802).
222

75
of Kilmuir on Skye, for example, it is clear doctors were not involved in such routine
procedures in 1845,
Vaccination has been partially introduced and the prejudice which the people had
against it for a length of time is gradually vanishing. There is no medical
practitioner nearer than the village of Portree, upwards of twenty miles distant; and
the consequence is that he is never sent for but in cases of extreme danger.228
By the 1840s vaccination against smallpox was a more widely accepted practice but the
1845 Poor Law bolstered the principle that it should be carried out by doctors.
When the Board of Supervision strengthened the rules for parochial medical relief
in 1848, they encompassed vaccination. In return for a share of a medical relief grant,
parochial boards had to appoint doctors to provide medical services for people on the
poor roll. It was a role the Board subtly extended by stipulating that boards use their
doctor to give a free vaccination service to the wider community. 229 Inverness and Bona
Parochial Board, were able to adhere better to Board of Supervision guidelines designed
for more densely populated areas. They offered a free service, at set places and times in
Inverness, four times a year.230 Although advertised by means of posters, notices on
church doors and from the pulpit, it was not widely taken up. In the year ending January
1859 only 20 children (15 successfully) had been vaccinated: a small proportion of the
parish population of 16,000.231 The board then launched a bigger campaign, offering two
venues on two days every week for children and adult vaccination. In addition they
arranged for ‘two of the most intelligent of the Police to go round from house to house to
urge people to avail themselves of the opportunity of being vaccinated, noting the number
of adults and children in each house who have not been vaccinated’.232 Despite their
proactivity, in June 1860 the board reported a poor outcome from their special
arrangements, noting that an epidemic of smallpox, followed shortly after by one of
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measles, caused more deaths than the last cholera outbreak in 1849. 233 In Kilmallie,
where the parochial medical officer travelled over 2000 miles in the course of a year, the
board agreed a practical arrangement with him whereby he would vaccinate the children
of the labouring classes gratuitously. 234 There is no reference to fixed arrangements so it
was presumably done in the course of his normal duties. It is not known how many people
were vaccinated through Kilmallie’s looser arrangements but there certainly was
reluctance in the town of Inverness to take up free vaccination opportunities. That was not
unusual as the procedure was not embraced uniformly across Scotland.
Government concern, particularly about unprotected children, led to prescriptive
legislation. In 1861 and 1862, the total number of people vaccinated in all Scottish
parishes participating in the medical grant scheme equalled 0.73 and 0.65 per cent of the
population, figures similar to Inverness County’s overall figures of 0.72 and 0.74 per cent.
Linking registered births to the poor law scheme, the Board of Supervision estimated that
only one in 5.40 new babies were protected and therefore were at great risk from the
epidemics regularly threatening the country. 235 No comprehensive records were kept of
people vaccinated privately or by charitable institutions so it was impossible to know true
figures. That changed, at least for infants, with the Vaccination (Scotland) Act of 1863
which operated in conjunction with compulsory registration of births under the 1854
Registration (Scotland) Act. Within six months of birth, fathers had to return either a
certificate of vaccination or of unfitness for vaccination completed by a doctor to the
registrar.236 If no certificate was received, names were placed on a list and given to the
Inspector of Poor in the relevant parish to issue an order for vaccination and threaten a
fine or imprisonment for non-compliance. The aim of the Act was to eventually give all
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children protection against the disease. The Scottish Act however contained financial and
delivery limitations that detracted from the goal of universal protection. Moreover, in its
practical implementation, geographical issues were overlooked. This had particular impact
on rural counties, especially those with extremely large parishes.
Scottish legislation restricted free vaccination to paupers on the poor roll, their
children and defaulters. It was in stark contrast to the situation in England and Wales
where poor law authorities vaccinated between 60 and 90 per cent of infants regardless of
whether they were on the poor roll. In Scotland private medical practitioners vaccinated
over 80 per cent with parochial doctors carrying out fewer than five per cent of infant
vaccinations.237 Parochial boards could choose to vaccinate more widely but this had
implications on the poor rate which they were generally anxious to keep as low as
possible. Most boards appointed their parochial doctor as their vaccinator, typically paying
him the minimum remuneration required by the Act – one shilling and sixpence for each
vaccination carried out within two miles of his residence and two shillings and sixpence
beyond that. The Kirkhill board, for example, paid this but Kingussie was a little more
generous, paying two and four shillings, though only for a successful vaccination. 238 Harris
parochial board stuck to the minimum figure, apart from the islands of Berneray, Pabbay
and Scarp, for which the doctor got five shillings.239 Boards did not seek further financial
burdens from vaccination beyond their statutory responsibilities.
Scottish registrars did not welcome the fact that poor working people had to pay
for vaccination. Registrars were often local schoolmasters, sometimes inspectors of poor
or other individuals who knew the circumstances of people in the parish and the impact of
smallpox and other diseases on employment and education. Very soon after the Act was
implemented, the Registrar General commented,
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The restriction of the functions of the public Vaccinator to children of the paupers
and defaulters has been felt as a hardship, and has caused much dissatisfaction
among the inhabitants of the Insular, Highland and Pastoral Districts and also
among the numerous classes in our large towns which is just removed from
pauperism.240
Poor working people in the town of Inverness had some recourse to the free dispensary
and numbers taking advantage increased from its early years in the 1830s. In 1867, for
example, 60 children were vaccinated there.241 Others, in both town and country areas
struggled to find the doctor’s fee. The Dewar Commission acknowledged in 1912 that
many people in the Highlands and Islands remained unable to afford to have their children
vaccinated and that parochial vaccination of defaulters was a heavy burden on the parish
rate.242 Affordability for both people and local authorities was a constraint.
Restrictions on who could perform vaccination was a further limiting factor. The
Vaccination Act stipulated that only qualified medical practitioners could vaccinate and
provide certificates to the Registrar. Brunton suggests lobbying by Scottish practitioners,
keen to get additional fees for vaccination work, resulted in this service limitation. 243 In
many cases, access to vaccination was worse than before the Act, as the Registrar
General noted in 1865,
In every parish, the great majority of children were vaccinated either by the
surgeon, if there was one or by the midwife; and in several of the Insular and
Highland parishes, the clergymen vaccinated all gratuitously. Vaccination by the
clergymen or midwives cost the people nothing.244
In some parishes the key difficulty was inability to pay a doctor for the service. In addition
to this barrier, in some parishes, the availability of doctors was erratic as the Dewar
Commission reported.245 The affordability of the service for poor people and lack of
doctors were barriers to the government goal of achieving universal infant protection.
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Weather and geography also created barriers to implementing legislation.
Compliance was easier in some inland parishes where the population was more compact.
Ardersier, a small village parish on the eastern mainland, often reported single defaulters
or none at all.246 Other parishes found it more difficult to comply with clauses eight and
nine of the Act which stipulated that fathers had to provide a certificate of vaccination to
the registrar within six months of birth and that for any child unfit for the procedure the
doctor had to certify this every two months. Weather and the terrain could prevent parents
getting a child to the doctor for vaccination or the doctor reaching them. The Board of
Supervision could grant modifications and allow parents longer than six months to submit
the vaccination certificate. Barra Parochial Board pleaded in impassioned terms that
because their south islands were often inaccessible because of stormy water and rapid
tides, there was, ‘no parish in Scotland where extension of the time sought is more
necessary’.247 By 1893, ten parishes in Inverness County had been granted
modifications.248 Despite these allowances some parishes had huge numbers of
unvaccinated infants. Harris had 457 in 1879, nearly a third of all defaulters in the
county.249 Quick to deny responsibility when challenged by the Board of Supervision and
Registrar General, the board blamed their officials. Their very new parochial medical
officer, Dr Stewart, only in post since the beginning of the year, agreed to vaccinate them
all within a month for a fee of £15. A year later there were still 254 defaulters.250 Stewart
had been naïve and over-optimistic, given the extent of travelling through the main and
smaller islands of Harris which involved journeys on land and by sea. The Vaccination
Commission of 1896 praised the Scottish arrangement whereby a doctor went to a
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defaulter’s home to perform the vaccination therefore reducing the risk of avoidance.251 As
Dr Stewart found, it was hard to achieve in large parishes with poor road systems.
Parents had a variety of reasons for not vaccinating their children. There were
always those who refused vaccination: sometimes for religious principles; because they
feared the side-effects; believed it was ineffective or encroached on personal liberty. 252 Dr
Gray, South Uist’s parochial doctor, reported in 1900 that some families refused to allow
him into the house to vaccinate their babies. In extreme cases he had carried out the
procedure over four times before it was successful because parents washed or sucked
the lymph from the baby’s arm.253 They were determined for whatever reason not to allow
their child to be vaccinated. There were suggestions however that some parents just did
not get their children vaccinated because they did not want to pay the doctor’s fee. If they
defaulted then it became the responsibility of the parish to arrange and pay for the
vaccination. South Uist Parish Council were firmly of the opinion that in their worst
offending communities – on the island of Benbecula and in the villages of Howmore and
Boisdale – many were able to pay the statutory fee. The council instructed the doctor to
carry out the procedure but charge as many as possible so the authority did not have to
bear the cost.254 Conscientious objection, legalised in 1907, provided a simpler way of
avoiding vaccination and being pursued by the parish vaccinator. The Dewar Commission
suggested that there might be pragmatic reasons why parents took advantage of it. Either
they could not afford the fee or the time, travelling and inconvenience of carrying the child
several miles to the doctor firstly to get the vaccination and again to check that it had
taken, a requirement of getting the certificate.255 If parents in the county had additional
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reasons for not getting their children vaccinated, there was no marked divergence from
the national picture which had a universally downward trend after 1907.
County-wide statistics concealed local variations in the number of children
protected from the disease. Despite recognition of vaccination’s contribution to the decline
of smallpox, overall take-up reduced considerably after 1907. The Vaccination
Commission, which sat for seven years from 1896, concluded that since compulsory
vaccination was introduced there had been a ‘marked though irregular decline’ in
Scotland’s death rate from smallpox. 256 Prior to 1907, the proportion of children alive to
children vaccinated had remained at 93 per cent for many years. Afterwards it fell to 68
per cent. In Inverness County, in 1910, the figure was 62 per cent, close to the national
average. There was no clear geographical pattern for unvaccinated children. Affordability
and logistical barriers appeared to have been overcome in North Uist, for instance, with
the Registrar General reporting, ‘Vaccination has never been so well up to the mark as it
is now.’ Yet 33 per cent of children remained unvaccinated in the North Morar and South
Harris registration districts. That was the same proportion as the Kingussie and Insh
district.257 While the former had a more scattered and generally poorer population, the
latter contained the wealthier town of Kingussie. It seems likely there were a range of
reasons for parents deciding not to get their children vaccinated.
There was no smooth trajectory of progress in the acceptance and delivery of
vaccination in the County. It was practiced widely by doctors and importantly by trusted
people in local communities in the earlier years of the nineteenth century. Making it
compulsory, only free for paupers and defaulters and only to be administered by doctors
created significant problems. It resulted in vaccination avoidance for pragmatic as well as
ethical, religious or medical reasons. Affordability was an issue everywhere for poor
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working people who had to pay to have their children vaccinated. Parochial authorities,
although legally obliged to vaccinate the children of parents who defaulted as well as
those on the poor roll were not keen to bear the additional expense. In some parts of the
County, lack of doctors and the logistics of travel, often in adverse weather conditions,
was difficult for doctors and parents to overcome. Despite all this, the County’s record of
vaccination was respectable and comparable with national averages, testament to parents
who found the means of getting their children vaccinated and doctors who persisted in the
face of challenging circumstances.
Checking the Spread of Infectious Disease
The nineteenth century saw the government trying to do more to prevent the spread of
infectious diseases. In Victorian times, as Hardy observes, infectious disease was often
ignored across all social classes because admitting to it disrupted business, education
and, for the poorer classes, earning essential income.258 When disease struck, dealing
with it was largely seen as a family responsibility. When someone died from it, regardless
of personal grief there was a certain degree of acceptance that it, ‘simply was one of the
inescapable facts of nineteenth-century life’.259 Increasingly though, the government
expected local authorities to enter homes and schools to handle existing cases and
prevent infection spreading. Recommended systems and procedures for curbing disease
were largely designed for urban situations. The government did not always recognise the
multiplicity of social, economic and geographical factors which could affect their
implementation in a rural region.
More than any other disease, the dramatic and horrible impact of epidemic cholera
stimulated government action on sanitary improvement and disease prevention.260
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Appearing in the 1830s, it devastated Europe repeatedly until the 1920s.261 Often
occurring first in ports or market towns it spread throughout Britain, particularly attacking
poor and overcrowded communities though not respecting class in its onslaught. It killed
swiftly and nastily from rapid dehydration caused by diarrhoea and vomiting. Its sporadic
nature meant that government interest came in flurries. Christopher Hamlin sceptically
observes that for ‘the government of a state, the most important thing to do in the face of
cholera was to be seen to be doing something, to be implementing some policy in which
hope could be invested’.262 In the absence of definitive knowledge about the causes of
cholera until the 1870s, administrative and medical advice though copious was not always
practical.263 Government panic and resulting directives did not always lead to local action.
When the second epidemic of the century struck Britain in 1848, warnings and
advice on preventive measures issued by the General Board of Health in London often
went unheeded or were avoided by local authorities. Because no particular body had
statutory responsibility for public health, the government decided that in Scotland
parochial boards and town councils should prepare for and deal with the epidemic. There
was no great enthusiasm from many in Inverness County. Fledgling parochial boards
struggled to cope with poor relief responsibilities, let alone manage a major medical crisis.
Kirkhill Parochial Board was typical in seeming to ignore the directives altogether, with no
reference to them in minutes of their meetings.264 The Croy board made it clear that they
would only act if the disease struck,
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The Inspector [of Poor] produced Instructions from the General Board of Health in
respect of the prevention of Cholera and other contagious distempers which the
Meeting agreed to pay every attention to should there be occasion for
interference.265
They were obviously not going to go out of their way to actively find and help anyone with
cholera or any other infectious disease or put preventive measures in place. In defence of
the boards who ignored instructions, they were daunting for the inexperienced and had
financial and logistic implications. Inspecting for nuisances and instructing or enforcing
removal together with having medicines on hand to dispense to poor people at any time of
the day or night were not practical especially when parishes were large. 266 Although more
feasible in Inverness the Town Council, having recently introduced some street cleaning,
drainage and nuisance removal services under a local Act, were unenthusiastic about
extending and paying for further public health activities.267 Responsibility for a potential
cholera epidemic was largely relinquished to the Inverness and Bona Parochial Board.
Local authorities in the County were often too busy with other matters and only just
starting to get to grips with public health responsibilities and the costs involved.
Where authorities decided to be proactive, it was the activity of individuals which
made a difference. Under Dr Tolmie’s direction, Ardersier Parochial Board dealt with an
outbreak of cholera in a commendable manner. He was the Parochial Medical Officer and
Inspector of Poor and very influential. Immediately on receipt of a government circular in
1848, the board formed a sanitary committee to inspect the village of Campbelltown.
Finding filthy streets and overflowing drains, they first tackled the Earl of Cawdor to pay
his share of the cost for clearing the central drain. Then, through the town crier and
notices posted in the village, they warned house owners and occupiers about penalties for
neglecting to clean drains, gutters, privies and ash pits.268 Cleaning up insanitary
conditions was always a primary action regardless of contagionist or miasmatic theories of

265

HAI,CI/7/3/1, Croy PB, 22/11/1849
UKPP, Paper no.1151, Fourth Annual Report of the Board of Supervision for the Relief of the Poor in
Scotland, 1849, Appendix A, pp.1-4.
267
Inverness Burgh Police Act 1847.
268
HAI, CI/7/1/1, Ardersier PB, 1/11/1848.
266

85
disease transmission.269 Despite these efforts, an outbreak occurred in March 1849. Two
people contracted the disease and died within a day. Quickly approving the purchase of
chloride of lime and quick lime recommended by Dr Tolmie, drains, gutters and ditches
were disinfected and houses washed inside and out. 120 houses were treated in this way
with infected houses also fumigated. Even with these precautions, cholera spread and Dr
Tolmie had to seek medical assistance from an Inverness doctor and help with
disinfection from the County Police, who appointed two local special constables. With the
approval of the board, he also opened a soup kitchen to supply convalescents as well as
the needy and destitute with a nutritional diet - a recognised Poor Law tool for maintaining
health.270 There were 44 cases with 13 of them fatal but the outbreak was contained within
three weeks.271 It was a small number compared to cities like Glasgow which had 2,322
attacks and 1,058 deaths.272 Nevertheless it was a major impact on a small, poor
community within a rural parish. It could have been much worse without the strategic and
practical endeavours of Dr Tolmie, underpinned by his concern for poor families, and the
willingness of the parochial board to heed his advice.
Action to deal with an outbreak of cholera in Inverness was coloured by attitudes
to poor people. There was a distinct tendency to blame how they lived for the proliferation
of the disease. That was not uncommon. Pamela Gilbert notes that in 1850s ‘it was still
largely believed that insanitary environments resulted as much, if not more, from the
habits of those who lived within them as of infrastructure or economics’.273 Inverness’s
Town Council and Police Commissioners took the view that the disease would largely
affect poor people and therefore chose to pass responsibility for dealing with the outbreak
to the parochial board. Even a visit from one of the General Board of Health’s medical
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inspectors in May 1849, who drew up a long list of intensive preventive and treatment
recommendations, did not persuade the town council to greater proactivity. 274 They were
pre-occupied with the financial and technical details of re-building the town’s main bridge
which had been swept away in a storm early that year. Restoring trade and business
communications trumped a disease that, in their view, mainly affected poor people.
Despite having two ardent public health campaigners, Drs Nicol and Forbes among its
members, the town council was unwavering in asserting that resources for dealing with
the epidemic must come from Poor Law assessment.275 The cholera outbreak lasted for
seven months and was managed largely by the Parochial Medical Officer, Dr Manford,
with other doctors and female and male nurses assisting him.
Deaths occurred but those of the town’s poor people were seen as less important.
It was not an unusual viewpoint at this time as cholera was mainly associated with the
lower classes. Their ignorance and persistent filthy habits were believed to exacerbate its
spread.276 A local newspaper placed more value on the death of a single doctor than of
numerous poor people. The Inverness Courier reported that between March and October
1849, 225 people had contracted cholera, 112 of whom died.277 When the first tranche of
deaths from the Maggot (a very poor area of the town) occurred in April, the Inverness
Courier virtually discounted their deaths as their own fault and unimportant because, ‘they
had all been drinking from the River Ness and most had weak constitutions’.278 This
pronouncement reflected widespread societal beliefs that poor people were responsible
for their condition because of personal failings. Furthermore, as Hamlin observes, it was
common to ‘regard the physical and psychological needs of the poor (and accordingly
their justifiable expectations) as different from those of the wealthy (and conveniently
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commensurate with what society was willing to deliver)’.279 These views were clearly
reflected in the very different tone of the Courier’s reporting of the ‘irreparable calamity’ of
the death of an eminent doctor and former provost later in the year: ‘The heaviest loss and
severest affliction caused by the presence of cholera in this town has been the death of
our leading medical practitioner, Dr John Inglis Nicol – the most meritorious of our
citizens’.280 Even the death of this esteemed member of the town’s middle class did not
prompt advance preparation for another epidemic.
When cholera struck Britain again in 1866, Inverness’s middle classes were
blatant about the reasons for diligence in preventive measures. By this time it was a
flourishing town with improvements in railway communication and considerable and
ongoing commercial and domestic building.281 ‘A Citizen’ wrote to the Inverness Courier,
An outbreak of cholera in Inverness such as that which visited us some years ago
would inflict upon the trade of Inverness a loss which would be incalculable...Every
merchant in Inverness is interested in pressing upon the Town Council immediate
action. If tourists avoid us and the games are deserted where will they gather their
harvest? 282
Protecting the wealth of the town and its business owners was a major incentive for
preventing an outbreak of the disease anywhere in town, including its poorer communities.
As in 1849, the parochial board took the lead. By now parochial boards and town
councils had clearer, though only permissive, legislative powers to deal with what the
government saw as one of the primary preventive measure i.e. removing rubbish and
excrement from streets and around houses.283 George Anderson, Inspector of Poor and
Inspector of Nuisances for Inverness and Bona Parochial Board, directed and organised
action. Forming a sanitary committee with all the board members and some extras, they
divided the parish into 17 town districts and 13 rural districts. A committee member took
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responsibility for each district carrying out house to house visitation and organising
nuisance removal, cleansing and any necessary disinfection. 284 Such actions complied
with four lengthy instructions issued by the Board of Supervision in 1866 though they
recognised that local authorities who were prepared to incur additional expenditure in
order to ‘do good to the people’ were not numerous.285
In parishes with fewer people, less resources and wider geographical areas
implementing the instructions was difficult, if not impossible. Designed for concentrated
urban areas, few parishes in Inverness County were able to carry out the house to house
visitations, checking of ships, disinfection and medical attention detailed in the circulars. It
was common to ignore them. In Harris for example the parochial board noted warnings
about the rapid approach of cholera but there was no discussion and no action
recorded.286 As an island parish with regular seagoing traffic, more concern might have
been expected. It can only be assumed that the overall scale of expected intervention was
too daunting and impractical to implement with limited human and financial resources.
Expressing themselves ‘well pleased’ with their report from the Board of Supervision’s
Inspector, Mr Peterkin, it is obvious that he had not seen fit to criticise them for their
inaction on cholera prevention.287 Some recognition must have been given to their
difficulties, even though there were a few cases in Harris.
It was one of the few parishes in the County where cholera appeared in 1866. The
Board of Supervision required parochial boards to submit returns of cases under three
headings of Asiatic cholera, British cholera and the vaguer, choleraic diarrhoea. How
diligent parochial boards were in sending in reports is not known. Officially however
cholera only appeared in five of the 33 parishes with no Asiatic cholera recorded.

284

HAI, BI/4/1/3, Inverness and Bona Parochial Board Minutes, 1866-1870, 3/8/1866.
UPPP, Paper no.3957, Twenty Second Annual Report of the Board of Supervision for the Relief of the
Poor in Scotland, 1866-1867, p. xviii.
286
HEBA, IN5/2/1/R1.178, Harris PB, 21/6/1866.
287
Ibid., 28/8/1867.
285

89

Parish
Alvie
Harris
Inverness
Kingussie
Petty
Total

Population
833
4,183
16,102
2,033
1,671
24,882

British Cholera
Attacks Deaths
0
0
3
0
2
0
0
0
0
0
5
0

Recovered
0
3
2
0
0
5

Choleraic Diarrhoea
Attacks Deaths
1
0
23
0
3
0
3
0
4
0
34
0

Recovered
1
23
3
3
4
34

Fig.6: Cholera in Inverness County 1866. Source: Twenty Second Annual Report of the Board of
Supervision for the Relief of the Poor in Scotland, 1867, p.254.

From these statistics, cholera does not seem to have claimed any lives in the County
though there is no way of determining the veracity or otherwise of the figures. However
the Registrar General noted in his report for 1866 that ‘its ravages were limited’. 288 Overall
in Scotland cholera caused 186 of every 10,000 deaths, low compared to the 396 from
scarlatina, 272 from whooping cough and a massive 1214 from tuberculosis. 289 In
Inverness County, as in the rest of Scotland, cholera did not have the devastating effect
the government feared.
Other cholera epidemics threatened in the nineteenth century but how far they
were a catalyst for improvement is debateable. Ferguson contends that cholera set in
motion a more systematic approach to safeguarding public health. 290 According to S.
Patterson it was not so great a driving force in rural areas.291 In Inverness County, action
was fitful. After the 1871 epidemic, Inverness local authorities began planning a public
cholera and smallpox hospital. The six years it took to open reflected both public
opposition and some lack of enthusiasm on the part of the authorities. By the time an
epidemic threatened in 1892-93, authorities in some ports were more proactive in their
preventative measures. The appointment of qualified public health professionals in
accordance with local government legislation of the 1890s was possibly a driving force.
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Inverness Police Commissioners and the Skye District Committee ordered extraordinary
cleaning and disinfection of the streets. Reluctant at first, the latter was persuaded by their
DMOH, Dr Dewar. He pointed out that the village of Portree was in daily communication
by boat with Glasgow where cholera had broken out. In addition large numbers of
fishermen gathered there from nearly every port in Britain. Both Inverness’s medical
officer and Dr Dewar were diligent in examining boats and their crews for signs of the
disease before they were allowed entry. 292 In this epidemic, only one case of cholera and
one of choleraic diarrhoea, neither fatal, were reported in the whole County in a population
of 80,000.293 Evidence from Inverness County suggests that cholera had a limited impact
on how infectious disease was dealt with but as Hamlin argues ‘the golden age of cholera’
coincided with the ‘birth time of public health’. 294 The prevention of all infectious disease
became a government interest embodied in legislation.
The Public Health (Scotland) Act 1867 gave powers to town councils and parochial
boards to prevent and mitigate infectious disease. Under this permissive legislation they
could appoint sanitary inspectors and medical officers to assist with identifying and
dealing with individual cases and wider outbreaks, in addition to other public health duties.
Enthusiasm for these posts and willingness to pay even modest salaries varied. Most
boards appointed them, giving the sanitary inspector a small salary and the parochial
medical officer a small addition to his for public health duties. In the parish of Alvie the
parochial board made no assessment for public health in the property rates. The Inspector
of Poor and Parochial Medical Officer were expected to carry out sanitary inspection
duties though there is little reference to their activities in the minutes.295 The two men
received no supplementary payment for sanitary inspection duties until 1883.296 The three
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towns appointed the required officials, although not always with great haste. References
to direct measures for the prevention and treatment of infectious diseases are not plentiful
in local authority minutes in the years immediately following the 1867 Act. It suggests it
was not always a high priority, with attitudes about fatalism and personal responsibility
lingering.
A newspaper report from North Uist in the spring of 1874 succinctly illustrates
where priorities lay and conveys views on the inexorability of disease,
Happily food and keep are plentiful. Diseases of various kinds, principally typhoid,
scarlet fever, bronchial afflictions and hooping [sic] cough have been more than
usually prevalent this past winter, producing a large increase in mortality. They are
now much on the decrease.297
Having enough to eat was most important. Having families incapacitated by disease with
some dying was recorded in a very matter of fact tone. The emotional and financial
implications of losing children and possibly breadwinners can only be assumed. Despite
what seemed like a serious degree of disease in North Uist, Mr Peterkin, the Board of
Supervision’s Inspector gave no mention of it in his report, concentrating only on issues of
poor relief.298 In addition to familiarity with and acceptance of disease, there were also
attempts to conceal its presence.
In Skye in July 1875 Duirinish Parochial Board appeared to be playing down an
outbreak of typhus or typhoid. Dr Campbell, the parochial medical officer, wrote to the
Inverness Courier saying that reports of people dying of typhus around Dunvegan were
greatly exaggerated. Instead of the 29 deaths being bandied about, only six had been
recorded with the parish registrar. Just one child had died at the Dunvegan Hotel and
fever was now completely eradicated from those premises. He concluded that no-one
need be alarmed to visit and the parish was almost clear of any infectious disease of any
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kind.299 ‘Veritas Vincit’ of Dunvegan’s response to the Courier suggests truth was
obscured by the summer tourist season and the interests of local business. He points out
that Dr Campbell had only visited three of the infected families. The majority had no
medical attendance because they could not afford the doctor’s fee. He lists 14 people who
he says undoubtedly died from the disease and were reported to the parish registrar. In
addition he disputes the doctor’s diagnosis of typhus at the hotel: other medical gentlemen
had pronounced the disease as typhoid.300 They were often confused with one another.301
Both were equally disadvantageous to the hotel trade. Typhus was a rickettsial disease,
spread by the body louse and associated with dirty, overcrowded conditions. Typhoid was
bacterial and spread by ingesting contaminated food and drink. The latter certainly may
have involved more expense for the hotel being likely to involve alterations to water supply
and sewerage arrangements. ‘Veritas’ concludes his letter to the Courier by saying that
the parish was far from free of infectious disease: ‘Geary in Waternish is a perfect hot-bed
of fever at this moment’ and he went on to declare that the whole sanitary state of the
parish was a disgrace.302 His letter suggests Duirinish Parochial Board was more
concerned with business interests than public health.
Local authorities in the County were often initially wary about dealing with
infectious disease. That was not uncommon. As in other aspects of public health
authorities everywhere faced perennial dilemmas about how far they should interfere with
individual rights and property and how much of the precious resource of ratepayers
money should be spent.303 It was common to take action only after an outbreak occurred.
Some residents of Groam Farm in the parish of Kirkhill contracted smallpox in 1871. The
parochial board instructed their Inspector of Nuisances to have the premises, bedding and
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clothing disinfected but only when the patients were convalescent.304 Much responsibility
was placed on people themselves not to spread disease. Kirkhill Parochial Board posted
warnings on parish notice boards about penalties people could incur if they travelled on
any public conveyance with smallpox or any infectious disease.305 It was taken a little
further in Inverness where cabmen were instructed not to take any patients to the
Northern Infirmary unless they had a medical certificate certifying they were free from
contagious disease.306 Some authorities slowly began to accept more responsibility.
By 1876 Kirkhill Parochial Board showed signs of greater proactivity and
organisation. It was a typical pattern of progress, as Crook suggests, for practices to
become increasingly, ‘methodical, orderly and efficient’.307 It is possible that a new
employee appointed in 1875 as the Inspector of Poor and Sanitary Inspector after the
long-term ill health of his predecessor, exerted some influence. When the Board of
Supervision warned of an impending epidemic of smallpox in 1876, the board sent him out
to inspect the parish for nuisances and furnish people with lime to whitewash interiors. 308
This time they took action in advance of any incidence of the disease, not after it
happened as in 1871. In addition the board asked the Inspector to liaise closely with the
parish’s medical officer and keep him up to date with any further government circulars.
They had begun to approach dealing with infectious disease in a more co-ordinated and
efficient, though still cautious, manner.
The way Inverness local authorities treated a sailor with smallpox in 1879 was far
from proficient and could even by deemed incompetent and callous. The ‘Glide’ had
anchored at Campbelltown in the parish of Ardersier with a sick sailor on board, unable to
reach its destination port of Buckie or home port of Nairn due to weather conditions and
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tides. The sailor was taken to Nairn hospital where it was discovered he had smallpox.
When Dr Corbet went on board to certify the ship had been properly disinfected and had a
clean bill of health, he found a second sailor in the early stages of the disease. Nairn
refused to take another case and, with no isolation facilities in Ardersier, the captain sailed
to Inverness. He was made to anchor four miles outside the town while the Police
Commissioners’ Sanitary Committee deliberated. Their medical officer, Dr Mackay, went
on board and found the patient in a poor condition in the forecastle, a dark hole which the
doctor said he would not enter for £500. He was being nursed by a fellow sailor. Mr
Wyness, the Sanitary Inspector did everything he could to persuade either Nairn or Buckie
to accept the man to their hospitals. He claimed that the Inverness hospital was only for
people whose disease originated in the immediate district. Nairn, he thought, could take
him on humanitarian grounds because his family lived there. Wyness desperately tried to
stop him coming into Inverness. After two days the Police Commissioners ordered the
owner to construct a shelter on deck for the patient and sail for Buckie immediately. The
ship did not move because the ship’s owner, Hugh Mackintosh, had been refused
permission to land in Buckie. An appeal by Inverness Police Commissioners to the Board
of Supervision, to their surprise and dismay, produced an immediate instruction to arrange
for the sailor to go to the town’s Cholera Hospital. Unfortunately while the first patient
recovered in Nairn, the second died only a few hours after admission to the Inverness
hospital.309 Inverness had the resources and facilities to take care of this one man with
smallpox: reasonably well-developed local government, an experienced Sanitary
Inspector, no shortage of medical practitioners or nurses and a purpose-built public
isolation hospital. It appears the authorities allowed their fear of the disease and of setting
a potentially expensive precedent of hospitalising sailors with infectious disease override
humanitarian obligations.
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Provost Simpson argued that the local authority’s first duty was to protect the
community of Inverness.310 In a letter to the Inverness Courier, Hugh Mackintosh
disagreed,
I respectfully beg to submit that their first duty was to make provision for the safety
of a poor young sailor who removed from his home and kindred was seized with a
dangerous disease, helplessly cast upon their care. His father stated to me that,
had his son got fair play, he could have submitted to his death, but when he thinks
of the way his poor “Willie” was left to die like a dog, it is like to break his heart. 311
Hugh Mackintosh felt that if they had allowed the sailor to land in the early stages of the
illness, he could have been isolated in the hospital without any risk to the citizens of
Inverness. Failing to deal with one simple case of smallpox was ‘unworthy of the Highland
capital’.312 It is even less to the Police Commissioners’ credit that they continued to try and
persuade the Board of Supervision to make a rule that future cases of infectious disease
on ships should go to their home or destination port. 313 The ‘Glide’ incident was a stark
example of the town authorities trying to keep disease out. It seems that they also
continued to play down the incidence of disease. In 1886, the Scottish Highlander strongly
criticised the Town Council’s efforts to keep quiet about outbreaks of typhus and smallpox
which occurred in the town.314 Protecting civic interests in the flourishing town was
paramount.
By contrast, in some communities action to prevent the spread of infectious
disease was simple and practical. The town of Inverness and the island of Eriskay were
both settlements in a County designated as rural. Yet the human, financial and medical
resources available to deal with an outbreak of infectious disease could not have been
more different. Typhoid came often to Eriskay, caused by what Father Allan MacDonald,
the island’s priest, called ‘the very nourishing water’. In an outbreak in the 1880s, there
was no local authority involvement, no deliberation about what should be done or its
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consequences for reputation or business interests, as there was in Inverness. Action was
solely aimed at preventing other people catching the disease. Father Allan’s biographer
described what he saw as he visited islanders in the throes of an epidemic,
In times of fever, when the beds are burning in the townlands (they burn a man’s
bed of the dried seagrass when he dies, before his door, within the hour) he would
often so hasten from one to the other in his dread to see the smoke before him,
that twenty four hours on a stretch would pass before he broke his fast.315
It is not clear whether this action had any professional medical direction but as Father
Allan performed religious and other duties for the sick he saw local residents taking swift
and pragmatic action.316
The permissive Public Health Act of 1867 allowed local authorities to do as much
or as little as they wanted to deal with infectious disease. This reflected the awkward
balance between state intervention and laissez-faire that epitomised Victorian
legislation.317 Mooney suggests that a ‘piecemeal and hesitant’ approach was a familiar
story in nineteenth-century Britain.318 The Act was not quite the ‘dead letter’ Mr Peterkin,
the Board of Supervision’s Northern Inspector, described in 1885 but there were clear
tendencies towards minimal interference or avoidance by local authorities in dealing with
infectious disease in towns and parishes.319 This began to change from the 1880s in the
face of national developments. Bacteriological theories of disease offered new rationales
for sanitary campaigns and encouraged identifying people with diseases so that more
efficient disinfection and isolation could take place.320 Coupled with this, national
government introduced more detailed and prescriptive public health legislation.
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The basis for a programme of more intensive and professionalised local
government intervention was provided by four Acts that came into force in the last decade
of the century. Until the Infectious Diseases (Notification) Act of 1889 little was known
about the prevalence of infectious disease apart from when it was a cause of death
notified to the Registrar General.321 Inverness County however was notoriously deficient in
having deaths certified by a medical practitioner. If a death was reported to the local
registrar by a family member or friend then the cause was less likely to be accurate.322
The Notification Act was passed in the same year as the Local Government (Scotland) Act
which facilitated systems capable of receiving, recording and utilising the information
about disease and thus assist its control. This Act also transformed local government in
county and landward areas. It transferred public health responsibilities from parochial
boards to elected County Councils and District Committees. Importantly it made the
appointment of qualified Medical Officers of Health obligatory, giving that official
responsibility for a complement of better paid and organised sanitary inspectors. This
requirement was duplicated for towns in the Burgh Police (Scotland) Act of 1892. It meant
that strategic direction and practical advice based on professional knowledge were more
readily available to all local authorities. The consolidating Public Health (Scotland) Act of
1897 clearly laid out public health functions and statutory duties. Among them it gave
greater powers to county and town authorities to prevent and mitigate infectious disease,
including the building of hospitals.
Legislation and clearer accountabilities did not bring an immediate or uniform
transformation in disease prevention and treatment. The factors influencing and deterring
improvement remained into the twentieth century. Regardless of the increasing availability
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of professional medical and sanitary intervention, being poor enhanced risks of
contracting some diseases and prevented seeking medical advice or following
recommended treatments. Real or perceived affordability of improving services continued
to be an issue for local authorities in dealing with infectious disease, as it was in other
aspects of public health. Geographical factors continued to increase risks and limit
treatment options. The influence of landowners remained significant in assisting or
hindering progress as did the agency of individuals. People and local authorities did not
always comply with government directives or at least not very quickly and there were
many signs of open or overt resistance.323 The new and more professional approach to
public health, with its enhanced national and local reporting systems, nevertheless meant
that more was known about diseases affecting people in the County, what actions were
taken to combat them and the obstacles encountered.
Determining the existence and extent of infectious diseases was one of the early
tasks of Inverness County Council’s first public health officials. The MOH and CSI tried to
achieve some uniformity. It was administratively complicated because each of the eight
District Committees had to agree separately to adopt the Infectious Diseases Notification
Act and decide which diseases should be notifiable. As they had to pay doctors for
notification certificates, finance came into the decision making process. For instance, only
Badenoch and Strathspey District included measles and whooping cough in their lists of
notifiable diseases.324 The Lochaber Committee initially resisted adopting the Act at all.
Even with patchy reporting, the CSI’s first annual report in 1891 was a revelation about
the extent of disease in the County. In that year, 860 cases of infectious disease had been
discovered and recorded by DMOsH and DSIs. Diagnoses included diphtheria, scarlet
fever, typhoid, measles and whooping cough though a considerable number were
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undefined. The 75 cases reported after adopting the Act were more accurately
categorised in accordance with its stipulations and formed the model of future reporting.
Number and type of diseases recorded for 1890-91
Smallpox
0
Cholera
0
Membranous
2
Erysipelas
6
Croup
Typhus Fever 10
Typhoid or
22
Enteric Fever
Puerperal
0
Measles
0
Fever

Diphtheria
Scarlatina or
Scarlet Fever
Relapsing
Fever
Whooping
Cough

10
25
0
0

Fig. 7: Infectious diseases 1890-91. Source: HAI, CI/3/8/1, County Sanitary Inspector Annual Report,
1891.

A notable exception in this list of notifiable infectious diseases was tuberculosis but that
was a national rather than local position. Reporting was not compulsory until 1912. For the
other infectious diseases, regular reporting not only produced statistics but also began to
reveal how people contracted or were believed to have contracted them.
Militia camps were seen as the source of measles outbreaks, particularly in the
islands. It was common for young men from the Highlands to join the militia or naval
reservists. It provided a regular income for people with seasonally fluctuating incomes.325
Going away for training meant that young men lived in close proximity to others from all
over Scotland. The potential for the transmission of disease was high. In his report for
1891, the MOH pointed to a ‘severe and malignant’ epidemic of measles in Harris, North
Uist and Skye. In Harris alone, 236 people contracted the disease in an eight week period.
It was linked to the disbanding of the Inverness Militia from a camp at Muir of Ord, where
Surgeon Major McFadyen blamed 135 cases he treated as having their origin in Harris. 326
Infection persisted into the twentieth century though the Scottish Highlander chose not to
make a judgement on where it originated. In 1905 the newspaper merely recorded that
young men from the islands going to train for part time military service on the mainland
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either carried measles with them to the camp or took the disease home when they were
rejected for training or completed it. 327
Other people moving in and out of the Highlands were also suspected of
transmitting diseases. This was not a new concept. Groups of people like militia,
merchants, traders and beggars had been singled out as disease carriers over many
centuries and places across the world.328 Local sanitary inspectors kept a close watch on
navvies and tramps working on or seeking work on Highland railways. It was feared they
might bring smallpox into the County. In 1893 in the Inverness and Badenoch Districts,
any of them remotely suspected of having symptoms were handed over to the DMOH for
examination. Temporary hospitals were even provided for isolation purposes in the event
of cases being found.329 Fishermen and herring gutters were often held responsible for
bringing diseases from other ports, like the serious outbreak of ‘black measles’ that
spread from Barra to Eriskay and Mingulay in 1887.330 Blame extended beyond itinerant
workers. In 1896, the Skye District Committee attributed its six recent outbreaks of
measles to the general public coming in boats from the south and mainland. 331 Culpability
was placed on pauper children from Glasgow, boarded out in and around Arisaig, when a
serious outbreak of scarlet fever, involving 54 people, struck the village in 1907. It was
stated that the disease had come in with parcels, letters and visitors for the children. 332 It
was also a common belief that tuberculosis was introduced into the County and the rest of
the Highlands by migrant workers coming back from industrial towns and cities.333
Not all disease could be blamed on external sources as some arose from the
people’s living conditions. Bacteria in polluted water caused diseases like enteric fever
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and typhoid and were a result of poor drainage and sewage removal and a lack of clean
drinking water. The social, financial, technical and geographic problems associated with
improving water supplies are explained in Chapter Three. Sometimes however a specific
outbreak of infectious disease with a clear-cut cause triggered action as in the Badenoch
District in 1896. When the sanitary inspector investigated a serious outbreak of typhoid at
Tulloch, near Abernethy, he found the well supplying drinking water clearly polluted by the
adjoining dunghill and rubbish tip. The cause was so clear cut he did not deem it
necessary to have the water professionally analysed but immediately ordered the well to
be filled in. A nearby spring could easily provide water for Tulloch’s families. 334
Typhus was another disease associated with living conditions. It remained
prevalent in the Island Districts long after it declined in the rest of Scotland. 335 Although its
means of transmission by infected lice was not categorically defined until 1909, it occurred
most frequently where people lived in overcrowded, dirty conditions without means of
washing themselves or their clothes.336 In 1896, one person out of every 1,449 of the
population of the Island Districts of the County had this fever. On the mainland none were
reported. Even in the biggest cities of Edinburgh and Glasgow, the rate was only one in
14,000 and one in 29,000 respectively. 337 Living conditions in the Islands’ blackhouses
where people and animals shared accommodation were the primary focus of sanitary
improvement and disease prevention campaigns. Sometimes the drastic action of burning
them down was taken when they were declared impossible to disinfect and fumigate. 338
Typhus appeared where people lived in overcrowded and dirty conditions and were poor.
In 1897, an outbreak of typhus fever in the crofting township of Sconser, twelve
miles from Portree in Skye, revealed typical circumstances in which infectious disease
flourished and the difficulties of treatment. When Dr Dewar, DMOH for the Skye District
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Committee, learned of four people being ill in two houses, he visited them, describing how
they lived,
Even at mid-day there was so little light that he was obliged to find the patients by
means of match-light. The small fixed windows were grimy with dirt and smoke.
For six weeks before his visit the whole family of six had been living solely on
mashed potatoes and tea, partaken of three times a day.339
Quickly diagnosing typhus in these poor households, he arranged for four patients to be
taken to the Ross Memorial fever hospital in Portree and wired for two nurses to come
from Edinburgh. Patients were to be taken to hospital in the District Committee’s
ambulance waggon. With its hospital and transport, Skye was better equipped than other
islands but Dr Dewar soon encountered problems in treating this disease and preventing
the infection spreading.
Social and logistical issues ensued. Firstly, he could not find anyone to drive the
waggon as no-one wanted to risk catching typhus. After a few days Mr Mackintosh, factor
for Lord Macdonald, the landowner, stepped in, lending his horses and offering two of his
farm servants to go to Sconser with the waggon. By this time one young man had died
and two further cases diagnosed. At the infected houses, one of the nurses and the DSI,
Mr Nicholson, managed with some difficulty to get four patients into the waggon and into
the hospital. Where patients died at home, the nurses and sanitary inspector also coffined
the bodies and carried them out of the house where they were taken away on a cart for
burial. After the first tranche of patients went to hospital, Dr Dewar visited the village again
where he found ten new cases and the alarming situation that people were unaware of the
infectious nature of the illness. Children from infected houses continued to attend school.
Quickly making arrangements for the school board to close the school, several members
of the teacher’s family then went down with typhus. By this time the hospital, which only
had two wards with six beds, could take no more patients. One bed was occupied by one
of the nurses who had contracted the disease.340 As the Inverness Courier’s Skye reporter
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declared, ‘it would be utterly hopeless to give proper nursing to the majority of cases in
their own homes which are of the regulation crofter type known as “black houses”’.341 With
the approval of the Local Government Board, Skye Presbytery and the Portree School
Board granted use of the mission house and school in Sconser as temporary hospitals.
This proved to be of great assistance in treatment because the tempestuous weather of
December made it impossible to transport patients to Portree and even prevented the
doctor visiting some days. As the outbreak began to subside, the DSI took over, making
arrangements for thoroughly disinfecting the affected houses, though Skye District
Committee took a firm line on not burning down infected houses, as some other island
authorities did. There were seventeen cases of typhus with four deaths: a big impact in a
small township.342 Publically praised by the Inverness Courier for being ‘unremitting in
seeing to the welfare of the patients’, Dr Dewar nevertheless encountered some
parsimoniousness from the Committee.343
Not only did some members find the cost of the extensive arrangements alarming,
they tried to take advantage of his diligence. During the outbreak, Councillor Macdonald, a
local banker expressed ‘hope that the measures which had been taken to cope with the
emergency might prove sufficient without necessity for further costly arrangements’.344 Dr
Dewar had already fallen out of favour with some because he said it was beyond his
duties as DMOH to actually attend and treat the patients at home, in the Portree hospital
and the temporary hospitals in Sconser without additional fees. It was grudgingly agreed
but only after consultation with the Local Government Board and the County Clerk’s
Department in Inverness.345
The Sconser typhus outbreak provides a snapshot of the circumstances in which
infectious disease flourished, the range of actions taken and the obstacles encountered. It
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highlights issues around poverty and acceptance of the inevitability of disease which were
somewhat inconsistent with the reluctance to go near infected people or deal with the
dead. Despite being in an area reasonably well provided with hospitals and transport,
weather conditions sometimes intervened even in the relatively short 12 mile journey to
Portree. Even with a dedicated doctor organising treatment, assistance from the estate
owner and the willing assistance of other professionals, there were financial tensions with
the District Committee, careful of spending ratepayers’ money. Sconser’s experience
demonstrates how dealing with infectious disease in a small rural community was complex
and wrought with difficulties. That was replicated in other mainland and island
communities in the County.
The Infectious Disease Notification Act of 1889 enabled local authorities to take
proactive measures but only if they knew who was infected. Historians have evaluated
how infectious disease was commonplace in large Victorian urban working class
families.346 It was as much the case in rural situations. The first symptoms of whooping
cough, measles, scarlet fever and diphtheria were often deceptively mild. Children
continued to attend school, freely passing on the infection as classrooms were often
crowded, small and poorly ventilated. The parish of Boleskine in Inverness District was
struck by a serious outbreak of diphtheria in 1900. According to the DMOH, Dr
Macdonald, ‘the country people seem to have no idea of the disease and talk of it as a
sore throat. In this way, slight cases apparently attended school and spread the disease
broadcast’. He estimated that 30-40 cases were not medically attended, people only
calling doctors for the most seriously ill. 347 The Dewar Report of 1912 highlighted that poor
working families could often not afford doctor’s fees.348 Poverty therefore contributed not
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only to lack of treatment but also masked the real extent of infectious disease in the
County.
Poverty and meagre living accommodation also created barriers to treatment.
Even when doctors were called, treatment mostly took place in people’s homes. Advice
offered by the Society of Medical Officers of Health, predicated on middle class
assumptions, was hardly useful for poor families anywhere: ‘Separate the sick person
from the rest of the family directly illness appears placing him, if possible, in a room at the
top of the house, and taking care to remove carpets, curtains and all the unnecessary
articles of furniture and clothing therefrom’. 349 Isolating patients in this way was totally
unrealistic in one or two room homes, often occupied by large families. Doctors and
sanitary officials nevertheless made efforts to separate infected people where they could.
For example in North Uist, non-infected family members were commonly asked to move
into an outbuilding, both to protect them and prevent them coming into contact with other
members of the community.350 Often though families had to stay in the same house with a
family member having to nurse the patient as best they could.
Families and communities who did not look after their sick sometimes attracted
more attention than those who did. One of the most infamous examples occurred in
Eriskay and South Uist in 1897, resulting in the death of the latter island’s priest, Father
George Rigg. The description of events by Dr Grant, MOH, suggests that some diseases
were feared more than others. He recounted that during 1897 nearly everyone in Eriskay’s
population of 400 was visited by a ‘severe and mysterious epidemic’ and in four months
there were 19 deaths. At first it was believed to be influenza: ‘the people did not dread it
and they tended one another in their sickness.’ When the disease spread to South Uist, it
was diagnosed as typhoid and then people became scared. The DMOH, Dr Lamont, could
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not find anyone to nurse Widow McInnes and her family. Father Rigg stepped into the
breach ultimately catching the disease himself and dying from it. The doctor had to coffin
Mrs McInnes himself in a very unseemly way, pulling the body from the house with a rope.
More dignity was accorded to Father Rigg whose fellow priests prepared his body and
buried him. ‘Fever’ was viewed differently from other illnesses as Dr Grant’s comments
indicate,
The name of fever among many people in the West appears to scare them. They
look upon it as a plague to be avoided at all hazards, and therefore sometimes
seem to be unkind in their relations to one another. This state of matters can only
be remedied by education and the spread of knowledge.
On a practical level though he also recognised that people neither had the skills or homes
suitable for treating patients with infectious disease.351
Dr Grant strongly believed that nurses were the most practical option for the
treatment of infectious disease. He maintained that sending a trained nurse to a patient’s
home not only gave the best chance of recovery but helped to educate the family about
cleanliness and hygiene,
I have always maintained that the best method is to improve the condition of the
houses of the people and make them fit to be hospitals, and so, instead of
removing people in open boats in stormy seas, to bring the hospitals to their doors
by sending a skilled nurse to attend to them. 352
The geographic reasoning was eminently sensible but there was the issue of where a
nurse could stay when houses she was attending were more than likely to be small and
overcrowded. When there was a serious outbreak of typhus in South Harris in 1899, with
19 cases in nine houses, the District Committee decided it was impossible to get any
decent lodgings in the vicinity for a nurse. Instead they resorted to employing Widow
Roderick McAulay, a convalescent fever patient. Finding this arrangement unsatisfactory,
by the early months of 1900 they had employed a trained nurse and purchased a
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moveable wooden house for her to live in. 353 Skye District Committee’s arrangements
meant nurses and patients could be found at even closer quarters. Their hospital waggon,
kept in Portree, could accommodate both. It was generally used for nurses to live in or
isolate patients or their families.354 Occasionally though, there was no option but for both
to reside in the waggon. In 1900 typhoid broke out in Broadford. One case involved a
coachman for the Macdonald Estate who lived with the other six members of his family in
a single room without water or sanitary conveniences. A trained nurse was requested from
Edinburgh and she and two patients from the coachman’s family moved into the waggon
brought from Portree. Both recovered and moved back after their house was cleaned and
disinfected.355 The value of nurses both in medical care and instigation of household
cleanliness and hygiene was unanimously recognised by the Dewar Commission.356 In the
late nineteenth and early twentieth century however Dr Grant found it harder to convince
the Local Government Board that home nursing was preferable to isolation hospitals for
many parts of the County.
Geographic factors may have constrained treatment and preventive measures but
precautionary school closures happened everywhere. From the start of compulsory
primary education in 1872, town and country school boards closed schools because of
outbreaks of common childhood diseases like measles, whooping cough and scarlet
fever. Mooney suggests that underlying beliefs about social class underpinned such
action. Assumptions were made that parents of middle and upper-class children were
aware of the dangers of sending an infectious child to school. Public schools created
under the Education Acts and mainly attended by working class children were seen as a
greater risk.357 For some illnesses this theory does not hold true because it is hard to
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detect in early stages where there is no obvious manifestation of the disease. The DMOH
for Badenoch District pointed out in 1905 that measles for example was extremely
infective in the pre-eruptive stage. Patients normally had symptoms of an ordinary cold
with which they went to school and spread the infection. 358 Schools also varied in their
standards of cleanliness, ventilation and sanitary arrangements. There was a note of
despair in the MOH’s report for 1906 about the condition of many schools. A keen
advocate of improving schoolchildren’s health and encouraging them to adopt habits that
deterred disease, he said it was, ‘no use teaching children about cleanliness and hygiene
if schools are dusty and dirty’.359 For a variety of reasons, infectious disease could spread
rapidly in schools and, though a decision to do so was not taken lightly, closures occurred
frequently.
Shutting schools had both educational and financial consequences. It only
happened on the recommendation of a local authority medical officer who assessed the
risk of the disease spreading. Sometimes closures were of a short duration. For instance,
the school board closed Kingussie School in 1876 on the advice of Dr Orchard, the town’s
medical officer of health, after a serious outbreak of scarlet fever in which one pupil
died.360 In this case closure was for two weeks but there were many longer. Farraline Park
School was a large school in Inverness with over 600 pupils. When 128 pupils were off
with measles at the end of October 1900 it shut and, after repeated extensions, finally
opened again in January 1901, having undergone intensive cleaning and disinfection. It
seemed that the pupils had become used to not going to school because only about a
third attended in the first week.361 Achieving reasonable standards of education was
difficult. Even when schools were not closed, many absences for illness were recorded as
well as other reasons, not least those stemming from poverty. In 1889, the Farraline Park
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School headmaster noted in the log book, ‘many children kept at home for want of proper
clothes and shoes’.362 In Eriskay, children were essential to the family economy and were
kept at home to help with spring planting, summer peat cutting and autumn harvests. 363
Non-attendance of pupils for any reason had financial implications for School Boards.
Public schools were yet another call on rates paid by property owners and supplementary
government grant was dependent on attendance. Keeping schools clean and open and
pupils healthy had all-round benefits.364 It was also indicative of a transition in theories of
public health happening from the late nineteenth century when emphasis began to shift
from broader environmental improvement to individual behaviour.365
Acceptance of tuberculosis as an infectious disease was a catalyst for campaigns
to improve personal and domestic hygiene. Endemic throughout the nineteenth century,
its causes were uncertain until Robert Koch identified the tubercle bacillus in 1882. 366
Increasing perceptions of the contagious nature of tuberculosis led to campaigns by
national and local government and charitable organisations to educate the public about
the disease and what action they could take to prevent it. There were local variations in
the extent of the disease throughout Scotland though its conquest was slow.367 It was a
disease of particular concern in the County though its true extent was unknown. Between
1892 and 1905, the number of registered deaths each year from the disease had never
fallen below 53 and had been as high as 80. Even then, it was not a complete picture, as
the MOH pointed out, because of so many medically uncertified deaths. He believed that
a considerable proportion of an average 380 uncertified deaths per annum were due to
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tuberculosis.368 That figure represented almost a quarter of an average 1529 deaths per
annum in the 14 years.369 Helen Bynum observes that it was not uncommon for rural
death rates to be inflated by returning migrants. People who went to work in towns and
cities for work contracted the disease in crowded factories, workshops and living
accommodation. Losing employment when they became too ill to work, they chose or
were forced to return home to die.370 In North Uist in 1906, of 12 deaths, five were in that
category.371 The MOH also estimated that for every death there were at least five people
living with the disease, 350 throughout the County.372 Tuberculosis was not a compulsorily
notifiable infectious disease and all he could do was urge District Committees to adopt
voluntary notification so that more concerted treatment and prevention efforts could be
made. Not just in the County but everywhere, it was common for people not to admit they
had contracted it. Indeed, as Mooney points out, the government used this argument for
not putting it on the same footing as other infectious diseases, ‘many notified cases would
be in the early stages of disease and would have many years of life in prospect’, during
which time they needed to earn a living for themselves and their families. 373 Compulsory
notification did not happen until 1912.374 In the meantime, the MOH had to be content with
doing all he could to prevent the disease. One of the tools available to him was the
distribution of information on the principles of hygiene.
Influenced by bodies like the National Association for the Prevention of
Tuberculosis, he embarked on a vigorous campaign of public information. Similar
campaigns were happening throughout Britain with the objective of educating the public

368

UKPP, Cd.3470, Local Government Board Report 1906, Report on Phthisis in Inverness-shire by Dr John
Macdonald, County Medical Officer of Health, App.(A) No. 40, p.169.
369
Reported deaths from Registrar General for Scotland Annual Reports from 1891-1904.
370
H. Bynum, Spitting Blood. The History of Tuberculosis (Oxford, 2012), p.110, p.112.
371
HAI, HHB 15/1/1, MOH/CSI Report 1906, p.51.
372
UKPP, Cd.3470, Local Government Board Report, 1906, App. (A) No.40, p.169.
373
Mooney, Intrusive Interventions, p.159.
374
The Local Government Board (Scotland) Act 1906 stated pulmonary tuberculosis was an infectious
disease within the terms of the Public Health (Scotland) Act 1897 so local authorities had power to deal
with it in the same way as other infectious diseases.

111
about the contagious nature of tuberculosis. 375 Advice centred on keeping homes,
workplaces and schools clean, free from dust and well-ventilated and above all to refrain
from spitting on the floor at home or in public places.376 Such advice was printed on cards
and sent to District Committees for distribution to the public (in Gaelic for the west coast
and islands) and to factories and workshops, the police and railway stations. DMOsH got
more detailed pamphlets expanding on the same advice.377 Being aware of treatment
limitations in the County’s homes and the impossibility of having anything like effective
isolation, probably stimulated his enthusiasm for hygiene campaigns.
Isolation in a specialist sanatorium was the ideal means of treatment but was not
the reality.378 DMOsH and local doctors had to try to manage people with the disease in
small overcrowded homes. The life of a sufferer in the parish of Arisaig and Moidart
illustrates that treating the disease at home was far from satisfactory. Lucky to have
received sanatorium treatment at all, this man had been sent home to Ardneish in 1908
after showing no improvement.379 Families were expected to maintain the sanatorium
treatment regime in the domestic setting: rest, fresh air, exercise and strict hygiene
particularly around coughing and potentially infected sputum.380 The sanatorium had sent
him home with an outdoor shelter for sleeping: a shed with detachable walls providing
constant fresh air. 381
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Fig.8: A type of Tuberculosis Shelter. Source Wellcome Library.

During the day though he had no option but to return to the small cottage where he and
the rest of the family did not seem fully aware of the threat he posed. The DMOH found
him using the same dishes and cutlery as the rest of the family, sharing a tobacco pipe
and ‘bespattering the floor with tuberculous sputum’.382 Regular medical attention and
support for patients was deemed essential for maintaining home treatment. 383 Whether
this family could afford to pay a doctor is not known but the DMOH’s comment that the
only solution was to send incurable patients like this to ‘colonies for consumptives’, did not
assist practical day to day care.384 Such colonies never happened though the long-felt
want of a sanatorium for those who could not afford private treatment was realised
through the efforts of the Hon. Margaret Fraser of Lovat, a member of a substantial
landowning family. The Inverness-shire Sanatorium opened in 1907. It was claimed to be
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the first in Scotland raised through public subscription.385 It was not unusual though, as
Bynum suggests, for sanatoria for the working masses to be put in place through ad hoc
arrangements, ‘a shifting mixture of private benevolence, municipal, industrial, parochial
and state-sponsored efforts’.386 A private institution, the Grampian Sanatorium, had
opened near Kingussie in 1900 but the ‘fresh air, nourishing food, rest and exercise
according to the patient’s condition and avoidance of dust’ were only available to the
wealthy.387 Built on land feued from Lord Lovat, Margaret Fraser’s Sanatorium was
situated at Invergarry, two miles from Aberchalder railway station near Bridge of Oich in
Lochaber District.388

Fig.9: Inverness-shire Sanatorium. Source James Leslie.

It had accommodation for 22 patients, later supplemented by two outdoor shelters.
Although the trustees would have preferred to provide all treatment free, they made
modest charges if people could pay something to help keep the building and services
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running in addition to their fundraising efforts.389 District Committees paid fees for some
patients and sometimes estate owners secured additional places by making regular
donations to the institution. Sir Samuel Scott obtained access for patients from Harris in
this way.390 After 1912 national insurance covered some of the fees though other patients
were funded by District Committees or got free places.391 Although Culduthel Hospital, a
bigger infectious disease facility serving Inverness town and the County, opened in 1917,
the older sanatorium did not fully close until 1951.392
The result of successful co-operation between charity and medicine, Invergarry
Sanatorium was only ever available to a few patients. It was made possible by Lady
Margaret Fraser’s determined efforts to extract as much money as possible from her
middle class associates both to support the hospital and an after care association which
had representatives throughout the County. Dr Macdonald, the MOH, was a strong
supporter and consulting physician of the institution as were other local doctors. By the
time of its establishment there were also the first glimmers of acceptance of the need for
greater input by the state in medical care. With all these factors coming together it was a
hospital that was used by people from across the County. From 1907 to 1912, 115
patients were admitted.393 Establishing hospitals for other infectious diseases in the
County was more problematic and had different outcomes.
Infectious Disease Hospitals
Isolation in hospital was not the most likely method of treating infectious disease in
Inverness County. Fever wards and hospitals and later tuberculosis sanatoria were
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increasingly seen as major agents of treatment and prevention as theories of disease
transmission developed from the 1870s.394 The benefit of sending people to hospital was
weighted more towards stopping the disease from spreading than curing them. Treatment
often comprised relief of symptoms rather than medical intervention. If someone could be
easily isolated at home, hospitalisation had little value.395 For the upper and middle
classes and wealthier working classes, some separation of patient from the rest of the
family was possible but that was not the case for poorer families. There were a few,
though mostly small, voluntary and charitable hospitals in the County with various
eligibility criteria but not all would take patients with infectious diseases and then not all
diseases, cholera and smallpox being most commonly excluded.
Government agencies were keener than local authorities that this gap should be
filled from public funds. The Board of Supervision and their successors, the Local
Government Board constantly exhorted their importance particularly for treating poorer
families.396 Local authorities were less enthusiastic about using their powers under the
Public Health Acts of 1867 and 1897. Building and maintaining hospitals was yet another
call on property rates, already overburdened in some parts of the County, and reluctantly
paid in many. Even when built they were not always well-used. Geography also presented
numerous barriers, affecting both suitable sites and the willingness and ability of people to
travel to them. By 1912, provision of public or voluntary hospitals which treated infectious
disease and associated ambulance and disinfection services had increased but not in any
uniform way across the County.
Hospital provision took a variety of forms and arrangements which were often
beset with financial and administrative complexity. The towns of Inverness and Fort
William had voluntary or endowed hospitals with fever wards. Both served the towns
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themselves and wider surrounding areas. The Northern Infirmary in Inverness, which
opened in 1804 admitted the sick poor, or more specifically the ‘deserving poor’, of the
Highlands.397 The Belford Hospital in Fort William opened in 1865 for the same category
of patient from the parishes of Kilmallie, which included Fort William, and Kilmonivaig. 398
Eventually both hospitals expanded and separated accommodation for fever patients from
the main hospital. With a generous donation from Mr Mackintosh, the proprietor of
Raigmore Estate, the Northern Infirmary got a new fever block in 1873 comprising two
wards with eight beds and two convalescent rooms.399 The Belford Hospital was originally
an iron hospital erected in 1894 but it burnt down and was replaced by a brick building in
1901. It had four two-bed wards and modern facilities like electricity and portable baths.400
This one was jointly funded by the hospital trustees, Fort William Town Council and
Lochaber District Committee. Relationships between hospital management and the
various branches of local government involved in both of these hospitals were not always
harmonious with finance always problematical. Crook’s comment that hospitals were
made of ‘negotiation, compromise and frustration’ as much as bricks and mortar
epitomises the process of establishing infectious disease hospitals in the County. 401
To complicate matters further in these towns, local authorities somewhat
reluctantly built additional hospitals for cholera and smallpox patients. Existing hospitals
became averse to taking patients with these diseases and government was keen for local
authorities to provide public hospitals. A cholera hospital was first considered in Inverness
during the 1866 epidemic and again in 1871. Involvement of the town council, its police
commissioners and parochial boards in and around the town, together with local
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resistance to suggested sites and reluctance to spend ratepayers’ money all contributed
to delays. In 1874 when the Northern Infirmary’s management board said they were going
to stop taking smallpox patients, local authorities were forced into action. 402 Even then the
Citadel Isolation Hospital did not open until 1877.

Fig.10: Citadel Isolation Hospital Inverness. Source: James Leslie.

Converted from an old drill hall, it had two six-bed wards for cholera and smallpox
patients. In Fort William the new hospital did not take smallpox patients and, with the
encouragement of the Local Government Board, when a smallpox epidemic reached
Oban in 1902, authorities began the process of building a six-bed hospital at the Aird on
the outskirts of town. Slightly quicker than Inverness, nevertheless it did not open until
1904, by which time the Oban outbreak was long past.403
In the rest of the County, there was a mix of temporary and permanent, voluntary
and public arrangements. In Skye for instance, the Gesto Hospital at Edinbane (1878) did
not take fever patients but the Martin Memorial Hospital at Uig (1907) did. 404 The Ross
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Memorial Hospital in Portree, originally built by a voluntary committee as a six-bed general
hospital was handed over to the Skye District Committee in 1894 for them to equip and
run as a hospital for infectious diseases. It was a welcome offer, the Committee noting
they were ‘avoiding any great expense to the district of erecting a hospital at their own
expense’.405 It was possible these savings meant money was available for a hospital
waggon which could be used to accommodate a nurse treating patients in country districts
or patients or both and also be used to transport patients to hospital. Such a vehicle was
purchased from Glasgow at a cost of £115 from Spiers of Glasgow.406 The MOH was a
keen advocate of these vehicles as a sensible alternative to fixed hospitals in scattered
populations. The Committee created a gateway in the hospital wall so that it could be
taken straight into its shed ‘without the necessity for a gang of men as at present’, which
suggests reasonably regular use.407 It was a greater asset than their other purchase from
Spiers of a prefabricated temporary hospital erected at Stein in 1904 in response to a
smallpox outbreak in the Waternish area. Costing £525, it was never used because there
were only six cases with one fatality and the building did not go up in time. 408 The Local
Government Board would not sanction a loan for the hospital and the Committee had to
find money from the rates to pay for it outright.409 Despite alternative uses and sites
considered over the next few years, it never saw any use and was removed in the
1920s.410 However with its small amount of hospital provision for infectious diseases, Skye
was in a better position than the other islands in the County.
Geography and affordability became less acceptable reasons for not providing
public hospitals after 1890. The Notification of Infectious Diseases Act provided an
increasing amount of information to the Board of Supervision about the extent of infectious
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disease and the new county medical officers of health produced supplementary
information for them on serious outbreaks. Both advanced the Board’s campaign for
hospital provision and as Ferguson observes, making them, ‘always ready to seize any
occasion of epidemic prevalence to secure compliance with its wish for hospital
provision’.411 Public health officials in the County were not against the principal of
hospitals as a useful means of isolating people given the smallness of many houses and
the great fear of infection.412 Their dilemma was encapsulated in the question asked by
the MOH, Dr Grant, ‘On which of the forty-nine inhabited islands are hospitals to be
erected?’413 In addition to geographical reasons, the three District Committees of the
western isles, Harris, North Uist and Barra and South Uist, already burdened with loans
and maintenance costs for the underused Long Island Poorhouse were reluctant to place
more demands on ratepayers.
Barra and South Uist District Committee’s progress towards building a hospital on
each island illustrates resistance and reluctant concession to hospital building. In 1891 the
Committee reasoned there was less chance of infectious disease spreading because the
islands themselves provided natural geographic barriers to disease transmission.414 They
were conveniently ignoring the fact that the fishing industry brought thousands of people
into the island ports and sent islanders away for temporary work.
By the 1890s, the bay [Castlebay] would be full of up to 600 herring boats.
Vatersay probably had 3-400 boats……The Barra population would meet and
mingle with people from other islands, the mainland, Ireland, the east coast. They
would follow the herring to Lowestoft.415
Conceding in 1892 that a hospital might be necessary in Barra, they nevertheless did not
rush to build one. Remaining adamant about South Uist, they pleaded its impracticability
given the extensive area of the parish. Predicting that it would be seldom used, another
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‘heavy useless burden on the parish’ like the Long Island Poorhouse they said it only
illustrated, ‘the folly of applying the same principle to the islands as the mainland.’ On top
of the hospital’s capital and revenue costs, money for some form of transportation would
have to be found.416 Pleas based on geography and affordability made to the Local
Government Board went unheeded. The typhoid outbreak in South Uist in which Father
Rigg died in 1898 tightened the Board’s resolve as they argued that if the first cases on
nearby Eriskay had been isolated, the disease would not have spread.417
Protracted negotiations ensued and two hospitals were eventually built on Barra
and South Uist. Suggested sites changed frequently and delays were exacerbated by the
need to seek permissions from the landowner, Lady Cathcart. Having her factor Mr
Paterson on the District Committee did not necessarily speed up the process. Plans and
estimates were drawn up by Mr Wedderspoon, the CSI, on several occasions and various
sites considered at Orosay on Barra, Benbecula, Eriskay and Daliburgh on South Uist. 418
A suggestion made by the MOH that an infectious disease hospital might be erected in
connection with the endowed Bute Hospital in Daliburgh was firmly rejected by the
Committee on the grounds that it would scare patients from the hospital. 419 The threat of
enforcement action by the Local Government Board and outbreaks of smallpox advanced
the building of first temporary and then permanent hospitals at Brevig, near Castlebay on
Barra and Daliburgh on South Uist. Permission was given for a third one on Eriskay
though this was never built.420 Like other small infectious disease hospitals, they were not
permanently staffed with nurses. Instead they were brought from the mainland when
needed. During the prolonged process of resisting the hospitals, though affordability was a
major objection, the District Committee had other valid reasons, supported by the MOH,
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for reasoning that the Local Government Board’s ‘one size fits all’ approach would not
work.
For many rural communities fixed isolation hospitals were not an ideal solution. To start,
there was the problem of getting patients to them. In 1898, declaring the proposed fever
hospital in South Uist to be a ‘white elephant’, the MOH said, ‘Nobody would go to it, and
nobody could be got to convey fever patients there, and it is probable that as many deaths
would result from the transfer of patients from Eriskay to such an institution as from
insanitary conditions at home’. Not all rural areas faced the challenge of ‘removing people
in open boats in stormy seas’, but his solution of bringing hospitals to their doors by
sending nurses to patients’ homes could be applied anywhere.421 That option had its own
problems because it was often difficult to isolate a patient and find somewhere for the
nurse to stay. Moveable hospitals or ‘hospital waggons’ like the one in Skye were a
solution. Others relied on innovation and decisive action like that taken by Dr Macdonald
in Tarbert on Harris,
Typhoid fever having broken out in one of the most insanitary houses in Tarbert,
Dr Macdonald got several bell tents, pitched them near the house, and removed all
the members of the family (eight in number) to these tents, and converted the
house into a hospital, and successfully treated the case, and prevented the spread
of the disease.422
A longer term strategic approach put forward by South Uist and Barra District Committee
had little prospect of serious consideration. They suggested the Local Government Board
use its influence to persuade the government to give District Committees a small
government grant of £200-£300 for a few years to help people improve their houses.
Putting them into a sanitary condition and giving people more space would help stamp out
infectious disease.423 Lack of enthusiasm for the two island hospitals contributed to their
neglect and when the MOH visited them in 1906, he found both iron and wood hospitals in
some disrepair, without proper access, water or drainage or accommodation for nurses. In
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addition he found neither ambulances nor disinfection apparatus which had become
useful adjuncts to other hospitals.424
Where there were hospitals, they provided a useful base for modern mechanised
methods of disinfection. Though it was a preventive measure taken under local authority
instruction since the 1840s, it had been largely a manual process. When families with
infectious disease became known to the authority, sanitary officials arranged for their
homes to be cleaned, and disinfected. Most commonly this involved external lime-washing
and internal scrubbing with substances like chloride of lime and fumigation. Bedding and
clothes were burnt and local authorities sometimes compensated owners. Dr Mackenzie,
from North Uist, described how articles were burnt in the open fireplace of a house and
others disinfected with sulphur and washed with Jeyes fluid. Provided it was thoroughly
done he was reasonably satisfied that in the absence of more sophisticated equipment
manual methods were adequate.425
Mechanised methods of disinfection were developed in the second half of the
nineteenth century although the alacrity with which the technology was adopted varied. It
depended on whether local authorities could afford the equipment and had suitable
premises to house it that did not alarm neighbouring households. Infectious disease
hospitals, having already overcome that problem and having their own demands for
disinfection were ideal locations. When Kingussie Town Council and Badenoch District
Committee built the Meadowside Infectious Diseases Hospital near Kincraig in 1906, a
Thresh’s disinfector was placed there from the start.426 Mattresses, bedding and clothing
could be quickly disinfected by steam and returned to their owners for re-use. It
particularly benefited poor families who possibly only had one bed and few clothes. 427 Dr
Dittmar, the Local Government Board’s Medical Inspector expressed satisfaction with the
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hospital’s facilities and ventured to suggest updating house disinfection methods also by
purchasing a portable spray pump at a modest cost of £5.428 Authorities in Badenoch were
able and willing to spend money on modern isolation and disinfection facilities, although
motivations were not purely altruistic, as the DMOH’s comments reveal. Dr de Watteville,
complimenting the hospital services said,
In a District such as this which depends for its prosperity largely upon the
presence of summer visitors, the knowledge that infectious diseases can be and
are promptly isolated must of necessity be a source of confidence and comfort to
those who come to Badenoch and Strathspey for their summer holidays. 429
Whatever the motivation was for providing modern and scientifically up to date methods
for dealing with infectious disease, it illustrates how widely hospital facilities and
associated services could differ across the County.
Hospitals made medical, but not always geographical or financial, sense.
Removing an infected person from the rest of the family, particularly if the house was
small and overcrowded to a clean and hygienic environment prevented the disease
spreading to the family and community. Admittance to any infectious disease hospital was
restricted in a number of ways. In the larger voluntary hospitals, a patient had to fall into a
certain category of poverty or have a local authority willing to pay the fees. The smaller
ones could only deal with limited numbers of patients at one time. Then there was the
question of getting patients there. In the islands this might mean a boat trip and even on
the mainland could involve substantial overland journeys. For this, an ambulance vehicle
of some type was necessary involving extra public expense from property rates. When
central government insisted on public infectious disease hospitals, the financial burden
was even greater, especially when they were rarely used. More admirable were the more
innovative and flexible solutions like ambulance wagons and portable houses for nurses
and the practical immediate decisions taken to erect bell tents or use a schoolhouse for
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isolation. All of these recognised that it was impossible to take a blanket approach to
treating infectious disease in a widespread geographical County like Inverness.
Conclusion
It is too easy to focus on the many constraints of dealing with infectious disease and
ignore achievements, halting and erratic as they were in Inverness County. Improvements
were not always in tune with what government promoted or expected. Systems, largely
designed for urban conurbations were often difficult to implement in the smaller towns,
villages and scattered communities of Britain. They were not always better as the sections
on smallpox vaccination and isolation hospitals reveal. Medicalisation and charging for
vaccination made it less achievable for poor working people. Despite this, by 1910
vaccination levels were similar to the national average. Isolation hospitals, which the
government was so insistent on, were problematic when extensive travelling distances
were involved and bitterly resisted by local authorities who did not want further charges on
property rates. It was not a single picture though because some public and voluntary
hospital arrangements worked reasonably well with some like those in Kincraig and
Portree becoming the hub for additional public health services like ambulance transport
and disinfection. Pleas by public health officials that better use could be made of public
money to pay for more geographically suitable arrangements like bringing in more fever
nurses or using more portable hospitals were ignored. Knowledge of the area and its great
variances was a crucial element of dealing with infectious disease and there are many
instances where the swift and decisive action of local doctors curtailed outbreaks. Local
solutions had to be found that took into account the family’s needs and ability to afford
treatment and the availability of treatment facilities and public money to provide them.
Constraints cannot be ignored. They limited the potential of people and local
authorities to deal with infectious disease and achieve the solutions government wanted.
Poor people could not afford private medical services or the kind of homes where infected
family members could easily be isolated. They did not contribute substantially to property
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rates. That fell to the middle classes who were often reluctant to pay more for public
hospitals or indeed could not pay more in some areas where there were small numbers of
substantial property owners. In these areas, landowning families were part of this ratepaying cohort but in addition, they could directly either hinder or help infectious disease
treatment and prevention measures. The geography of the County, the difficulties and
distances of travel were major factors, particularly in achieving the government’s
treatment nadir of isolating people in hospital.
This chapter and the previous one on poverty relief have established the premise
that the four factors of class, affordability, landowner influence and geography impacted
on public health improvements. Discussion on the prevention and treatment of infectious
disease has particularly highlighted how financial and geographical constraints placed
limitations on delivering the government’s recommended measures. The next two
chapters focus on all four factors of influence more closely as they examine the
importance of each of them in delivering clean water and sanitary improvements across
Inverness County.
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CHAPTER THREE: WATER SUPPLY
A romantic picture of Highlanders drinking from pure mountain springs and streams that
never ran dry was a long way from the truth.430 Such clean waters existed but in
Inverness County, in 1845, people living in its towns, villages and more scattered
communities often took their water from rivers, streams and wells polluted by human and
animal excrement, rubbish and dirty ground water. Only the town of Inverness had a
private water company supplying piped water to those who could afford to pay. By 1912,
some settlements had more abundant, cleaner water supplies but there was considerable
diversity in how these were achieved and their extent.
Water supply was a key feature of public health reform in the nineteenth
century.431 Awareness of the importance of clean drinking water grew after John Snow’s
discovery of cholera transmission by infected water in 1854. Later its direct connection
with other diseases such as typhoid and dysentery was recognised as was its indirect
association with other diseases. In addition to its links to health, water was associated
with the Victorian ethos of personal and public hygiene equating cleanliness with moral as
well as physical health.432 Necessary for bathing, washing clothes and dishes, keeping
homes clean and flushing water closets, it was also essential for keeping public
thoroughfares free from dirt and drains and sewers flushed. Clean water for drinking and
water as an aid to cleanliness were part of the campaign against filth accommodated in
both miasmatic and bacteriological theories of disease. Public Health legislation gave
local authorities powers to improve water supplies for the people of their administrative
domains.
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This chapter examines the complex mix of motivations and obstacles around
supplying water to settlements of various sizes and locations. Water schemes ranged
from those that were more urban in nature, like the reservoir built to supply the town of
Inverness to very basic improvements to small wells supplying rural townships. How and
why water supplies were achieved, modified or even prevented was affected by the same
factors as other public health measures in the County. This chapter is structured around
these factors. Pressure from the middle classes was a strong motivator for a clean
constant supply of water. They were also important as ratepayers paying the local taxes
local authorities needed to implement schemes. Where there was not a substantial middle
class, affordability was problematic. In some parts of the County landowners had
considerable influence on the progress of water supply improvements. There were both
positive and negative aspects of their involvement. Geographic and technical factors also
shaped the nature and sufficiency of supply. Trying to give people a reliable, clean water
supply was by no means easy to accomplish given the complexity of circumstances which
might prevail.
Water Supply and the Middle Classes
Ewen Cameron describes the middle class as a ‘strongly aspirant group’ who were a force
for change in Scottish society.433 In the nineteenth century, they wanted a good supply of
water for their personal health and comfort and to bolster a growing civic ethos which in
turn was beneficial to their professional and business interests. This was as much the
case in Highland towns as it was in urban conurbations of the central belt. What was less
of a motivator in the County’s towns was concern about mortality rates. Towns
beleaguered by endemic and epidemic disease were more usually associated with levels
of mortality, particularly among poor people, which were far higher than rural areas.434
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Clean water was directly associated with holding disease in check and therefore reducing
mortality.435 Inverness, Kingussie and Fort William identified more with the ‘healthy rural’
environment around them. This perception, especially in Inverness, obscured reality and
may have contributed to local authority reluctance to extend water supplies to poorer parts
of the towns. It is clear though that from the middle of the nineteenth century, existing
water supplies did not meet personal or civic aspirations of middle class residents.
The water supply municipalisation route in Inverness, greatly influenced by the
middle classes, was similar to that of larger towns and cities across Britain. Between 1845
and 1912, considerable progress was made in the quantity and quality of water available
and the number of people who had access to it. Increased demand placed strains on the
public system, and introducing water into individual houses and businesses still remained
the responsibility of owners.
In 1845 Inverness was the only settlement in the County with piped water supplied
by a private company. The Inverness Gas and Water Company formed in 1825 as a joint
stock company with capital of around £12,000.436 A local Act of Parliament, passed in
1826, formalised the company and gave them authority to erect works and lay pipes for
conveying water from the River Ness and to repair and enlarge them in the future. 437 The
system was fully operational by 1829. A weir, on the river’s upper reaches, directed water
along a lade to power a waterwheel which pumped water into a cast iron tank in Old
Edinburgh Road above the town’s main thoroughfares. From there it ran by gravity to
supply paying domestic and commercial customers.438 By 1847, the company decided the
supply was inadequate for the needs of the town, and in order to extend their operations,
applied for a parliamentary bill. Although they produced 96,000 gallons a day for a
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population of around 12,000, only about a third of the houses and businesses in the town
were supplied – 677 houses and 373 workshops, breweries etc.439 With the local Act
approved, a steam powered waterwheel, larger storage tank and more extensive pipework
were introduced with the aim of increasing the supply to 225,000 gallons a day. All this
was available, of course, only to those who could afford to pay.
The town’s local authorities had little enthusiasm for public supplies and people
who could not afford to pay for water had to obtain it by other means. Police
Commissioners were prepared to pay for water to flush drains and sewers and clean the
streets but not to provide clean drinking water for poorer communities. Seeing water as a
saleable commodity and ‘effectively ignoring the universal necessity of supply’ was,
according to Sheard, a common feature of nineteenth century municipalities.440 Anyone in
Inverness not buying directly from the company obtained their water by a variety of
means. Landlords owning private wells and standpipes charged tenants for water as part
of their rent. The few public standpipes were unreliable. 441 In the poorer parts of the town,
mainly on the west side of the river, many drew their water from the lower, more polluted
reaches of the Ness which carried sewage, rubbish and waste from mills and the Northern
Infirmary situated higher up river. Not surprisingly, these communities were hardest hit by
the cholera epidemic of 1848-49. In 1852 the Town Council agreed to contribute ten
pounds towards erecting public wells to supply poor people, matching the ten pounds
each promised by Police Commissioners, the Parochial Board and the water company.442
Given in the spirit of charity and benevolence common in Victorian towns, the council
signalled that this act was situationally specific and short term and did not impose a
lasting commitment on ratepayers. They gave a five pound donation to the dispensary and
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potatoes for the poor in the same way. 443 Without seeking a more permanent solution,
these sums made no major inroads into the water needs of poor people.
This situation remained largely unchanged until the 1860s. Dr Forbes who was a
town councillor and police commissioner at various times from the 1840s, had generally
ploughed a lone furrow in advocating free public water supplies.444 He constantly
championed improving the health and living conditions of poor people in Inverness.
Eventually the Police Commissioners agreed to lay pipes and buy water from the water
company to supply public standpipes and fountains for the poorer classes, mainly on the
west side of the river, though they were charged a small sum for the water they drew.445
By 1866, thirteen standpipes and fountains had been installed and four more were
constructed on the west side of the river when another national cholera epidemic
threatened that year.446 By 1866, if they were able to pay a little for their water, at least for
drinking, some poorer people had a modicum of protection against waterborne diseases
like cholera, typhoid and dysentery. Its value should not be over-estimated. Wohl points
out that the chore of fetching water, in addition to its cost, was a deterrent to cleanliness
and health,
for most labourers’ families, lack of running water meant queuing up at the local
street pump or tap, in foul weather as well as fine, carrying heavy pails through
muddy and uneven streets and courtyards, an endless round of drudgery, day in,
day out.447
The town’s local authorities were eventually worn down by Dr Forbes’ persistent
campaigning to give some protection from disease to people who lived in the less
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prosperous parts of town. However a multitude of other reasons influenced further
improvement and extension of the town’s water supply.
Personal and business interests of the middle classes linked to a rapidly growing
civic ethos were strong motivators for improving water supplies. Ambitious water schemes
in the spirit of the new ‘civic gospel’ in cities like Birmingham and Glasgow have been well
documented but there was a similar movement in smaller towns.448 By the 1860s,
Inverness was a prosperous town and an important commercial and tourist hub.
Increasingly well-connected to the rest of Britain through the railway network, it burgeoned
with new commercial and domestic building.449 To meet water demands, Inverness Gas
and Water Company enlarged their storage tank in 1864. Another private enterprise, the
Drummond Water Company, established a piped supply from a spring at Essich in 1865
which allowed a number of substantial houses to be built in on the east side of the town. 450
It soon became clear the overall supply was inadequate to give connected households
water for 24 hours a day, seven days a week and have enough for cleaning streets,
flushing sewers and fire-fighting. Though it was resisted for some years by some
councillors, police commissioners and ratepayers, the town eventually went down the
route of municipal ownership.
Ideological, political, economic and technical reasons lay behind the construction
of a reservoir at Loch Ashie to supply the town. Middle class self-interest cannot be
denied but alongside that ran Victorian Christian concepts of duty, the slackening of
laissez-faire principles and a gradual shift towards ethical liberalism.451 Scholars of
governmentality suggest that water supply, like drainage, sewerage and clean well-lighted
streets, provided the physical freedom that allowed liberal ideas to flourish.452 They were
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the background to giving all classes access to clean water and better sanitation. In 1872 a
special Police Commissioners’ committee, recommended that owners of every house or
part of it occupied by a separate family should be directed to introduce a water supply and
complete drainage system.453 Neither water company could satisfy the potential increased
demand. The committee appeared to be using liberal principles to force the political aim of
municipalisation. It became an overt political issue when the local M.P. Charles Fraser
Mackintosh supported the proposal, though he must have had mixed motivations. As a
substantial property developer and shareholder in the Drummond Water Company, he
had his own interests and those of the business community in mind, firmly linked to
improving the environment and reputation of the town. However he had stood and won his
seat as a member of the Liberal party. Cameron points out that one of his election
platforms was that he was a friend of the working man.454 Presumably then he meant both
rich and poor residents when he talked of ‘community’. Elements of social justice and
liberal ideas can be detected in his words: ‘the object of a private company was to declare
so high a dividend as possible, while Corporations endeavoured to supply on more
reasonable terms to the community’. He was applauded and there was little dissent to the
proposals, even at an estimated cost of £28,000.455 This flourishing town with its
substantial middle class community produced sufficient income from the rates to pay for a
technical solution to their erratic and inadequate supply. With the passing of the Inverness
Water and Gas Act in 1875, the Commissioners quickly bought out the Drummond Water
Company and reached agreement with the Inverness Gas and Water Company to take
over existing River Ness pumping operations until the Loch Ashie reservoir was ready. It
opened with great civic pomp and ceremony in December 1877, capable of producing a
million gallons a day.456
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Middle class standards, business interests and civic ethos also inspired water
improvements in the two smaller towns of Kingussie and Fort William. Already a hub for
stagecoach travel from Perth, Inverness and Fort William, the opening of the Highland
Railway in 1863 stimulated Kingussie’s transformation into a prosperous town. It quickly
gained a reputation as a healthy holiday resort and a desirable place of residence for the
middle classes.457 Fort William was an important transport hub accessible by road, sea
and the Caledonian Canal, enhanced by the West Highland railway line from 1894. As in
Kingussie, business thrived and so did the middle classes.458 Middle class residents of
both towns wanted to build large houses with modern amenities including a clean and
constant water supply. When Kingussie became a police burgh in 1866 and Fort William
in 1875, their Police Commissioners launched enthusiastically into using permissive
powers under police and public health legislation to upgrade water supplies though, as
described later, they were curtailed or delayed by financial considerations.
Similar personal, business and civic motivation arising from their middle class
inhabitants are found in four villages which had water supply schemes prior to 1890. Here,
parochial boards, contrary to a general reluctance to spend money on public health,
introduced water supply schemes.459 Newtonmore and Nethybridge, in the parish of
Kingussie and Insh, were magnets for ‘hunting, shooting and fishing’ enthusiasts who built
mansion houses for themselves, friends, business partners and paying guests.460 The
third was in Beauly in the parish of Kilmorack. Near Inverness, the village developed as a
desirable residential area and place of interest on the tourist itinerary. 461 The fourth
scheme was in Portree on Skye: a busy commercial fishing port with a sizeable tourist
trade. It was accessible to Glasgow by a daily steamer service and from 1870 through rail
connections to Stromeferry and later, Kyle. While middle class personal, ideological and
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business aspirations were not the only reason for developing water schemes in these
villages they played a part. They were also evident in a further 12 water schemes
developed after public health responsibilities transferred to Inverness County Council
in1890.
Middle classes also brought money. Regardless of local ambition, pressure from
government or public health officials, or developing liberal principles, water infrastructure
was an expensive investment. It needed ratepayers paying rates on properties with
sufficiently high rateable values to enable local authorities to borrow money to develop
schemes. Property owners also had be affluent enough to pay for internal fittings and
connections to the main pipes. Lack of middle class property owners was a significant
factor in the affordability of water improvements in some parts of the County.
Affordability of Water Supplies
Though government loans for water supply schemes were increasingly available,
re-paying them required income from property rates. Inverness was wealthy in terms of
the size of its rateable population but the two smaller towns had some issues of
affordability, more so in Fort William than Kingussie. Villages which had water schemes
relied on the creation of special water or water and drainage districts. In these, ratepayers
within a designated area agreed to pay extra rates to the local authority to enable repayment of a loan for the construction of infrastructure. In many smaller settlements it was
impossible to finance schemes in this way. When a high proportion of the population paid
very low rates, local authorities could not sustain re-payment of a government loan to
build or improve water supply systems. Water shortcomings became more widely known
after the advent of Inverness County Council, its District Committees and body of medical
officers of health and sanitary officials in 1890. Tackling them remained problematic
without adequate public funds.
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Despite having no real difficulties in financing a loan for Kingussie waterworks, the
town’s Police Commissioners procrastinated. In the 1860s, people drew their water from
several wells. Others took it from the mill lade running along the back of the High Street,
though this was increasingly polluted by waste from the carding and waulk mills above the
village as well as domestic filth.462 On becoming a police burgh in 1866, improving water
supplies and sewerage were early priorities. An engineer’s report recommended shutting
off the water supply from the lade and wells and instead piping a supply from the Gynack
Burn. They intended to make water available to all residents by means of fountains in the
streets free of charge. If residents wanted to take a supply into their houses from the main
pipes, they could do so at their own expense.463 Despite initial enthusiasm for a scheme
making water available to both wealthy and poorer residents, they baulked at the
estimated cost of £1,200 which included both water and sewerage schemes. Reluctance
may have been about more than raw costs. Both Hamlin and Wohl take issue with the
views of some historians who suggest local government parsimony was the major reason
for lack of public health improvements. It was one factor but they suggest that local
politicians in the Victorian period were also faced with new and daunting technological and
legal issues. Wohl says that ‘committing the budget to relatively untried and unproven
experiments could act as a legitimate deterrent’.464 Swayed by the argument that, ‘these
works, when complete would leave little else to be done and would be valuable many
years hence’, the Commissioners decided they could afford a loan based on the £1,700
rental value of the burgh.465 Facilitated by a £1050 loan from the Public Works Loans
Board, water and sewerage works were completed in 1868.466 As the town grew, Police
Commissioners concomitantly grew less reluctant to expend money on water.
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Commissioners enthusiastically gave approval for connections to their water
mains. Growing in wealth and prestige, Kingussie’s building boom lasted until the First
World War. Some were permanent residences. Dr Ogilvie Grant, the County’s MOH, had
a substantial house on the West Terrace.467 However Bishop attributes much house
building to the desire of professionals and merchants from central Scotland and further
south to have holiday villas.468 In light of ‘new feus being daily enquired of’, the
Commissioners had little hesitation in approving a further loan of £400 to finance
improvements to the water supply in 1878.469 Continued new building however placed a
great strain on the system and complaints about erratic and insufficient supplies prompted
further works in 1889. Additional water was drawn from springs at Glengynack so a
concrete reservoir was built with a loan of £1,100.470 Further major improvements
occurred in 1906 when a new high level reservoir was built near the springs and all
pipework was gradually modernised.471 The town’s waterworks were never without
leakages and shortages, reflecting a supply system continually stretched by increasing
demands. Affordability was less of a problem than technical issues. Police Commissioners
and later the Town Council increased water rates to pay for improvements and
maintenance. They were a consistently higher element of the property rate than sewerage
and roads. In 1898 for example, eight pence in the pound went for water, two pence for
sewerage and two and a half pence for roads.472 Taylor and Trentmann suggest that in
cities a constant water supply symbolised modern civilisation.473 This was just as much
the case in the small towns of Kingussie and Fort William.
Doubts about affordability subdued eagerness in Fort William. By 1875 when it
became a police burgh the population of the town had risen to around 1,500 with trade
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and business flourishing.474 At this time water was piped from a storage tank above the
town to supply some public wells, urinals and public lavatories. Property owners could
take a supply from the pipes at their own expense. Three years before Fort William
became a police burgh, a group of residents privately commissioned a report from a
company in Greenock about improving water supply. Considering this report was one of
the Commissioners’ first actions. It recommended increasing the capacity of the tank,
laying new water mains and installing more street pumps.475 Plans had to be severely
curtailed when they got more detailed plans and estimates. Even after removing new
street pumps from the proposals, the estimated cost of £1,636 was declared to be beyond
their taxing powers. Installing a new tank capable of holding 150,000 gallons of water was
declared unaffordable. Instead they continued using the old one and spent a small sum in
1875 on improving pipework to facilitate further extension.476 They carried out further work
in 1878 with a 27 year loan of £1,549 from the Public Works Loan Commissioners for
water and drainage works.477 The Commissioners subsequently came under pressure
from voluntary and public bodies and individuals to improve supplies to the Belford
Hospital, the school and the hotels and large houses being built in Upper Achintore. Their
discussions on the subject were peppered with affordability concerns.
Some improvements followed, particularly after government plans for the West
Highland railway were revealed. In 1885, when a decision was finally taken to impose a
specific water rate to help fund another loan, the tank was upgraded to provide 7000
gallons per hour or 40 gallons per day per head at a cost of £500.478 Estimating that this
would serve a population of 4000, it was obvious they were anticipating that a huge
increase in visitors would double permanent resident numbers when the railway opened.
This was followed by the construction of a new tank costing £38 at Corry-an-Lochan in
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1887 and a new fountainhead at a higher level than the tank in 1888.479 It was not until
1896, after the opening of the railway that the Commissioners proceeded with a major
scheme to pump water from the River Nevis at a cost of £6,500 and employed a water
manager to regulate and maintain the water supply.480 Pipework extensions happened
regularly but in 1920 the residents of Fort William were still getting their water from a main
distributary tank above the town fed from Glen Nevis and Corry-an-Lochan.481 Thriving as
a centre of business and tourism encouraged the local authority to be more confident
about imposing water rates to pay for the technology and manpower necessary to sustain
this most important element of civilised living.
Outside the towns, the affordability of public water supplies could also be
contentious. Although empowered to do so under the Public Health Acts, it was not
common anywhere in Scotland for parochial boards, or subsequently County Councils, to
provide a water scheme for the whole of their area from the general assessment.482
Where inhabitants wanted a supply and were prepared to pay additional rates for the
privilege, a special water supply district could be formed. A requisition to do so could be
made by the parochial board or not less than 10 ratepayers or the local authority
themselves. The four village water, or water and drainage, schemes which were in place
when Inverness County Council was formed in 1890, all arose through ratepayer demand.
Expenditure on the special district schemes was a substantial proportion of the total
District Committee public health budget but that illustrated its importance to ratepayers
who paid extra.
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District
Committee
Second or Aird
Third or Badenoch

Estimated general
expenditure on
public health
£50.0.0
£62.6.4

Fifth or Skye

£100.0.0

Estimated expenditure on
special water and
drainage districts
Beauly - £81.12.3
Nethybridge - £57.11.0
Newtonmore - £37.5.5
Portree - £160.0.0

Total

£131.12.3
£158.2.9
£260.0.0

Fig.11: Expenditure on Special Water and Water and Drainage Schemes in 1890. Source: HAI, CI/3/1/1,
Inverness County Council Minutes, 1890-91, 16/10/1890.

Several more schemes were in place by 1912 but many others fell by the wayside. Early
in his career with the County Council Mr Wedderspoon, CSI, while understanding financial
restrictions, expressed exasperation at reluctance to find solutions. He said, ‘In some
cases, poverty of a particular district is pleaded as an excuse for delaying works involving
capital expenditure. In such cases, modified schemes might be carried out without
imposing too heavy a tax on interested parties’.483 There are signs of the intense financial
avoidance Keir Waddington describes in some Welsh rural authorities. 484 Some evasion
seems more valid and understandable. Mr Wedderspoon felt that there was no financial or
technical reason why the village of Kirkhill in the Aird District which had a reasonably high
rental value should not have a better water supply, particularly as current sources ran dry
every summer. He observed that proprietors, including the Railway Company were
coming round to the idea of a special water district in 1898.485 However it did not
materialise at that time. North Uist District Committee could more easily justify their
financial reservations. In 1903, Mr Wedderspoon suggested a gravitational scheme to
supply a geographical area of around four square miles, including the scattered townships
of Balemore, Knockintorran, Paible, Knockline and Claddach Kyles. Involving around
seven or eight miles of piping he estimated it would cost around £2,000, achievable as
special water district. According to the Committee the entire rental value of the proposed
district was only about £350, with a high proportion of that being agricultural, leaving
assessable occupants’ rental at £130. Even if they charged the highest assessment
possible of three pence in the pound, they argued it would yield insufficient income to
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repay a loan for the scheme’s capital costs.486 The scheme did not go ahead. The County
Sanitary Inspector’s frustration with District Committees was understandable, particularly
where ratepayers could afford to support a special district, but there were genuine
affordability problems in areas where ratepayers were insufficient in number or nearly
impoverished. There were only 16 special district water schemes by 1912.
All of the schemes existed where there was some concentration of population,
adequate numbers of ratepayers and often additional incentives for business, trade or
tourism reasons (Fig.12). It was not an unusual situation. Housing Commissioners noted
that only a few Scottish counties provided water schemes for the whole of their area and
only 392 special water districts existed in the whole country.487 Nevertheless for Inverness
County’s public health officials, fully aware of the risks of disease from polluted water,
fiscal difficulties only compounded other challenges around providing water in diverse
geographical circumstances.
District Committee

Special water or
water and drainage
district
Culcabock water and
drainage
Campbelltown water
and drainage

District Committee

Fifth or Skye

Special water or
water and drainage
district
Portree water and
drainage
Broadford water
Kyleakin water

Second or Aird

Beauly water and
drainage
Fort Augustus water
Glenurquhart water

Sixth or North Uist

Lochmaddy water

Third or Badenoch

Nethybridge water
Newtonmore water
and drainage
Boat of Garten water
Carr-bridge water
Spean Bridge water
Corpach water

Seventh or Harris

Tarbert water and
drainage

Eighth or South Uist
and Barra

None

First or Inverness

Fourth or Lochaber

Fig.12: Special Water or Water and Drainage Districts in 1912. Source: HAI, CI/3/2/2, Inverness County
Council Committee Minutes, 1911-12, 19/10/1911.
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Levels of local income and wealth were a major influence on the provision of public
water supplies. Both town and county local authorities had to reconcile their local tax base
with demands for clean water, whether these came from the government, public health
officials or local residents. Stark contrasts exist in the availability of such funds. Local
authorities in the towns of Inverness, Kingussie and Fort William had potential to raise
property rates for a water schemes, but were sometimes unwilling to ask ratepayers to
pay more. In addition there were sometimes competing civic priorities and caution about
embarking on unproven technology. Ratepayers in special water or water and drainage
districts were generally willing to pay more for the direct benefit of having water for
personal and business use. Water schemes installed in villages like Beauly and
Newtonmore were clearly linked to the development of the tourist industry. However there
were areas where the public health assessment at its legal maximum could not support a
special water supply district. Sometimes water schemes were only possible when estate
owners contributed land or funds.
Landowner Influence on Water Supplies
The landowning class had power over who should get a better water supply in
some parts of the County. By the mid-nineteenth century, hereditary landowners still
owned some estates while others had been sold to wealthy merchants and industrialists.
Regardless of their origin, landowners or their factors, sometimes both, sat on various
local government bodies, influencing decisions about whether water schemes should go
ahead and importantly how they would be funded. As substantial property owners they
had significant interest in the level of property rates. On the other hand a potable and
constant supply of water benefited their personal and business interests as well as helping
to keep their employees and tenants free from infectious disease and illness. Some
landowners did more than just agree to increased property rates. Some like Macleod of
Macleod paid the whole cost of a new supply. Others, including Colonel Macpherson,
gave rights over their land or met some costs directly. There were some however, like the
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Earls of Cawdor and Moray, who delayed proposed schemes. Landowners’ power was a
distinctive aspect of public health improvements in Inverness County.
The County Sanitary Inspector report of 1898 records three landowners who
provided water supplies directly. In Inverness District, the estate had already provided a
gravitational supply for the hamlet of Scaniport and planned to extend it to several farms
in the vicinity.488 Farms and crofts at Skye of Curr in Badenoch were similarly provided.
Infrastructure costs were met by the estate though tenants were charged a small annual
sum for the water.489 In the same year, Macleod of Macleod provided the village of
Dunvegan on Skye with a good water supply and there is no mention of a charge to
residents in the Sanitary Inspectors report.490 While these schemes benefited everyone
who lived in the vicinity, the reasons for these landowners’ actions are unknown though it
is possible they had genuine concern for the welfare of people living on their land.
Some landowners left a clearer record of their motives. In 1877, 16 ratepayers
from Newtonmore petitioned Kingussie Parochial Board to form a special water district. 491
Once agreed, the works were financed through the rates by a loan of £450 from the Public
Works Loans Board.492 It was made affordable because Colonel Macpherson, on whose
land the water source was situated, agreed to give the water free of charge, subject to
certain conditions. With expanding interests in providing lodgings for the shooting
fraternity, he obtained guarantees of a supply to a recently erected one, and also to future
lodges planned to lie just outside the special water district. Waterworks were constructed
to draw around 6,000 gallons a day from Colonel Macpherson’s wells. They supplied main
water pipes in the village of Newtonmore. From these, property owners could take a
supply into their houses while street pumps were installed for the poorer classes. The

488

HAI, CI/3/8/8, CSI Report 1898, p.4.
Ibid.,
490
Ibid., p.23.
491
HAI, CI/7/15/1a, Kingussie and Insh PB, 10/5/1877.
492
UKPP, Paper no. C.2661, Thirty Fifth Annual Report of the Board of Supervision for the Relief of the Poor
in Scotland, 1879-1880, App. (B), p.321.
489

143
Parochial Board appointed a water manager to deal with the maintenance of the new
scheme.493 It was one where the Colonel cleverly accommodated his business aspirations
within the public works.
Sir Samuel Scott’s involvement in Tarbet was arguably public spirited and
benevolent but he also had a commercial interest. In 1893 Harris District Committee,
despite pressure from Dr Stewart, the DMOH, Mr Wedderspoon and even the Board of
Supervision, remained adamant there were no funds for water and drainage schemes in
Tarbert.494 After ratepayers successfully petitioned for the creation of a special district in
1895, Mr Wedderspoon proceeded to draw up plans and specifications, including a new
reservoir to hold 30,000 gallons of water.495 The estimated cost for the whole water and
drainage scheme serving 160 residents was £350. Though the Committee initially applied
for a loan from the Public Works Loan Board, in 1896 they asked Sir Samuel Scott to pay
the whole cost.496 He agreed, built the reservoir, installed pipework as an extension to
services to the Tarbert Hotel and then leased the works to the Committee for a three year
period.497 Mr Wedderspoon was fulsome in his praise for the Tarbert scheme because
there were no street wells or pumps for poorer people. Instead every house had an
internal water supply and sink connected to the sewer, ‘effecting great improvement in the
sanitary condition of the village’. 498 It is to the credit of Sir Samuel and other property
owners in the village that they installed water in the houses they rented out. 499 Landlord
interest meant poor people in this Hebridean village had superior facilities, equivalent to
those enjoyed by the middle classes and better than many of the working classes in
Britain’s towns and cities. However it was of no disadvantage to Sir Samuel’s hotel and
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business interests if tourists found Tarbert a clean and modern place without
congregations of people around the village pump.
Some landowners used their power to obstruct improvements. In 1897, there was
widespread interest in obtaining a better water supply for Campbelltown and Petty.
Ratepayers who petitioned Inverness District Committee for a special water district for part
of the parishes of Ardersier and Petty included not only Campbelltown village residents
but also surrounding farmers and crofters. The War Office also wanted a better supply for
nearby Fort George.500 Two of the principal proprietors, the Earls of Cawdor and Moray
were among those appealing against the resolution. In Inverness Sheriff Court the former
raised several strands of objection which revealed both Victorian philosophical ideas and
pure self-interest. Promoting the ethos of self-help, the Earl of Cawdor argued that people
could get better supplies if they wanted them: in the village of Campbelltown from existing
public and private wells and in outlying areas, by sinking additional wells near their
houses. In addition he viewed it as a current and future encumbrance to ratepayers and
the area in general. According to him, the scheme would,
entail excessive and immediate expenditure which would result in district
assessments to such an extent as would prove an unjust and unreasonable
burden on the owners and occupiers of lands and houses within the proposed
district and eventually affect the welfare and prosperity of the entire community.
He also maintained that the proposed water source on his land was already fully utilised
for other purposes. This suggests he had provided a water supply to his own and other
properties of his choosing but objected to being taxed to provide other residents with the
same facilities. His concluding declaration that, ‘the majority of the inhabitants of the
district were utterly opposed to the formation of such a special Water Supply District’ hints
at a proprietorial arrogance ignoring the fact that the proposal originated with other
ratepayers.501
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Landowners and other objectors lost the legal battle but achieving the desired
constant, clean supply was not a smooth process. After bringing in independent experts,
who even suggested extending boundaries to include more farms, the Sheriff dismissed
the appeal. Mr Wedderspoon applauded the decision, ‘to supply what is so much needed
in the interests of public health and indeed civilisation’. 502 For a man normally concerned
with practical and technical details, it was a sign of his extreme frustration that he needed
to remind objectors of the modernising and moral aspects of such measures. His
dissatisfaction did not end there as there were many subsequent delays. The District
Committee continued to deliberate on what proved to be a technically challenging and
legally complex project. In the meantime, around 1,300 people drank and cooked with
water of dubious quality which many had to carry for substantial distances.503 Unlike
Newtonmore and Tarbet, landowners used their control over water sources to obstruct
improvement. Losing patience with the delays, the War Office proceeded with their own
scheme for the Fort George soldiers in 1898.504 Another landowner, the Mackintosh of
Mackintosh agreed that water could be taken from his land and Lord Moray eventually
allowed his springs to be used. It still took until 1901 before this scheme, modestly costed
at £8,000, began to be constructed.505 Though not completely to blame, landowners’
opposition and resistance disrupted and delayed progress on upgrading a polluted and
inadequate water supply.
A more extreme example of landowner’s power over the provision of clean drinking
water can be found on Barra where Lady Gordon Cathcart owned a substantial number of
herring curing stations. Historians have found little to admire about Lady Cathcart, an
absentee landowner, infamous for ignoring crofters’ land hunger and poverty and criticised
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for her enthusiasm for emigration.506 Her attitude to fisherman and workers employed at
her curing stations did little to improve her reputation though neither did South Uist and
Barra District Committee challenge her. In 1892 public health officials, backed up by the
Board of Supervision, were concerned about the lack of drinking water for workers. They
urged the District Committee to arrange for a supply. 507 The Committee denied any risks.
No request was put to Lady Cathcart and instead they suggested water could be bought
at the pier.508 Reasons were likely to be complex. The estate owner was a major ratepayer
and increasing rates to provide a public supply would impact on her. She also provided
much needed employment on the island and thus contributed to the local economy. The
fact that her factor was a prominent member of the District Committee probably made
challenging her even less likely.
The impasse continued into the twentieth century. In 1900 Dr Macaulay, DMOH,
described how the better class of houses in Castlebay were supplied from a reservoir
above the village. He said it was a pity that water from there could not be piped to the
herring stations at Horve, Castlebay and Ledag where seven thousand men and women
were employed between May and August each year. There was, ‘not a single well from
which a thirsty person can get a drink of pure, wholesome water’. 509 His impassioned plea
fell on deaf ears. Even a report arising from a special inspection by the Local Government
Board in 1903 only resulted in its despatch by the District Committee to Lady Cathcart’s
agents with a polite request for her to introduce a proper water supply to the Castlebay
fish curing stations.510 In 1904, with the fishing season about to start, the Committee
assured Mr Wedderspoon they were satisfied the owner would oblige. 511 She did not so
until 1906. Then he reported a request by the estate to invite tenders for a scheme costing
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£1000 which had to be finished by the end of April, presumably in time for the start of the
fishing season. It increased the capacity of the reservoir at Castlebay to 60,000 gallons,
improved piping to the village and extended it to the pier with public fountains provided at
regular distances for use by workers at the stations.512 After 14 years of effort on the part
of public health officials, fishing industry workers finally had clean water to drink.
Landowners had an important bearing on water supply. Their presence and
involvement added another layer of complexity to achieving this cornerstone of public
health. In addition to class and business interests which influenced urban improvements,
their political, financial and social control could make a difference to the number of people
in settlements on their estates getting clean water. Sitting on local authority bodies which
made decisions about the provision of public services, being substantial ratepayers paying
for them and knowing recipients were often beholden as tenants and/or employees all
impacted their decisions to assist or impede. It was often to the frustration of public health
officials more focused on preventing disease and improving health.
Geographic and Technical Factors
Achieving safe and plentiful water was constrained by geographic and technical
factors. Both scattered and more populous settlements in the County experienced
difficulties. Waddington stresses the importance of recognising the impact of topography,
geology and accessibility on delivering public health improvements.513 Gravitational
systems delivering piped water were the ideal but, in addition to cost, geography and
geology compounded the difficulties of implementing them. Many communities continued
to rely on surface wells, springs and streams with varying levels of pollution surrounding
them. Even simple technical solutions like pump wells which took water from below
ground, were sometimes difficult to achieve because of the physical features of the land.
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Catching and storing rainwater was also problematic. In the towns and larger villages,
more technically sophisticated systems were not without problems. Water technology was
still in its infancy with great propensity for breakdowns. Quantity and quality did not always
meet middle class and civic expectations and water managers often had an unenviable
technical and mediating role. Examining geographic and technical issues reveals the
complexity and array of issues encountered in providing water in the County. They range
from seeking low cost, technically feasible local solutions for smaller communities to
dealing with filtration and leakage issues common in larger water systems.
Gravitational supplies were best but geological issues could be a deterrent. This
system where water was taken from a loch or reservoir, filtered and supplied through
pipes was the best means of achieving a clean, constant supply. The biggest obstacle
was the cost involved in the infrastructure particularly, when houses were scattered over
wide areas. When a landowner offered to defray some of the costs of a gravitational
system for the residents of Scalpay, a small island off the coast of Harris, the physical
landscape proved problematic. Similar to many island townships, Mr Wedderspoon
identified Scalpay as a community urgently needing clean water for its school and houses.
Pinpointing one of the island’s lochs as a suitable source from which water could be
piped, the estimated cost of £200 was in excess of the rateable value of the island’s
properties. Sir Samuel Scott the landowner, offered to supply lead water pipes if residents
did the manual work to open the track and refill it when the pipes were laid. Though work
started, the track proved to be too shallow and those who dug it refused to deepen it. As a
result the pipes lay abandoned on the island two years after they were supplied. 514 It was
perceived as laziness by Harris District Committee who did not see why they should get
involved further with people who did not want to help themselves.515 Comprehending this
reasoning is difficult because they were people used to hard physical labour on land and
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at sea. It could be an example of peasant resistance in the form of foot dragging or partial
compliance, as described by James Scott.516 Perhaps they resented being told what to do
by officials from Inverness, the District Committee and the landowner. The simple reason
however may have been that it was physically too difficult to dig a deep enough track in
the island’s rocky ground.517 The landscape may have caused or at least contributed to
the project’s abandonment.
Natural resources were utilised in other ways when piped supplies were
unaffordable. In Camusbane in Lochaber, in 1893, ditches were constructed to intercept
water which ran from a hill above the township. Coupled with regular arrangements to
clean the ditches out and remove, ‘objectionable heaps of manure near the houses’, the
system seemed to be working to the satisfaction of Mr Paterson, the DSI.518 Suitable
springs and streams were not always available near enough to houses to make similar
arrangements viable.
Wells supplied much of the water, particularly in the islands, though they brought
problems of pollution and scarcity. Early in his appointment as Chief Sanitary Inspector,
Mr Wedderspoon expressed extreme concern at the number of settlements taking their
drinking water from shallow surface wells. 519 The potential for pollution by animal and
human waste was always present as the wells had no protective barriers. Surface water
ran into them. In addition if someone from a house with an infectious disease like typhoid
dipped a vessel in the well to collect water, they could easily infect other users. DSIs
regularly closed the most polluted wells but as they only visited periodically, it was not
unusual for residents to open them up. Father Allan MacDonald noted in his late
nineteenth-century diary that he closed a well himself near the Post Office on Eriskay. It
had been sealed by a sanitary official and despite a recent serious outbreak of typhoid
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islanders re-opened it. He said they refused to believe the fever had any connection to
water.520 In addition to problems of pollution, local patterns of water supply differed widely
and there were periods of drought. Though the islands of Barra and South Uist were
adjacent islands, the CSI reported in 1892 that water scarcity was much worse on Barra
‘where water holes and wells seldom contained more than a few gallons’. 521 Lack of water
is not always associated with rural areas, particularly those perceived as wet parts of the
country.522 Public health officials in the County were however alarmed by the potential for
infectious disease.
Options for improvement were limited and proceeded slowly. North Uist was
particularly deficient in good springs or lochs producing water suitable for drinking. In
1895, townships on the island’s western side attracted attention, particularly
Knockintorran, Hogary and Heisker. All took water from wells polluted by surface water
running off dunghills close to the houses. Mr Wedderspoon’s description of conditions was
so bad, it attracted the attention of the Local Government Board who wrote to North Uist
District Committee urging action. 523 Using his standard specification for simple enclosure
of a well with concrete walls and basin as a barrier to pollution, the cost was in the region
of £6 provided residents contributed by doing the manual work involved. Reluctance to
spend money appeared to be more of a reason for the Committee’s procrastination than
any technical reservations. In Hogary, they said residents could erect a well if they wanted
one but offered no assistance in cash or kind. In Knockintorran, they instructed the DSI to
pursue and prosecute people if they did not move dunghills away from the existing well. 524
There is no record of the erection of pump wells in these two townships. In the third, it
definitely did not happen because in 1902, William Macdonald and eight other residents of
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Heisker petitioned the Committee for a well. Slightly more amenable this time, they offered
to supply the pump and cement and pay for a skilled mason to construct it, as long as the
residents arranged for the conveyance of cement from Locheport and provide labour. 525
Given lack of local authority support, it is not surprising this low cost option was not widely
taken up.
More technically sophisticated pump wells, which involved sinking a shaft to draw
water from below the ground, were not always suitable for the islands. On conducting a
systematic inspection of North Uist in 1905, Mr Wedderspoon found domestic water
supply was still almost entirely derived from shallow dip wells. 13 were permanent and
used all year round and there were other temporary ones, ‘simply holes for collecting
surface water and can be multiplied to any extent desired’, especially during wet weather.
Concentrating on the former, none of which held more than one foot of water, he said four
could be deepened and converted into pump wells. However he had financial and
geographical reservations. The cost of keeping them in repair when tradesmen had to
come from Dunvegan or Oban was a serious matter for the District Committee. In addition
the quantity of water below ground was limited and the suction action of a pump could
disturb sediment and make the water muddy and unfit for use. For these reasons he
recommended continuing with a slightly more sophisticated version of the concrete
reservoirs suggested ten years earlier,
The wells should be cleaned and arched over with concrete; a small concrete
reservoir, similarly covered, to be formed near the well, with connecting pipe
between and draw-off tap on the outer face. In some cases, the ground at the well
is almost level and the reservoir will have to be underground. A recess and
retaining wall will have to be formed to provide access to the tap.
The estimated cost of the thirteen wells was £100 with each costing six to eight pounds.
To induce the District Committee to action, Mr Wedderspoon suggested the cost could be
spread over a number of years, improving at least one annually.526 This time they agreed,
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commencing with one at Craighaustin, near Bayhead.527 In places like North Uist,
constrained by finance, geology and landscape, options were limited.
One of the main concerns of public health officials was lack of clean drinking water
for children attending public schools. However, ways of providing water to schools were
not always successful. In 1893, Mr Wedderspoon reported that many had no source other
than the nearest surface well or stream – sometimes a good distance from the building.
As water had then to be carried to the school, consumption was restricted. 528 Providing
water to schools was administratively and financially complicated because School Boards,
District Committees and, often, landowners were involved. If settlements could not get
clean water easily then neither did the local school. Some sought localised solutions. One
of the most common was the installation of a tank on the roof to collect rainwater.
Unfortunately there were some natural hazards as reported in Harris,
A number of schools were provided with galvanised iron tanks for the purpose of
utilising roof water for domestic purposes but the high roofs of the school are so
frequented by sea-gulls and other birds that the water collection is quite unfit for
dietetic purposes and to make matters worse, the tanks are so constructed that it
is impossible to clean them.529
These arrangements were just as hazardous to health as surface wells.
Geography delineated children’s access to water to some extent. Their health
became increasingly important to government agencies in the twentieth century fuelled by
anxieties about Britain’s future as a world power.530 Public health officials doggedly
pursued getting water into schools for drinking, hand washing and water closets to prevent
the spread of infectious disease and improve children’s health. Teachers too began to
demand more as Mr Wedderspoon observed in 1911. They were no longer ‘prepared to
accept a mixture of stale roof water and bird droppings as a substitute for a water supply’.
It perplexed him nevertheless that the Scottish Education Department did not consider
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water an essential part of school equipment when new schools were built. 531 In the first
report on the medical inspection of schoolchildren, water supplies in mainland schools,
while not perfect, appeared better than in the islands.532
Of mainland schools examined in 1910-11, only two had no piped supply to the
school.533 Stark statistics disguise some of the shortcomings. 11 only had a tap in the
playground.534 Clean water from a gravitational supply was of little use if there were no
drinking mugs for use at the playground tap or wash hand basins, as at Inchmore School
in Aird District.535 At Stratherrick and Dumnaglass schools in Inverness District, piping was
old and leaked, often resulting in schools being without water. 536 A dead mole found
floating in the dirty water in a galvanised iron tank in the middle of a field which supplied
the playground tap at Culburnie School in Aird District was unlikely to contribute to clean
drinking water desirable for children’s health.537 For those without direct supplies, local
solutions were sought. In Whitebridge, in Aird District, for example, water for domestic
purposes was fetched from the Post Office and for other purposes from the river.538 Levels
of School Board and District Committee commitment to providing water to mainland
schools was variable.
In the islands, water supply difficulties in schools mirrored those of the
communities they served. Water hardly featured in the islands section of the School
Medical Inspectors report of 1911, so direct comparison with mainland schools is not
possible.539 MOH and CSI reports though present a varied, though often dismal, picture of
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the availability of water for children and schools. A few positive ones stand out. St Kilda’s
school was clean and well-kept, obtaining a good water supply from a spring nearby.
Lochmaddy School on North Uist was similarly praised. With its modern flushing toilets
there was obviously no shortage of water.540 Too many island schools remained
dependent on roof supplies and wells.
Where geography and landscape compounded financial issues, many people had
few options. Wells, springs, streams and storage tanks varied in cleanliness and quantity.
Commenting on crofting districts, the Royal Commission on Housing reported in 1917,
‘The contour of the land and the general sparse distribution of population alike negative
the possibility of using central systems of supply for fairly large areas’. Their technical
solution re-iterated the one County public health officials had pursued since the 1890’s –
‘the provision and preservation of wells, of which there should be a limited number for
each township’. To aid this, the Commission suggested the government should provide a
grant of £20,000 a year for ten years administered through the Local Government
Board.541 Implicit in these recommendations was the fact that on a practical level,
scattered communities could not expect the same amenities as more populous areas.
While prepared to accept less, there is evidence that people wanted better. 46 crofters
from the western part of the township of North Lochboisdale on South Uist petitioned the
CSI in 1911 to help them get improvements, describing their present water supply as
‘dangerous to man and beast’. They took most of their water from peat ditches, the
nearest two miles away. They had no expectation that water could be taken to their
houses, but felt having pumps at convenient places and cattle troughs at the roadside
would improve their lives greatly. 542 Unfortunately, after the Board of Agriculture turned
down a request for financial assistance, Mr Wedderspoon could find no way to help
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them.543 For many settlements like this even modest piped supplies were out of the
question, let alone grander schemes involving reservoirs with delivery to individual
premises.
Towns and villages with more sophisticated water schemes had a different range
of technical limitations and difficulties. Although later in nineteenth century, engineers
were able to construct reservoirs and distribution systems, they continued to grapple with
construction faults, defective pipes and local conditions affecting quality and quantity.
Inverness, with its supply drawn from Loch Ashie Reservoir, was the biggest in the County
but was not without problems. In theory it was capable of producing one million gallons of
water a day, supplying a population of around 15,000 with approximately 70 gallons per
head per day.544 That was generous according to contemporary standards. In the 1870s,
Edmund Parkes, a sanitary engineer calculated daily consumption for personal and
domestic purposes for ‘a man in the middle classes who may be taken as a fair type of
cleanly man belonging to a fairly clean household’, as about 25 gallons a day. For a poor
urban household, he estimated five to seven and a half gallons per head. In reality poor
families may have taken much less where they had to queue at street pumps and haul
heavy pails over uneven streets and up stairs. 545 As street pumps were still in use,
particularly on the west side of the river in Inverness, the town’s middle class residents
and visitors should therefore have been able to expect an abundant supply. In practice
quantity did not always meet expectations. There were a number of technical issues:
water levels in the reservoir were sometimes lower than the intake pipe; the reservoir
froze over in winter and cast iron pipes leaked. Quality was also often poorer than
expected. This was despite having a sand and gravel filtration system which removed
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impurities and water-borne pathogens.546 While Inverness had a far better supply than
anywhere in the County, residents and business owners clamoured for improvements.
The water manager and local authority struggled to find remedies in the face of
constant criticism. Mr Cesari, the manager of the prestigious Station Hotel declared in
January 1886 that, ‘it would never do in a town like Inverness where there was such a
number of hotels, on account of the tourists, that the proprietors should have to make
excuses to their customers in regard to the supply of water’. 547 The Scottish Highlander
put it more dramatically, observing that, ‘you could hardly blame people if they boycott
Loch Ashie and betake themselves to the amber streams which flow from the Haugh and
Thornbush breweries’.548 Inverness’s water manager felt problems arose from natural
events, human action and technical deficiencies. In his view, this shortage was caused by
burst pipes and people keeping their taps running constantly to prevent freezing. In
addition, the capacity of many of the main pipes was too small to deliver the quantity
consumed, especially when the weather was extremely frosty or intensely hot. 549 In 1886,
the police commissioners subsequently agreed to upgrade the main water pipes in the
town centre.550 Technical issues and complaints about erratic supplies continued into the
twentieth century. Byelaws were passed in 1912 banning water wastage. Responsibility
for inspecting premises to detect leaks and defective taps became another task for the
water manager. It was not until 1913 that the intake at the reservoir was lowered to obtain
an additional supply. As Hardy observes, ‘the extension of constant water supply was by
no means as easy to accomplish as the idle observer might assume’ when it could be
affected by both provider and consumer.551 The combination of technical difficulties and

546

D. Sedlak, Water 4.0: The Past, Present and Future of the World’s Most Vital Resource (New Haven and
London, 2014), p.52.
547
Inverness Courier, 8 January 1886.
548
Scottish Highlander, 26 February 1886.
549
BI/1/3/5, Inverness Police Commissioners Minutes, 1885-1888, Water and Gas Act Committee Report,
7/1/1886.
550
Ibid., 4/3/1886.
551
Hardy, ‘Parish pumps to private pipes’, p.88.

157
human behaviour afflicted water provision in the County’s other two towns as it did in
Inverness.
In Kingussie and Fort William erratic and insufficient supplies were blamed on
residents wasting water. In Kingussie it was poorer residents using street pumps who bore
the brunt of criticism initially. In 1891, Police Commissioners took a decision to turn them
off because of the, ‘wilful and immediate waste’. After an outcry by users and property
owners unwilling to install water in their tenants’ houses, two pumps were left, to be
maintained by nearby owners. The Commissioners failed to contemplate they might be
partly to blame. In their enthusiasm for attracting people to the town and continual
approval of connections from the mains to the substantial houses being built, they
overstretched the capacity of the water system. In addition, as MacDonald observed,
technical issues were not fully understood or addressed. In order to achieve a constant
supply of water, pressure in the mains had to increase. Small bore domestic supply pipes,
which reduced the pressure, were not in general use so each tap and pipe was subject to
a full head of pressure from the main, thus increasing propensity for bursts and leaks.552
Shortages continued even after major improvements to the reservoir and pipework in
1906, particularly in the summer and autumn when the population of 1000 could double.
In 1908, blame instead fell on residents of the larger houses. The towns sanitary inspector
claimed they monopolised over half the total supply because of the, ‘excessive use of
private baths in warm weather’.553 In Fort William the police commissioners engaged in a
more equitable campaign. With some vigour they pursued property owners to install taps
and sinks for themselves and their tenants and remedy defects in pipes, taps and pumps
which might cause leaks and water wastage.554 Technology was capable of producing a
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cleaner constant supply of water by the late nineteenth century but regulating the
infrastructure and the people who used it remained a complex task.
Geography, geology, landscape and technical issues limited the provision of water
supplies. Together with cost, they restricted the options available particularly in small
villages and townships. As a result people who lived in them, including children attending
public schools, remained reliant on springs, streams, stored rainwater and wells. At best,
the latter might be improved through a pumping system, if physical conditions allowed, or
at least a clean concrete storage reservoir with a tap. People living in larger villages and
the three towns had better access to water through more technically sophisticated
methods of water storage and piping. Yet demand for personal and business use,
particularly among the middle classes, was not always met in terms of both quality and
quantity.
Conclusion
In Inverness County, a person might turn on a tap to get water or dip a bowl into a shallow
well on the ground. More people in the County could do the former in 1912 than in 1845.
Yet there were still many who only had the most rudimentary sources.555 In between there
was a range of localised options. The three towns of Inverness, Kingussie and Fort
William had supplies piped from reservoirs above the towns. Nearly all large villages had
a good gravitational supply.556 That did not mean necessarily that all residents lived in
houses connected to the main pipes. Street pumps and standpipes still existed and were
used especially by poorer households. Progress had nevertheless been made. Increased
statutory regulation and local authority resolve to pursue owners, particularly of tenanted
property, to introduce internal taps and kitchen sinks facilitated this advancement. In other
settlements on the mainland and in the islands people got their water from a variety of
sources. Sometimes it still came from rivers and streams but there were also pump wells,
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modified surface wells and storage tanks of various materials. Ambitions of public health
officials, of necessity, were more modest and focused around encouraging people to keep
supplies clean and free from pollution. Clean and easily accessible water for everyone, a
fundamental tenet of public health, was not easy to achieve.
Health considerations were not the only motivator. As in larger urban conurbations
the middle classes, largely supported water schemes. Improving the comfort of their own
homes and cleanliness of the streets around them was important though there was an
element of concern for the poorer classes. As Wohl points out, ‘Civic duty and social
concern coincided, as is often the case with reform, with self-interest’.557 Particularly when
substantially improved transport in the Highlands enabled the extension of tourism and
trade in the late nineteenth century, it was important for business that the area had
modern facilities and presented a progressive image. There were two distinctive features
of the County’s middle classes. Firstly they were not spread evenly throughout the County
but largely concentrated in the towns and larger villages which provided pleasant
residential locations and business opportunities. Secondly, mixed with this more
conventional breed of middle class, who earned their living from business and the
provision of professional services, were estate owners. Increasingly combining business
interests with paternalistic duties, they also retained a formidable presence on local
authorities. Their influence on whether or not people in villages or townships got better
water supplies was very significant. Regardless of any motivation linked to health,
business or benevolence, what all variations of the richer classes brought was money,
and more specifically the income from property rates, that local authorities needed to
provide adequate potable supplies.
There was a broad spectrum of fiscal issues. Some were common everywhere and
others more specific to scattered rural communities and even unique to the Highlands.558
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Richer people often queried how far they should be taxed to provide services for the many
who contributed little, in financial terms, towards them.559 It was a view manifested in the
County by vociferous protestation and dogged resistance to water improvements on a
large and small scale. In crofting counties, like Inverness, there was an additional
problem. Crofts were small and came with rating dispensations which decreased overall
rateable value and restricted the rates local authorities could charge. While balancing
other demands on the rates, for example for poor relief and education, it is not surprising
that water might slip to the bottom of the priority list unless there was robust demand from
public health officials or residents. While people were content to get water from streams
and wells as they had always done and mortality and disease rates did not ring alarm
bells, local authorities could avoid improvements. Even if the will and the money was
there, technical solutions were limited.
Geography inherently constrained water supply options in parts of the mainland
and the islands. It is an important determining factor in whether improvements could
happen. Where natural sources from lochs, rivers or springs, together with adequate
finance were available, gravitational systems were possible. As with water schemes
everywhere, those in the County were not without problems, caused because of weather,
weakness in the infrastructure or the habits of householders. Drought and harsh winters
reduced or prevented supplies. In winter, pipes, prone to leakage anyway, burst and
consumers running taps to prevent freezing caused further curtailment. 560 In more
scattered communities, mainly but not exclusively on the west coast and islands, geology
and landscape rendered extensive piped supplies impractical as well as unaffordable.
Public health officials, local authorities and people who lived there had to be pragmatic
about what they could have. Wells, improved and unimproved, were still a major source of
water for many in 1912 and beyond.
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Focusing on the four major factors of influence - class, affordability, landowners
and geography and technical limitations - highlights the complexity of delivering water
improvements. It is a concept explored widely in histories of urban public health but less
so in areas which contain a wide range of communities, differentiated by size, wealth,
social composition and geography. Rural areas also present complicated motives for and
obstacles to public health improvement. Geographic constraints, making the provision of
water supplies problematic in some parts of the County, are obvious. However, this
chapter has also drawn attention to the middle class residents and landowners who,
mindful of their personal and business interests and the property rates they paid,
exercised great influence on water improvements. A complex combination of factors also
affected sanitary improvements, though with these human rather than technical effort
played a greater role and geographical circumstances were sometimes an advantage.
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CHAPTER FOUR: SANITARY IMPROVEMENT
Inverness is a nice town, situated in a most beautiful country with every facility for
cleanliness and comfort. The people are, generally speaking a nice people but
their sufferance of nastiness is past endurance …There are very few houses in
town which can boast of either water-closet or privy; and only two or three public
privies in the better part of the place exist for the great bulk of the inhabitants.
Hence there is not a street, lane or approach to it that is not disgustingly defiled at
all times, so much as to render the whole place an absolute nuisance.
This was the perception of Dr John Inglis Nicol, the Provost of Inverness in 1841.561 It
formed part of the response to the Poor Law Commissioners investigating the sanitary
condition of the labouring population of Scotland.562 The general thrust of his observation
could also have applied equally to towns, villages and rural areas throughout the County.
Rural people lived with the same sanitary deficiencies as those in more densely
populated towns and cities. It was common everywhere to live in close proximity to
rubbish and excrement both in the domestic and wider environment. Ashpits, middens and
dunghills were often close to dwellings. In towns and villages, rubbish was dumped in
streets, closes, yards, waste ground, on the banks of rivers or streams or into them. It was
also common, in towns as well as rural areas, for people to have their animals close to
them in byres, stables, pigsties and hen houses.563 In addition, travel and goods
transportation relied on horse drawn vehicles into the twentieth century, despite improved
canal, sea, rail and road connections. Manure quickly piled up in roads, streets, lanes and
on quaysides. Industries like tanneries, bone boiling, fish processing and whaling also
produced particularly offensive nuisances. Fever and general hospitals discharged their
waste into nearby rivers. It was far from the romantic idealised Victorian version of life in
the Highlands.564
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This chapter examines why and how local authorities outwith major towns and cities
tackled insanitary conditions and how people responded. Action in Inverness County
centred around three interconnected aspects. Firstly it involved dealing with the removal
of ‘nuisances’ or the rubbish and excrement among which people lived. This included civic
measures such as the employment of scavengers and street cleaners providing a regular
public service. Persuading or forcing people to clean up their own surroundings was
another avenue in which Inspectors of Nuisances and Sanitary Inspectors, employed by a
local authority, had a significant role. Preventing people from defecating and urinating in
public was the second component. Contributing to the accumulation of filth carrying the
risk of disease, it also affronted Victorian sensibilities of modesty and decency.565 Public
conveniences and private toilet facilities were the answer. Water closets were the ideal
form of the latter but that involved the third element of local authority action: the
construction of sewers and possibly treatment works. Though some towns and villages
had coastal locations which solved disposal problems, there was less enthusiasm for
spending money on sanitation infrastructure than water supply. Sheard reasons, ‘whilst
the expenditure on a water system can be seen as producing an enjoyable benefit in the
form of clean water, a sewerage system only removes an evil’.566 In addition technical and
engineering solutions for sewage disposal lagged behind those for water supply. 567 Like
other aspects of public health, the pace and extent of improvements was influenced by the
middle classes, affordability, landowners and geographic and technical issues. While
there were factors common to both water supply and sanitary improvements there were
two major differences. In the latter, human endeavour played as big a part as technical
solutions. In addition geography was sometimes an advantage rather than an obstacle
because sewers could discharge their contents into rivers and the sea.
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Sanitary Improvement and the Middle Classes
Clean streets and public toilets became increasingly important features of Victorian
towns. As the middle classes flourished in Inverness, Kingussie and Fort William in
association with expanding commercial and business opportunities, filthy streets and
indiscriminate toilet practices became less acceptable. Improvement actions were driven
to some extent by the prevention of epidemic disease but also by a desire to enhance the
attractiveness of the towns as desirable residential, business and tourist locations. Police
Commissioners, who had responsibility for imposing order on various aspects of the town
environment, were largely elected from the class of people with business and mercantile
interests. Not unexpectedly, getting the smelly and offensive heaps of waste off the
streets was a priority. Spending money on nuisance removal and street cleaning was
generally less contentious than other aspects of sanitary reform. Relying more on human
effort, it was cheaper and involved less expensive infrastructure. Providing public toilets
was more difficult. Though addressing both hygiene and human decency agendas, public
urinals and lavatories involved both capital and revenue costs. There was also the thorny
problem of where to put them so as not offend people enjoying the towns’ attractions.
While the town authorities had similar motivations, there were differences in the scale of
improvements and approaches to them.
Practical operations to take away refuse and excrement and to clean streets
became more onerous as larger towns, like Inverness grew in size and prestige. Wohl
describes the accumulation of excrement and rubbish as an ‘unavoidable by-product of
urban growth’ and one of the biggest challenges facing Victorian society. 568 In 1845
Inverness Town Council already employed a man with a horse and cart to clean the
streets but a report by its Improvement Committee suggests he might not have been too
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effective. The situation does not seem to have improved much from the one Dr Nicol
described a few years earlier. They observe,
with deep regret that the most reprehensible sufferance is at present given to
nuisances of every description in our streets, lanes and thoroughfares – the
practice of throwing night soil on the streets often rendering them disgusting and
impassable and which for a short time was nearly extinguished, has been resumed
with impunity.569
The Inverness Burgh Police Act described as, ‘An Act for lighting, watching, cleansing and
for regulating the Police of the Town and supplying of the Town with Gas and Water’ was
passed in 1847.570 Though it was a local Act it followed the principles of national statutes
which gave burghs extended powers to employ police officers and watch forces but also
to fund and provide local services.571 It also introduced an additional layer of local
government in the form of Police Commissioners to make decisions and administer its
terms. The Act was significant in two ways. Firstly it signalled dilution of the laissez- faire
ethos by accepting that residents could not be trusted to deal with their offensive rubbish
themselves. Some form of official interference was necessary. Secondly it linked the
imposition of public order and public hygiene. The Superintendent of Police became
Inspector of Cleansing, later Inspector of Nuisances and then Sanitary Inspector.
Commissioners put much faith in regulation and enforcement.
The Burgh Act was detailed and prescriptive, though over-ambitious given
available resources. It contained extensive regulation about keeping animals and
disposing of commercial waste, for example, from butchers, poulterers, and fishmongers
shops. Domestic residents did not escape, being prohibited from reckless rubbish
disposal, ‘No water, filth, ashes or other nuisance to be thrown out at any time of the day
or night under any pretext from doors, windows or stairs’. Offenders would be sought out
by the police and prosecuted. Cleansing and scavenging regimes were also clearly set
out. Police Commissioners would organise and pay for watering and washing the streets
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and provide a scavenging service six days of the week. People were to put out ashes, filth
from private ‘necessaries’ and other refuse outside their houses at specified times. It
would be collected twice a day in the central and principal streets and once in other
streets.572 It was an ambitious plan to create the clean environment and well-ordered
space fitting for an up and coming town. Even if people were inclined to change their
habits, Police Commissioners were extremely optimistic to expect all of these
improvements with a limited budget, a single scavenging contractor, who employed the
number of labourers he felt were required, and a growing population.573
Pressure from the town’s middle classes stimulated further improvements in
cleanliness, particularly in the areas where they lived, worked and mingled with tourists.
The handsome shops and offices built in Union Street in the 1860s were a source of great
pride to the town, only marred by the filthy state of the streets.574 In 1874 the Police
Superintendent and Sanitary Inspector, Thomas Wyness, was particularly vociferous
about the scavenging contractor’s failure to keep streets in the suburbs clean. It is not
hard to conclude that the residents of Old Edinburgh Road and Culduthel Road, filled with
prestigious new houses, might have exerted some pressure on him.575 Less attention was
paid to complaints from residents of the poorer parts of town and sometimes enforcement
action against them was harsh. In 1886, the Scottish Highlander reported the case of an
old woman, Catherine Mackenzie from Shoe Lane, charged with contravening the Burgh
Police Act by placing rubbish on the west bank of the river at Gilbert Street. When she
admitted to putting down a small amount, the magistrate imposed a penalty of one shilling
or twelve hours imprisonment on her. She was saved from incarceration because after
she told the magistrate, ‘she had not a shilling in the world’, a police officer, Sergeant
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Macrae, paid her fine.576 Realisation dawned on the Police Commissioners in the 1880s
that the ‘wonderful’ changes in the town applauded by the Inverness Courier could only be
maintained with a bigger injection of public money and enhanced cleansing services. 577 By
1886, the Commissioners, now employing them directly, had sixteen men and five horses
to clean the eighteen miles of streets and roads.578 They were divided into three
departments: cleaning public courts or tenements, yards and urinals; street cleaning and
watering and house refuse and night soil removal. Residents of poorer areas as well as
the wealthy benefited from the enhanced services and in 1893 two extra scavengers were
employed for the west side of the river.579
The sanitary condition of the town improved by the turn of the century but
standards of cleanliness and expectations also rose.580 By 1902 cleansing and
scavenging services were extensive. They started with street sweeping and the collection
of rubbish in the wealthiest suburbs at 4 a.m., continuing this service for the whole day
throughout the town and ending with street sweeping by machine, commencing at 9.30
p.m. and finishing at 3 a.m.581 Enhanced services meant greater quantities of rubbish
moving through the town and the procession of horse drawn carts taking it out of town to
the dump at the Longman was not the most attractive sight in a modern town. Nor was the
dump itself, as a correspondent in the Inverness Courier noted, ‘it was once the
pleasantest of short walks around Inverness and now merely a nursery for rats’ which did
not enhance the amenity of the town. 582 By 1907, town councillors began to consider
alternative transport methods such as motor tractors and later, a tramway. The possibility
of purchasing a destructor for the rubbish was also considered. Neither the tramway nor
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the destructor schemes went ahead and the town council were still using horse-drawn
carts in 1912.583 Middle class standards of cleanliness and amenity became the norm
which local authorities strove to enforce.584
Dr Macdonald, the town’s MOH, urged the town council to be particularly proactive in poorer communities on the west side of the river. Here many houses were
dilapidated and overcrowded and infant mortality was higher than in other parts of town.
Lady Health Visitors, under his supervision, visited mothers with new born children and
encouraged them in habits of personal and domestic cleanliness. To complement these
measures though he considered it essential that municipal effort was made to keep
streets clean and free of refuse to prevent disease and ill-health.585 It seemed that, despite
overall general improvement in cleansing services, standards of cleanliness were poorer
in less wealthy communities.
In Kingussie, in the 1860s, the rich and poor were less separated but sanitary
improvements were dramatically motivated by the middle classes. Before Kingussie
became a police burgh in 1866, the Parochial Board had not completely ignored their
responsibilities under the 1856 Nuisance Removal Act. They employed a village
scavenger and paid Police Sergeant Macgruer as their Inspector of Nuisances. Such
initiatives do not appear to have made much inroad into improving the cleanliness of the
village. Macdonald contends that in the early 1860s, its inhabitants were firmly set in their
ways, resented change and objected to orders from authority, ‘They numbered among
their possessions numerous animals – cows, pigs, horses and poultry. These for the most
part had their habitations cheek by jowl with the houses – byres everywhere. In short,
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public nuisances were displayed on all hands’.586 When the village acquired burgh status,
quickly growing into a desirable place of residence and tourist destination for the middle
classes, its new Police Commissioners accelerated efforts to clean up the town. The
emphasis here was more on enforcement than extending public scavenging and cleansing
services.
Sanitary Inspectors played an important role in enforcing changing sanitary
standards. Historians of public health widely acknowledge their interventionist role as part
of the liberal governance culture of Victorian and Edwardian times.587 Enabling people,
especially the middle classes, residents and tourists, to enjoy the freedom to walk in clean
streets and not have their senses despoiled by dirt and smells was important to the
Kingussie Commissioners. They continued to employ a scavenger but Sergeant
Macgruer, now Sanitary Inspector, became particularly vigorous in pursuit of offenders,
not just targeting poorer residents. In 1871 he reported 30 property owners for having
nuisances in or around their properties. The Commissioners issued letters instructing
them to remedy the problem within ten days, otherwise the work would be ordered and recharged to them. Among them were: Mr MacRae, a banker, instructed to have the privy at
the back of his property cleaned out; Mr Macdonald, the druggist, had to get the liquid
manure on his dunghill dried up and even the local doctor, Dr Orchard was instructed to
get his back premises cleaned up and warned about keeping them clean and tidy in
future.588 Poorer residents did not escape, of course, though action sometimes seemed
excessively punitive. For example, women who washed their clothes at the village pump
were threatened with prosecution for causing a nuisance. Washing and rinsing clothes
where there was a plentiful supply of water seemed enterprising and much less work than
carrying water into their houses.589 In the eyes of the Commissioners it detracted from the
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town’s respectable image which seemed to be more important than encouraging
cleanliness among the poorer classes: an important aspect of disease prevention.
Safeguarding people’s health often seemed a secondary consideration to
maintaining the town’s appearance and amenity. Sanitary Inspectors had a much more
prominent role than the Medical Officer of Health whom the Board of Supervision forced
them into appointing in 1876. Even then the Commissioners felt obliged, ‘to perambulate
the Burgh and inspect the surroundings of all dwelling houses’ so they could personally
threaten occupants with prosecution if they did not clean up. They also decided that two of
them, rather than the Inspector, would supervise the town scavenger and monitor the
quality of this work.590 In contrast to this obsession with keeping the town clean, public
health circulars and guidance were often ‘laid on the table’ or at best passed to the
Medical Officer or Inspector, usually without discussion. Later measures also helped to
improve the town’s appearance and amenity. When Mr Baillie, the landowner allowed the
Commissioners to use a piece of land outside the town for a rubbish dump in 1893, it
meant they could remove the eyesore from the town centre.591 Laying pavements in all the
main streets in 1899 also helped.592 People in the town appeared to be healthy. In 1903,
for example the Medical Officer of Health reported a low death rate and the entire
absence of infectious disease.593 The rationale for sanitary improvements may have
stemmed from considerations of material and social progress but there were inextricable
links with disease prevention and health improvement.
Sanitary improvements in Kingussie and Inverness were largely driven by the
aspirations of the middle classes. The changing standards of this class throughout Britain
came to represent the ideal norm to be achieved.594 In the County’s towns, their desire for
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cleaner streets and effective removal of rubbish eventually resulted in a better
environment for everyone. Cleansing services in Inverness were gradually extended to
the poorer areas. In Kingussie there was little differentiation from the start as poor families
lived close to the centre of the town, an important place to keep clean for middle class
residents and tourists spending their leisure time.
Public conveniences were another element in the drive for cleanliness, public
order and respectability in the County’s towns. They served a number of purposes. Having
such facilities contributed to preventing accumulations of filth in streets and lanes, not only
aesthetically unpleasing but also breeding grounds for disease. In addition they deterred
the increasingly perceived uncivilised and shocking practices of defecating and urinating
in public.595 Local authorities in Inverness and Fort William increasingly had their middle
class residents in mind when they considered the location of public conveniences.
There were two schools of thought in Inverness about where they should be sited.
Two local doctors, Dr Nicol and Dr Forbes, who were also town councillors, put health
improvement and disease prevention at the forefront of their arguments. Both had firsthand knowledge of how poor people lived from their medical practices.596 In the 1840s,
they campaigned vigorously for public conveniences in the poorer parts of the town. Dr
Forbes even produced the plans and specification for a public privy at the Little Green at
Muirtown on the west side of the river.597 It was agreed that it should be built at a cost of
£23.598 In a letter to the Town Council, Mr Grant of Ballifeary applauded the proposal and
urged them to build more on the grounds of health and moral order, ‘I am convinced that
such accommodation in convenient localities contribute much, not only to the health and
comfort but to decency of habits amongst the people’.599 It does not appear that the
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impetus was sustained because by 1871, people who lived on the west side of the river
were petitioning the Police Commissioners for more urinals.600 Police Commissioners’
minutes do not reveal who these petitioners were. More prosperous residents were
however building houses along main arteries on the west side of the river.601 It is likely
therefore that they had an interest in pressing for the provision of public conveniences in
poorer areas adjacent to their homes. It is not clear from minutes of the Town Council or
Police Commissioners whether any public conveniences were erected on the west side of
the river. Hopefully they were, but it is possible the situation described by Brunton also
applied to Inverness,
While the public convenience embodied middle class values, the civic authorities
did not foist their use on the working classes. The geographical distribution of
public conveniences strongly suggests that they were not directed to the lowest
social ranks: in all Scottish cities, slum areas were notable for their lack of facilities
right through to the 1880s.602
Health considerations expressed by the two doctors in the 1840s were overtaken by the
Town Councils efforts from the 1850s to promote cleanliness and decency in the centre of
their flourishing town.
Residents who lived near proposed locations were not so convinced but public
conveniences gradually began to appear near the town centre. An ambitious proposal for
a flushing public privy on Stephen’s Brae resulted in the threat of an interdict being taken
out against the Council and the scheme was withdrawn.603 Eventually however the Town
Council began to erect privies and urinals in and around the town centre, for example at
the end of the Suspension Bridge on Bridge Street, at Inglis Street and at Castle Street. 604
By the 1890s they were striving for a new standard in their provision of public
conveniences. The one in Eastgate at the end of the High Street opened from 7 a.m. to 10
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p.m. in summer and from 8 a.m. to 9 p.m. in winter. A full-time keeper looked after them
and his wife was expected to be in constant attendance in the ladies lavatory. For this he
was paid £40 a year with a rent-free house, fuel and light.605 It was an obvious marker of
the Council’s predilection for bringing order and respectability to more prominent
commercial locations.
In Fort William, Police Commissioners were enthusiastic about public
conveniences but also very conscious of aesthetic and commercial impact. Improving or
removing dilapidated public ‘necessaries’ was one their priorities and they formed a
special committee for the purpose almost immediately on becoming a police burgh in
1875. Striving to be modern they decided that cast iron conveniences were the answer
and suggested three central locations.606 They were not a cheap option and
Commissioners were obviously conscious of their attractive visual appearance. Delayed
slightly until water for flushing became available, four were erected in 1876: two
‘necessaries’ in Low Street and behind the Malt Barn with urinals at the Pier and behind
Dr Macintyre’s surgery. At the same time they contacted the agents for Mrs Cameron
Campbell who owned the Pier asking for the removal of existing privies, ‘which are so
placed as to be too conspicuous from the Steamers passing Fort William and otherwise
unsuitable’.607 They continued to be conscious of location, defending their choices when
challenged. In 1885, Mr Brown of the Ben Nevis Hotel, complained to the Board of
Supervision about a public privy near the hotel. The Commissioners replied saying that
the privy was a substantial stone and lime building which could not be seen from any of
the hotel’s windows. The site had been carefully chosen so as not to affect commerce.608
There was even less reference to disease prevention in discussions about public
conveniences than there was in Inverness. Enlightened and determined about erecting
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public conveniences, the prosperity and appearance of the town were prime
considerations of Fort William’s Commissioners.
Affordability
Where there were fewer middle class residents, there was less pressure for sanitary
improvements and less money to achieve them. Apart from the three towns, responsibility
for all aspects of nuisance removal, drainage, sewerage etc. lay with parochial boards
until the last decade of the nineteenth century. 609 Paying for public health services meant
asking property owners and occupiers to pay an additional sum on top of the poor rate.
Increasing rates was never popular and most parochial boards made every effort to avoid
it. In addition, in some parishes, the small number of property owners and tenants paying
rent, together with low gross rental values, limited amounts boards could raise for poor
relief, let alone other duties. These two aspects of affordability, reluctance to increase
rates and inability to do so, did not disappear, and in some cases grew worse, with the
more prescriptive Local Government (Scotland) Act of 1889 which transferred most public
health responsibilities to elected County Councils and their District Committees.
Administrative changes brought more strategic direction and organised scrutiny of
sanitation problems but financial issues remained. The cost of technical solutions in the
form of drainage or sewerage were often unattainable from the public rate alone. As a
result there was more dependence on lower costs associated with employing sanitary
inspectors to advise on sanitary standards and enforce them.
Kirkhill Parochial Board, like many others, approached public health duties with a
light touch, thus avoiding expenditure and effort. Although they carried out poor relief
duties diligently, they showed little concern for environmental conditions in the parish,
declaring in 1853 that, ‘the best proof of the healthiness of the Parish exists in the slight
degree of mortality which had occurred and that notwithstanding the severity of last winter
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within its bounds’.610 Just a few months later though, under pressure from the Board of
Supervision because of a threatened cholera epidemic, the Parochial Board was forced to
send the Inspector of Poor to visit all dwellings. They instructed him to tell everyone to
remove all nuisances from around their houses, clean them and whitewash exteriors with
lime. The board provided lime for paupers.611 It suggests the environs of the parish were
not particularly clean but they continued to be reluctant to admit sanitary problems or
spend money on addressing them.
Keeping costs down was of primary importance. Though the board acknowledged
their designation as a local authority under the Nuisances Removal Act of 1856 and
appointed the Inspector of Poor as Inspector of Nuisances, they neither paid him extra nor
imposed any additional rates. No inspection or public health action was recorded in
minutes of their meetings for the next ten years. Even in 1866 with the threat of another
major cholera epidemic, they adopted a low cost approach when the Board of Supervision
insisted on action. They divided the parish up into five sections, each under the
supervision of a member of the Board. Members and the Inspector of Nuisances carried
out inspections and instructed residents to move dunghills further away from their houses.
Very reluctantly and still without any specific addition to the poor rate for public health,
they appointed the Inspector of Poor as Sanitary Inspector in 1871 under the terms of the
1867 Public Health Act.612 It was 1874 however before a decision was made about his
salary for additional duties. It was fixed at £2 a year with £5 back pay. 613 Complaints about
nuisances considered to be injurious to health were largely dismissed. Letters sent to the
Board of Supervision in 1875 about an offensive bone-boiling business near the village,
indicated that Kirkhill residents were not always happy about their lack of action. 614
Ferguson considers that parochial boards settled better into their role in poor relief
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because they could see direct benefit from the money they raised and distributed. Disease
prevention was a more insubstantial concept and ratepayers did not appreciate having to
spend money on it.615
Parochial board reluctance to tackle insanitary conditions was not unusual but it
frustrated supervising officials. In 1885, Mr Peterkin, the Board of Supervision’s Inspector
for the North Highland District was of the opinion that the Public Health Act passed
eighteen years before could hardly be said to be in operation, except in a few places,
In a large number of instances, more especially in remote places in the Highlands
and Islands, it is notorious that there are all manner of accumulations of the most
abominable description at nearly every house, within as well as outside the walls
but as some of the persons who should take action for the purpose of having all
these unwholesome things removed are probably themselves equally offenders to
a greater or lesser extent, it seems to me utterly hopeless to expect them to
enforce sanitary reforms of any kind.616
With liberal government ideals embedded in his job description and presumably his
personal beliefs, he found it difficult to understand why local authorities and people
themselves did not want to live in cleaner conditions. Trying to change people’s habits
was about more than disease prevention. It was part of an ethos of how respectable,
civilised people should live. Public health was also a moral crusade: ‘the most widely held
of Victorian social doctrines was that physical well-being and a pure environment were the
essential foundations for all other areas of social progress’.617 Locally, as Mr Peterkin
points out, neither the governors nor the governed seemed convinced their moral or
physical integrity was threatened by the proximity of dung heaps and middens. Authorities
did not consider the threat great enough to raise or spend more money.
School boards similarly often gave a low priority to sanitary improvements,
appearing to ignore risks to children’s health. The 1872 Education (Scotland) Act
incorporated most schools into the state system and made education compulsory for
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children between the ages of five and thirteen. Schools were managed by elected school
boards responsible for ensuring pupil attendance, employing teachers and maintaining the
school building and school house. In addition they had to find money to pay for the
education service. It came from a variety of sources. Parents (or the parochial board in the
case of paupers) were meant to pay fees until 1891 when free education was introduced.
As the Napier Commission noted however, Inverness, along with Shetland, Sutherland
and Ross, was a county where the amount of school fees paid was much below the
Scottish average. It could only be attributed to the poverty of the inhabitants, ‘there being
no evidence otherwise that education is less appreciated in these counties than in the rest
of Scotland’.618 There was also a government grant dependent on attendance. The
remainder was raised by means of an education rate payable by property owners and
occupiers, yet another call on a sometimes limited pool of people. Financially it is easy to
understand why toilets, hand washing facilities and cleaning schools might not be a
priority for boards struggling to fund their statutory responsibilities to provide a school
building and teachers. Anxiety about the unhygienic condition of schools and the impact of
children’s health increased noticeably in the twentieth century.
More vigorous inspection and condemnation of conditions in schools ensued. The
1904 Committee on Physical Deterioration had caused much alarm about the health of the
nation’s children.619 As Helen Corr suggests, the government began to see schools as, ‘a
central agency of reform in terms of improving the physical welfare of the working
classes’.620 That produced a conundrum Dr Macdonald, the County’s MOH, found hard to
understand. He noted that it was increasingly commonplace to teach personal and
domestic hygiene in schools, but not apply these principles to school premises.621 At
Aldourie School, for example, the school board made no attempt to fence off the school
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playground from the public road. As a consequence, the children played among excreta
from the horses passing by.622 In North Morar, the school board acceded to requests from
sanitary officials to install earth closets in two schools but made no arrangements to keep
them clean.623 One school in Tarbert even had to be closed by sanitary officials because
the classroom and privies were so dirty, there was a risk to children’s health. 624 Gradually
school boards began to accede to pressure from the Scottish Education Department and
sanitary officials to keep schools cleaner.
Attitudes to hygiene and health began to change in the early twentieth century as
state intervention increased. Barra School Board had been in serious financial difficulties
in 1906, in common with other authorities on the island. However the landowner, Lady
Gordon Cathcart had agreed to pay her rates to the parish council provided that the full
amount due by them to the school board was handed over, so that teachers and other
costs of running the school could be paid.625 By 1909 having achieved some financial
recovery, they planned to introduce cleaning into a new school at Grean in accordance
with government guidelines, ‘Schools swept clean and dusted daily. Floors and woodwork
scrubbed with soap and water once a month. Windows washed and inside walls sprayed
with disinfectant once a quarter. Offices emptied and thoroughly cleaned once a week’.626
This board was not the only one to demonstrate changing attitudes. In 1908, with all 180
schools in the County having been visited by members of his staff, Dr Macdonald was
able to report that conditions were improving slowly but surely. He felt that realisation had
dawned on school boards that if they paid more attention to school hygiene, the health
and the general well-being of pupils and teachers improved. Importantly, it could also
boost school funds because better attendance meant higher levels of government grant to
run the school.627
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In communities as well as schools, the availability of finance tempered the extent
and nature of sanitary improvements. Though the will of the local authority to carry out
improvements might exist, raising needed finance was impossible. Lochaber District
Committee and the local landowner made some attempts to clean up the village of Kirkton
of Glenelg with some low cost measures like providing ashpit stances, removing pigsties
and repairing the public privy.628 Though John Paterson, DSI criticised the residents for
quickly falling back into their old unhygienic ways, he felt there would be no permanent
solution until there was a proper water and drainage scheme. The cost of £600-£700 was
completely out of proportion to the rental value of the village, which was only around £68,
and insufficient to support a loan for the works. His only hope lay with the fact that Glenelg
had been declared a ‘Congested District’. 629 In his opinion, ‘no greater boon could be
conferred on it by the Congested District Committee than the construction of these
important and necessary works which are now held in abeyance solely through the
poverty of the community’.630 His hopes were not realised because no funds were
forthcoming. Where ratepayers were able and willing to pay extra rates to pay for drainage
schemes it was easier. In Beauly in 1898, a group of ratepayers approached the Aird
District Committee to ask for an enlargement of the existing special water and drainage
scheme to extend water and sewer pipes in the village for which they were willing to pay
more rates.631 By 1912 there were five other similar special schemes in place in villages in
the County. All had adequate numbers of ratepayers and incentives because of business,
trade and tourism.632

628

HAI, CI/3/8/6, CSI Report 1896, p.17.
In order to become a designated ‘Congested District’, the industrial resources of the district had to be
insufficient to support the population and the valuation (exclusive of rental from shootings and holdings
rated at over £30 per annum and the population on them) should not exceed £1 per head of population.
See Day, Public Administration in the Highlands and Islands, p.207.
630
HAI, CI/3/8/7, CSI Report 1897, pp.22-23. In addition to acquiring land and dividing it up, the Congested
Districts Board could create roads and paths, provide drainage and water supplies. See Day, Public
Administration in the Highlands and Islands, p.208.
631
HAI, CI/6/2/2, Aird District Committee Minutes 1896-1900, 7/1/1898.
632
See Chapter Three: Water Supply, p.140.
629

180
Sanitary Inspectors had an important role in promoting sanitary improvements
especially when finance was problematic. Historians of public health recognise the
importance of their function in both urban and rural locations.633 Crook describes them as
‘roaming, normalising officials… equipped with summary powers and a great battery of
standards’.634 He goes on to suggest however that by the later nineteenth century much of
their work was about ‘regulating the infrastructures and things that governed their health
and comfort’ especially waste disposal technologies.635 It was different in Inverness
County. Here much of the inspectors’ work remained with human rather than technical
effort. Encouraging people to get rid of nuisances and clean up their own environment
was critical where it was difficult to raise money from property rates for capital works like
drainage and sewerage schemes. Often it involved little or no additional expenditure for
the local authority unless court action was necessary. Sanitary inspection was therefore a
low cost means of surveillance and intervention.
Sanitary Inspectors in the County were not well paid though duties were often
onerous. Inverness County Council and its District Committees continued parochial board
practices of parsimony in paying salaries for public health duties. Even the county’s Chief
Sanitary Inspector, who also fulfilled the role of District Sanitary Inspector for six of the
eight District Committees got £150 a year compared to the Medical Officer of Health’s
£500.636 His position was a strategic one, trying to balance national legislation, policy and
operational regulations with local politics. In addition, at an operational level, he not only
monitored the activities of District Committees but undertook a significant number of visits
himself, drew up plans and provided technical advice. In his first annual report he reported
that he and nineteen local sanitary staff had, between them, visited 4,653 houses or
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premises.637 Local staff were not paid generously either but that was not uncommon. Tom
Crook says that, ‘Sanitary Inspectors consistently bemoaned their poor rates of pay’.
Quoting from figures produced for a Report to the Association of Public Sanitary
Inspectors, he says that in the 1880s, some rural inspectors were paid as little as £10 per
annum with the majority earning between £50 and £150.638 Comparably, Inverness
County salaries were low: they ranged from £7 per annum in Harris to £73 in Skye.
Though paid the most, the Skye Inspector earned his salary. In 1894 he said,
During the year I travelled on foot in the discharge of my duties 2,967 miles, much
of the distance during the night and in stormy weather. I made 1,758 inspections,
disinfected 117 houses, 9 school houses (some of them twice) and 2 meeting
houses, inspected 2 fishing fleets and 5 fish curing stations dealing with and
effecting the removal of five nuisances.
As if that were not enough he went on to describe the difficulties of dealing with infectious
disease – how he often had to walk 30 miles to get home from disinfecting a house
because no-one would give him lodgings. Along with Dr Dewar he also transported
infected patients to the hospital, helped to nurse them and coffin them if they died
because other people were unwilling to take the risk.639 Given the extent of their duties
and distances travelled, County authorities got value for money from their sanitary
inspectors.
One of their primary tasks was to persuade people to move filthy deposits away
from their houses and make them aware of the risks of disease. Heaps of excrement and
rubbish close to houses was a familiar sight. In many villages and townships the remedy
lay with persuasion on the part of the sanitary inspector. Despite having strong
association with an increasingly interventionist state, sanitary inspection required more
subtle tactics, ‘Let them cultivate patience and tact. Quiet and judicious persistence
without self-assertion was the most powerful battering ram’.640 Often the remedy was just
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to ask people to move their heaps further away from the house or the well or stream from
which they drew water. It was the approach taken by John Nicholson, the Skye Inspector,
when he reported to the District Committee in 1892 that he was managing to persuade
people to remove manure heaps from outside their doors without recourse to legal
proceedings.641 Authorities began to be more prescriptive about the distance of ashpits
and dung heaps from the house. In 1893, South Uist and Barra District Committee issued
handbills via the Sanitary Inspector to every household decreeing that these offensive
heaps should be kept at least twenty yards from dwellings. 642 It is difficult to know whether
the Committee was just paying lip service to requests from the Chief Sanitary Inspector, or
in this case a Board of Supervision letter decrying their failings. This was a low cost
means of showing they were taking action. Of course the leaflet recipients did not always
choose to do what they were asked. In towns and some villages, local authorities paid for
cleansing teams or village scavengers. In smaller settlements, dealing with ash, rubbish,
human and animal excrement relied solely on the personal effort of householders.
Enthusiasm for such tasks was sometimes lacking as Father Allan MacDonald recorded,
Met Sanitary Officer and directed him to Coilleag and Harbour, where houses were
actually sheltered by the colossal proportions of their annually increasing and
irremovable dunghills. One of these heaps was the chief playground of the
numerous offspring dwelling in the houses nestling behind it.643
In 1906 Mr Wedderspoon criticised people in the islands particularly for their lack of
sanitary progress. He felt people did not try hard enough and reverted to old customs and
habits at the first opportunity.644 Persuasion was not always enough.
Legal action was possible though not widely used. Public Health Acts made
provision for the prosecution of individuals for causing a nuisance. On becoming County
Medical Officer of Health in 1905 Dr Macdonald became increasingly exasperated at
what he saw as lack of progress, describing the sanitary campaign as a ‘war’ waged by
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himself and his sanitary officials. Though they were meeting with some degree of success,
sometimes more than a ‘row’ was necessary. In his view, legal action should be enforced
more strongly.645 It had not been employed in the past with a great deal of enthusiasm. It
often faltered after the first stage which was to serve notice. In the event of noncompliance it was meant to be followed by taking the householder to court. Even when
such action was advocated by the DMOH, as it was in Harris in 1905, the District
Committee did not proceed. Dr Fletcher directly attributed outbreaks of fever in houses at
Collam to the filthy surroundings of one house and suggested prosecution.646 It is only
possible to speculate why the prosecution did not proceed. The Harris District Committee
was under pressure from County officials, like other island authorities, to deal with other
aspects of public health, like cattle housing, water supplies and the whaling station and it
was always trammelled by limited budgets. Spending money on legal proceedings may
not have been a priority. Dr Fletcher was persistent though, continuing to press the
Committee to get their DSI to issue notices and even arrange to effect clearance
themselves and re-charge the owner where he could clearly link fever to a particular
dwelling.647 Prosecutions became more common as they did in South Uist and Barra
District. This Committee spent money on taking legal action under the Public Health Acts
against people who kept cattle in their houses and those who created offensive
nuisances. Though figures were not broken down between the two categories, sums of
£38, £111 and £69 were spent in the periods 1897-1898, 1900-1901 and 1907-1908
respectively.648 Nevertheless legal action remained a small part of action on nuisances
and there was still much reliance on individual effort and the persistence of sanitary
inspectors.
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In addition to their efforts in domestic situations, some inspectors also dealt with
particularly offensive nuisances from Highland industries. Seasonal work arising from
catching and processing herring was important for local economies.649 A successful
herring season in 1907 brought prosperity and jobs for fishermen and herring curers in
South Uist but it also brought disgusting conditions and health risks. There were seven
curing stations crammed onto the pier at Lochboisdale, often engulfed by offal from
processing. At intervals, workers tipped it over the edge of the pier and the tide
subsequently swept it into cul-de-sacs, ‘causing summer and autumn smells obnoxious to
natives and strangers alike’. Human waste added to the fish offal because there was just
one, ‘always filthy,’ public convenience, for men only, overhanging the pier. There was an
impasse between curing station managers and the pier owner about providing toilets,
especially for women.650 In this case the sanitary inspector’s recommendations seemed
to fall on deaf ears, presumably forgotten until the start of the next season.
Similarly in North Harris, the whaling station at Bunavoneader caused concern. For
the owners it was an ideal site in a sheltered bay convenient for the hunting grounds of St
Kilda and Rockall and to the Glasgow markets.651 In the station, workers converted whale
carcasses into commercial products like oil and fertilisers in steam boilers. 652 For sanitary
officials it was a dirty, smelly and unhealthy working environment and source of public
nuisance. When it opened in 1905 the local sanitary inspector visited every two weeks to
ensure cleanliness was maintained. To the severe criticism of Dr Macdonald, MOH, these
visits ceased and in 1907, he strongly urged the Harris District Committee to start them
again for the fishing season from May to September,
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So much advantage has been taken of your leniency that no attempt has been
made to prevent solid and other matter finding its way back to the sea and large
quantities of fleshy material and bones – apparently unsteamed, are still lying at
the station since September last year. When the heaps are disturbed after months
of putrefaction, the result is not pleasant.653
Whaling station managers disputed any detriment to public health despite men living in
primitive barracks at the station surrounded by such filth. In 1908 Dr Macdonald reported
that when he visited the whaling station was clean and in good order though this may
have been because no whales had recently been taken.654

Fig.13: Bunavoneader Whaling Station Remains. Source: Virtual Hebrides.

In both the herring and whaling industries, it appears that risks to health were the
price people had to pay for earning an income and supporting the local economy. It was
an argument long used by factory owners in industrial cities as a reason for not spending
more on cleaning up and preventing pollution of the environment.655 Similar attitudes were
displayed here. Owners did not want to spend money that might reduce profits. District
Committees had few funds and did not want to be at odds with anyone who brought jobs
and a modicum of prosperity. Sanitary officials, with few resources apart from persuasion,
tried to monitor conditions and preserve some degree of hygiene for workers, residents
and tourists.
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Landowner involvement in sanitary improvements
Sanitary improvement did not solely depend on personal effort or local authority action as
landowners also had considerable influence. As with the introduction of water supplies,
their contribution to nuisance removal and drainage and sewerage schemes varied across
the County. It was pointed out in the preceding chapter that their role in communities still
had a paternalistic element and respect for the position was still expected and often
given.656 In addition, because they or their factors frequently sat on local government
bodies, they had political and, as substantial ratepayers, financial interests in decisions
made about sanitary improvements. Though it is difficult to divorce their role on official
bodies from other proprietorial interests, the following examples were selected to illustrate
actions they took more directly to help or hinder local insanitary situations.
Lord Lovat’s intervention in Beauly helped relieve a serious nuisance caused by
pigsties. Beauly was a thriving village with banks, post office and shops, welcoming
tourists who drove out from Inverness. The parochial board had been relatively active in
matters of public health and Beauly had a water supply, drainage scheme and a village
scavenging service when the Aird District Committee took over responsibilities in 1890.
Unfortunately a group of ramshackle piggeries near the Priory in the centre of the village
did not enhance either its aroma or ambience. The Committee was prepared to demolish
the piggeries and erect new ones further away from the centre of the village but did not
have powers to spend public money for this purpose. Subject to local criticism and
complaints to the Local Government Board, they explained that if they just removed the
pigs and piggeries, which action was within their powers, it would deprive a number of
poor people of their livelihood. The local landowner, Lord Lovat fairly promptly resolved
the problem by providing a site and building new piggeries, at his expense, on a site near
a stream which already carried sewage from the village to the river Beauly. In order to
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maintain the cleanliness and order of the new pigsties, Mr Wedderspoon drew up rules
and regulations for the pig owners and the local scavenger.657 Co-operation between the
landowner and local authority in this case benefited the image and health of the village but
did not deprive poor people of a source of income.
In Kingussie, the landowner, Mr James Baillie, was also willing to help the cause of
better sanitation. It is not known whether the obsequious welcome given to him when he
inherited the estate encouraged him to give assistance but it does reflect continuing
deference to his position and influence,
With sincere and deep satisfaction we have watched your movements since you
acquired the large estates of Dochfour and Kingussie and it is now our earnest
wish that you may long be spared to enjoy with much prosperity your extensive
possessions.658
His help was important in resolving some pressing issues around the town’s manure and
rubbish. In the past it had been dumped at a site in the town centre, with the manure
advertised for sale annually to local farmers. By 1882, the quantity must have outgrown
this site, as the Police Commissioners were also selling manure from two other sites near
the Gynack River and the Boathouse.659 In 1893, Mr Baillie’s factor advised the
Commissioners of the landowner’s intention to repair a piece of ground alongside the
Gynack and hand it over to the Commissioners as an official rubbish and manure dump
on condition that it was kept levelled and maintained by them in future.660 He later also
agreed to contribute £10 towards repairing the roadway for the carts taking refuse to the
new dump.661 It was not without problems. The quantity of refuse and the Commissioners’
campaigns to discourage dumping in the towns’ streets and lanes overfilled the Gynack
site, to the extent that the authority had to employ a man to prevent people emptying
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refuse directly into the stream.662 Mr Baillie came to the rescue again though not quite as
generously as before. He offered to provide an alternative site on the Boathouse lands,
near the outflow for town sewers. This time the Commissioners had to pay for the levelling
as well as future maintenance.663 Though there is no detail of negotiations that may have
gone on behind the scenes, Mr Baillie appeared proactive in suggesting solutions for the
pressing issue of keeping filth and smells away from the town centre.
Other landowners were less helpful. In Campbelltown in the parish of Ardersier,
their reluctance to deal with drainage problems contributed to sanitary problems lasting
over fifty years. The village now known as Ardersier comprised two distinct communities.
The Earl of Cawdor owned part of the village known as Campbelltown and the Earl of
Moray owned a strip of land close to the shore known as Stewarttown in the parish of
Petty.664 The landowners shared responsibility for the ‘March Ditch’ separating the two
communities. It was meant for surface water and was not officially a sewer but people
threw excrement and rubbish into it as they did into other open drains. Responsibility for
maintaining the ditch was disputed and it was only after a cholera epidemic in
Campbelltown in 1849 that proprietors cleared it. The County roads authority, parochial
board and some local residents paid for clearing other village drains, so there was
acknowledgement by all, including the proprietors of the seriousness of the epidemic and
the risks to everyone in the village.665
The relative cleanliness of the village did not last, with local politics and deference
to the landowners getting in the way. Dr Tolmie, the Parochial Medical Officer, warned of
the high incidence of typhus in the village and continuing threat of cholera.666 It also
attracted adverse comment from the Board of Supervision’s Inspectors on more than one
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occasion.667 Ardersier Parochial Board, which had Lord Cawdor’s factor as a member,
appointed the Inspector of Poor as Inspector of Nuisances and employed a village
scavenger in 1867.668 Flurries of action to improve the continuing unhygienic state of the
village subsequently occurred but the board seemed easily distracted by lack of cooperation from the neighbouring Petty Parochial Board and copious correspondence with
proprietors about the ditch. It is not known how much influence the factor had on the
parochial board but despite obvious conflict in his dual role, there was deference to his
position. The Ardersier board appointed Mr Robertson, then factor for Cawdor Estates, as
their representative on the Inverness District Committee of Inverness County Council –
the Committee dealing with public health matters from 1890. His position must have
become more conflicted after 1892 when proprietors denied liability for the ditch on the
grounds that surrounding inhabitants were feuars and not tenants. Eventually Mr
Wedderspoon, with the approval of the Local Government Board, called time on the
wrangling and delays preventing decisive action: ‘It is clear that a nuisance dangerous or
injurious to health exists in the village of Campbelltown of Ardersier and it is the duty of
the Local Authority to take immediate steps for its removal’.669 From then the District
Committee took action to clear all drains in the village, constructed outfall sewers and
regulated the duties of a village scavenger with a permanent contract.
Creating a special water and drainage district to deal more comprehensively with
the problem did not happen until 1906. The ‘March Ditch’ ceased to be a problem in 1908
when together with all the other open drains in the village, it was filled up and households
made to connect into the newly built sewers. Rubbish from the beach even came in useful
as it was used to fill up the ditch.670 The landowners, Lords Moray and Cawdor were not
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entirely to blame for the insanitary condition of Campbelltown but their reluctance to deal
with the ‘March Ditch’ aided local authority procrastination over a very long period.
Technical and Geographic Factors of Sewage Disposal
Disposing of domestic sewage involved little sophisticated technology in Inverness County
and geographic factors were an advantage. Though there were the usual local reasons for
not spending money on infrastructure, in general technology was less advanced than it
was for water supply. Wohl points out that in 1874 alone 32 patents for sewage treatment
works were taken out and it was difficult for sanitary authorities to know which to
choose.671 When County authorities decided to develop sewage removal systems, they
mostly chose the simplest and cheapest option. Untreated sewage flowed through the
sewers they built under the streets into the open sea or fast flowing watercourse. Where
there was no suitable watercourse, sewers deposited it on land set aside for this purpose,
where it was sold for agricultural manure. There are rare instances of using more
advanced technology such as septic tanks but in a small way at specific locations.
Through legislation, the government encouraged the installation of water closets and local
authorities acquired powers to compel owners to install them.672 In turn, this meant they
had to install and maintain not only sewers but also water supply systems for flushing. In
the absence of water closets, pail, dry earth, ash or peat privies were preferred options
which allowed private defecation in keeping with principles of Victorian decency. Keeping
them clean and sanitary relied on human effort. In towns and some villages, local
authorities gradually extended scavenging services to include night soil and pail privy
collections. In other villages and townships, people dealt with domestic sewage
themselves. Depositing it in the cesspit, cesspool or household midden involved no
technology.
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A water-borne solution was possible in Inverness as a town situated on the Moray
Firth, but local authorities were reluctant to improve and extend the existing sewerage
system. Simple sewers had been constructed in 1831 under the direction of Joseph
Mitchell to serve the east side of the river where most people then lived. The contents of
the pipes poured into the River Ness near the Ness Bridge.673 Their age and construction
were criticised, being, ‘of the oldest and most imperfect kind – mere long lines of square
built masonry with scarcely a glazed earthen pipe among them’.674 Suggestions for
improvement were marked by procrastination. Frustrated by the inactivity, a number of
important people in the town formed the Inverness Sanitary Association in the 1860s to
put pressure on the Police Commissioners and Town Council. Set up as a non-political
organisation, it included among its members Bishop Eden, the Rector of the High School
and local ministers as well as several town councillors and police commissioners who
must have been at odds with their fellows on this subject. An account of the Association’s
investigations in the Inverness Courier was an honest and damning exposition of the lack
of toilet facilities and extensive sewage discharge into the river. Two areas were singled
out as particularly lacking in facilities. Members visited 838 houses on the west side of the
river. 50 had water closets, 164 had outside privies and 624 were totally unprovided. In
Castle Street, on the east side of the river, there were 223 families. 50 had water closets.
The remainder had no toilet facilities including one property occupied by 30 families.
Between the main bridge over the River Ness and Anderson Street, 42 drains discharged
into the river. An association member prepared a scheme and estimates for installing
more main sewer pipes in the town, heads at strategic points and flushing sluices on both
sides of the river.
This scheme would not convey the sewerage of the town entirely beyond the river,
it would discharge it on both sides into deep and rapid currents close to its mouth,
and it would speedily be borne out to sea and effectually be prevented from
becoming in any degree a nuisance to the town or neighbourhood.
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The cost of the scheme was around £8,000 and the Association said it was clearly
affordable with the town’s rental value of around £35,000. Using the classic Chadwickian
argument that it would reduce poor rates, they argued that if breadwinners did not die
from diseases caused by unhealthy living conditions, there would be fewer widows and
orphans for the parish to support.675 The scheme did not go ahead and despite having no
adequate technical solution to the pollution of the river, Police Commissioners continued
to encourage and even force property owners to install water closets and kitchen sinks
connecting into existing sewers.676 It would be reasonable to assume that the provision of
water and sewerage systems should go hand in hand but Inverness was not alone in
prioritising the former.677 Increasing civic aspiration apparently did not extend to tackling
the sewage issue. Miller notes that the increasingly prosperous town of Inverness was a
‘success story and anyone who questioned its attractions was playing with fire’. 678 The
river nevertheless became increasingly polluted and its banks in an ever more disgusting
condition.
The issue could not be avoided forever. From the 1880s, there was increasing
pressure on Police Commissioners to find solutions. Creating a sewage farm was
advocated by some, including Charles Fraser Mackintosh, the local M.P, and he
suggested a suitable site between the Longman and Culloden. He promoted the idea,
along with fervent criticism of the lack of drainage and sewerage, in his speech at a dinner
welcoming a new Town Clerk.679 This technical solution was never seriously
considered.680 Around the same time, the Board of Supervision, after receiving a petition
signed by Walter Carruthers and 49 ‘respectable householders’ decrying the appalling
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pollution of the River Ness, urged the Police Commissioners to take action. 681 The Burgh
Surveyor subsequently prepared plans for intercepting sewers on both sides of the river to
convey sewage and foul water further downriver and nearer the estuary. The cost was
estimated at £4,263.682 Procrastination ensued as the commissioners decided they
needed further plans of existing drains and sewers in the town before they could make a
decision. Their eventual response to the Board of Supervision did not include
improvement plans. Instead it was a somewhat bizarre statement denying pollution of the
river by the town’s sewage and stating that it was not a health hazard because all
residents had access to a clean water supply and did not need to take water from the river
for domestic purposes.683 The argument did not impress the Board of Supervision’s
Medical Officer, Dr Littlejohn, when he inspected the town. He criticised its unhealthy
nature, going as far as saying it was unfit for residence. Strangely, eight out of nine of the
town’s doctors defended the local authority on the basis of an argument that the death
rate was lower in Inverness than eight other Scottish towns and many provincial ones.684
At last however the Police Commissioners agreed to start improving sewerage.
Starting in 1885 gradual improvements were made to the town’s sewers. That year
intercepting sewers were laid to carry sewage from the west side of the river into the
estuary at a cost of £3,000.685 A bigger scheme for the east side followed in 1890.686 From
then both Police Commissioners and the Town Council seemed to accept the need for
continuous improvement of the town’s sewerage system and be more prepared to pay for
it. By 1902 the whole town, with the exception of Clachnaharry, was sewered and
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discharging directly into the sea.687 It was the only technical solution ever seriously
considered in Inverness.
More prepared to acknowledge deficiencies in sanitation infrastructure, Fort
William’s Police Commissioners were also stimulated by external influences. Soon after
the police burgh was formed in 1875, they commissioned a civil engineer to report, ‘“quam
primum” on the want of proper sewers and means to be adopted for improving them’.688
Very quickly they proceeded with his recommendations to re-locate sewer pipes so they
fed into the main sewer discharging into the sea.689 In the first year of their administration
they faced up to the necessity of raising rates to pay for sanitation, setting a special sewer
rate of one penny in the pound which by the next year had risen to three pence. From this
they intended to finance a loan of £347 from the Public Works Loan Board for the works.
They continued to be active in creating further extensions to the sewers increasingly
necessary as middle class residents built larger houses on the outskirts. Two special
drainage districts were created in 1886 to assist with financing improvements.690 Though
more dynamic than the Inverness Commissioners in improving sanitation, they also
seemed able to ignore smelly and offensive evidence, this time on the sea shore. The
construction of the West Highland Railway Line and increasing publicity the town would
get as its terminus prompted interest by central government in its sanitation in 1890. A
letter received from the Board of Trade and statements made in parliament prompted an
angry response from the Commissioners,
That the statement made on behalf of Lord Abinger that there is practically no
drainage or privy accommodation in this part of the Burgh and that large numbers
of the inhabitants make use of the sea-shore for the relief of their ordinary
necessities and the whole of the town drainage is discharged above high water
mark is altogether unfounded.
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In the same indignant tone they went on to protest how they had paid great attention to
sanitation since becoming a police burgh. Drainage and sewerage had been considerably
improved and no sewage or waste water discharged above high water mark. In addition
three public privies and three urinals had been constructed in the lower part of the town. 691
All of this was true but it prompted two of the Commissioners to take a more honest view
of the situation highlighted in the government complaint.
Once the problem was accepted, a low cost, technically simple solution was
available. Commissioners Colin Young and James Young called a special meeting in May
1891 when they pointed out that, before the construction of the West Highland Railway
embankment, inhabitants in the lower part of the town habitually deposited night soil and
other rubbish on the foreshore below high tide mark. With the embankment preventing
them, they now threw it on the inner side of the embankment where it was creating a
nuisance. Colin Young suggested that the answer was to provide jawboxes in which
residents could deposit night soil. It involved a modest cost to the Commissioners and four
were quickly erected at a cost of £30.692 They were not without problems and involved
considerable effort from the town’s scavengers, not always successfully, to keep them
clean, flushed, disinfected and screened. In 1899 the Burgh Surveyor, Medical Officer of
Health and Sanitary Inspector carried out a comprehensive sanitary survey. One of their
conclusions was that a large number of older houses and tenements in town were
completely unsuitable for water closets so it was not possible to dispense with
jawboxes.693 Instead they recommended connection to the public sewer and replacement
with more hygienic models made from, ‘enamelled earthenware with airtight malleable
covers so constructed that the action of raising the cover will at the same time open the
outlet and turn on the flow of water, similar to flushing out a water closet’.694
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Disposing of domestic sewage in villages was affected by geographical location.
Affordability remained a major deterrent but where this could be overcome, it was
technically easy for villages close to towns or with a coastal location. Villages around the
town of Inverness, such as Ballifeary and Culcabock, gradually linked into its sewers from
the beginning of the twentieth century, paying an appropriate fee to the town authorities.
The coastal location of Tarbert on Harris provided easy means of sewage disposal. A
special water and drainage scheme was completed in 1896 with assistance from the
landowner Sir Samuel Scott. There is little technical detail about the drainage but all
houses in the village were connected into the sewer though it is unclear whether all had
water closets. The CSI’s annual report only notes that they all had internal water supplies
and a sink connected into the sewer.695 Disposing of sewer contents was not problematic
because the sewer pipes discharged directly into the sea. In addition some effort was
made to maintain the system,
The main sewers are regularly flushed by the man in charge, and the water supply
being practically inexhaustible and delivered under nearly 100 feet of head
pressure. All the drains are kept thoroughly sweet and clean, while every provision
has been made for maintaining the efficiency of both systems. 696
Existing infrastructure nearby or an easy natural means of sewage disposal removed
some of the barriers to the hygienic disposal of sewage but there were areas without such
advantages.
Cesspits and cesspools were often the only readily available means of depositing
domestic sewage and only a little removed from the dungheap or midden. Located to
serve groups of houses or individual properties, liquid waste generally seeped into the
ground while solid matter remained on top. In the towns and some villages they were
gradually replaced by other sewerage arrangements with scavenging services cleaning
those that remained. In other villages and townships, they remained a persistent sanitary
problem in the eyes of the County Sanitary Inspector. Human effort either by the local
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authority or individual householder was required to clear them and prevent noxious heaps
of excrement. As Wohl points out though the stench arising from cleaning them could
cause the task to be deferred or ignored.697 From the 1890s, the CSI continually criticised
District Committees for not tackling this problem either by replacing them with a drainage
scheme or improving their construction and arranging or enforcing cleaning. His 1900
annual report mentions several unsatisfactory situations. In the village of Fort Augustus an
exceptionally wet season had caused the cesspits to become waterlogged and
overflowing. It was, like Nethybridge, Boat of Garten and Carrbridge, similarly plagued by
overflowing cesspits, a village where drainage and sewerage arrangements had not kept
pace with those for water supply.698
There are rare instances of more sophisticated sanitary technology. A septic tank
was constructed for Banavie School in Lochaber in 1905.699 The Meadowside Infectious
Diseases Hospital near Kincraig, built by the Badenoch District Committee in 1906 and
acclaimed for its modernity, had a septic tank discharging into a bed of gravel. 700 It was
not without problems and the CSI spent time trying to remedy them.701 On a larger scale,
the village of Newtonmore in Badenoch had a sewage purification works with settling and
filtration tanks in 1908.702 For the most part though local authorities relied on simpler
methods of sewage disposal.
Conclusion
Sanitary improvement was marked, like other aspects of public health, by its variation
across the County. Dealing with rubbish and excrement was an important feature of public
health. For doctors and public health professionals it was linked to the prevention of
illness and infectious disease and particularly those dubbed ‘filth diseases’: cholera,
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typhoid, typhus and diarrhoea. In addition to the risk to health, it was also allied to
changing expectations about how people should live. It was a widely held Victorian belief
that living in a clean environment improved both physical and moral health. Practical
implementation of the measures needed to achieve this goal in urban situations is
described as being of ‘staggering complexity’.703 In Inverness County, variations in the
social composition and wealth of communities and their geographical locations meant
sanitary improvement was also extremely complex. Money was important. Local
authorities had to charge increased property rates to provide infrastructure and services, if
people wanted their towns and villages to be free from rubbish and excrement. As
substantial contributors to the rates, the middle classes were not always enthusiastic
about paying for the pipes that ran under the streets and discharged into the river or sea
well away from their homes. Public toilets were approved of in principle particularly as
they satisfied both cleanliness and moral agendas but there were sensitivities about
location. Cleansing services were more widely accepted with their more visible benefit and
added advantage of relatively low cost. Apart from contributing as ratepayers, landowners
could bring additional resources or take action to resolve sanitary problems as they did in
Beauly and Kingussie. Reluctance to spend money could have the opposite effect.
Landowners delayed clean, efficient drainage and sewerage in Campbelltown for many
years. Where there was little money to spend on public services because of limited
numbers of property owners and low rateable values, of necessity there was more
reliance on human effort. Some authorities paid scavengers to clean town and village
streets, empty ashpits and clear cesspools though sanitary inspectors also kept a keen
eye on individuals who did not try to keep their own surroundings clean. In smaller
settlements there was sole reliance on individuals. Sanitary inspectors issued instruction
leaflets about the distance dungheaps and middens should be from the houses and
warned of the consequences of polluting water supplies, threatening prosecution for non-
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compliance. Nevertheless human effort was key. Coupled with lack of money, the
scattered nature of settlements over wide geographical areas made sewerage and
cleansing services unrealistic.
Though mostly seen as a constraint in sanitary improvement, this chapter has
shown that the geography of the County was a positive factor for sewage disposal. If local
authorities decided they wanted to pay for some technical means of dealing with sewage
to meet their social and civic aspirations, solutions were simple if they were located near
the sea. It meant they did not have to consider sewage farms or developing technology
around pumping, filtration and treatment. They simply built sewers and deposited their
contents in the sea. Ventures into other methods like septic tanks were on a small scale.
Persuading people to remove excrement and rubbish from their homes was a key
feature of public health improvement. Putting infrastructure and services in place to
ensure it was not just dumped in streets, lanes, rivers, shores, quaysides and outside their
doors grew consequentially if erratically. While this chapter has focused more on cleaning
up the external environment, the next considers the houses in which people lived and the
impact domestic conditions had on health and the transmission of infectious disease.
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CHAPTER FIVE: HOUSING
Improving housing conditions was essential to the operation of Public Health Acts. This
was the opinion of John Wedderspoon, Inverness County’s newly appointed Chief
Sanitary Inspector in 1891.704 From the early days of the nineteenth-century public health
movement, ill health and infectious disease were linked with bad housing conditions.
Dilapidated and overcrowded houses with inadequate water supplies and poor sanitation
were associated with city slums. In reality, they existed everywhere – in towns, villages,
townships, farms and in permanent and temporary accommodation. Rural areas did not
attract the same degree of attention from a government pre-occupied with high levels of
recorded disease and mortality and the perceived social impacts of squalor, like
immorality and criminality, evident in larger towns and cities. It was not until government
inquiries into crofting and housing in the 1880s that conditions in the Highlands and
Islands came to public attention. Even then it was skewed towards crofters’ houses.
Public health and housing were inseparable and the chapter shows how legislation
administered by local government and social, economic and geographic factors influenced
the extent to which people’s housing conditions could be improved.
Poor law, public health and crofting legislation had greater impact in the County
than housing laws.705 Government was slow to legislate on housing generally. Even then,
much of it was permissive, only partially applicable to Scotland or only to town
authorities.706 The Housing, Town Planning etc. Act of 1909 was a turning point, marking
increased state involvement. It introduced statutory inspections and placed housing
standards for the working classes firmly in the hands of rural and urban authorities.
Responsibility for making the improvements nevertheless remained with property owners.
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With regard to direct provision by local authorities, the idea that market forces or individual
effort would always meet housing needs was reluctantly abandoned in the late nineteenth
century, particularly in bigger towns and cities.707 It was not so readily accepted in
Inverness County until government subsidies accompanied legislation after the First World
War.708
In addition to legislation, other factors affected housing improvements in different
parts of the County. For this reason, the chapter is divided into two parts. The first
considers changes in housing conditions for people living outside Inverness County’s
three towns. As in other aspects of public health, geography, affordability, proprietorial
involvement and willingness of people to change how they lived affected the attainment of
standards compatible with contemporary public health principles. The second part
concentrates on the largest town of Inverness. Working class housing conditions and
deliberations about improvement influenced by middle class values and perceived
affordability mirrored those of larger towns in Scotland, as did anguished consideration of
direct provision by local authorities. Though the largest town in the County, it was small in
national terms and the condition of its houses warranted little attention from government
pre-occupied with the health and moral implications of slums in bigger towns and cities.
Public health improvements in the other two much smaller towns of Kingussie and Fort
William, especially those relating to water supply and sanitary arrangements, more readily
encompassed working class dwellings because of smaller populations, geographical size
and local authorities who were keen to make changes quickly for business and
commercial reasons.709 Wohl observes that ‘it became increasingly apparent that the
growing structure of public health rested on domestic foundations and that the nation
could not be healthy unless it housed its masses in healthy homes’.710 This chapter

707

J. Burnett, A Social History of Housing 1815-1985 (New York, 1986), p.140.
Housing, Town Planning etc. (Scotland) Act 1919.
709
See Chapter Three: Water Supply and Chapter Four: Sanitary Improvement.
710
Wohl, Endangered Lives, p.285.
708

202
evaluates the extent to which that goal was achieved in the County’s rural areas and
towns.
Housing in Rural Areas
In the 1880s, the state of rural housing achieved greater publicity. Reports of Royal
Commissions on Crofting and Housing in 1884 and 1885 respectively raised government
and public consciousness about housing and sanitary conditions in the Highlands and
Islands.711 Low death rates masked the fact that people lived in dwellings with many
features normally attributed to urban slums, even if they were surrounded by clean air,
fields and moors. Speaking of rural Wales, Keir Waddington describes a similar dual
narrative, ‘a, “healthy rural” rooted in the landscape and ideas of the nation, and a “dirty
rural” that reflected local conditions or the practices of local inhabitants’. 712 It became clear
that dilapidation, overcrowding, lack of water and sanitation and accumulations of rubbish
and excrement were just as much features of rural housing. James Hunter suggests some
might even have been inferior to the worst urban slums.713 These were conditions
associated with ill health and disease.
Infectious diseases were just as difficult to prevent and treat in cramped, insanitary
rural homes as in urban dwellings. Typhus and typhoid fevers, associated with poor
sanitary conditions occurred frequently. Tuberculosis, attributed to migrant workers
returning from Lowland cities became a Highland scourge.714 It and other common
infectious diseases like scarlet fever, whooping cough, measles and diphtheria were
easily transmitted and hard to treat where it was impossible to isolate patients. In
addition, there were few infectious disease hospitals which, if they existed, were not
always within easy reach.715 Consequently many patients remained at home. The Dewar
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Commission concluded that epidemic diseases were ‘allowed to run riot until the number
of immediately susceptible persons is exhausted’.716 People, their homes and health came
under greater scrutiny after 1889 with major changes in rural local government and the
advent of public health professionals.
Until the 1890s, parochial boards combined poor relief and public health duties,
generally engaging in the former with greater diligence. Set up to administer poor relief,
the boards had public health duties thrust on them by the 1867 Public Health (Scotland)
Act. In the eyes of the Board of Supervision, it was largely ignored and parochial boards
were deemed ‘indifferent on the subject of sanitary matters’.717 That may have been the
case for their role in the wider parish community. In their attitudes to housing the poor of
the parish, it is possible to reach more charitable conclusions.
Parochial boards found houses, paid for rent and repairs and even built some
houses to accommodate their paupers. Shelter along with food, heat, clothing and a little
money were essential elements of preserving health and part of the ‘needful sustentation’,
a parochial board was bound to provide by law. 718 Bearing in mind that only the non-able
bodied were eligible for poor relief, inability to work through ill-health or old age brought
the real possibility of being without anywhere to live. Mostly reluctant to use poorhouses,
parochial boards in the County strove to keep paupers housed in the parish by various
means.
Estate owners often supplied houses and parochial boards made various
arrangements for repairs. Lord Lovat, for example, gave the Kirkhill board the use of some
cottages rent free on condition they were kept in good repair even when unoccupied. 719
Not averse to reminding estate owners of patriarchal obligations, when the same board
discovered the, ‘unfit and dangerous condition’ of Margaret and Isabella Munro’s wooden
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cottage at Cabrich, they urged Lord Lovat’s factor to provide a better house. 720 Roof
repairs and thatching were most frequently paid for by boards. On his return from
inspecting all paupers’ houses in Barra in 1879, the Inspector of Poor asked his board to
sanction re-thatching several houses.721 The South Uist board even came in for criticism
from their auditor for their outlay in repairing houses in 1891-92. Approximately a quarter
of the paupers on the poor roll had one or more repairs done to their houses.722 His
concerns possibly lay with cost efficiency but also that helping paupers maintain their
homes might establish patterns of dependency. Given the frequency of repairs, mostly
aimed at protection from the elements, there is nothing to suggest that paupers got
houses that were anything more than basic accommodation.
Housing of a better quality came with a surprising departure from general Scottish
disinclination to build houses from public funds.723 Some parochial boards erected new
dwellings for their paupers. In Kirkhill, the board built cottages on land owned by the
established church.724 The minister, Ewan McKenzie, was a member of the board with
obvious interest in poor people to the extent that he applied (unsuccessfully) for the post
of Inspector of Poor.725 In Laggan, an estate owner provided a site.726 There is no
description of the type of houses built or whether they met changing standards regarding
the provision of water and sanitation. The new-build house, ordered for Neil McPhee of
Strome in South Uist in 1900, however suggests that aspirations were modest. It was to
be ‘suitable and sufficient for a pauper’.727 Some boards also built what they called ‘Poor’s
Houses’ or ‘Poor’s Lodgings’ to house a number of paupers under one roof. Such
accommodation was built in Kingussie in 1880 at a cost of £250, though not without
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opposition from some board members who objected to such a use of public funds. It had
six apartments and twelve people were quickly identified to occupy it. Though there is no
reference to sanitary arrangements, the building had a water supply piped from the
Kingussie town supply.728 In providing new houses, parochial boards diverged from the
inclination of local authorities to avoid public interference in private building and renting
arrangements.729 In his evidence to the Housing Commission, Mr Peterkin, the Board of
Supervision’s Northern Inspector said, ‘Many parishes have built cottages for their
paupers from the rates in consequence of the difficulty in getting houses for them’, adding
that in some instances they were more comfortable than labourers.730 For most parochial
boards in the County, directly providing shelter was part of their efforts to maintain the
health of the very poorest people.731
Parochial boards often approached more general public health responsibilities less
enthusiastically. Under the Public Health Act of 1867 they could improve water supplies,
drainage and sewerage and remove nuisances. They were all actions that might improve
living conditions and the environment around dwellings and thereby reduce the risks of
infectious disease. However, as other chapters have shown only a few boards embraced
the provision of infrastructure and services to provide households with water, sanitation
and cleansing services. Activity was often reactive and short-term, for example in
arranging disinfection and cleaning in houses where infectious disease broke out.
Insanitary housing conditions existed everywhere. They were not confined to crofting
communities. Nevertheless it was these houses that attracted attention through Crofting
and Housing Commission Reports and, after 1889, from the activities of the new rural
local authority, Inverness County Council and its District Committees.

728

HAI, CI/7/15/1a, Kingussie and Insh PB, Minutes from 7/11/1878-2/7/1880.
E. Gauldie, Cruel Habitations (London, 1974), p.136, p.251; Burnett, Social History of Housing, p.94.
730
UKPP, Cd. 4409, Housing Commission 1885, p.93.
731
Inverness and Bona Parish which encompassed the town of Inverness was an exception.
729

206
Blackhouses, found mostly but not exclusively, in the Hebrides and western
mainland, were singled out for their sanitary deficiencies. These houses had emerged to
suit climatic and economic conditions. Sizes and designs varied. 732 Generally they were
low structures built from local stone by crofters and cottars and thatched with turf or
heather, providing shelter for people and animals. The worst, according to the Housing
Commissioners, had no partition between the byre, kitchen and sleeping apartment. Dung
and dirt accumulated and living in close proximity made their inhabitants vulnerable to
contagious fevers. Other blackhouses had been improved by erecting partitions to
separate animals from human inhabitants although they still only had one door for both. 733
Skye mostly had this type with separation into three divisions according to John
Macpherson, the only crofter asked to give evidence to the Housing Commission. In his
opinion, and contrary to conclusions reached by the Napier Commission that people were
not dissatisfied with their housing conditions, he said those who had travelled south for
work had seen and desired better houses. However he reminded the Commissioners of
the crux of the problem, that it took courage to build on land from which they could be
evicted at short notice and without any compensation for the house.734 The Housing of the
Working Classes Act, 1890, arising from the Housing Commission had little impact on the
rural housing situation. In the Highlands and Islands crofting legislation did. The Crofters
Holdings (Scotland) Act of 1886 gave security of land tenure and the right to
compensation for any improvements on the land, including the house. With such
incentives, more ‘white houses’, typically with white rendered walls and slate roofs, began
to appear all over the Highlands and Islands.735
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Recognising that blackhouses were not going to disappear in the short term, from
1890 the new Inverness County Council prioritised improving their sanitary condition to
reduce the risks from infectious diseases. Doctors giving evidence to the Napier
Commission linked ‘scrofulous disease’, lung conditions, eye disease and ‘fever’ to
housing conditions.736 Blackhouses were directly associated with repeated outbreaks of
typhoid and typhus fever.737 Tuberculosis, the scourge of island communities, had an
‘intimate relationship with housing’.738 Dr Grant, the Council’s MOH and Mr Wedderspoon,
CSI, both with qualifications and experience of public health, were strident in their
condemnation of blackhouses. To them they were a serious risk to health and an affront to
modern standards of hygiene. Removing cattle and other animals from the house was the
most urgent task. Special inspections of the sanitary condition of crofters’ and cottars’
houses in the islands during 1890-1891 revealed large numbers of people who shared
their dwellings with their animals. For example there were 459 or 70 per cent of
inhabitants of South Uist and Eriskay, 195 or 32 per cent in North Uist, 90 or 30 per cent
in Benbecula and 172 (no percentage recorded) in Barra.739 However the County’s
officials did not appreciate that blackhouse occupants might not be so easily dissuaded
from their ‘old time habits and customs’ with the prospect of a ‘new and brighter sanitary
era’.740
The blackhouse was intimately connected to the agricultural cycle. Cattle and their
manure were precious assets for milk, meat and fertiliser and as assets to sell to pay rent
and buy food. Keeping cattle in the house was the best way of keeping an eye on them. It
meant they and their owners, who did not have to go out in inclement weather to feed or
milk them, stayed warm. Storing dung in the house was a deliberate choice. It ensured it
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was in the best condition: moving it to a dung heap outside may have washed away
nutrients needed to fertilise poor ground for sowing arable crops and potatoes.741 Where
public health officials saw only disease potential in the malodorous heaps, crofters and
cottars saw the means of supporting their family in a precarious economic existence.
People used various ways to evade requests by sanitary inspectors to remove
their animals to a separate byre. These ranged from outright refusal to partial compliance.
In South Uist and Barra, inspectors accused people of having ‘the evident intention of
reverting to the old order of things on the first favourable opportunity’. 742 Any reason was
used to take animals back into houses, ‘any trifling ailment of stock serves as an excuse
to revert to the old habit’.743 Some returned to the old practice in winter, even when they
moved from black houses to newly built houses as happened in the township at Northton
on Harris. In the same township, though people built separate byres, the sanitary
inspector felt they were too close to houses.744 It was typical of the behaviour Scott
describes as ‘everyday forms of peasant resistance’: nothing overt, just a quiet subversion
of the demands of authority.745 From another perspective, it could be seen as a quiet
insistence that they knew the best way to preserve this precious resource. The practice of
keeping cattle inside gradually decreased with only 32 houses reported in 1912: 15 in
Skye, 6 in Harris, 3 in North Uist and 8 in South Uist and Barra.746 This was probably from
a combination of factors. Local sanitary inspectors pursued people vigorously and District
Committees took legal action under public health legislation if persuasion failed.
Increasing awareness of personal hygiene taught enthusiastically in schools and the risks
of disease disseminated in pamphlets distributed by sanitary inspectors probably

741

C. Mackie, ‘The Development of Traditional Housing in the Isle of Lewis: Social and Cultural Influences on
Vernacular Architecture’, Béaloidas, Vol.74, 2006, p.88; C. Mackie,‘ Crossing the Threshold: Negotiating
Space in the Vernacular Houses of the Isle of Lewis’, Archaeological Journal, Vol.171, 2014, p.323.
742
HAI, CI/3/8/7, CSI Report, 1897, p.20.
743
HAI, HHB 15/1/1 MOH/CSI Report, 1906, p.110.
744
HAI, CI/3/1A/5, MOH/CSI Report, 1905, p.100.
745
Scott, Weapons of the Weak, p. xvi.
746
HAI, CI/3/8/9a, MOH/CSI Report, 1912, p.144.

209
contributed. Mackie however argues people were only willing to ‘improve’ their houses if
they believed it would be socially, culturally or environmentally advantageous to them.747
Financial considerations could also be added to this list. Oral sources suggest that
keeping cattle inside houses did not completely disappear in the Hebrides until the middle
of the twentieth century.748
Local doctors felt blackhouses particularly thwarted their efforts to treat and
prevent infectious disease. Isolation of patients and disinfection of their house and
possessions were still the main means of preventing the disease from spreading. Isolating
patients was just as difficult in blackhouses as in any cramped accommodation. Some
local doctors and sanitary officials specifically blamed their type of construction for
preventing effective fumigation and cleaning with disinfectants.749 It led to extreme action
in Harris.
Motivated ostensibly by medical reasons, the Harris District Committee arranged
for four houses to be destroyed in 1894. That year, its DMOsH treated 48 cases of fever,
often more than once in the same house and despite repeated attempts at disinfection
and cleaning.750 The Committee took the drastic step of taking legal action to sanction
ordering four crofters at Scalpay, Ardhasaig, Borsham and Finsbay to burn down their
houses.751 Encouraged by Dr Stewart, DMOH for the north of the island, they
subsequently agreed to adopt this course of action for all houses not considered capable
of disinfection.752 The occupants received two pounds in compensation, a sum that would
contribute little to building a new house and certainly not one that was in any way superior
to the one eradicated. Unusual and not universally supported by other island authorities, it
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was a particularly emotive action in a Highland context where burning houses and making
families homeless featured so prominently in recent history of the Clearances. 753
Other motives for taking extreme action soon became apparent. Estimating that at
least 30 dwellings came into the category of ‘fever infested hovels’, overall there were
almost 300 very dilapidated and insanitary blackhouses according to the District
Committee.754 In their opinion, strongly supported by local doctors, better housing would
substantially improve islanders’ health. In 1896 it prompted them to apply to the Local
Government Board for a special grant from the government to erect houses, arguing that
people were too poor to build at their own cost and the Committee had no spare funds.
Even a grant of between four and eight pounds per property, or a sum of between £800
and £2,400, they suggested would go a long way to buying building materials with the
people themselves supplying labour.755 The extreme action of burning houses seems to
have been used as a political tool to draw attention to health, housing and financial
problems. Harris District Committee’s frustration at the situation was embodied in the
closing sentence of their letter to the Local Government Board: ‘Something more than
printed instructions on how to deal with disease is wanted here. If good is to be done, true
practical aid is wanted – hard cash’.756 It was not forthcoming.
Neither the government nor the County Council proved amenable to subsidising
house building. When the Secretary of State for Scotland rejected the idea of a grant from
imperial funds, the Local Government Board suggested approaching the County Council
to seek funds from its Equivalent Grant of £1,949. Vociferously opposed at a joint meeting
of the Finance and Public Health Committees, it was clear councillors did not want to use
the grant for any other purpose than to reduce taxation across the whole County. Various
justifications were put forward ranging from reluctance to set a precedent, denial of the
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dwellings’ unhealthiness, proven by the ‘sturdy men who came out of them’, to
unwillingness to demoralise people by giving them money to build a new home.757 Though
Cameron of Lochiel, Convenor of the Council, had agreed the submission of Harris’s
request for money to the Local Government Board, he had some considered reservations,
doubting that a decent stone and lime house could be built for eight pounds. In his view
proprietors should take more responsibility for re-building the insanitary houses.758 House
construction therefore remained firmly in the hands of individuals or estate owners.
In Harris, the District Committee, continuing to deal with serious and ongoing
outbreaks of infectious disease, did not abandon the idea of subsidy. In 1897, Dr
Robertson, DMOH, attributed a serious outbreak of whooping cough, affecting 329 of less
than 1000 inhabitants of South Harris to the defective and insanitary condition of
houses.759 Typhus and typhoid outbreaks occurred regularly. For example there were 19
cases of typhus in nine houses in 1899 and an epidemic that lasted three months in 18991900.760 In 1902, 61 cases of typhoid occurred in four months.761 Continuing with their
policy of burning down houses, it happened less frequently as cattle housing reduced. Not
giving up on their quest for government funding for housing, the District Committee
suggested to the Local Government Board in 1906 that Licensing Duty paid to the
government by Whaling Companies operating near Harris should be diverted to the
District Committee to aid new house building. It was offered with more enthusiasm than it
was received.762
Direct government subsidy for housing did not happen but crofting legislation was
a major factor in changing the nature of housing. The Crofters Holdings (Scotland) Act of
1886 gave security of tenure to crofters and through the Crofters Commission, which it

757

Inverness Courier 7 July 1896, 11 August 1896.
Inverness Courier 8 May 1896.
759
HEBA,IN2/1/3/R1.194, Harris DC, PH Committee, 28/1/97.
760
Ibid., 24/11/1899, 12/2/1900.
761
Ibid.,13/8/02, 3/11/02.
762
HEBA, IN2/1/3/R1.195, Harris DC, PH Committee, 12/2/06.
758

212
established, guaranteed a fair rent for the holding. Importantly landlords had to
compensate crofters for any improvements to the holding when they left. This included
any house and outbuildings which the crofter built. Subsequent legislation, the Congested
Districts (Scotland) Act of 1897, enabled the creation of new holdings and enlargement of
others in designated areas.763 It meant that some cottars, previously landless, now had
their own croft and could build a house. The Congested Districts Board paid for
infrastructure like roads, bridges, paths and fences for the new townships which all helped
to provide a better environment for house building. A limited amount of £50 loans were
available, designed mainly to cover the cost of materials. 764
Building the house largely remained an individual’s responsibility. Crofters chose
to build a new house on their holding when they had sufficient money, materials, labour
and time. Families often combined resources from money earned locally and from
permanent and temporary work in Scotland or further afield. Migrant labour revived in
Scotland between the 1890s and World War One.765 Mr Ross, a parish councillor from
South Harris, gave his view on how new houses came to be built to the 1917 Housing
Commission,
Whenever a crofter started improving his house his neighbours tried to do the
same….Sometimes the eldest of a family gets a good position, say on a yacht, and
when he gets his first £20, that is laid aside until they get another £20, and
whenever they get a few pounds gathered together, say £40, they then begin
building a new house. Then their neighbours try to do the same.766
Money was used to buy materials and pay some skilled workers. Most commonly crofters
employed masons and, sometimes, slaters and joiners. Family members acted as
labourers and did the rest of the work.767 In Inverness County, according to the CSI, the
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houses were generally built of stone with lime mortar and roofed with slates, thatch or
corrugated iron and contained from three to five rooms.768 Importantly for public health
officials, crofters constructed separate byres for their animals or used the old house. In
1907, Dr Macdonald, DMOH for South Uist, attributed the disappearance of typhoid and
typhus directly to new housing. That year he had found no cases of those diseases during
the year, even on Eriskay, ‘the proverbial home of fevers’. The success of the herring
season and the kelp industry meant people had money to build good houses which they
kept very clean. He hoped that with increased prosperity the old houses would
disappear.769 Approximately 1,600 crofters from the 4,000 in Skye, Harris, North and
South Uist built new homes on their holdings between 1886 and 1906.770
Landowners are often seen in a negative light in the Highlands but some tried to
help with house building. When Robert Birkbeck bought land around the village of Corran
on the shores of Loch Hourn in Lochaber, 16 crofters lived there. According to him, the
village comprised two rows of hovels and cow byres mixed up together with manure and
ash heaps piled up at the doors, the refuse of the upper row of houses draining through
the lower row. He had, ‘never seen in the Outer Hebrides or Ireland so insanitary a place’.
Spending £1,400 in 1892, he demolished the lower row of houses and built eight new
ones at a higher level. The upper row of houses were repaired, re-plastered and re-roofed
with slates. All had fenced gardens and outdoor storage for fishing nets and peats. Each
crofter had a cow byre in a row built near a burn and draining into it so that liquid waste
did not contaminate the village. He also built fish curing sheds for them on the sea shore
nearby and bought extra arable land and hill pasture to allocate to them. The CSI and
local Sanitary Inspector gave fulsome praise to the proprietor for the new houses and the
improved sanitary state of the village. Mr Birkbeck’s actions outlined in his
correspondence to the Deer Commission in 1892 indicated that he carried out this
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extensive renovation with a sense of social duty to improve conditions of the crofterfishermen. The crofters themselves were not so impressed. New houses, clean
surroundings and even reduced rents for their holdings did not make up for the fact that
they wanted more land. Archibald Fraser and Donald Campbell made it clear to the
Commission in 1892 that they wanted to be crofters, not fishermen.771
Despite house building efforts by crofters and some proprietors, blackhouses
remained a feature of the Highland landscape. Many people, though acquiring land, still
could not afford to build a new house on it. Some chose not to, like the three crofters in
Ardhasaig on Harris, even though the DMOH, Dr Fletcher, believed they could afford to
replace dwellings he deemed unfit for human habitation.772 Some blackhouses had
windows and chimneys added and the section previously holding animals was used for
sleeping accommodation or storage.773 Some crofters raised roofs and replaced the turf
with felt, corrugated iron or sometimes with slates as they did in Lochaber District in
1905.774 Others built new blackhouses.775 Even if crofters built white houses they were
often sited very close to the old black ones. Frank Fraser Darling interpreted it as a form
of crofter resistance to authority, ‘If he is to put a house on his croft, he can put it exactly
where he wishes’.776 The CSI felt better sites could have been chosen and would have
liked more control over the type of construction.777 Though District Committees could
develop building regulations under the 1897 Public Health Act, Inverness was the only
one of the eight District Committees to have such bye-laws.778 Some retrospective
opinion, like that of Darling, condemned the ‘“ugly” and often poorly constructed white
houses’. In his view, the blackhouse structure suited the climate and landscape better
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though he conceded they were healthy as long as their occupants spent much of their
time outdoors but not so much when tuberculosis became rife in the Highlands.
Nevertheless he considered the structure could have been modified and updated to
include a wash-house with bathing and toilet facilities on the ground floor at the back of
the house and still capable of being built with home labour.779 The healthiness of the
house whether, it was of a black or white structural type, was of course not the only factor
in disease prevention.
A crofter might build a house but ensuring an adequate supply of clean water was
another problem. Affordability and geography impacted on progress on this important
element of public health but in the eyes of Housing Commissioners in 1917, so did lack of
co-operation by the crofting community.780 Valuations were so small in many communities
that District Committees could not afford the expense of bringing in a gravitation water
supply if such a source was available. Inverness County relied heavily on special water
and drainage districts where ratepayers in a designated area paid more for these
services. This meant that in rural districts, often it was only what the CSI described as the
‘better-class houses’ which had water and drainage services.781 Under Public Health Acts,
the obligation rested on the owner of a property to provide an adequate water supply and
this meant the crofter, unless a landowner chose to assist. The Housing Commission
Report summed up the frustrating difficulties,
On many crofting estates, it would be beyond the resources of the proprietors, to
provide water for crofter tenants. It would in practice be equally impossible to leave
the crofting community to shoulder the burden. They have not the capacity for
concerted action of this kind. Nor could the individual crofter be trusted to provide
himself with a satisfactory supply; and in a township it would not be an economical
arrangement even if it was practicable for each crofter to provide himself with a
supply.782
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As Chapter Three shows, advances were made in providing water supplies in some rural
settlements by 1912. Nevertheless, burns and surface wells often remained the only
source of clean water with accompanying risks of pollution by humans, animals and field
drainage and consequently the transmission of diseases such as typhoid.783 Keeping a
water source clean remained the responsibility of crofters either individually or collectively.
The same principle applied to domestic sanitary arrangements. Unlike water
supplies, they were rarely mentioned. Crofters were increasingly pursued by local sanitary
inspectors to remove rubbish and dung heaps, including human as well as animal
excrement, away from their houses. Even when crofters began to build white houses,
there is little reference to toilet arrangements. Without adequate water supply, water
closets were out of the question and it was left to the individual to construct some form of
pail or dry privy using earth or peat and arrange for it to be cleaned out. Alternatively there
was the barn, byre or ‘green bathroom’.784 Such sanitary arrangements were not confined
to crofting communities, but to rural areas generally, as observed by the Housing
Commission,
There is still a widespread view, which is not unknown even among men engaged
in public health administration that the open life of the country makes the provision
of sanitary conveniences largely superfluous and that conditions intolerable in a
town or even a village are merely a matter of inferior amenity on a farm. 785
It serves as a reminder that public health concerns in Inverness County extended beyond
crofting communities.
Attention given to the state of crofters’ housing obscured the fact that poor housing
conditions existed throughout the County’s rural population. The Housing Commission in
1885 paid little regard to anything other than crofter housing anywhere in the Highlands.
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Legislation arising from the Commission’s findings, the Housing of the Working Classes
Act of 1890, achieved practically nothing in rural areas anywhere.786 Until the Housing and
Town Planning Act of 1909 was passed which made systematic inspection of rural
housing obligatory, local authorities could only use powers under the Public Health Acts to
address housing conditions. Soon after their appointment in 1890, the County’s public
health officials came to the conclusion that, in general, houses in villages were in a better
condition than those in the countryside. Here good houses existed but so did mediocre
and terrible ones. Farm labourers and servants and other rural workers may not have
shared their houses with animals but they often lived in dilapidated, insanitary and
overcrowded houses.
In villages, sanitary inspectors more often condemned sanitary services than the
actual condition of the houses. They found them generally better constructed, lighted and
ventilated and mostly in fair sanitary condition.787 It did not mean that sanitary standards
could not be improved and there was still much to be done to according to the CSI. 788
Water supplies and drainage required attention in many villages as did greater attention to
the removal of all kinds of nuisances. The 30-40 families in the village of Culcabock near
Inverness was one that required concerted effort from the District Committee and
residents. Almost every house had a dry privy and ash pit but when people cleared their
privies, the contents were dumped on the ash pits which were cleared infrequently and
sometimes not for years. Together with pigs which they kept close to their houses and
stagnant pools acting as cess-pools, the village was smelly and polluted. In contrast to
crofting communities there were fewer practical difficulties in making sanitary changes and
the local sanitary inspector recommended steps the District Committee could take. These
included installing a water supply and drainage scheme and having a village scavenger to
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empty ash-pits and privies.789 They were all financially and technically possible and meant
people did not have to live in what were reasonable houses amid filth and stench and at
risk of disease. Sanitary Inspectors were not however criticising or condemning
individual’s homes which is a much more complex issue. It was no less so in relation to
the homes of farm labourers and servants.
Farm workers were generally housed by their employers: married men in cottages
provided by the landowner or farmer and the single men in bothies or other sleeping
accommodation e.g. a loft above a stable, on the farm, unless they were able to live with
their parents. Tenancies were tied to employment and in Inverness County it was the
practice for married men to be hired on a yearly basis and single men half yearly. 790 Unlike
the crofter, the farm labourer usually had no control over his accommodation or its state of
repair.
The CSI’s statement on labourers’ houses in Inverness District in 1893 represents
the typical mixed position throughout the County,
In some localities considerable improvement has been effected on farm servants’
houses, particularly with regard to executing much needed repairs. Although there
are a number of what might be called model farm cottages in the District, the great
majority are of a very inferior description and dangerously near the limit prescribed
for human habitation or use.791
Efforts had been made by organisations like the Highland and Agricultural Society and the
Association for Promoting Improvement in the Dwellings and Domestic Condition of
Agricultural Labourers to develop plans and set standards for a ‘model cottage’.792 It is not
known whether estate owners used such plans though some like Lord Lovat carried out
an extensive improvement programme. According to his biographer, he spent £31,000 on
re-building almost every crofter’s house on his estate and £39,000 on farm houses.793 It
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was not these houses that caused public health concerns but rather the ones sanitary
inspectors found where farm workers lived in houses with leaking roofs, earthen floors,
damp, unplastered walls and lack of light and ventilation. CSI reports contain more
information on the condition of the houses rather than their type though in Lochaber many
were reported to be of the ‘but and ben’ type.794 They were single storey dwellings
comprising a room and kitchen entering left and right from the door with a small closet or
pantry between the two rooms.795 Variations found in the houses reflected different
approaches to refurbishment and repair. In some, thatched roofs had been replaced by
slated ones and mud floors given a layer of cement.796
The issue of repairs and renovation was a complex one in which farm workers and
public health officials were fairly powerless. Farm cottages had usually been built by
estate owners, often many years before, and were let along with the farm. The farmer
then took on responsibility for maintaining the cottages as part of the lease though major
structural repairs fell to the estate. A farm labourer, not wanting to lose his employment
and in probability wanting to have his contract renewed for another year was not in a good
position to complain about the condition of the house. Alternatively the annual hiring
process may have made him think he only had to put up with the house for a year before
he could move to another farm. It was the CSI’s opinion that farmers generally
endeavoured to spend as little as possible.797 Public health officials, like himself were
often frustrated. If they declared a house unfit for human habitation under Public Health
legislation, the landlord could decide to close the house and evict the tenants. It was a
dilemma with all rented housing but particularly difficult where a person’s livelihood was
tied so completely with the house. If officials took that serious step of declaring them
uninhabitable, responses of farm or estate owners were mixed and rarely speedy. In 1896
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notices were served on the owners of several labourers’ houses around Skye of Curr and
Boat of Garten in Badenoch District. Two were closed up, two repaired and the others
were ‘under negotiation’.798 In the meantime these farm labourers and their families
continued to live in extremely dilapidated and unhealthy homes.
Single male farm workers often lived in worse conditions. In the introduction to
Angus MacLellan’s autobiography, John Lorne Campbell describes the conditions in
which the South Uist crofter’s son expected to live when he was hired as a ploughman on
the mainland in the 1890s,
A skilled unmarried farm-worker’s wages were then about fourteen to eighteen
pounds for the half-year, plus lodgings in a bothy, that is, an outside building near
the farm where the accommodation might consist of a bedroom and a kitchen, with
no water laid on, and of course, no indoor sanitation. 799
Having two rooms meant it was of a higher standard than some of those described to the
Housing Commission which were stone floored rooms whitewashed like the byre, ‘herding
young men together with no proper provision for food and comfort. It combines a
maximum of discomfort with a minimum of civilised conditions’. 800 That sounded very like
the ones reported by the CSI in 1892 in Inverness District where young workers were
frequently found in lofts connected to stables with no fireplace and no ventilation. 801 Even
when a farmer built new bothies as happened at Moniack in the Aird District in 1911, he
omitted to provide a water supply for the men.802 Such accommodation was not conducive
to long stays and like their married counterparts, flitting at the end of their engagement
was common.
In the absence of complaints from farm workers and the unease around tackling
their poor housing conditions, sometimes an outbreak of disease precipitated action.
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Families living on dairy farms who contracted an infectious disease received much
attention from public health officials, including scrutiny of their homes and living
conditions. With farms supplying milk to nearby towns and villages, an epidemic was
greatly feared. In 1891 there was an outbreak of diphtheria on a farm at Kinmylies, near
Inverness in which two people died. The MOH promptly closed the farm and arranged for
it and the house where the infected family lived to be disinfected. He and the CSI used the
diphtheria outbreak to criticise Mr Thomson, the farmer for the condition of the family’s
house. Mooney suggests that infectious disease surveillance everywhere gave
unprecedented access to the personal spaces of individuals, including the homes of the
poor.803 The infected house at Kinmylies formed part of the farm steading situated within
twelve feet of the cattle court and with all the doors and windows facing it. Feeding doors
faced the house emitting noxious smells and drainage from the court converged near the
door of the house. The CSI had served notice on the farmer two months previously
suggesting that he either improved the drainage or provided other accommodation for
farm workers. Nothing had been done before the outbreak but presumably under this
threat to his business, the farmer would take action before the District Committee took the
legal action they threatened.804 It was an example of what Waddington calls a
‘blunderbuss approach’ where public health officials were fully aware of the bacteriological
theories of disease but the filthy conditions around the farm houses gave them plausible
and obvious reasons for local action. 805 The outcome hopefully was that Kinmylies farm
families got improved housing conditions and retained their jobs.
Regulating conditions in common lodging houses and other temporary
accommodation involved less moral debate. Common lodging houses in the rural part of
the County were different from large urban establishments reputed to house the more
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socially marginal and criminal elements.806 They were small undertakings often housing
migrant workers coming from all over the country to look for work on railway and road
construction projects. In 1890 the new MOH and CSI considered it one of their primary
tasks to ensure they were all registered and placed in an inspection regime in compliance
with the 1867 Public Health Act. Fear that residents might bring infectious disease like
smallpox into local communities was of paramount concern. In addition to the lodging
houses run by individuals, companies provided various types of temporary
accommodation for their workers. Much attention was paid by public health officials to
conditions in the ‘navvy huts’ built for railway workers and the huts housing seasonal
herring workers in fishing ports.
As with many other aspects of public health, 1890 marked the start of more
rigorous lodging house licensing and inspection regimes. Ardersier Parochial Board was
one of the few authorities who had instigated regulation earlier. The Parish Medical Officer
together with a member of the parochial board inspected lodging houses and granted
licences in the 1850s.807 The first round of inspections under the new authorities in 18901891 revealed that lodging houses in the County were fairly small establishments: of 21
inspected, each had two or three beds. 18 of them however, were not registered and the
CSI urged all District Committee to emulate action taken by Inverness and Badenoch
Districts to set up a registration scheme, compulsory under the law. 808 This enabled them
to develop regulations, including vetting the lodging house keeper, controlling nightly
rates, fixing numbers allowed in each room and ensuring separation of the sexes etc.
Under the law sanitary inspectors could enter registered premises at any time to check on
cleanliness and ventilation and ensure the properties were lime-washed on the inside
twice a year. By 1895 there were 50 lodging houses registered in the County with 236
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lodgers, all of them in the Districts of Inverness, Aird and Badenoch and all of which now
had regulatory schemes.809 Other Districts did not have or did not admit to having such
establishments and it must be remembered that there was a very narrow financial
definition in that the charge per night had to be less than four pence. Anything more
expensive than this was defined as a boarding house or ordinary dwelling house and not
subject to the same legislation. The CSI reported few difficulties with the common lodging
house inspection regime.
There do not appear to be the same tensions around the enforcement of standards
as there were in other types of housing. Three factors helped. Firstly, it was compulsory
legislation with terms enabling the development of clear regulations. They encompassed
an array of Victorian social and environmental doctrines ranging from ensuring the
respectability of the lodging house keeper and that the sexes were suitably separated to
the cleanliness of the house and adequacy of its water supply. Making regulations
presented an opportunity to exercise real control over the moral and physical conditions of
a certain group of poor people. It was a common contemporary belief, as Joyce
comments, ‘that the poor were morally degraded by their physical experience of exposure
to sex, death, dirt and the other horrors of poverty’.810 Secondly the properties in the
County were small and not so numerous as to be a burden for regular inspection. Lastly
and importantly, as private enterprises, lodging-house keepers had an interest in keeping
their licences while construction projects lasted. This symbiotic relationship was an
advantage when there was an outbreak of measles in an Inverness District lodging house
in 1892. Under their regulations the keeper had to advise the DSI of any suspected
infectious disease.811 It was so serious that the inspector and keeper agreed to convert
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the house into a temporary hospital which contained the outbreak.812 Intensive scrutiny of
the lodging houses helped to maintain reasonable standards for their occupants.
Sanitary Inspectors also paid close attention to housing for temporary and
seasonal workers but had less control over their condition. Building bye-laws, if they
existed, did not apply and they did not fall under common lodging house regulation
because there was no charge to stay there. Railway navvy huts and fishing huts were built
by employers where there was no surplus housing accommodation for large influxes of
workers. They were temporary wooden structures often with only one room for sleeping,
cooking, eating etc. Deficiencies in ventilation and cubic space allowed for each person
were common but as the Housing Commission noted, ‘the lightness of the structure and
the exposed situation of the huts tended to counterbalance these defects’.813 Sanitary
deficiencies and nuisances were more common but conditions in the huts were variable.
There were good and bad examples of huts built for the many railway navvies in
the County. In the 1890s, the West Highland Line and the Fort William to Mallaig
extension were constructed. Some 4000 navvies worked on the former. Many of them
lived in huts, except for some crofters who preferred to erect their own turf shelters rather
than lodging with strangers.814 In 1892 the Lochaber DSI found the railway huts built
between the County boundary and Fort William to be clean and comfortable, ‘comparing
favourably with houses in an ordinary crofting village’. There were 31 of them housing 403
workers all of whom had 300 cubic feet of space which the inspector deemed
reasonable.815 Conditions were not so satisfactory on the Mallaig line. An inspection of 36
huts in 1897 revealed that although the same space standards applied to the huts,
surroundings were far from satisfactory. The ground was strewn with empty bottles, tins,
ashes and rubbish. To add to the filthy conditions, no privies were provided for the
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navvies. The sanitary inspector asked the contractors, Messrs Macalpine and Sons to
erect privies and proper ash pits at a distance from the huts and insisted on a clean space
of six feet being formed and gravelled around each hut. Not totally indifferent to their
workers, the contractors had converted an old school at Polnish into a hospital. 816
Nevertheless keeping reasonable sanitary standards around the huts was obviously not a
priority. An Inverness Courier correspondent succinctly described attitudes to this class of
people, ‘In the eyes of his “gaffer”, he is a mere machine, useful for doing a certain
amount of work’. He went on to say that, ‘by his “Christian brethren”, he is looked upon as
an outcast, whom it is their duty religiously to avoid’.817 Whether they were housed in
comparatively reasonable or awful conditions, they became the subject of serious concern
when a fever epidemic threatened.
In 1893, public health officials were concerned about smallpox entering the
County. It had appeared in the port of Leith and cases were also recorded in Glasgow.
The MOH and CSI feared that men tramping the country to seek work on Highland
railways might transmit the disease. Suspicion did not appear to fall on any other
travellers. Instead sanitary inspectors assisted by the police interviewed tramps,
particularly those who had worked on the West Highland Railway or Glasgow Water
Works for any signs of the disease. They also increased visits to the navvy huts on the
Aviemore to Inverness line where 500 workers were housed and kept up pressure on hut
keepers to improve cleanliness and sanitation arrangements as well ordering them to
refuse admission to anyone they suspected of being ill or in contact with smallpox. 818 The
epidemic did not materialise. There was only one case in the whole county, in the town of
Inverness, that year.819 Whether it was attributable to tramps or navvies in huts is not
known but because they were poor, dirty and rough, it was assumed they were more likely
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to carry the disease. The major rail lines in the County were completed by 1903. 820
However navvies continued to come to work on new roads as the road network expanded.
The Lochaber DSI observed in 1906 that although there were no serious illnesses in the
bothies and tents of the road workers, sanitary arrangements were not always
satisfactory.821
There were similar anxieties about housing for herring curers and fish workers,
especially women, who migrated from port to port during the fishing season. They flooded
into fishing ports like Castlebay in Barra. In 1900, the DMOH, Dr McCaulay noted that the
population of Castlebay went up from three thousand to ten thousand between May to
August each year.822 Accommodation was provided in wooden huts by the estate and pier
owner, Lady Gordon Cathcart. Conditions for herring fishing workers were basic
throughout the country.823 The doctor constantly tried to get better water supplies for the
workers.824 He was also very concerned about overcrowding in the huts at Horve and
Ledag. Although he inspected the huts twice a week during the fishing season, calling on
the CSI if any action was needed, he believed managers were devious. They moved the
gutters about so that no one hut appeared overcrowded at the time of inspection. Though
onerous, he felt a daily inspection of housing conditions by the local sanitary inspector
was necessary.825 As with the railways, business interests superseded concerns about
health and welfare. For the workers the opportunity to earn a decent wage meant
complying with ploys to outwit public health officials and accepting overcrowded and
insanitary conditions.
A flurry of central government interest in 1906 changed little. Lady Factory
Inspectors had drawn the Home Office’s attention to the living and working conditions of
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women herring curers in Scottish ports.826 Consequently the Local Government Board
asked public health officials to report on selected ports. In Inverness County these were
Castlebay in Barra and Lochboisdale in South Uist. In the latter mainly local people were
employed, so attention was paid only to conditions and facilities at the former curing
station. In Castlebay, although there was also a large local workforce, itinerant women
continued to be housed in huts. There were 258 in 38 huts. In terms of space, around six
to seven occupants per hut was considered reasonable, but toilet facilities were totally
inadequate. At the time of the inspection there were 124 men and 792 women employed
at 29 curing stations. Though water was available from taps, the majority had no privy.
Stations with facilities had one each for males and females, serving the work stations and
the huts. Being some distance from both, they were rarely used. On receipt of reports, the
Local Government Board only urged local authorities to see that employers made
improvements. While the MOH might worry about the potential for disease among people
living in such filthy surroundings, Barra was in the midst of a serious public financial crisis
as the parish council had become bankrupt.827 It was not a propitious time to press curing
station managers or the estate owner to spend money on improving workers’ housing
conditions.
Huts sometimes remained in use as permanent housing. In 1902 a group of huts
had been built close together on a piece of rocky land in Mallaig. According to a statement
given to the 1917 Housing Commission by the CSI, ‘as a trial first of all to see if the fishing
was to succeed’.828 They had a single apartment usually divided into a room for sleeping
with the other room, which had a stove, used for all other domestic functions together with
work activities like baiting lines in wet weather. Giving evidence to the Housing
Commission, a witness described overcrowded conditions,
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In a two-apartment hut, size 26 feet by 24 feet, divided into two rooms, there were
four children and two adults. One of the children was confined to bed with
tuberculous disease, and occupied a cot in the living room, the only ventilation
being the open door in good weather, as in neither room did the windows open. In
a similar two-apartment hut, there were living a father, mother and eight children.
To add to overcrowding some of the fisher families had seasonal women workers lodging
with them at two different times of the year as separate accommodation was only provided
for a few. Water was provided from a single tap and six water closets had been erected.
These were not much used, being accessible only over rough terrain. The occupants
carried excreta and household waste down to the sea but the detritus from fishing and
baiting activities lay scattered about.829 Mallaig became a thriving fishing port which
benefited from good railway connections to the south and the advent of steam drifters not
so dependent on the weather.830 It is difficult then to see why the huts were not replaced
by more permanent accommodation but it seems that financial and geographical reasons
hindered building new homes for fishermen.
According to the CSI, finding a site was difficult and servicing it too expensive for
the local authority. He said Mallaig was built on very rocky ground and the only land
suitable for building was across the bay opposite the huts but there was no road.
Considerable costs were involved in providing a road and introducing a water supply and
drainage. Though considered by the local authority, who had applied to and been refused
a grant from the Congested Districts Board, nothing had been done.831 The Housing
Commission skirted round the subject to some extent, making recommendations about
how local authorities should regulate sites, construction methods, number of occupants
etc. and place a time limit, e.g. ten years, on the use of these dwellings for families.
Thereafter it would be the duty of the local authority to see that permanent housing was
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provided.832 There was no reference to a possible contribution by the owners of the
flourishing fishing stations and boats who employed members of the hut dwelling families.
Industry behaved more creditably to its employees in Foyers. From 1894, the
British Aluminium Company began building aluminium reduction works at Foyers on the
banks of Loch Ness. Housing conditions seemed to be important to the company from the
start. In 1895 the CSI reported they had provided excellent temporary accommodation for
400 labourers employed on the construction work. Sanitary arrangements were very
satisfactory and conditions in and around the huts were closely supervised by the
company.833 Andrew Perchard points out that, throughout its life, the company prided itself
on its ‘pioneering’ and ‘welfarist’ credentials as illustrated in this extract from the company
magazine: ‘From the beginning, there had been knowledgeable appreciation of the needs
of workers and a general desire to do everything practicable to ensure their health and
contentment’.834 In Foyers this extended to building infrastructure like roads as well as
permanent stone and lime houses with slated roofs, kitchen sinks, gardens and modern
sanitary conveniences.

Fig.14: Houses at Foyers
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The CSI was impressed by the regularity of emptying the earth closets and ash pits and
how the village was free from rubbish under the supervision of a foreman employed for
that purpose.835 By 1908, there were approximately 600 people living in the village for
whom the company also built a school and hospital and contributed to a local doctor’s
salary. It was indeed a ‘flourishing little community’ and one that satisfied public health
officials for complying with public health standards compatible with its rural location. 836 In
terms of housing in the countryside, the British Aluminium Company’s employees fared
very well compared to other industries.837 Perchard suggests the company operated very
sophisticated corporate action in its developments both in Britain and abroad, blending
politics and commercial enterprise with a ‘moral economy’ that recognised and addressed
local needs. Secure employment, local amenities and decent housing were part of their
strategy to maintain a stable workforce.838
While there was clear consensus on acceptable housing standards by the early
years of the twentieth century, there were many impediments to improvement. Housing
legislation was weak and aimed mainly at urban areas until 1909. Issues that beset all
aspects of public health affected housing - geographical and technical barriers and
affordability of improvements both for individuals and local authorities. By 1911 the MOH
was increasingly concerned about the rising number of people contracting phthisis and its
association with poor and overcrowded houses. Yet he was practical because he knew he
could not push the legislation, which allowed him to close ‘uninhabitable’ houses, to its
logical conclusion because it meant people could lose their homes and often their means
of income. He saw the only option being a policy of ‘festina lente’ (make haste slowly). 839

835

HAI, HHB 15/1/1, MOH/CSI Report 1906, pp. 25-26.
HAI, HHB 15/1/1, MOH/CSI Report 1907, p.39.
837
UKPP, Cd.8731, Housing Commission 1917, p.180. For example, the Commission criticised the railway
companies: ‘The housing of railway servants in rural districts is generally inadequate and poor. Many
railway employees have to put up with anything they can get and make no complaints for fear of being
turned out and losing their jobs, no other convenient housing being available in the district’.
838
A. Perchard, ‘‘The Salvation of This District and Far Beyond’: Aluminium Production and the Politics of
Highland Development’, Northern Scotland, Vol.4, 2013, pp.43-65.
839
HAI, CI/3/8/9, MOH/CSI Report 1911, p.6.
836

231
This largely meant that repairs, refurbishment and new building remained the
responsibility of individuals and landlords. In Ireland, state aided housing for farm
labourers quickly followed Irish land reform legislation. 840 That did not happen in Scotland.
Apart from a small input by parochial boards/parish councils and the Congested District
Board, building new houses remained well away from the public sector. The same applied
to the County’s towns.
Housing in the County’s Towns
Although located in a rural environment, poorer people who lived in the County’s towns
often lived in poor housing conditions. In a Highland narrative dominated by crofters and
cottars housing, towns have been overlooked. Yet from mid-nineteenth century Highland
towns followed similar patterns of expansion as other towns in Scotland and encountered
the same range of public health problems associated with poor housing. Houses might not
be surrounded by industrial activity as in larger urban conurbations but the houses poor
people lived in were often just as overcrowded, dilapidated and dirty. Local authorities in
Inverness County’s towns used public health and housing legislation to enforce
improvements in housing conditions. Though they were willing to spend money on doing
this, the idea of providing decent housing from the public purse met little enthusiasm.
From the middle of the nineteenth century, the town of Inverness and the villages
of Kingussie and Fort William, later designated as towns, increased in size and
population. They followed the same pattern of expansion as other British towns. The
middle classes flourished as business and commerce expanded, particularly after the
advent of railways. Their wealth enabled them to build substantial houses with access to
clean water and modern sanitary facilities. They tended to move away from town centres
to cleaner environments on the outskirts. The number of working class households also
increased as people came into towns seeking jobs in construction, manufacturing and
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services created by the new prosperity. For them, it was a case of finding housing they
could afford, close to their work. Burnett warns against overgeneralising the housing
conditions of town workers because standards of living varied according to the type of
employment and housing available. 841 Nevertheless many working class families lived in
very poor housing conditions as public health reports began to reveal. In the County’s
largest and fastest growing town of Inverness where the population grew from 10,000 in
1851 to 22,000 in 1911, it was particularly evident.
Attention was first drawn to conditions in Inverness in 1842. It was one of only two
towns in the Highlands included in the Inquiry into the Sanitary Conditions of the
Labouring Population of Scotland by the Poor Law Commissioners. Tain, in Ross-shire,
was the other. In Inverness, evidence came from a single local solicitor, George
Anderson, though he had consulted local doctors in preparing his statement. It was a very
honest exposition revealing that poorer inhabitants lived in poorly constructed houses
amid dung heaps, open drains and overflowing cesspools. Only the principal streets
where the best houses and shops were situated had covered sewers. From the centre
there radiated streets and lanes with only surface or open drains. These areas were filled
with small thatched houses crowded together in courts or closes. He described them as
having one storey with the ground floor divided into two or three apartments with two or
three garret rooms in the roof. It was common for a labourer’s family to have only a single
apartment or room and closet with single persons having only a room. Back courts or
gardens were used for growing vegetables but pigsties and dunghills occupied much of
the space. Like their rural counterparts, labourers were not averse to sharing their
accommodation with animals. Pigs, horses and cows were sometimes kept inside the
house with manure accumulating there. As in the country both the animals and their
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manure were precious commodities, the latter for growing potatoes.842 It was a complex
mix of poor housing conditions with both rural and urban characteristics.
Like their rural neighbours, the poorer inhabitants of Inverness were thought to be
relatively healthy despite living in slum-like conditions. In the Commissioners report
Inverness was mentioned along with London, Edinburgh, Greenock and Glasgow as
having a persistent epidemic of typhus in the last 12-15 months.843 Yet Mr Anderson,
honest in his description of living conditions gave a more ambivalent report about the
presence of disease,
Amidst such a combination of unwholesome circumstances it is rather wonderful
that malignant fever does not very greatly prevail in the town. It is scarcely ever
entirely free of it and occasionally it breaks out in some of its most contagious and
dangerous forms, such as measles, scarlet and typhus fever and sometimes even
small-pox, spreading upwards among all classes of the community.
Disease could have been worse, he argued, if it had not been for the clean air and sea
breezes circulating around town.844 With healthiness debateable, these poorer parts of
Inverness had all the characteristics of slums, being close to wealthier and more
respectable neighbourhoods yet separated by their bad housing and filthy living
conditions.845
Inclination to ignore such conditions began to change as sanitarian ideas, as well
as business and commercial opportunity influenced the Town Council. When Mr Anderson
wrote his report, he commented on attitudes to people living in the poorer parts of town,
The opinion is no means rare, that it is improper and impolitic and tends to
increase pauperism and crime, for the more wealthy systematically to inquire after
or take much personal trouble about their poorer neighbours, who are hence but
seldom cheered in their wretched dwellings by the presence and advice, or the
alms of their superiors.846
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By 1847, the Town Council and its new Police Commissioners, encouraged by Dr Forbes
and Dr Nicol, councillors and public health campaigners, had entered the very early
stages of a sanitary improvement programme along the lines recommended by Edwin
Chadwick in his 1842 Report on the Sanitary Condition of the Labouring Population,
The primary and most important measures, and at the same time the most
practicable and within the recognised province of public administration are
drainage, the removal of all refuse of habitations, streets and roads and the
improvement of the supplies of water.847
Inextricably linked with housing conditions, sanitary progress was never a smooth
trajectory as other chapters have shown. It was beset by wrangling over costs, technical
problems and complex administrative systems. Poorer areas were often the last to benefit
and housing dereliction was largely ignored.
In 1847, Drs Nicol and Forbes suggested a radical solution for the Maggot where
many of the houses were in a ruinous condition. Accumulations of filth lay everywhere,
fever was seldom absent and it had been hit hard in the last cholera epidemic. Their
solution was for the Town Council to take over the management of the lands from the
Trustees of St John’s Chapel (Episcopal Church) and take the opportunity to create a
proper road down the riverside to the sea. The Council would then have the right to get rid
of the wretched properties on the land and let out vacant feus.848 The Council took over
management of the Maggot land but it seems that no demolition took place. Houses there
are described as ‘bothies’ and the area continues to be referred to as a ‘hotbed of
disease’.849 The doctors were at the forefront of thinking that the only solution for the worst
housing was to demolish it, but in their zeal for preventing disease had not considered
where displaced residents would go.
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Housing legislation from mid-century gave urban authorities powers to enforce
improvements and demolish the most defective.850 Complex and cumbersome procedures
as well as additional expenditure were involved.851 In the opinion of Richard Rodger,
without an obligation to re-house, such Acts were little more than tools for nuisance
removal.852 Declared a ‘dead letter’ by the Royal Commission on Housing in 1885, there is
no indication that Inverness authorities used these powers under permissive legislation
and seemed able to turn a blind eye to the run down conditions of houses in the town.
Dr Forbes continued to challenge the Town Council on all aspects of public health,
including housing. He was not alone in voicing concerns, Dr Mackay, a Parochial Medical
Officer took a similar view. In 1853 faced with the threat of another cholera epidemic, he
said, ‘I can say from personal observation that the present state of most of the houses in
Tomnahurich Street, King Street, the Maggot, Merkinch etc. is most unwholesome and
dangerous to the health of the inmates’.853 In 1861, the ability of the Town Council to
ignore what was all around them resulted in confrontation. The Lord Advocate had written
to the Provost enquiring about dangerous and dilapidated housing in Inverness.854 Finding
out that the Provost had replied by asking who should deal with it, Dr Forbes was
‘astonished’ because the Dean of Guild was clearly responsible. 855 The Highland Sentinel
records what happened next,
The Provost even went far as to declare that he knew of no old houses in the town
whatever. But this was going over the borders altogether, and he was promptly
met by Dr Forbes, pointing out to him from the very Council Windows a large
building in most dangerous and dilapidated condition. The Provost had nothing for
it but to retire behind his official chair—no complaint had been made to him
officially.856
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A statement by another councillor that a house had recently tumbled down on a family in
Huntly Street presented councillor Charles Fraser Mackintosh with an opportunity to
suggest action allowing the Provost and Dean of Guild to save face. The Council agreed
to take counsel on their liability if damage occurred in such an incident. 857 It prompted the
Dean to order an initial survey by the Police Superintendent. He then appointed
tradesmen to give technical reports on buildings identified as dangerous or in poor
condition in the future so he could instruct action.858 It was a small step in acknowledging
some municipal responsibility for the conditions and lives of people who lived in these
rundown houses. Unfortunately there is no record of what proprietors were asked to do in
the way of improvements or even of permissions granted for new building because no
records were kept by the Dean for the next twenty years.859 Nevertheless the 1860s saw a
shift towards greater local authority intervention in public health and housing conditions
which unfortunately Dr Forbes did not see because he died in 1864.
Legislation in the 1860s established public health as a clear function of local
government and extended it into the domestic sphere. The General Police and
Improvement (Scotland) Act 1862 and Public Health (Scotland) Act 1867 gave town
authorities powers to improve housing conditions. Inverness had the advantage of having
a water supply and rudimentary sewerage system which continued to be extended as the
town’s population grew. The main thrust of housing improvement therefore involved
requiring owners to install water supplies and water closets. Police Superintendent
Sutherland, the Sanitary Inspector, completed his first report for the town’s Police
Commissioners in 1868.860 According to the Inverness Courier it was an extensive 32
page report listing the names of 837 tenants and proprietors in 200-300 houses without
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such services.861 In order to overcome avoidance or resistance by proprietors, local
authority input gradually increased. William Paterson, the Burgh Surveyor produced a
specification for constructing and connecting kitchen sinks in certain houses on the west
side of the river in 1873.862 Similarly in 1878, after notices were issued to 409 proprietors
who were within 100 yards of a main sewer, he prepared a specification for connecting
house drains into them. This time the Police Commissioners went a little further advising
owners that if they did not comply within 15 days, they would instruct the work and recharge them.863 Improving domestic sanitary conditions was placed firmly in the hands of
property owners.
Attitudes to landlords in certain local newspapers supported this position. How
could anyone expect tenants to be cleanly in their habits unless landlords provided water
and water closets, the Scottish Highlander asked in 1886.864 A year later, two cases
brought before the Magistrates Court highlighted how working class families were trapped
in insanitary accommodation. Two women from Huntly Street were accused of causing a
public nuisance by tipping slops from wash tubs into a street drain leading to a common
sewer. They had no means of disposing of dirty water in their houses. The Magistrate’s
advice to boycott properties such as these ones belonging to Mr Fyfe of Merkinch was
decried by the Scottish Highlander on the grounds that they might not be able to find
another house suitable for the breadwinner’s occupation or that they could afford, ‘A
property worth £8.5sh annually from a single tenant is worthy of better sanitary
arrangements than a common street sewer’.865 Town authorities continued to vigorously
pursue proprietors to install water and sanitary facilities. If water closets could not be put
in houses, they should go in garden ground or other ground in the neighbourhood.
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Suggestions that even this was impossible in some houses and that the value of some did
not warrant the cost of providing such services were ignored.866
Involvement in other aspects of housing like supply, dereliction or overcrowding
was avoided. A prestigious shopping, office and residential development built in Union
Street in the 1860s brought hundreds of workmen into the town but no houses were built
to accommodate them. They were forced to live in already overcrowded streets and
houses which invited increases in disease and mortality. 867 Some smaller cottages for rent
were built by a proprietor as part of the redevelopment of Kenneth Street and
Tomnahurich Street. In addition some workmen bought plots on the Drummond Estate to
the south of the town to build cottages for themselves.868 They were still too few houses at
a reasonable rent and often families had no option but to share increasingly overcrowded
accommodation. Although Police Commissioners ordered a report by their Surgeon and
Police Superintendent on overcrowding in 1873, it was never discussed. Ignoring housing
conditions persisted.
This attitude was replicated by the Housing Commission in 1884-1885. Though
discussing crofter housing at some length, housing for the town’s working classes was
dismissed in a single short paragraph. Mr Peterkin, the Board of Supervision’s Northern
Inspector was the only person asked to give evidence. This was based on a note on the
subject he had requested from a clergyman because he had been inside some labourers’
houses in the town. His conclusion was,
The condition of the homes of the labouring classes in Inverness cannot be said to
be worse than that found in other towns of the same size’. Many of the houses are
old, but roomy; and most families have more than one room. Rents are
comparatively high; £2.10sh for even an attic. There is a sad want of proper
drainage, whole streets of the humbler abodes being without water closets or
privies.869
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It is unlikely families living in these conditions were uplifted by the geographical advantage
of having the River Ness running through it, acclaimed as, ‘the town’s best and most
blessed scavenger’.870 Underplaying poor housing conditions turned out to be the thrust of
the Commission’s report for the whole of Scotland. Rodger suggests that it concluded
there was no cause for alarm even in the largest towns because housing problems were
of lesser magnitude than in London.871 The Housing of the Working Classes Act, 1890
arising from it consolidated previous housing legislation and also went a step further by
allowing local authorities to borrow money to build houses.
Content so far to leave housing improvements to the private sector, Town Council
attitudes began to change. In October 1893, Dr Ogilvie Grant, Burgh Medical Officer of
Health (BMOH) could not ‘venture to suggest’ a scheme for erecting blocks of houses to
rent to working men as Aberdeen had done. For moral, social and sanitary purpose
however he asked the Council to consider dealing with the Maggot as an improvement
scheme under the Act including erecting some decent common lodging houses as those
licensed by the Council were not fit for purpose.872 Despite some vociferous opposition, by
the end of the year the Council agreed to a scheme similar to the one envisioned by Dr
Forbes and Dr Nichol nearly 50 years before, to clear the Maggot of its dilapidated and
insanitary houses. Now with powers to build, the Council decided to do what Dr Ogilvie
had not dared to suggest - build workmen’s houses of two or three apartments, ‘with all
sanitary conveniences and perhaps baths in addition’.873 The Council set about acquiring
the Maggot lands and preparing plans for a municipal housing scheme.
Ambitious and with some local support, the scheme was beset by legal difficulties.
It involved replacing the 80 derelict houses with 20 tenements fronting the river and
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Waterloo Place. Each would accommodate six families, 120 overall, thus housing over
450 working class people. The overall cost was £16,020 to be paid back by the tenants
over 20 years, after which they would pay around 20 shillings a year in feu duties to
refund the Council for the outlay on the land.874 Statements made at a Ratepayers
Association meeting revealed some shift in attitudes to poorer people. A strong advocate
of the scheme, Mr Gill urged the meeting to think about their rights to enjoy a life free from
the risk of disease, ‘Let them picture to themselves the misery of people living in those
holes, rotten with dirt. There were infants starting life in an atmosphere teeming with
poison and death’. Such an existence was no different for families in Inverness than it was
in the slums of London, even though on a smaller scale. As if not completely convinced
that this empathetic argument would persuade the Council to speed up the scheme, he
further argued that delaying improvement could encroach on their middle class freedoms,
‘These eighty houses were nothing less than hotbeds of disease. Whatever position they
might be in – let them be Provost, Baillie or even Town Clerk – it might cost them their
lives’.875 By 1898 the Council, despite trying hard, were unable to purchase all of the land
because of complex joint trustee arrangements with the Episcopal Church.876 The scheme
fell by the wayside.
With no further construction projects, condemning and demolishing houses unfit
for human habitation became more prevalent from 1909. The Housing, Town Planning
etc. Act of that year was a national turning point when housing for the working classes
was recognised as one of society’s most pressing social problems. 877 Compulsory and
fully recorded housing inspections which the Act introduced, resulted in the town’s
Sanitary and Housing Inspector (SI/HI) not only ordering sanitary improvements but also
condemning many houses as completely unfit for human habitation. In 1911 owners of
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eight houses containing multiple families on the west side of the river were issued with
closing orders. 11 Davis Square in Muirtown Street was typical,
No water supply; no drainage; no water closet accommodation; ground floor 14
inches below street level; walls damp; floor in one room deficient and old and
shaky in another; no ceiling in one room; outhouses ruinous; roof of house
thatched.

Others were worse, like 61 Shore Street, where a family lived in a wooden shack covered
in felt which had been used for stabling a horse.878 Closure of unhealthy houses continued
but it was a double edged sword because displaced tenants had to find other houses they
could afford to rent. It was the perennial problem of slum clearance on a smaller scale. If
houses were not built to replace the severely insanitary and dangerous houses, where did
families go? Gauldie advocates remembering that individuals were involved, not just
housing units.879 When families were forced to move, their options were often limited.
Some of these like moving in with other family members or into houses sub-divided by
private landlords only contributed to overcrowding and health problems.
Mortality levels and overcrowded housing were worse in communities on the west
side of the river. In 1907, the BMOH, Dr Macdonald, reported that the death rate for the
town generally was 18.083 (measured as per 1000 population), higher than for Scotland
generally but skewed by death rates of 22.18 and 21.99 in the Merkinch and Harbour
wards. Infantile mortality rates (measured as deaths under the age of one per 1000 live
births) were even more concerning. At 145.3, they compared unfavourably with the eight
principal towns of Scotland coming between Dundee (150) and Glasgow (130) with the
highest infant mortality rates. With many deaths from respiratory and digestive conditions,
in the BMOH’s opinion, insanitary and overcrowded living conditions, although not the only
cause, contributed to such high rates.880
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Overcrowding in Inverness received specific mention in the 1917 Housing
Commission Report. Evidence from Alex Knowles, the SI/HI, revealed that it was common
practice for a house originally occupied by one owner to be subsequently divided with the
upper portion let to a young couple and the downstairs rooms let separately to two old
people. The entrance and sanitary arrangements were shared.881 Inverness was singled
out, together with Coatbridge, as an example of a small town with overcrowding
comparable or worse than the principal towns. Especially congested areas in Glasgow
had 472, 620 and 700 people per acre. In Aberdeen, the two most densely populated
wards had 123 and 139. In Inverness, ‘according to a pamphlet entitled, “The Houses of
the People” by Baillie Macewan, there were portions of the burgh so congested with
houses as to represent a population of from 238 persons to the acre up to as high as 747
and 816 persons per acre’.882 The true facts about housing for poorer people in this small
town with its prestigious shops, houses, hotels and public buildings finally came to light.
Solutions were harder to find.
According to the BMOH, it was an insoluble problem without government subsidy
for a variety of reasons. Ways to housing improvement all had drawbacks unless a private
person built for philanthropic reasons. It was impracticable for private commercial reasons
because poorer people could not afford the rents needed to recover capital costs. This
was even more the case for a local authority who would find it difficult to justify an
unprofitable scheme to ratepayers. There was also the social question of whether some of
these badly housed people deserved better, ‘there are bad tenants as well as insanitary
houses, and they can only be dealt with by constant personal endeavour to teach them
how to live’.883 Under pressure from the Women’s Home Mission Committee, who carried
out ‘systematic visitations’ of women in poorer districts and Baillie Macewan the Town
Council agreed to instigate a survey of all the small dwellings in the town in 1913. 884 It did
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not result in house building from the public purse. That only came after the First World
War with the Housing, Town Planning, etc. (Scotland) Act 1919 when government subsidy
became available. The first council houses were started in the town in 1920. 885
Conclusion
While the Chadwick Report of 1842 identified housing as important for public health, the
government paid little attention to rural areas until the 1880s. Pre-occupied with the
health, moral and social consequences of urban slums, the homes of people living a
perceived healthy rural life were disregarded. National obsession with the cleansing
properties of fresh air and ventilation lingered even in twentieth century views. 886 In 1918,
Day wrote, ‘The fact indeed was that the pure air and water and the healthy life of the
Highlands counteracted the poor housing and the common disregard of ordinary sanitary
precautions’.887 Myth masked reality. Many working people and their families in the varied
communities of the County lived in conditions synonymous with city slums which made
them vulnerable to ill health and disease.
Housing distribution and conditions in the town of Inverness were more akin to
urban slums but got little consideration. Never considered a principal Scottish town, it
nevertheless had distinct areas of overcrowded, dilapidated houses situated in foul
environments: a sharp contrast to wealthy and respectable neighbourhoods in other parts
of the town. In the 1880s it was not these housing conditions that drew attention but the
state of housing in the countryside, particularly the houses of crofters and cottars.
Blackhouses in crofting communities became a primary target for improvement in
the new local government public health regime after 1890. Sharing your home with
animals, even for understandable agricultural and economic reasons, was an affront to
Victorian standards of hygiene and civilisation. Local authorities and public health officials
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took intensive and sometimes drastic action to halt the practice on grounds of its severe
detriment to disease prevention and treatment. Awareness of personal hygiene and
sanitary standards promoted by increasingly present public health officials, had some
influence on crofters who built ‘white’ houses to a higher sanitary standard. However
crofting legislation was more influential because it gave them land tenure security and
rights to compensation if they left which protected their precious financial resources.
Affordability was primary factor in house building and improvement at a time when
the principle of private responsibility remained strong. Local authorities, increasingly active
and diligent in using legislative powers, firmly placed responsibility on property owners to
install water supplies and provide sanitary and rubbish disposal facilities, linking into
public services where these were provided. Obligations extended into ensuring that their
properties were of a standard fit for human habitation. The principle applied to all forms of
ownership – owner-occupiers, landlords of tenanted properties and other landlord/tenant
relationships and to permanent and temporary dwellings. Building a new house or making
improvements was a more straightforward decision when it was based on whether a
family or individual had sufficient income to provide a decent house for their own needs.
Affordability took a different slant with tenanted houses when the owner had to make
decisions on whether improvements would be of sufficient value to enhance rental income
or provide other business advantages. Meeting the cost of building or improvements
largely remained a private sector issue.
With one exception there was little will to use local public funds to improve or build
houses. Parochial boards (later parish councils) used money from the poor rate to
maintain and even build houses for people on the poor roll. Other County and Town
authorities were not so keen to follow their example. In rural Ireland and some Scottish
towns, authorities had begun to see the public health benefits of providing decent,
affordable housing for the working classes using loans funded through property rates. One
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attempt at demolition and re-construction in Inverness was not successful. Local authority
funded housing only became attractive with post First World War government subsidies.
Healthy housing might have been, ‘one of the cornerstones of the sanitary
reformers’ philosophy and programme’, but was still out of reach for many.888 Housing
conditions improved for those able to build their own houses or rent good private housing.
For those on low wages, in insecure employment or ill-health, there were still poor
prospects of getting a decent house in 1912.
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CONCLUSION
Nineteenth-century Britain saw the beginning of a proactive approach by the state to
public health. Government legislation, policies and practical guidance abounded through
the Victorian era and into the twentieth century. They were applicable to rural areas as
much as the urban and industrial conurbations, whose poverty, high mortality, and
overcrowded living conditions first precipitated intervention. Yet rural dimensions of public
health have been overlooked and scholarship has largely concentrated on improvements
in large towns and cities. Studying Inverness County has exposed public health problems
across communities ranging from its biggest town of Inverness to small islands off its west
coast. Improvements in rural regions were more complex than has been appreciated.
Localised social, economic and geographic conditions and power structures had a
profound and often limiting effect on state intervention.
Regional distinctiveness has to be considered in the context of changing
ideologies and practices in public health. The years between 1845 and 1912 saw major
expansion of state intervention in protecting the health of its people. Problems of poverty,
premature death, ill-health, disease and insanitary living conditions in urban-industrial
settlements underlay social welfare and public health legislation. Rural areas received
less attention and there is a suggestion of their lesser importance in Day’s comment: ‘In
an area predominantly rural, like the Highlands, public health supervision is less
imperative and more difficult to establish than a compact and populous urban centre’.889
These areas were nevertheless subject to the same government policies, laws and
administrative systems as the rest of Scotland. Some legislation was obligatory but much
was permissive. It was left to local authorities to make decisions, take practical actions
and find the means of paying for them. Though they were increasingly informed by
officials and professionals, balancing financial, technical and geographic viability of public
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health measures with the willingness of ratepayers and residents to accept them was a
continual challenge. Crook speaks of urban situations when he declares, ‘It is difficult to
overstate the intricacy and variety with which the public health system developed at the
local and central levels’.890 Arguably diverse conditions in rural regions add different layers
of complexity.
Wider structural, social and economic changes in a region add complication. In
Inverness County public health improvements took place against the backdrop of
transport transformation which stimulated business and tourism. It led to the growth of the
three towns and some villages which brought more middle class residents and visitors
with higher expectations of having a water supply, sanitation and clean public
environments. Better communication with the rest of Scotland also increased the ability of
migrant workers to seek permanent or seasonal work elsewhere and for workers
particularly in fishing and construction industries to come to the Highlands. Such
movement however increased the potential for disease transmission and the working and
living conditions of incoming migrants created much concern among local sanitary
officials. On the western mainland and islands of the County, in the middle years of the
nineteenth century, continuing economic difficulties fuelled unrest in crofting communities.
It led to what Devine describes as a ‘dramatic extension of government activity’ following
the Crofters’ Act of 1886.891 Legal rights to secure tenure were followed by some taxation
relief and grants to improve infrastructure and support the fishing industry. It resulted in a
gradual improvement in material conditions epitomised by the replacement of crofters’
blackhouses whose sanitary condition caused such alarm among public health officials.
The County’s residents of course did not all live in towns, large villages or crofting
townships but in settlements of varying sizes and on farms. In all communities however
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regional, local and personal economic conditions affected the extent and delivery of public
health measures.
In Inverness County four main local factors affected public health improvements.
These were middle class influence, affordability, landowner involvement and geographic
and technical feasibility. The prominence of these themes reflects the attitudes and
actions of local authority officials, professionals and residents whose perspective was
recorded in surviving documents. While less is heard directly from poorer inhabitants, their
responses to official direction tell meaningful stories. Local authority minutes and reports
also reveal the importance of certain individuals both in negotiations for better
infrastructure and services and for decisive practical actions. Human agency is a key
factor revealed in many situations throughout the thesis. Medical Officers of Health have
been the subject of most historiographical attention, particularly those who guided
improvements in major towns and cities. Other individuals, like inspectors of poor, sanitary
inspectors and local doctors, were also instrumental in campaigning and shaping and
implementing public health measures. Government direction on public health had to be
adapted when local factors were encountered. Although impossible to completely
separate, each of the four main factors, together with human agency, deeply affected
developing services and infrastructure that fundamentally changed the experience of
ordinary life.
The influence of the middle classes was strongest in towns and some villages.
Historians have widely recognised the role of this class in creating a social doctrine which
linked health and cleanliness with social progress.892 There were greater concentrations of
business and professional people in the County’s towns and those villages with maritime
and tourist economies. They sought the personal, commercial and civic freedoms that
public health infrastructure and services gave them as much as those in bigger towns and
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cities. In more dispersed communities there was what John Lorne Campbell describes as
a ‘very small middle class’. Speaking of South Uist in the 1880s he said that of 3,800
people on the island, that class only comprised ‘ [the estate] factor on the island and his
subordinates … about half a dozen big farmers holding leases from the estate; and the
doctor, a few merchants, hotel keepers, schoolmasters and government officials’. 893
Wherever they lived, the middle classes were influential as members of local authorities
and as ratepayers in achieving or hindering public health improvements.
Self-interest often came before concern for the health and well-being of the poorer
classes. The middle classes wanted to live, work and spend their leisure time in a clean
environment. They demanded clean water piped into their homes and businesses and
rubbish and sewage efficiently removed. Even when following a similar path to their
counterparts in larger British towns by moving into more palatial homes on the outskirts,
the residents of Inverness, Kingussie and Fort William wanted town centres to remain
attractive for themselves and visitors. In Inverness where more of the poorer classes lived
on the west side of the river, water supply, street cleaning, rubbish removal and provision
of public urinals and lavatories were given less priority than in the suburbs and business
and retail parts of town. In smaller towns, like Kingussie and Fort William, there was less
differentiation because poorer people continued to live in rented properties in or near town
centres. It did not mean they had equal access to services because landlords were not
always willing or able to connect their tenants’ homes to public water and sewerage
systems. Town authorities, drawn from the middle classes were fully aware of the benefits
public health measures brought to all residents. However they never lost sight of their
aesthetic and commercial advantages.
While the middle classes did not always have altruistic motives, public health
initiatives would not have happened without them. It was members of this class who sat
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on local authority committees taking strategic and practical decisions based on
information flooding in from many sources. Opinion of local authorities slants towards the
negative but as Hamlin argues although they were, often justifiably, described as ‘stingy
and unimaginative’ they managed to produce infrastructure and develop services.894
Minutes of their meetings reveal how each authority wrestled with the terms of permissive
legislation and a plethora of government guidance and instruction that did not always suit
local geographical circumstances or their financial capacity. Increasingly professional
advice from engineers, doctors, lawyers and administrators entered the picture. In addition
there was pressure from business and social contacts and occasionally from poorer
residents. Very few public health measures were easily achieved and a certain level of
dedication was required to turn the legal, technical and medical advice into a practical
local solution. It is only necessary to read the minutes of meetings surrounding
Inverness’s water supply or the ill-fated Long Island poorhouse to appreciate the
complexity. Just as important as commitment to civic duties however was the fact that the
middle classes brought money. Property rates paid on their homes and other dwellings
and business premises in their ownership enabled local authorities to provide direct
services and borrow money for capital works. Where there were smaller middle class
populations, lack of finance seriously hindered improvements. It is not difficult to find
instances of self-interest and neglect or indifference towards poorer people but it has to be
acknowledged that the middle classes were a vital component of public health progress.
Wealth and poverty were defining aspects of rural public health. In communities
where ratepayers could pay the taxes local authorities needed, improvements were
affordable. Where there were fewer rate-paying residents activities had to be moderated,
sometimes severely, to suit income. State assistance, tentatively introduced from the mid
nineteenth century, brought some benefits but did not always accommodate public health
requirements. Poverty lay at the heart of fiscal restrictions for some local authorities.
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Moreover poverty meant that people could not afford to improve their living conditions and
access medical services that might help prevent disease and ill-health. Levels of wealth
and poverty could vary widely across a rural region. It was a contributing factor in the
huge difference in public health works and level of services.
Where residents could afford to pay rates they were not always willing. There were
some strange anomalies. Inverness ratepayers, though supporting numerous voluntary
and charitable organisations in the town were initially reluctant to pay rates for statutory
poor relief controlled by the parochial board. Loss of power, personal satisfaction and
public distinction possibly contributed as much to their reluctance as financial reasons.
Less disinclined in future years to pay poor rates, there was also less controversy about
paying for street cleaning, nuisance removal and water supply though with less
enthusiasm for its provision in poorer parts of town. Paying for sewerage improvements
was less popular though difficult to understand because a malodorous river running
through the town did not enhance civic amenity. Raising property rates was never an
easy decision for local authorities but it was easier to meet government and local
demands for improved infrastructure and services where the tax base could support them.
Where there were fewer ratepayers, pragmatic solutions were necessary. Either
residents had to pay more or action was confined to low cost measures. Special water
and drainage districts were usually instigated by residents willing to pay extra on top of the
general public health rate. This enabled the local authority to borrow money to support a
loan for works in a defined area which, unsurprisingly, contained a preponderance of
larger houses or involved business interests. Where there was a low rateable base, local
authorities had no alternative but to use persuasion and enforcement tactics to get people
to deal with their own rubbish and human and animal excrement. Villages might get a
scavenger employed on low wages to sweep the streets and deal with nuisances but in
smaller communities, like many scattered throughout Inverness County, it was not an
affordable option.
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Limited availability of finance increased the importance of poor relief as a public
health measure. Where there were small numbers of ratepayers and local authorities were
heavily influenced by landowners and their employees who sat on them, poor relief was a
priority claim on taxes. It brought food, clothes, fuel and housing repairs to the very
poorest people. Although at a very basic level, it helped to preserve health and thus
prevent illness and disease to some extent. It also paid for vaccination services mainly for
those on the poor roll but also partly extending into the working poor population. Additional
benefits to the wider community also came from the appointment of parochial medical
officers. Though a free service was only available for paupers, a salary from the parochial
board was a small inducement to operate a private practice. Whether the non-pauper
population could afford to pay the doctor and how long he was prepared to stay in a parish
is another matter and well documented for the Highlands, not least by the Dewar
Commission of 1912.895 Nevertheless it was more difficult for local authorities to find
financial resources for other public health measures than for poor relief.
Legislation creating a secular system for dispensing poor relief heralded a new era
of government intervention but the introduction of state financial assistance had benefits
and drawbacks for public health. The medical relief grant (1848 and 1858) enabling the
appointment of qualified parochial doctors benefited all rural areas in Scotland, especially
parishes which covered large geographical areas with few centres of concentrated
population. The Scottish Education Act similarly applied to the whole of Scotland and
while it was accompanied by a number of grants for public schools none were conditional
on providing water supplies and sanitary facilities, to the exasperation of the County’s
public health officials. Other legislation gave particular assistance to crofters. The Crofters’
Holdings (Scotland) of 1886 is widely acknowledged as the most important factor in the
improvement of housing and peoples’ living conditions. It gave security of tenure to

895

UKPP, Cd.6559, Dewar Commission Report 1912.

253
crofters for the first time and facilitated self-improvement.896 However a successive
government body, the Congested Districts Board (1897), which dispensed additional
funding to the poorest crofting parishes, did not give priority, at least in Inverness County,
to funding water supplies. Contemporary and historiographical attention to crofting
communities also diverted attention from others. There was no direct financial help from
the government to improve housing circumstances and living conditions of poorer people
in towns, villages and on farms. While state assistance was a welcome development its
piecemeal and uncoordinated nature did always aid the cause of public health.
Regardless of interventions by the state or local government, poverty seriously
restricted a person’s ability to protect their own and their families’ health. It is a concept
widely explored in poverty and public health historiography and indeed within this thesis.
Yet in a rural region conflicts arose from well-intended public health interventions. When
people shared living accommodation with their animals, public health officials only saw an
affront to modern standards of cleanliness and hygiene and risk of disease. Owners rather
saw a precious resource for their families. Animals provided food, fertiliser and income
and the means of keeping a family out of poverty. Both points of view had validity but
officials triumphed in the end by persuading people, sometimes under threat of legal
action, to build separate byres. Apart that is from a few rebels who sneaked them back
indoors. Compulsory vaccination against smallpox was another well-intentioned action.
The government, wanting to protect the populace from this extremely infectious,
disfiguring and deadly disease, introduced compulsory vaccination for all new-born infants
in 1863. Stipulating that the procedure had to be carried out by doctors for which parents,
apart from those on the poor roll, had to pay disadvantaged poor working people. In more
dispersed areas, vaccination had historically been performed free of charge by various lay
people – midwives, ministers, estate factors. Apart from the town of Inverness, people had
little access to free charitable vaccination services common in large towns and cities. It is
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remarkable that the level of vaccination remained as high as it did despite the obstacle of
affordability. Being poor anywhere in Britain aggravated public health problems and
limited solutions but it had particular dimensions in rural areas.
A significant divergence from established, and largely urban, public health
historiography is the role of landowners. Their influence came from four directions. They
were local employers; primary ratepayers; members of local authorities or more commonly
represented by their estate factors and sometimes providers of rights of access or
additional finance that enabled or improved public health measures. All aspects
intermingled in their decision-making processes but overall illustrate the degree of power
they held.
Landowners used their power in different ways. Some had a positive approach,
helping the local authority to achieve improvements. In some cases this may have
stemmed from lingering paternalistic obligations towards tenants or from Victorian
philanthropic and humanitarian principles. The established landowner Lord Lovat and
relatively new estate owner, Robert Birkbeck both built new houses for their tenants
making substantial improvements to their living conditions. Among others, benevolence
was mixed with business acumen. Colonel Macpherson’s assistance with the
Newtonmore water scheme and Sir Samuel Scott’s considerable contribution to Tarbert’s
water and drainage schemes did no harm to their respective shooting lodge and hotel
businesses. In marked contrast, others like the Earls of Moray and Cawdor and Lady
Gordon Cathcart, went out of their way to hinder local authority proposals. They showed
little concern for the public health risks their recalcitrance perpetuated. Regardless of
whether they leaned towards magnanimity or meanness, landowners still wielded
considerable power in rural counties like Inverness.
Just as important as social, political and financial factors of influence was the
region’s geography. Historians are beginning to argue that rural landscapes were very
much more than ‘an invisible backdrop’ to public health reform though emphasis tends to
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lie with the barriers they created.897 Without doubt these were substantial. Geographical
distances limited the provision and efficiency of local authority public health services. This
created tensions between a national government striving for uniformity and local
government driven by practicality. On the other hand, topography and geology have
advantages. In Inverness County water sources were fairly abundant and coastal
locations provided a handy receptacle for rubbish and excrement. Difficulties in benefiting
from these natural features arose from legal, technical and financial barriers. Geography
is thus a much more complex and significant dynamic of public health improvements in
rural areas than it is in urban situations.
Physical distance dictated the extent and accessibility of services. It is an issue
comprehensively recognised for rural medical practitioners and patients, particularly in the
Highlands, but less so for other professionals. Appreciating distance makes disparities in
service within rural areas understandable. A sanitary inspector’s job, for example, was
very different in towns like Inverness, Kingussie and Fort William than in the County’s
scattered communities in the west and on the islands. With more concentrated
populations an inspector, like Sergeant Macgruer in Kingussie, could easily check and recheck residents had removed dunghills or cleaned out their ash-pits and swiftly move to
taking legal action for non-compliance. By contrast, rural and island inspectors could
travel hundreds and even thousands of miles a year in the course of their work,
sometimes involving journeys on land and by sea. Many were frustrated by their inability
to efficiently enforce sanitary measures they believed essential for improving living
conditions and reducing risks of infectious disease. With several weeks or even months
between visits, there was plenty of opportunity for residents to fall back into sloppier
maintenance of their middens or open up wells closed by an inspector because of the risk
of typhoid from polluted water. The work of sanitary inspectors, like other officials, had
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additional challenges when communities were scattered, and travelling distances onerous
and affected by weather conditions.
Dispersal of people across large distances was not appreciated by government
agencies in their determination to achieve uniformity in public health services. In Scotland
it was a source of considerable tension between the Board of Supervision and its
successor the Local Government Board for Scotland and rural local authorities. Building
poorhouses had both ideological and humanitarian roots. Meant to deter people from
claiming poor relief poorhouses also harboured those too ill or old to work and provided a
modicum of medical care. While serving both purposes to some extent in a town like
Inverness, they were completely impractical logistically and financially for island
authorities forced into building the Long Island Poorhouse in the 1880s. With no lessons
apparently learned, government agencies subsequently insisted on the provision of public
infectious disease hospitals in island communities. This happened despite protestation
from local authorities and the County’s MOH that employing fever nurses to nurse people
at home or in portable hospital waggons was better for both patients and local authority
coffers. Public health solutions modelled around urban circumstances did not fit all rural
situations.
Geographical location and natural resources had both advantages and
disadvantages for public health infrastructure. Lochs, rivers and springs were common
features in rural landscapes. They provided ready sources of water for piping into people’s
homes or street pumps supplying clean water for drinking and civic, domestic and
personal cleanliness. Of course much depended on whether rights of access could be
obtained, technology could be adapted for local conditions and importantly whether a
community had sufficient financial resources to build and maintain a water supply scheme.
Without money, it was not possible to take advantage of the County’s natural resources.
Local authorities in the County’s three towns and some villages with water sources
reasonably close by could afford the cost of constructing reservoirs, filtration systems and
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supply pipework and ongoing revenue costs of maintaining fledgling technology. In more
dispersed communities, simple improvements to make shallow wells less vulnerable to
pollution were barely affordable let alone the construction of miles of pipework across
difficult terrain. While the same legal, technical and financial restrictions apply to
sewerage, coastal locations provided some advantage by facilitating the simplest and
cheapest option of piping sewage into the sea. Authorities in the County made full use of
this facility where they could. Even without any infrastructure, for people living and
working near the sea, it was an easy means of getting rid of rubbish, excrement and
industrial waste. Though there were local problems in the County arising from domestic
waste and detritus from the fishing industry littering foreshores, it was a period in history
when sea pollution was not a national or global concern. While geography was a decided
disadvantage for public health services like sanitary inspection, there was more duality in
its bearing on water, sewerage and nuisance disposal. Greatest disadvantage occurred
when geography, technical feasibility and lack of financial resources combined to inhibit or
prevent use of natural resources.
Local factors featured prominently in the provision of public health measures. The
varied nature of the County’s communities meant there was a complex mix of factors of
influence affecting delivery of the government’s public health agenda and laws. Dr Grant,
the first County Medical Officer of Health suggested it was almost necessary to view the
circumstances of each community on an individual basis in order to decide on appropriate
action.898 If any of the factors are to be singled out, the dynamics of affordability and
geographic situation come to the fore. Throughout the County, ratepayers money was
essential to provide public health services and infrastructure. While paying for poor relief
was less contentious, local authorities often negotiated the minefield of costs versus
benefits in attempting to increase rates for water supplies and sanitary measures. In parts
of the County with a low tax base and heavily reliant on landowners as primary ratepayers
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and benefactors, it was more difficult and impossible in some cases to find necessary
finance. Combined with affordability, geographical location affected the achievability of
services like vaccination, sanitary inspection and the disinfection of houses to curtail
infectious disease. In addition it shaped the viability of technical options for water supply
and sewage disposal and the usefulness of poorhouses and infectious disease hospitals.
Local factors in a rural county like Inverness, particularly when they were so varied, had a
major impact on the selection and implementation of public health actions.
Amidst consideration of local factors of influence, recognising the significance of
human agency is also important. While acknowledging the impact and influence of
medical practitioners on public health measures, Waddington suggests that credit should
also be given to other sanitary officials. 899 In his study of rural Dublin, Cullen describes the
‘unrivalled importance’ of sanitary inspectors in improving insanitary conditions on a day to
day basis.900 In Inverness County there were also other professionals and lay people who
deserve similar acclaim for what they did in campaigning and taking swift pragmatic action
in crisis or everyday situations. In a rural region a flexible approach was particularly
evident. Lacking large pressure groups, substantial cohorts of medical and sanitary staff
and hospital facilities there was more reliance on individuals to seek and take action.
Some of Inverness County’s ‘unsung heroes’ demonstrate the range and
importance of individual agency. Dr Forbes of Inverness was much more than a local
doctor. Unafraid to challenge fellow middle class residents or councillors he campaigned
tirelessly for thirty years demanding clean water, public privies, street cleaning and
housing improvements for the town’s poorer residents. Other doctors took swift direct
action to deal with outbreaks of infectious disease. Dr Tolmie masterminded every aspect
of cholera treatment and preventive measures when the disease struck the village of
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Campbelltown in the 1840s. In 1900, North Uist’s doctor deployed a practical isolation
tactic by sending members of the family not suffering from an infectious disease to stay in
an outbuilding. Many other officials motivated by necessity and compassion undertook
tasks beyond their job remit or tried to be generous in their decisions. Although Inspectors
of Poor are often viewed negatively, Harris’s Inspector of Poor cut peats for some paupers
in the parish and housing repairs which South Uist’s Inspector instigated were criticised
for being over-generous. Local sanitary inspectors too were often flexible in their duties. In
Skye, the diligent Sanitary Inspector, Mr Nicholson, who commonly travelled 3000 miles a
year in the course of his work, also helped fever nurses to coffin typhus casualties in
Sconser when no local person was willing to risk entering infected houses. Even more
remarkable is the extensive role played by the clergy in helping doctors and sanitary
officials as several biographical studies of Father Allan MacDonald reveal. On Eriskay, he
collected doctor’s fees to ensure maintenance of a medical service, accompanied the
sanitary inspector on visits and even closed a polluted well islanders had re-opened. One
of his contemporaries Father Rigg died of typhoid on South Uist caught from an infected
woman he nursed because no-one else would. These examples of human agency, more
important in rural regions without either extensive public campaigns or medical staff and
facilities, also serve as a reminder that public health is about people and not just services
and structures.
The last acclamation has been reserved for John Wedderspoon, Chief Sanitary
Inspector for Inverness County and adviser to local authorities in the three towns. From
his appointment in 1890 to his death in 1915, he worked tirelessly in the cause of public
health improvements. Unlike his first contemporary Medical Officer of Health, Dr Ogilvie
Grant, he never complained of being ‘expected to waft himself to remote islands in the
west’.901 Not only did he manage a team of district sanitary inspectors, he drew up many
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plans and technical specifications for water, drainage and sewerage schemes as well as
carrying out visits himself to all parts of the County.902
This thesis began with an observation by Mr Wedderspoon that a ‘peculiar
diversity of characteristics’ affected public health in his new domain. It has demonstrated
the accuracy and perceptiveness of his statement not only for Inverness County but also
for other rural regions. Complex intermingling of national and local factors of influence
proved that there was no straightforward trajectory of progress in public health between
1845 and 1912. By then towns and some villages in the County had water supply systems
but there were many communities where people still took their water from wells. Without
water, water closets were unviable and dry privies or even the ‘green bathroom’ were still
much in evidence until the second part of the twentieth century. Coastal settlements had
the advantage of having the sea to dispose of their waste and excrement whether this was
by manual or technical means. The home rather than hospital remained the primary
location for treating infectious disease but the Dewar Commission finally heard the pleas
of medical practitioners that nurses should feature more prominently in all aspects of
medical treatment.903 Housing improvement remained firmly in the hands of owners
though local authorities increasingly used legislation to enforce better standards. By 1912,
while the pace of progress differed widely across the diverse communities of the County
there is no better summary than the declaration by Harris’s District Medical Officer, Dr
Fletcher: ‘Something is always being done by way of improvement’.904 His measured tone
is a reminder that improving people’s health and living conditions was an ongoing process
but just as important in rural areas as it was in large towns and cities.
Demonstrating that rural areas deserve greater recognition in the history of public
health was the primary aim of this thesis. A largely urban historiography has missed the
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complexities of implementing public health services and infrastructure in a rural county. It
is a serious omission bearing in mind that thousands of people, living in smaller towns,
villages and more scattered communities, were affected by such improvements or the lack
of them.905 Like others of a rural nature, Inverness County was subject to the same
government legislation and policies as the rest of the country. The ability of local
authorities to deliver desired public health measures was however considerably influenced
by a range of local variables. The interplay between national, regional and localised
social, economic and geographical factors to achieve or prevent improvements is what
makes this study significant. It establishes that the history of public health should no
longer be regarded as synonymous with urban and industrial conurbations.
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